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EXECUTIVE SUMMARY

Authority & Background:

Section 54.1-2510 of the Code of Virginia authorizes the Virginia Board of Health Profession to advise the Governor,
General Assembly, and Director of the Department of Health Professions on matters pertaining to the regulation of
health professions and occupations and scope of practice issues. The Board conducted this study into the feasibility
of licensing Art Therapists on behalf of the Virginia Art Therapy Association.

The review was guided by the principles, evaluative criteria, and research methods set forth in the Board’s
standard policies and procedures for evaluating the need for regulation of health occupations and professions. It
examined Art Therapist education, training, competency examination and continuing competency requirements,
typical duties and functions, regulation in other U.S. jurisdictions, available workforce data, and the potential
impact on existing behavioral health professions regulated in Virginia: Licensed Professional Counselors and
Licensed Marriage and Family Therapists.

Major Findings

1. Arttherapy is an integrative mental health and human services profession. Art therapists are educated in
psychotherapeutic principles as specifically trained in the use of art media to provide counseling to individuals,
families and groups.

2. Arttherapy is categorically different then “art in therapy.” Artin therapy is a therapeutic modality leveraging
the creative process as a growth-producing experience.

3. Arttherapy practices pose an inherent risk of harm to the patient. Individuals practicing art therapy without

the proper skills, level education, supervision and ethical standards pose a risk, especially to vulnerable

patients who may have difficulty with verbal communication.

Art therapists practice autonomously as well as under supervision.

Art therapists are educated at the master’s degree level and must sit for a national board certification exam to

obtain the Registered Art Therapist (ATR) credential.

6. Seven (7) states license art therapists as a distinct profession; five (5) states provide for licensure of art
therapists under a related profession’s license; and four (4) state recognize art therapists to enable state hiring
and/or to provide title protection.

7. The number of art therapists in Virginia is undetermined at this time.

8. There is a need for art therapists in Virginia.

vl

Recommendation:

At its August 23, 2018 meeting, the Regulatory Research Committee recommended licensure for art therapists,
citing the following rationale:

e The unregulated practice of the profession poses the potential for significant harm to the public especially
in consideration of the vulnerability of the patients the profession serves.

e Specialized skills and training exist to distinguish the profession. The profession now requires master’s
degree level education and training through accredited programs, such as those at Eastern Virginia Medical
School and George Washington University in Virginia. Art therapist required coursework includes



diagnostic as well as treatment aspects of care. Additionally, the profession has a psychometrically sound,
national examination used to assess professional competency.

Art therapists practice autonomously as well as within teams.

The profession’s scope of practice is defined with sufficient specificity even though other behavioral health
professions employ some of the same tools and modalities. State licensure and regulations would assure
the public of professional practice standards and a clearer understanding of what constitutes formal art
therapy.

The economic impact to the public of licensure costs will be small. The increase in Virginia’s supply of art
therapist practitioners would likely result from removal of the current barrier to practice which also
requires licensure as a Licensed Professional Counselor, Licensed Marriage and Family Therapist, or
similar profession.

Lack of standalone licensure has restricted the potential supply of these mental health professionals in
Virginia. Comment revealed that students and graduates of George Washington University and Eastern
Virginia Medical School art therapy programs feel driven to look to other states where art therapist
licensure without the additional burden of obtaining licensure as another profession exists.

No alternatives to licensure were deemed commensurate with the public’s protection.



AUTHORITY

At its August 31, 2017 meeting, the full Board of Health Professions considered a request to review the need to
regulate art therapists in the Commonwealth of Virginia. At this meeting, the Regulatory Research Committee
(RRC) received approval to move forward with the study. At its December 7, 2017 meeting, the RRC adopted the
workplan and began work on the study. The study is being conducted pursuant to the following authority:

Code of Virginia Section 54.1-2510 assigns certain powers and duties to the Board of Health Professions. Among
them are the power and duty:

7. To advise the Governor, the General Assembly and the Director on matters relating to the regulation or
deregulation of health care professions and occupations;

12. To examine scope of practice conflicts involving regulated and unregulated professions and advise the health
regulatory boards and the General Assembly of the nature and degree of such conflicts;

Pursuant to these powers and duties, the Board of Health Professions and its Regulatory Research Committee
conduct a sunrise review into the need to regulate art therapists in the Commonwealth of Virginia.



THE CRITERIA AND THEIR APPLICATION

The Board of Health Professions has adopted the following criteria and guidelines to evaluate the need to regulate
health professions. Additional information and background on the criteria are available in the Board of Health
Professions Guidance Document 75-2 Appropriate Criteria in Determining the Need for Regulation of Any Health
Care Occupations or Professions, revised February 1998 available on the Board’s website:
https://www.dhp.virginia.gov/bhp/guidelines/75-2.doc

CRITERIA FOR EVALUATING THE NEED FOR REGULATION

CRITERION ONE: RISK FOR HARM TO THE CONSUMER

The unregulated practice of the health occupation will harm or endanger the public health, safety or welfare. The harm
is recognizable and not remote or dependent on tenuous argument. The harm results from: (a) practices inherent in
the occupation, (b) characteristics of the clients served, (c) the setting or supervisory arrangements for the delivery of
health services, or (d) from any combination of these factors.

CRITERION TWO: SPECIALIZED SKILLS AND TRAINING
The practice of the health occupation requires specialized education and training, and the public needs to have benefits
by assurance of initial and continuing occupational competence.

CRITERION THREE: AUTONOMOUS PRACTICE
The functions and responsibilities of the practitioner require independent judgment and the members of the
occupational group practice autonomously.

CRITERION FOUR: SCOPE OF PRACTICE
The scope of practice is distinguishable from other licensed, certified and registered occupations, in spite of possible
overlapping of professional duties, methods of examination, instrumentation, or therapeutic modalities.

CRITERION FIVE: ECONOMIC IMPACT
The economic costs to the public of regulating the occupational group are justified. These costs result from restriction
of the supply of practitioner, and the cost of operation of regulatory boards and agencies.

CRITERION SIX: ALTERNATIVES TO REGULATION

There are no alternatives to State regulation of the occupation which adequately protect the public. Inspections and
injunctions, disclosure requirements, and the strengthening of consumer protection laws and regulations are examples
of methods of addressing the risk for public harm that do not require regulation of the occupation or profession.

CRITERION SEVEN: LEAST RESTRICTIVE REGULATION

When it is determined that the State regulation of the occupation or profession is necessary, the least restrictive level of
occupational regulation consistent with public protection will be recommended to the Governor, the General Assembly
and the Director of the Department of Health Professions.


https://www.dhp.virginia.gov/bhp/guidelines/75-2.doc

APPLICATION OF THE CRITERIA

In the process of evaluating the need for regulation, the Board’s seven criteria are applied differently, depending
upon the level of regulation which appears most appropriate for the occupational group. The following outline
delineates the characteristics of licensure, certification, and registration (the three most commonly used methods
of regulation) and specifies the criteria applicable to each level.

e Licensure - Licensure confers a monopoly upon a specific profession whose practice is well defined. It is the
most restrictive level of occupational regulation. It generally involves the delineation in statute of a scope of
practice which is reserved to a select group based upon their possession of unique, identifiable, minimal
competencies for safe practice. In this sense, state licensure typically endows a particular occupation or
profession with a monopoly in a specified scope of practice.

o
o

(0]

Risk: High potential, attributable to the nature of the practice.

Skill & Training: Highly specialized accredited post-secondary education required; clinical
proficiency is certified by an accredited body.

Autonomy: Practices independently with a high degree of autonomy; little or no direct
supervision.

Scope of Practice: Definable in enforceable legal terms.

Cost: High

Application of the Criteria: When applying for licensure, the profession must demonstrate that
Criteria 1 - 6 are met.

o Statutory Certification - Certification by the state is also known as "title protection.” No scope of practice
is reserved to a particular group, but only those individuals who meet certification standards (defined in terms
of education and minimum competencies which can be measured) may title or call themselves by the protected

title.
0

(0]

Risk: Moderate potential, attributable to the nature of the practice, client vulnerability, or practice
setting and level of supervision.

Skill & Training: Specialized; can be differentiated from ordinary work. Candidate must complete
education or experience requirements that are certified by a recognized accrediting body.
Autonomy: Variable; some independent decision-making; majority of practice actions directed or
supervised by others.

Scope of Practice: Definable, but not stipulated in law.

Cost: Variable, depending upon level of restriction of supply of practitioners.

Application of Criteria: When applying for statutory certification, a group must satisfy Criterion 1,
2,4,5,&6.

o Registration - Registration requires only that an individual file his name, location, and possibly background
information with the State. No entry standard is typically established for a registration program.

(0}

0}
0}
0}

Risk: Low potential, but consumers need to know that redress is possible.

SKkill & Training: Variable, but can be differentiated for ordinary work and labor.
Autonomy: Variable.

Application of Criteria: When applying for registration, Criteria 1, 4, 5, & 6 must be met.



OVERVIEW

This preliminary document provides an overview of the profession, including recent changes affecting the
profession. It also highlights some of the key areas of concern. Its purpose is to inform Committee members and
the public during the public comment period. Interested parties may also review the sunrise proposal submitted
by the Virginia Art Therapy Association. A full report, incorporating public comment and final recommendations,
will be issued at the end of the study period.

DESCRIPTION OF THE PROFESSION

Art Therapy is an integrative mental health and human services profession that enriches the lives of
individuals, families, and communities through active art-making, creative process, applied psychological theory,
and human experience within a psychotherapeutic relationship. (AATA)

Art Therapy, facilitated by a professional art therapist, effectively supports personal and relational
treatment goals as well as community concerns. Art Therapy is used to improve cognitive and sensory-motor
functions, foster self-esteem and self-awareness, cultivate emotional resilience, promote insight, enhance social
skills, reduce and resolve conflicts and distress, and advance societal and ecological change. (AATA)

Since the beginning of human history art has been an instrument for symbolism and self-expression, a
medium for communicating thoughts and ideas. In the 1940s, psychologist Margaret Naumburg’s work was based
on the idea of using art to release the unconscious by encouraging free association. She started referring to her
work as art therapy, a form of symbolic speech that the patient was encouraged to interpret and analyze. In 1944,
Austrian born Edith Kramer, a student of art, painting, drawing and sculpture became a US citizen and founded the
art therapy graduate program at New York University. (Art Therapy Journal)

By the middle of the 20th century, art therapy programs were in many mental health facilities and
hospitals. It was observed that this form of therapy could promote emotional, developmental, and cognitive
growth in children. The discipline has continued to grow, becoming an important tool for assessment,
communication, and treatment of children and adults. (Art Therapy Journal)

The American Art Therapy Association (AATA) is a 501(c)(3) not-for-profit, non-partisan, professional and
educational organization dedicated to the growth and development of the art therapy profession. Nearly 5,000
professional art therapists and students are part of the American Art Therapy national network. The AATA has
established its own set of standards for art therapy education and practice. (AATA)

Art as therapy should not be confused with art in therapy as they are two distinct concepts. Art as therapy
is an integrative mental health and human services profession that enriches the lives of individuals, families, and
communities through active art-making, creative process, applied psychological theory, and human experience
within a psychotherapeutic relationship. Artin therapy embodies the idea that art making is, in and of itself,
therapeutic and that the creative process is a growth-producing experience. (Malchiodi, 2013)

A major concern of trained art therapists is that there are therapists utilizing “art as therapy” who are not
masters’ level clinicians in visual art or theories and techniques of human development, psychology, and
counseling. (AATA)



Art therapists are trained in the use of art media and provide these counseling and psychotherapeutic
principles to individuals, groups and families. Training involves identifying and assessing each client’s needs in order
to implement therapeutic art interventions to meet the clients psychological, developmental, behavioral, physical and
emotional functioning needs.

SCOPE OF PRACTICE AND OVERLAP

In Virginia, Licensed Professional Counselors (LPCs) and Marriage and Family Therapists (MFTs) are mental
health professions licensed by the Board of Counseling. These two professions have laws and regulations in place
where the applicant must meet course work requirements, experience requirements and a passing grade on the
licensing exam to obtain licensure. Art therapy also has private credentialing requirements in education and
experience as well as passing an exam to obtain credentialing, the difference being that state licensure is currently not
available for this mental health profession.

Art therapy differs from counseling and marriage and family therapy in that its practice incorporates art media
and the creative process. This form of therapy involves art processes and art materials in combination with
psychotherapy, engaging and promoting the use of art in the healing process. Art therapy also allows individuals who
are unable to express themselves verbally with a therapeutic way to engage their mind, body and spirit, promoting
healing.

Art therapists currently work in Virginia, some with a license in counseling or marriage and family therapy,
with additional credentialing in art therapy. Credentialed art therapist working in Virginia work as art therapists in
many settings, while others represent themselves as providing “art therapy” but do not have the education or
credentials to use the title “art therapist”.

The practice of art therapy is specific in its scope of practice (Appendix 2) and regulation of this profession
could negatively affect individuals with licenses to practice counseling or marriage and family therapy who are
utilizing “art therapy” during treatment without having the education and credentialing to do so. This would also
negatively affect individuals utilizing the term “art therapy” when they do not hold the necessary credentials to do so.

Typical work settings for art therapists are similar to those they worked in while obtaining supervision
hours, private practice, inpatient and outpatient mental health facilities, schools and detention centers, and other
settings where mental health practitioners practice. Art therapists often work in teams and interact with social
workers, physical therapists, psychologists and medical providers such as nurses and doctors. Within these
settings, art therapists serve a diverse group of individuals, from all ages and populations.

Unsupervised practice depends on the level of training of the art therapist and the treatment setting they are
working in. Should the art therapist have a private practice all treatment would likely be unsupervised, holding the art
therapist accountable for the job they perform. However, when treating patients in a clinical environment or school
setting within which they are employed, there would be some level of being both supervised and unsupervised,
holding both parties accountable for the job being performed. Virginia currently cannot hold art therapists legally



liable for improper conduct or unethical practice as no standards have been established for this unlicensed profession.
Art therapist currently follow the Code of Ethics (Appendix 3) established by the ATCB.

Section 1.1.6 of the Code of Ethics prohibit engaging in therapy practices or procedures beyond scope of
practicel, experience, training, and experience. Patients requiring services outside of this scope are referred out to
seek the services of another provider. Referral to see an art therapist might come from another health practitioner,
such as a doctor. Children’s Hospital of Richmond at VCU provides art therapy to young patients as a creative
outlet to help them express their emotions and cope with the pain and stress of treatment. VCU understands the
healing value of art and artistic traditions and how art therapists are able to apply their special knowledge of
human development and psychology, clinical practice, and spiritual and cultural customs, to help children and their
families deal with the impact of complex medical conditions on their lives. (Children’s Hospital, 2018)

CREDENTIALING

The ATCB develops and administers board certification exams for art therapists who have met the education
and supervision requirements to become credentialed as a Registered Art Therapist (ATR). The exam covers the
following domains: Administrative and Therapeutic Environments, Initial Interview and Evaluation Assessment,
Art Therapy Treatment and Services, Professional Practice and Ethics, and Theory and Therapeutic Applications.
This exam is psychometrically sound and administered at locations across the United States four times each year.

To maintain ATCB certification art therapists must complete a yearly minimum of 20 continuing education (CE)
credits, during a five (5) year recertification cycle, equivalent to 100 hours of approved continuing education
during the recertification cycle. Six of these credits must be in ethics during each cycle. CE audits are performed on
10 percent of those applying for recertification.

ATCB credentialing allows for easy recognition of individuals who are Master’s degree trained and qualified to
practice art therapy.

1 “Scope of practice” is a term, which generally references specific state statutes, which describe the permissible activities of the
regulated occupation or profession.
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Credentials - National Level
Credential Description

Provisional Registered Art Individuals who have completed a degree (or
Therapist (ATR-Provisional) | ¢4,cation requirements for the ATR-Provisional) and
are engaged in a supervisory relationship with a
qualified supervisor(s). The ATR-Provisional is not a
required credential to apply for the ATR.

Registered Art Therapist Individuals who meet established standards, with
(ATR) successful completion of advanced specific graduate-
level education in art therapy and supervised, post-
graduate art therapy experience.

Board Certification (ATR-BC) | |ndividuals who complete the highest-level art therapy
credential by passing a national examination,
demonstrating comprehensive knowledge of the
theories and clinical skills used in art therapy.

Art Therapy Certified Experienced Board Certified Art Therapists who
Supervisor (ATCS) provide clinical supervision and have acquired specific
training and skills in clinical supervision.

*AATA Credentials and Licensure

EDUCATION

Education to practice as an art therapist requires a minimum of a master’s degree in a program accredited
by the AATA’s Educational Programs Approval Board (EPAB). After obtaining the necessary education, 1,000
hours of post-graduate clinical experience under the supervision of a credentialed art therapist is required.
Private, national certification is available from an independent certification board.

Educational training in psychopathology with children, adolescents and adults provide the art therapist the
ability to learn the criteria for psychiatric diagnoses, allowing them to recognize behavioral and art indicators of
functional and organic disorders. Practice includes the application of art therapy principles and methods in diagnosis,
prevention, treatment and amelioration of psychological problems and emotions. They often work in team settings
that allow them to contribute to collective diagnosis and treatment plans. Treatment plans are designed and
implemented based on the art therapists level of training and the practice setting.

Art therapists must undergo individual and group supervised training as part of their education. The ATCB
requires that students complete 100 hours of supervised practicum, and 600 hours of supervised art therapy
clinical internship to obtain their degree. Credentialing as a registered art therapist (ATR) requires 1,000 hours (if
individual graduated from an AATA/EPAB), or 1,500 hours (if individual graduated from a non-approved art

11



therapy program) of direct contact practice supervised by a credentialed art therapist, another licensed mental
health provider or an Art Therapy Certified Supervisor (ATCS), 100 hours of which half must be supervised by an
ATCS or an ATR-BC credentialed supervisor. While under supervision, the facility in which they are obtaining
supervision is legally accountable and held liable for the supervisee’s actions. Supervision practice agreements
follow the ATCB Code of Ethics, Conduct and Disciplinary Procedures established policy.

The American Art Therapy Association (AATA), Inc., offers program and curriculum standards for each

Master’s degree program. All AATA programs must be approved by the AATA Education Program Approval Board
(EPAB). There are two AATA EPAB approved art therapy Master’s degree programs in Virginia:

George Washington University’s Columbian College of Arts and Sciences’ Art Therapy Master’s Degree Program
in Alexandria, Virginia offers three (3) options: a Master’s in Art Therapy (with a thesis option); a Master’s in
Art Therapy Practice; and a combined Bachelor of Arts/Masters of Arts in Art Therapy, enrolling approximately
20 students per year (George Washington University, 2017); and

Eastern Virginia Medical Schools Art Therapy & Counseling Program in Norfolk, Virginia, a Post Master’s
program (Appendix 1) 2016-2017 school year enrollment listed 34 students. (Eastern Virginia Medical School,
2018)

There is currently a five-year transition for approved EPAB programs to transition to a new program with

external accreditation through the Commission on Accreditation of Allied Health Education Programs (CAAHEP).

It is important to note that undergraduate and Doctoral degree programs in art therapy do not undergo a

formal review and approval process by the EPAB. Certificate art programs are offered online but do not provide

the level of education necessary to obtain credentialing as an art therapist.

There are currently 39 colleges and/or universities in the United States and Canada with AATA approved

master’s degree art therapy programs.

Art Therapy Programs — US and Canada

Master’s Undergraduate

Degree Degree Doctoral
State Program Program Program
California 4 1
*Canada 1
Colorado 1
Connecticut 1
Florida 1 1
Illinois 3
Indiana 1
Kansas 1
Kentucky 1
Maryland 1
Massachusetts 2 1 1

12



Master’s Undergraduate

Degree Degree Doctoral
State Program Program Program
Michigan 2
Minnesota 1
New Jersey 1
New Mexico 1
New York 7
North Carolina 1
Ohio 1 2
Oregon
Pennsylvania 3 5 1
South Carolina 1
Tennessee 6
Virginia/Washington DC 2 1
Washington 3
Wisconsin 1 2 1
Total Programs 39 23

Source: American Art Therapy Association-Approved Programs

REGULATION

Currently seven (7) states require art therapists to be licensed as art therapists. There are five (5) states
that license art therapists under a related license, and four (4) states that recognize art therapists for purposes of
state hiring and/or title protection. Currently, 17 states are considering art therapist licensure. (AATA)

In Virginia, there are no laws, regulations or standards of practice that exist for the practice of art therapy.
Credentialed art therapists that are employed in Virginia as counselors or marriage and family therapists would be
under the laws and regulations of the Board of Counseling. Employers of art therapists have applicable standards of
practice that must be followed to comply with state laws. State agencies and hospitals that employ art therapists
would have an established code of conduct along with regulations that apply to that entity.

The Art Therapy Credentials Board administers the ATCB Examination (ATCBE) which is a national exam
taken for Board Certification and, in some cases, needed for state licensure. The board certification proficiency
exam provides credentialing for board certified art therapists (ATR-BC) and is administered yearly by paper and
pencil at the AATA conference as well as computer based testing which is offered several times per year at
different testing locations. Test by exception is offered for an additional fee for individuals wishing to take the
exam outside the scheduled time frame.

13



Professional regulation may have more of an impact when it comes to disciplining impaired, unethical or
incompetent art therapists, and those practicing art therapy without credentialing, removing them from practice.

Licensure by Title

State Licensure Title

Delaware Licensed Professional Art Therapist (LPAT) and Licensed Associate Art
Therapist (LAAT)

Kentucky Professional Art Therapy License (LPAT)

Maryland Professional Clinical Art Therapy License (LPCAT)

Mississippi Professional Art Therapy License (LPAT)

New Jersey Professional Art Therapy License (LPAT)

New Mexico | Professional Art Therapist License (LPAT)

Oregon Licensed Art Therapist (LAT) and Licensed Certified Art Therapist
(LCAT)

New York Creative Arts Therapist License (LCAT)

Pennsylvania | art therapy defined in regulation as a qualifying “closely related field”

for the professional counseling license (LPC)

Professional Counselor with Specialization in Art Therapy License
(LPC-AT)

Art therapists with clinical art therapy master’s degrees recognized by
the Utah Division of occupational and Professional Licensing as meeting
the education requirements for the Associate Clinical Mental Health
Counselor license

Registered Art Therapist with License to Practice Psychotherapy

Texas

Utah

Wisconsin

*American Art Therapy Association-Credentials and Licensure

RISK OF HARM

Due to the low number of states that license or utilize title protection for art therapists, and the Art
Therapy Credentials Board, Inc. (ATCB) requirement that all ATCB credential holders self-report any violations of
the ATCB Code of Ethics, Conduct and Disciplinary Procedures, the level of reported cases is negligible.

Information regarding disciplinary action against art therapists was not readily accessible. Many states
that license or provide title protection group these individuals under another closely related mental health
category such as licensed marriage and family therapist or licensed mental health counselor. Virginia does not
delineate disciplinary actions or complaints against practitioners with art therapist credentials. Since 2008,
Kentucky has reported a total of six cases, five pertaining to practicing art therapy without a license. The sixth case
was dismissed.

Harm may be attributed to providers practicing art therapy without the necessary skill set, master’s degree
education, supervision and ethical standards necessary to obtain credentialing from the ATCB. Untrained providers
of art therapy can cause potential harm to their clients’ emotional wellbeing, as they do not understand how to
assess, diagnose and treat patients utilizing art material.

14



Overall, art therapists do not utilize dangerous equipment while performing within their practice guidelines.
There are however, basic art tools, such as paint and glue, which contain toxic chemicals that could cause harm should
they be inhaled or ingested, scissors which have sharp edges capable of causing cuts or punctures, and objects such as
clay, if thrown, could be considered potentially dangers. It is the responsibility of the art therapist to understand the
ability of the patient, the specific art therapy tools deemed safe to use with that patient, and the environment within
which the therapy session takes place.

The potential for fraud does exist in Virginia, as there are no existing laws or regulations regarding this
profession. Virginia does not acknowledge the profession of art therapy, does not codify a scope of practice, nor
does it provide any form of title protection for individuals practicing as art therapists. This lack of delineation
between professions creates confusion for the public at large. Consumers are not able to determine actual
credentialed art therapists with academic and clinical training who are safe to practice art therapy versus those
that claim to be art therapists but have no training.

Art therapists in Virginia do not qualify for direct third party payments. However, they are able to receive
payment for their services under another behavioral sciences license or indirectly through their employer.

The ATCB Code of Ethics, Conduct and Disciplinary Procedures (Appendix 3) was updated in 2016 to reflect
standards established by the NCCA. Compliance with these standards of ethics is required to protect the patient,
the employer and the art therapist. The Code consists of 18 principles and standards of conduct and is enforced by
the ATCB. All ATCB credential holders and applicants are required to self-report any violation referred to in the
ATCB Code of Ethics, Conduct, and Disciplinary Procedures document. The Code is enforced through a written
grievance process and reviewed by a discipline hearing panel of three members who review the matter and

provide a written decision. Based on the decision there is an appeals process. If certification or registration is
revoked, the individual is not eligible to apply for certification or registration for a minimum of three years.

Virginia does not have a peer review mechanism for art therapists, however, credentialed art therapists are
subject to review according to the ATCB Code of Ethics, Conduct and Disciplinary Procedures as stated above. Grounds
for discipline are explained in section IL. Disciplinary Procedures, Item 4. Standards of Conduct, Grounds for Discipline.
(Appendix 3)

Legal offenses that would preclude a practitioner from practice include: sexual offenses involving a child, homicide
1st degree, and kidnapping. Additional serious offenses are in section 5.2.12 of Appendix 3.

ECONOMIC IMPACT

WAGES & SALARIES
Profession Median Wage
Art Therapist *$31K-564K
Available compensation data on the profession is | Licensed Professional *$50K-$60K
subsumed within broader behavioral health providers’ | Counselor
categories. Nationally, estimates for art therapists’ salaries | Family & Marriage Therapist *$50K-560K
. . . Source: *Bureau of Labor Statistics - 2016 Data
ranged from $32'000 - $58,000 with a median income of **DHP Healthcare Workforce Data Center - 2017 Data

$43,400. The U.S. Department of Labor Bureau of Labor Statistics shows that in Virginia the median salary per year
is $42,410 with a salary range of $31,440 up to $64,240. Location influences pay, as Washington, DC, New York and

15


https://www.atcb.org/resource/pdf/2016-ATCB-Code-of-Ethics-Conduct-DisciplinaryProcedures.pdf

Philadelphia receive salaries above the national average, while Pittsburgh, Milwaukee and Denver receive salaries
below the national average. Also affecting pay is the number of years of experience the individual has invested in
the profession. Depending on the size of the employers’ workforce, some art therapists receive benefits, such as
medical and dental coverage.

Art therapist salaries appear to be lower than that of other comparable, mental health providers with a
master’s degree. According to the Department of Health Professions Healthcare Workforce Data Center (DHP HWDC,
2017) survey for Licensed Professional Counselors, the median income for both licensed professional counselors and
marriage and family therapists for 2017 was $50,000 - $60,000. An art therapists work environment is similar to that
of other therapists and counselors, so the lower than average wages are not aligned in the profession.

A national internet search for credentialed art therapists provided a varying rate of services ranging from $90
for a 50-minute session to $125 for a 55-minute session. An initial intake assessment fee ranged from $0 to $150.
These prices are similar in range to those being charged by similar behavioral health specialists.

Art Therapist Session Fees

Session Session
State Fee Length
Richmond, VA *$95 | Not available
Washington, DC **$120 | 60 minutes
New Orleans, LA ***$120 | 60 minutes
Laramie, WY ****%$125 | 55 minutes

Sources: *Mind-Body Art Essentials, **Work of Art
Therapy, ***NOLA Art Therapy and Counseling,
LLC, ***Wyoming Art Therapy and Medical
Counseling, LLC

WORKFORCE ADEQUACY

According to the AATA, there are nearly 5,000 professional art therapists and students as members of the
American Art Therapy national network. Virginia currently has 131 members. Of this, 91 are members at the
professional level, 37 at the student level and 9 are associate members or retired. This would lead one to believe that
there are at least 91 individuals credentialed to practice art therapy, with 37 students currently enrolled in an art
therapy credentialed program that could be added to the workforce.

Whether there is a shortage or an oversupply of these practitioners in Virginia is unknown. The profession-
distinct supply and demand data are not available to make such assessment. It can be determined however, that as a
mental health provider already providing care to individuals in Virginia, that they do provide care to individuals in
need of this unique type of mental health care.
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DiscussioN OF EcCONOMIC IMPACTS

In Virginia, individuals who have dual licensure in counseling and art therapy are able to bill for their services
and qualify for third-party payment as licensed professional counselors or marriage and family therapists, but are not
allowed to directly bill for services otherwise.

Licensure of art therapists in Kentucky, Maryland and Mississippi allows them to receive Medicaid
reimbursement for their services. Pennsylvania and Texas allow for private insurance and state program
reimbursement as art therapists are licensed as professional counselors. In Maryland, art therapists are able to receive
reimbursement from private insurers. One goal of licensure of art therapists in Virginia is for the profession to be able
to receive third-party payment for the services they provide.

In 2014, the AATA petitioned the Standard Occupational Classification Policy Committee (SOCPC) requesting
that the occupational classification for art therapy be changed from occupation code “recreational therapy” to a
separate classification as a mental health profession. The Committee rejected the request siting that existing policy
prevents providing a separate defined classification for any occupation or profession for which the Bureau of Labor
Statistic or the Census Bureau cannot collect data. In 2018 the Standard Occupational Classification (SOC) System-
Revision for 2018 announced that the federal governments revised occupational codes, including reclassification of art
therapists from being classified as “recreational therapists” (under code 29-1125) will now be classified as
“Therapists: All Other” (sub-code 29-1125. Effective January 1, 2018, this change in SOC code according to the AATA
will: require federal and state agencies and private employers to redefine job descriptions, pay levels and hiring
guidelines; require insurers to re-evaluate how art therapy services are defined and covered for individual and group
insurance plans; and may open additional approaches for state licensing and regulation. (AATA)
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APPENDIX

APPENDIX 1 - EASTERN VIRGINIA MEDICAL SCHOOL — ART THERAPY & COUNSELING PROGRAM

CURRICULUM

Art Therapy & Counseling Program
Course Sequence

*Courses and sequence are subject to change

FIRST YEAR

Semester 1 - Fall

AT 516 Clinical Case Conference (1)

AT 521 Individual Counseling & Psychotherapy (3)

AT 524 Processes & Matenals of Art Psychotherapy | (4)

AT 528 Theores of Human Psychological Development {3)
AT 530 Psychopathology (3)

AT 534 Introduction of the History & Theory of Art Therapy (1)
AT 548 Assessment (3)

AT 550 Practica Fieldwork (1)

Semester 2 - Spring

AT 513 Research Methods (3)

AT 520 Group Counseling & Psychotherapy (3)

AT 529 Case Presentation Skills (1)

AT 547 Individual Supervision | {1}

AT 549 Processes & Matenals of Art Psychotherapy 11 (4)

AT 551 Practicum | (.5)

AT 555 Intemship | (2.5)

AT 561 Child Counseling & Psychotherapy Skills (1) or

AT 563 Adolescent Counseling & Psychotherapy Skills (1) or

AT 565 Adult Counseling & Psychotherapy Skills (1)

AT 567 Group Supervision Counseling & Psychotherapy wi/Children (1.5)or
AT 670 Group Supervision Counseling & Psychotherapy wiAdoles (1.5)or
AT 667 Group Supervision Counseling & Psychotherapy w/Adults (1.5)

Summer Semester
AT 607 Capstone | (1)
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SECOND YEAR

Semester 3 - Fall

AT 607 Capstone Il (1)

AT 617 Clinical Case Conference Il (1.5)

AT 636 Cultural Competency (3)

AT 646 Individual Supervision |l (1)

AT 650 Practicum Il (5)

AT 656 Intemship Il (2.5)

AT 660 Child Counseling & Psychotherapy Skills (1) or

AT 662 Adolescent Counseling & Psychotherapy Skills (1) or

AT 664 Adult Counseling & Psychotherapy Skills (1)

AT 569 Group Supervision Counseling & Psychotherapy w/Children (1.5) or
AT 672 Group Supervision Counseling & Psychotherapy wi/Adoles (1.5) or
AT 669 Group Supervision Counseling & Psychotherapy wiAdulis (1.5)

Semester 4 - Spring

AT 607 Capstone lll (1)

AT 617 Ethics & Professionalism (3)

AT 647 Individual Supervision lll {1)

AT 649 Creatrvity, Symbolism & Metaphor (3)

AT 651 Practicum IIl {.5)

AT 657 Intemship 1l (2.5)

AT 661 Child Counseling & Psychotherapy Skills (1) or

AT 663 Adolescent Counseling & Psychotherapy Skills (1) or

AT 665 Adult Counseling & Psychotherapy Skills (1)

AT 571 Group Supervision Counseling & Psychotherapy w/Children (1.5 Jor
AT 674 Group Supervision Counseling & Psychotherapy w/Adoles (1.5) or
AT 673 Group Supervision Counseling & Psychotherapy wiAdults (1.5)

Electives and Specialization Courses

AT 533/633 Clinical Specialities (varies)

AT 535/635 Art Therapy in the Schools (1)

AT 562/652 Medical Art Therapy (1)

AT 615 Family Counseling & Psychotherapy (37
AT 638 Countertransference/Jung (1)

AT 639 Exploration of the Psyche (1)

AT 655 Trauma Informed Art Therapy (1)

AT 632 Addictions (3™

AT 634 Career Counseling (3)™

**Optional coursework for graduation; required for licensure
**Number in parentheses designates number of credits

20



APPENDIX 2 - SCOPE OF PRACTICE AMERICAN ART THERAPY ASSOCIATION

Typical functions performed and services provided by art therapists according to scope of practice as
defined by the American Art Therapy Association include, but are not limited to:

(a) The use of psychotherapeutic principles, art media, and the creative process to assist individuals,
families, or groups in:
(1) Increasing awareness of self and others;
(2) Coping with symptomes, stress, and traumatic experiences;
(3) Enhancing cognitive abilities; and
(4) Identifying and assessing clients’ needs in order to implement therapeutic intervention to meet
developmental, behavioral, psychological, and emotional needs.

(b) The application of art therapy principles and methods in the diagnosis, prevention, treatment, and
amelioration of psychological problems and emotional or psychological conditions that include, but are not
limited to:

(1) Clinical appraisal and treatment during individual, couples, family or group sessions which provide
opportunities for engagement through the creative process;

(2) Using the process and products of art creation to tap into client’s inner fears, conflicts and core
issues with the goal of improving physical, psychological and emotional functioning and well-being; and
(3) Using art therapy assessments to determine treatment goals and implement therapeutic art

interventions which meet developmental, psychological, and emotional needs; an

(c) The employment of art media, the creative process and the resulting artwork to assist clients to:

(1) Reduce psychiatric symptoms of depression, anxiety, post traumatic stress, and attachment
disorders;

(2) Enhance neurological, cognitive, and verbal abilities, develop social skills, aid sensory
impairments, and move developmental capabilities forward in specific areas;

(3) Cope with symptoms of stress, anxiety, traumatic experiences and grief;

(4) Explore feelings, gain insight into behaviors, and reconcile emotional conflicts;

(5) Improve or restore functioning and a sense of personal well-being;

(6) Increase coping skills, self-esteem, awareness of self and empathy for others;

(7) Healthy channeling of anger and guilt; and

(8) Improve school performance, family functioning and parent/child relationship.
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APPENDIX 3 - ATCB CoDE OF ETHICS, CONDUCT, AND DISCIPLINARY PROCEDURES

Code of Ethics, Conduct, and

Disciplinary Procedures
TABLE OF CONTENTS

Preamble

1. General Ethical Standards

1.1 Responsibility to Clients

1.2 Professional Competence and Integrity
1.3 Responsibility to Students and Supervisees
1.4 Responsibility to Research Participants

1.5 Responsibility to the Profession

2. Standards of Conduct

2.1 Confidentiality

2.2 Use and Reproduction of Client Art Expression and Therapy Sessions
2.3 Professional Relationships

2.4 Financial Arrangements

2.5 Advertising

2.6 Measurement and Evaluation

2.7 Documentation

2.8 Termination of Services

2.9 Electronic Means

3. Eligibility for Credentials

3.1 Compliance with ATCB Standards, Policies and Procedures
3.2 Complete Application

3.3 Property of ATCB and Eligibility Determination

3.4 Pending Litigation

3.5 Criminal Convictions

4. Standards of Conduct: Discipline Process

4.1 Grounds for Discipline

4.2 Release of Information

4.3 Waiver

4.4 Reconsideration of Eligibility and Reinstatement of Credentials
4.5 Deadlines
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5. Disciplinary Procedures

5.1 Appointment of Disciplinary Hearing Panel
5.2 Submission of Allegations

5.3 Procedures of the Disciplinary Hearing Panel
5.4 Appeal Procedures

5.5 Bias, Prejudice, Impartiality

PREAMBLE

The Art Therapy Credentials Board (ATCB) is a nonprofit organization that seeks to protect the public by issuing
registration, board certification, and clinical supervisor credentials to practitioners in the field of art therapy who
meet certain established standards. The Board is national in scope and includes academicians, practitioners,
supervisors, and a public member who work to establish rigorous standards that have a basis in real world practice.
The ATCB art therapy registration, board certification, and clinical supervisor credentials, hereinafter sometimes
referred to as credentials, are offered to art therapists from a wide variety of practice disciplines, who meet specific
professional standards for the practice of art therapy.

The Code of Ethics, Conduct, and Disciplinary Procedures is designed to provide art therapists and credential
applicants with a set of Ethical Standards (Part I, Section 1) to guide them in the practice of art therapy, as well as
Standards of Conduct (Part |, Section 2) to which every credentialed art therapist and credential applicant must
adhere. The ATCB may decline to grant, withhold, suspend, or revoke the credentials of any person who fails to
adhere to the Standards of Ethics and Conduct (Part |, Section 3). Credentialed art therapists and credential
applicants are expected to comply with ATCB Standards of Ethics and Conduct.

The ATCB does not guarantee the job performance of any credential holder or applicant. The ATCB does not express
an opinion regarding the competence of any registered or board certified art therapist or art therapy certified
supervisor. Rather, registration, board certification or super-visor certification offered through an ATCB program
constitutes recognition by the ATCB that, to its best knowledge, an art therapist or applicant meets and adheres to
minimum academic preparation, professional experience, continuing education, and professional standards set by
the ATCB.

. CODE OF ETHICS AND CONDUCT
1. General Ethical Standards

The Art Therapy Credentials Board endorses the following general ethical principles, which shall guide the conduct
of all art therapists who seek to obtain or maintain credentials under the authority of the ATCB.

1.1 Responsibility to Clients

1.1.1 Art therapists shall advance the welfare of all clients, respect the rights of those persons seeking their
assistance, and make reasonable efforts to ensure that their services are used appropriately.

1.1.2 Art therapists will not discriminate against or refuse professional services to individuals or groups based on
age, gender, gender identity, gender expression, sexual orientation, ethnicity, race, national origin, culture,
marital/partnership status, language preference, socioeconomic

status, citizenship or immigration status, disability, religion/spirituality, or any other basis.

1.1.3 At the outset of the client-therapist relationship, art therapists must discuss and explain to clients the rights,
roles, expectations, and limitations of the art therapy process.
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1.1.4 Art therapists respect the rights of clients to make decisions and assist them in understanding the
consequences of these decisions. Art therapists advise their clients that decisions on whether to follow treatment
recommendations are the responsibility of the client. It is the professional responsibility of the art therapist to avoid
ambiguity in the therapeutic relationship and to ensure clarity of roles at all times.

1.1.5 Art therapists continue a therapeutic relationship only so long as they believe that the client is benefiting from
the relationship. It is unethical to maintain a professional or therapeutic relationship for the sole purpose of financial
remuneration to the art therapist or when it becomes reasonably clear that the relationship or therapy is not in the
best interest of the client.

1.1.6 Art therapists must not engage in therapy practices or procedures that are beyond their scope of practice,
experience, training, and education.

1.1.7 Art therapists must not abandon or neglect clients receiving services. If art therapists are unable to continue to
provide professional help, they must assist the client in making reasonable alternative arrangements for continuation
of services.

1.1.8 Art therapists shall ensure regular contact with clients and prompt rescheduling of missed sessions.

1.1.9 Art therapists shall make all attempts to ensure there are procedures in place or follow recommendations for a
“professional will” that suggests the handling of client documentation and art, if applicable, in the event of their
unexpected death or inability to continue practice. Art therapists shall recognize the harm it may cause if clients are
unable to access services in such a situation and identify individuals who can assist clients with obtaining services
and with appropriate transfer of records. These written procedures shall be provided to the client.

1.1.10 Art therapists shall provide clients with contact information for the Art Therapy Credentials Board.

1.1.11 Art therapists are familiar with state requirements and limitations for consent for treatment. When providing
services to minors or persons unable to give voluntary consent, art therapists seek the assent of clients and/or
guardians to services, and include them in decision making as much as possible. Art therapists recognize the need to
balance the ethical rights of clients to make choices, their capacity to give consent or assent to receive services, and
parental or familial legal rights and responsibilities to protect these clients and make decisions on their behalf.
1.1.12 Art therapists should obtain qualified medical or psychological consultation for cases when such evaluation
and/or administration of medication is required. Art therapists must not provide services other than art therapy
unless certified or licensed to provide such other services.

1.1.13 Practitioners of art therapy must conform to relevant federal, provincial, state, and local statutes and
ordinances that pertain to the provision of independent mental health practice. Laws vary based upon the location
of the practice. It is the sole responsibility of the independent practitioner to conform to these laws. Art therapists
shall be knowledgeable about statutes and/or laws that pertain to art therapy and mental health practice in any
jurisdiction (state, province, country) in which they practice.

1.1.14 Art therapists must seek to provide a safe, private, and functional environment in which to offer art therapy
services. This includes, but is not limited to: proper ventilation, adequate lighting, access to water supply, knowledge
of hazards or toxicity of art materials and the effort needed to safeguard the health of clients, storage space for
client artworks and secured areas for any hazardous materials, monitored use of sharps, allowance for privacy and
confidentiality, and compliance with any other health and safety requirements according to state and federal
agencies that regulate comparable businesses.

1.2 Professional Competence and Integrity

1.2.1. Art therapists must maintain high standards of professional competence and integrity.

1.2.2 Art therapists must keep informed and updated with regard to developments in the field which relate to their
practice by engaging in educational activities and clinical experiences. Additionally, art therapists shall seek regular
consultation and/or supervision with fellow qualified professionals.

1.2.3 Art therapists shall assess, treat, or advise only in those cases in which they are competent as determined by
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their education, training, and experience.

1.2.4 Art therapists shall develop and improve multicultural competence through ongoing education and training.
Art therapists shall use practices in accordance with the client's or group’s age, gender, gender identity, gender
expression, sexual orientation, ethnicity, race, national origin, culture, marital/partnership status, language
preference, socioeconomic status, immigration/citizenship status, disability, religion/spirituality, or any other identity
factor.

1.2.5 Art therapists shall communicate in ways that are both developmentally and culturally sensitive and
appropriate. When clients and/or art therapists have difficulty understanding each other’s language, art therapists
shall attempt to locate necessary translation/interpretation services.

1.2.6 Art therapists will obtain client’s written consent to communicate with other health care providers for the
purpose of collaborating on

client treatment.

1.2.7 Art therapists, because of their potential to influence and alter the lives of others, must exercise special care
when making public their professional recommendations and opinions through testimony or other public
statements.

1.2.8 Art therapists must seek appropriate professional consultation or assistance for their

personal problems or conflicts that may impair or affect work performance or clinical judgment.

1.2.9 Art therapists must not distort or misuse their clinical and research findings.

1.2.10 Art therapists shall file a complaint with the ATCB when they have reason to believe that another art therapist
is or has been engaged in conduct that violates the law or the Standards of Ethics and Conduct contained in this
Code. This does not apply when the belief is based upon information obtained in the course of a therapeutic
relationship with a client and voluntary, written authorization for disclosure of the information has not been
obtained; however, this does not relieve an art therapist from the duty to file any reports required by law.

1.2.11 Art therapists shall notify the ATCB of any disciplinary sanctions imposed upon themselves or another art
therapist by another professional credentialing agency or organization, when such sanctions come to their attention.
1.2.12 Art therapists shall not knowingly make false, improper, or frivolous ethics or legal complaints against
colleagues or other art therapists.

1.3 Responsibility to Students and Supervisees

1.3.1 Art therapists must instruct their students using accurate, current, and scholarly information and at all times
foster the professional growth of students and advisees.

1.3.2 Art therapists as teachers, supervisors, and researchers must maintain high standards of scholarship and
present accurate information.

1.3.3 Art therapists must not permit students, employees, or supervisees to perform or to represent themselves as
competent to perform professional services beyond their education, training, experience, or competence, including
multicultural and diversity competence.

1.3.4 Art therapists who act as supervisors are responsible for maintaining the quality of their supervision skills and
obtaining consultation or supervision for their work as supervisors whenever appropriate.

1.3.5 Art therapists are aware of their influential position with respect to students and supervisees, and they avoid
exploiting the trust and dependency of such persons. Art therapists, therefore, shall not engage in a therapeutic
relationship with their students or supervisees.

1.3.6 Art therapists do not condone or engage in sexual harassment, which is defined as unwelcome comments,
gestures, or physical contact of a sexual nature.

1.3.7 Art therapists who offer and/or provide supervision must:

1.3.7.1 Ensure that they have proper training and supervised experience, contemporary continuing education and/or
graduate training in clinical supervision;
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1.3.7.2 Ensure that supervisees are informed of the supervisor’s credentials and professional status as well as all
conditions of supervision as defined/outlined by the supervisor’s practice, agency, group, or organization;

1.3.7.3 Ensure that supervisees are aware of the current ethical standards related to their professional practice,
including the ATCB Code of Ethics, Conduct, and Disciplinary Procedures;

1.3.7.4 Ensure regular contact with supervisees and prompt rescheduling of missed supervision sessions;

1.3.7.5 Provide supervisees with adequate feedback and evaluation throughout the supervision process;

1.3.7.6 Ensure that supervisees inform their clients of their professional status, the name and contact information of
their supervisors, and obtain informed consent from their clients for sharing disguised client information and
artwork or reproductions as necessary with their supervisors;

1.3.7.7 Ensure that supervisees obtain client consent to share client artwork or reproductions in supervision;

1.3.7.8 Establish procedures with their supervisees for handling crisis situations.

1.3.9 Art therapy supervisors shall provide supervisees with a professional disclosure statement that advises
supervisees of the supervisor's affirmation of adherence to this Code of Ethics, Con-duct, and Disciplinary
Procedures, and instructions regarding how the supervisee should address any dissatisfaction with the supervision
process including how to file a complaint with the ATCB, the ATCB's address, telephone number, and email address.

1.4 Responsibility to Research Participants

1.4.1 Art therapists who are researchers must respect the dignity and protect the welfare of participants in research.
1.4.2 Researchers must be aware of and comply with federal, provincial, state, and local laws and regulations, agency
regulations, institutional review boards, and professional standards governing the conduct of research.

1.4.3 Researchers must make careful examinations of ethical acceptability in planning studies. To the extent that
services to research participants may be compromised by participation in research, investigators must seek the
ethical advice of qualified professionals not directly involved in the investigation and observe safeguards to protect
the rights of research participants.

1.4.4 Researchers requesting potential participants’ involvement in research must inform them of all risks and
aspects of the research that might reasonably be expected to influence willingness to participate, and must obtain a
written acknowledgment of informed consent, reflecting an understanding of the said risks and aspects of the
research, signed by the participant or, where appropriate, by the participant’s parent or legal guardian. Researchers
must be especially sensitive to the possibility of diminished consent when participants are also receiving clinical
services, have impairments which limit understanding and/or communication, or when participants are children.
1.4.5 Researchers must respect participants’ freedom to decline participation in or to withdraw from a research
study at any time. This principle requires thoughtful consideration when investigators or other members of the
research team are in positions of authority or influence over participants. Art therapists, therefore, must avoid
relationships with research participants outside the scope of the research.

1.4.6 Art therapists must treat information obtained about research participants during the course of the research
protocol as confidential unless the participants have previously and reasonably authorized in writing that their
confidential information may be used. When there is a risk that others, including family members, may obtain access
to such information, this risk, together with the plan for protecting confidentiality, must be explained to the
participants as part of the above stated procedure for obtaining a written informed consent.

1.5 Responsibility to the Profession

1.5.1 Art therapists must respect the rights and responsibilities of professional colleagues and should participate in
activities that advance the goals of art therapy.

1.5.2 Art therapists must adhere to the ATCB standards of the profession when acting as members or employees of
third-party organizations.

1.5.3 Art therapists must attribute publication credit to those who have contributed to a publication in proportion to
their contributions and in accordance with customary professional publication practices.
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1.5.4 Art therapists who author books or other materials that are published or distributed must cite persons to
whom credit for original ideas is due.

1.5.5 Art therapists who author books or other materials published or distributed by a third party must take
reasonable precautions to ensure that the third party promotes and advertises the materials accurately and factually.
1.5.6 Art therapists are encouraged, whenever possible, to recognize a responsibility to partictipate in activities that
contribute to a better community and society, including devoting a portion of their professional activity to services
for which there is little or no financial return.

1.5.7 Art therapists are encouraged, whenever possible, to assist and be involved in developing laws and regulations
pertaining to the field of art therapy that serve the public interest and in changing such laws and regulations that are
not in the public interest.

1.5.8 Art therapists are encouraged, whenever possible, to promote public understanding of the principles and the
profession of art therapy through presentations to general audiences, mental health professionals, and students. In
making such presentations, art therapists shall accurately convey to the audience members or students the expected
competence and qualifications that will result from the presentations, as well as, the differences between the
presentation and formal studies in art therapy.

1.5.9 Art therapists must cooperate with any ethics investigation by any professional organization or government
agency, and must truthfully represent and disclose facts to such organizations or agencies when requested or when
necessary to preserve the integrity of the art therapy profession.

1.5.10 Art therapists should endeavor to ensure that the benefits and limitations are correctly conveyed by any
institution or agency of which they are employees.

1.5.11 Art therapists are accountable at all times for their behavior. They must be aware that all actions and
behaviors of the art therapist reflect on professional integrity and, when inappropriate, can damage the public trust
in the art therapy profession. To protect public confidence in the art therapy profession, art therapists avoid behavior
that is clearly in violation of accepted moral and legal standards.

2. Standards of Conduct

The Art Therapy Credentials Board prescribes the following standards of conduct, which shall guide the conduct of
all art therapists who seek to obtain or maintain credentials under the authority of the ATCB.

2.1 Confidentiality

2.1.1 Art therapists shall inform clients of the purpose and limitations of confidentiality.

2.1.2 Art therapists shall respect and protect confidential information obtained from clients, including, but not
limited to, all verbal and/or artistic expression occurring within the client-therapist relationship.

2.1.3 Art therapists shall protect the confidentiality of the client-therapist relationship in all matters.

2.1.4 Art therapists shall not disclose confidential information without the client’s explicit written consent unless
mandated by law or a court order. In these cases, confidences may be disclosed only as legally and reasonably
necessary in the course of that action. All disclosures of information shall be documented in the client’s file,
including the identity of the recipient, the basis upon which the information was disclosed, and a description of the
information disclosed.

2.1.5 If there is reason to believe that the client or others are in immediate, serious danger to health or life, any such
disclosure shall be made consistent with state and federal laws that pertain to the protection and welfare of the
client or others. Art therapists strive to disclose information in a way that ensures respect for the client and integrity
for the therapeutic relationship.

2.1.6 In the event that art therapists believe it is in the interest of a client to disclose confidential information, they
shall seek and obtain written authorization from the client or the client’s legal guardian, before making any
disclosures, unless such disclosure is required by law.
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2.1.7 For the purpose of collecting information on harm caused to clients or possible violations of ATCB rules and its
Code of Ethics, Conduct, and Disciplinary Procedures by art therapists or those falsely claiming to have an ATCB
credential, art therapists may disclose such information without the client’s explicit written consent if the information
is disguised so that the identity of the client is fully protected.

2.1.8 Art therapists shall maintain client treatment records for a reasonable period of time consistent with federal
and state laws, agency regulations and sound clinical practice. Records shall be stored or disposed of in ways that
maintain client confidentiality.

2.1.9 Whenever possible, a photographic representation should be maintained, in accordance with the provisions
set forth in 2.2.2 of this document on consent to photograph, for all work created by the client that is relevant to
document the therapy if maintaining the original artwork would be difficult.

2.1.10 When the client is a minor, any and all disclosure or consent shall be made to or obtained from the parent or
legal guardian of the client, except where otherwise provided by state law. Care shall be taken to preserve
confidentiality with the minor client and to refrain from disclosure of information to the parent or guardian that
might adversely affect the treatment of the client, except where otherwise provided by state law or when necessary
to protect the health, welfare, or safety of the minor client.

2.1.11 Client confidentiality must be maintained when clients are involved in research, according to Part |, Section
1.4 of this code of practice.

2.1.12 Independent practitioners of art therapy must sign and issue a written professional disclosure statement to a
client upon the establishment of a professional relationship. Such disclosure statement must include, but need not
be limited to, the following information: education, training, experience, professional affiliations, credentials, fee
structure, payment schedule, session scheduling arrangements, information pertaining to the limits of confidentiality
and the duty to report. The name, address, and telephone number of the ATCB should be written in this document
along with the following statement, “The ATCB oversees the ethical practice of art therapists and may be contacted
with client concerns.” It is suggested that a copy of the statement be retained in the client’s file.

2.2 Use and Reproduction of Client Art Expression and Therapy Sessions

2.2.1 Art therapists shall take into consideration the benefits and potential negative impact of photographing,
videotaping, using other means to duplicate, and/or display and/or broadcast client artwork with the client’s best
interest in mind. Art therapists shall provide to the client and/or parent or legal guardian clear warnings about the
art therapist's inability to protect against the use, misuse, and republication of the art product and/or session by
others once it is displayed or posted.

2.2.2 Art therapists shall not make or permit any public use or reproduction of a client’s art therapy sessions,
including verbalization and art expression, without express written consent of the client or the client’s parent or legal
guardian.

2.2.3 Art therapists shall obtain written informed consent from a client, or when applicable, a parent or legal
guardian, before photographing the client’s art expressions, making video or audio recordings, otherwise
duplicating, or permitting third-party observation of art therapy sessions.

2.2.4 Art therapists shall use clinical materials in teaching, writing, electronic formats and

public presentations only if a written authorization has been previously obtained from the client, client’s parent, or
legal guardian.

2.2.5 Art therapists shall obtain written, informed consent from a client or, when appropriate, the client's parent or
legal guardian, before

displaying the client’s art in galleries, healthcare facilities, schools, the Internet or other places.

2.2.6 Only the client, parent or legal guardian may give signed consent for use of client’s art or information from
sessions and treatment, and only for the specific uses, and in the specific communication formats, designated in the
consent. Once consent has been granted, art therapists shall ensure that appropriate steps are taken to protect
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client identity and disguise any part of the notes, art expression or audio or video recording that reveals client
identity unless the client, parent or legal guardian specifically designates in the signed consent that the client’s
identity may be revealed. The signed consent form shall include conspicuous language that explains the potential
that imagery and information displayed or used in any form may not be able to be permanently removed if consent
is later revoked.

2.3 Professional Relationships

2.3.1 Art therapists shall not engage in any relationship, including through social media, with current or former
clients, students, interns, trainees, supervisees, employees, or colleagues that is exploitative by its nature or effect.
2.3.2 Art therapists shall make their best efforts to avoid, if it is reasonably possible to do so, entering into non-
therapeutic or non-professional relationships with current or former clients, students, interns, trainees, supervisees,
employees, or colleagues or any family members or other persons known to have a close personal relationship with
such individuals such as spouses, children, or close friends.

2.3.3 In the event that the nature of any such relationship is questioned, the burden of proof shall be on the art
therapist to prove that a non-therapeutic or non-professional relationship with current or former clients, students,
interns, trainees, supervisees, employees, or colleagues is not exploitative or harmful to any such individuals.

2.3.4 Exploitative relationships with clients include, but are not limited to, borrowing money from or loaning money
to a client, hiring a client, engaging in a business venture with a client, engaging in a romantic relationship with a
client, or engaging in sexual intimacy with a client.

2.3.5 Art therapists shall take appropriate professional precautions to ensure that their judgment is not impaired,
that no exploitation occurs, and that all conduct is undertaken solely in the client’s best interest.

2.3.6 Art therapists shall not use their professional relationships with clients to further their own interests.

2.3.7 Art therapists shall be aware of their influential position with respect to students and supervisees, and they
shall avoid exploiting the trust and dependency of such persons. Art therapists, therefore, shall not provide therapy
to students or supervisees contemporaneously with the student/supervisee relationship.

2.3.8 Art therapists must not knowingly misuse, or allow others to misuse, their influence when engaging in
personal, social, organizational, electioneering or lobbying activities.

2.3.9 Art therapists do not condone or engage in sexual harassment, which is defined as unwelcome comments,
gestures, or physical contact of a sexual nature.

2.3.10 Art therapists shall be aware of and take into account the traditions and practices of other professions with
which they work and cooperate fully with them.

2.3.11 Art therapists who have a private practice, but who are also employed in an agency or group practice must
abide by and inform clients of the agency’s or group practice’s policies regarding self-referral.

2.3.12 Any data derived from a client relationship and subsequently used in training or research shall be so
disguised in such a way that the client’s identity is fully protected. Any data which cannot be so disguised may be
used only as expressly authorized by the client’s informed and voluntary consent.

2.4 Financial Arrangements

2.4.1 Independent practitioners of art therapy shall seek to ensure that financial arrangements with clients, third
party payers, and supervisees are understandable and conform to accepted professional practices.

2.4.2 If a client wishes to access insurance coverage for art therapy services out of state, art therapists shall advise
clients that it is the client’s responsibility to confirm coverage before beginning services.

2.4.3 Art therapists must not offer or accept payment for referrals.

2.4.4 Art therapists must not exploit their clients financially.

2.4.5 Art therapists must represent facts truthfully to clients, third party payers, and supervisees regarding services
rendered and the charges thereof.

2.4.6 Art therapists who intend to use collection agencies or take legal measure to collect fees from clients who do
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not pay for services as agreed upon must first inform clients in writing of such intended actions and offer clients the
opportunity to make payment.

2.4.7 Art therapists may barter only if the relationship is not exploitive or harmful and does not place the art
therapist in an unfair advantage, if the client requests it, and if such arrangements are an accepted practice among
professionals within the community. Art therapists should consider the cultural implications of bartering and discuss
relevant concerns with clients and document such agreements in a clear written contract.

2.4.8 Art therapists shall not accept gifts from clients except in cases when it is culturally appropriate or
therapeutically relevant to the specific client. Prior to acceptance, art therapists shall consider the value of the gift
and discuss the gift-giving with the client. The art therapist shall document the matter, including all consideration
and the client discussion in the client’s record.

2.5 Advertising

2.5.1 Art therapists shall provide sufficient and appropriate information about their professional services to help the
layperson make an informed decision about contracting for those services.

2.5.2 Art therapists must accurately represent their competence, education, earned credentials, training, and
experience relevant to their professional practice.

2.5.3 Art therapists must ensure that all advertisements and publications, whether in print,

directories, announcement cards, newspapers, radio, television, electronic format such as the Internet, or any other
media, are formulated to accurately convey, in a professional manner, information that is necessary for the public to
make an informed, knowledgeable decision.

2.5.4 Art therapists must not use names or designations for their practices that are likely to confuse and/or mislead
the public concerning the identity, responsibility, source, and status of those under whom they are practicing, and
must not hold themselves out as being partners or associates of a firm if they are not.

2.5.5 Art therapists must not use any professional identification (such as a business card, office sign, letterhead, or
telephone or association directory listing) if it includes a statement or claim that is false, fraudulent, misleading or
deceptive. A statement is false, fraudulent, misleading or deceptive if it: fails to state any material fact necessary to
keep the statement from being misleading; is intended to, or likely to, create an unjustified expectation; or contains
a material misrepresentation of fact.

2.5.6 Art therapists must correct, whenever possible, false, misleading, or inaccurate information and representations
made by others concerning the art therapist’s qualifications, services, or products.

2.5.7 Art therapists must make certain that the qualifications of persons in their employ are represented in a manner
that is not false, misleading, or deceptive.

2.5.8 Art therapists may represent themselves as specializing within a limited area of art therapy only if they have
the education, training, and experience that meet recognized professional standards to practice in that specialty
area.

2.6 Measurement and Evaluation

2.6.1 Art therapists shall use or interpret only the specific assessment instruments for which they have the required
education and supervised experience.

2.6.2 Art therapists must provide instrument specific orientation or information to an examinee prior to and
following the administration of assessment instruments or techniques so that the results may be placed in proper
perspective with other relevant factors. The purpose of testing and the explicit use of the results must be made
known to an examinee prior to testing.

2.6.3 In selecting assessment instruments or techniques for use in a given situation or with a particular client, art
therapists must carefully evaluate the specific theoretical bases and characteristics, validity, reliability and
appropriateness of each instrument.

2.6.4 When making statements to the public about assessment instruments or techniques, art therapists must

30



provide accurate information and avoid false claims or misconceptions concerning the instrument’s reliability and
validity.

2.6.5 Art therapists must follow all directions and researched procedures for selection, administration and
interpretation of all evaluation instruments and use them only within proper contexts.

2.6.6 Art therapists must be cautious when interpreting the results of instruments that possess insufficient technical
data, and must explicitly state to examinees the specific limitations and purposes for the use of such instruments.
2.6.7 Art therapists must proceed with caution when attempting to evaluate and interpret performance of any
person who cannot be appropriately compared to the norms for the instrument.

2.6.8 Because prior coaching or dissemination of assessment instruments can invalidate test results, art therapists
are professionally obligated to maintain test security.

2.6.9 Art therapists must consider psychometric limitations when selecting and using an instrument, and must be
cognizant of the limitations when interpreting the results. When tests are used to classify clients, art therapists must
ensure that periodic review and/or retesting are conducted to prevent client stereotyping.

2.6.10 Art therapists recognize that test results may become obsolete, and avoid the misuse of obsolete data.
2.6.11 Art therapists must not appropriate, reproduce, or modify published assessment instruments or parts thereof
without acknowledgement and permission from the publisher, except as permitted by the fair educational use
provisions of the U.S. copyright law.

2.6.12 Art therapists who develop assessment instruments for the purpose of measuring personal characteristics,
diagnosing, or other clinical uses shall provide test users with a description of the benefits and limitations of the
instrument, appropriate use, interpretation, and information on the importance of basing decisions on multiple
sources rather than a single source.

2.7 Documentation

Art therapists must maintain records that:

2.7.1 Are in compliance with federal, provincial, state, and local regulations and any licensure requirements
governing the provision of art therapy services for the location in which the art therapy services are provided.
2.7.2 Are in compliance with the standards, policies and requirements at the art therapist's place of employment.
2.7.3 Include essential content from communication with/by the client via electronic means.

2.8 Termination of Services

2.8.1 Art therapists shall terminate art therapy when the client has attained stated goals and objectives or fails to
benefit from art therapy services.

2.8.2 Art therapists must communicate the termination of art therapy services to the client, client’s parent or legal
guardian.

2.9 Electronic Means

2.9.1 Art therapists must inform clients of the benefits, risks, and limitations of using information technology
applications in the therapeutic process and in business/billing procedures. Such technologies include but are not
limited to computer hardware and software, faxing, telephones, the Internet, online assessment instruments, and
other technological procedures and devices. Art therapists shall utilize encryption standards within Internet
communications and/or take such precautions to reasonably ensure the confidentiality of information transmitted,
asin 2.9.5.6.

2.9.2 When art therapists are providing technology-assisted distance art therapy services, the art therapist shall
make a reasonable effort to determine that clients are intellectually, emotionally, and physically capable of using the
application and that the application is appropriate for the needs of clients.

2.9.3 Art therapists must ensure that the use of technology in the therapeutic relationship does not violate the laws
of any federal, provincial, state, local, or international entity and observe all relevant statutes.
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2.9.4 Art therapists shall seek business, legal, and technical assistance when using technology applications for the
purpose of providing art therapy services, particularly when the use of such applications crosses provincial, state
lines or international boundaries.

2.9.5 As part of the process of establishing informed consent, art therapists shall do the following:

2.9.5.1 Inform clients of issues related to the difficulty of maintaining the confidentiality of electronically transmitted
communications, and the difficulty in removing any information or imagery that has been posted electronically if
consent is later revoked.

2.9.5.2 Inform clients of all colleagues, supervisors, and employees (including Information Technology [IT]
administrators) who might have authorized access to electronic transmissions.

2.9.5.3 Inform clients that, due to the nature of technology assisted art therapy, unauthorized persons may have
access to information/art products that clients may share in the therapeutic process.

2.9.5.4 Inform clients of pertinent legal rights and limitations governing the practice of a profession across
state/provincial lines or international boundaries.

2.9.5.5 Inform clients that Internet sites and e-mail communications will be encrypted but that there are limitations
to the ability of encryption software to help ensure confidentiality.

2.9.5.6 When the use of encryption is not possible, art therapists notify clients of this fact and limit electronic
transmissions to general communications that are not client specific.

2.9.5.7 Inform clients if and for how long archival storage of transaction records are maintained.

2.9.5.8 Discuss the possibility of technology failure and alternate methods of service delivery.

2.9.5.9 Inform clients of emergency procedures, such as calling 911 or a local crisis hotline, when the art therapist is
not available.

2.9.5.10 Discuss time zone differences, and cultural or language differences that might impact service delivery.
2.9.5.11 If a client wishes to access insurance coverage for technology-assisted distance art therapy services, art
therapists shall advise clients that it is the client’s responsibility to confirm coverage before beginning services.
2.9.5.12 Inform clients that communication will be included in client documentation as mentioned in 2.7.3.

2.9.6 Art therapists maintaining sites on the Internet shall do the following:

2.9.6.1 Regularly check that electronic links are working and professionally appropriate.

2.9.6.2 Provide electronic links to the ATCB and other relevant state, provincial, and or international licensure and
professional certification boards to protect consumer rights and facilitate addressing ethical concerns.

2.9.6.3 Strive to provide a site that is accessible to persons with disabilities

2.10 Social Media

2.10.1 Art therapists who maintain social media sites shall clearly distinguish between their personal and
professional profiles by tailoring information specific to those uses and modifying who can access each site.
2.10.2 Art therapists do not disclose or display confidential information through social media.

3. Eligibility for Credentials

As a condition of eligibility for and continued maintenance or renewal of any ATCB credential, each applicant,
registrant, certificant, or certified supervisor agrees to the following:

3.1 Compliance with ATCB Standards, Policies and Procedures

3.1.1 No person is eligible to apply for or main-tain credentials unless in compliance with all ATCB eligibility criteria
as stated in the ATR, ATR-BC, and ATCS applications, as well as all other ATCB rules and standards, policies and
procedures, including, but not limited to, those stated herein, and including timely payment of fees and any other
requirements for renewal of credentials.

3.1.2 Each applicant, registrant, or certificant bears the burden for showing and maintaining compliance at all times.
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The ATCB may deny, decline to renew, revoke, or otherwise act upon credentials when an applicant, registrant, or
certificant is not in compliance with all ATCB stan-dards, policies, and procedures.

3.2 Complete Application

3.2.1 The ATCB may make administrative requests for additional information to supplement or complete any
application for credentials or for renewal of existing credentials. An applicant must truthfully complete and sign an
application in the form provided by the ATCB, must provide the required fees, and must provide additional
information as requested.

3.2.2 The applicant, registrant, or certificant must provide written notification to the ATCB within 60 days of
occurrence of any change in name, address, telephone number, and any other facts bearing on eligibility for
credentials, including but not limited to: filing of any civil or criminal charge, indictment or litigation involving the
applicant, registrant, or certificant; disposition of any civil or criminal charge, indictment or litigation involving the
applicant, registrant, or certificant, including but not limited to, dismissal, entry of a judgment, conviction, plea of
guilty, plea of nolo contendere, or disciplinary action by a licensing board or professional organization.

3.2.3 An applicant, registrant, or certificant will provide information requested by the Ethics Officer.

3.2.4 An applicant, registrant, or certificant must not make and must correct immediately any statement concerning
his or her status that is or becomes inaccurate, untrue, or misleading.

3.2.5 All references to “days” in ATCB standards, policies and procedures shall mean calendar days. Communications
required by the ATCB shall be transmitted by certified mail, return receipt requested, or other verifiable method of
delivery.

3.2.6 The applicant, registrant, or certificant shall provide the ATCB with documentation of compliance with ATCB
requirements as requested by the ATCB through its President or Executive Director.

3.3 Property of ATCB and Eligibility Determination

3.3.1 All examinations, certificates, and registration or certification cards of the ATCB, the name Art Therapy
Credentials Board, all marks and terms of credentials, and all abbreviations relating thereto, are all the exclusive
property of the ATCB and may not be used in any way without the express prior written consent of the ATCB.

3.3.2 ATCB applicants, registrants, or certificants who share, use, or alter ATCB examinations, certificates, and
registration or certification cards of the ATCB, the name Art Therapy Credentials Board, all marks and terms of
credentials, and all abbreviations relating thereto, are subject to disciplinary sanctions that may include but are not
limited to denial, declined renewal, or revocation of ATCB credentials and may be subject to civil or criminal
prosecution.

3.3.3 In case of suspension, limitation, relinquishment, or revocation of ATCB credentials, or as otherwise requested
by the ATCB, a person previously holding an ATCB credential shall immediately relinquish, refrain from using, and
correct at his or her expense any and all outdated or otherwise inaccurate business cards, stationery, advertisements,
or other use of any certificate, logo, emblem, and the ATCB name and related abbreviations.

3.4 Pending Criminal or Administrative Proceedings

3.4.1 An applicant, registrant, or certificant shall provide written notification to the ATCB of the filing in any court of
any information, complaint, or indictment charge of a felony or with a crime related to the practice of art therapy or
the public health and safety, or the filing of any charge or action before a state or federal regulatory agency or
judicial body directly relating to the practice of art therapy or related professions, or to a matter described in Part |,
Section 4.1. Such notification shall be within 60 days of the filing of such charge or action, and shall provide written
documentation of the resolution of such charge within 60 days of resolution.

3.5 Criminal Convictions
3.5.1 Applicants who meet all criteria as delineated in the current ATCB credential applications and who have not
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had sanctions imposed by the ATCB or other governmental authority, insurance carrier, professional organization, or
credentialing board, or been convicted of a serious criminal offense, or been listed on a governmental abuse

registry will be considered eligible for an ATCB credential upon submission of all application materials and fees. All
other applicants will be subject to review by the ATCB and demonstration of their fitness to practice art therapy and
that they do not pose a risk to the public.

Il. DISCIPLINARY PROCEDURES
4. Standards Of Conduct: Discipline Process

4.1 Grounds For Discipline

4.1.1 The ATCB may deny or revoke credentials or otherwise take action with regard to credentials or an application
for credentials under the following circumstances:

4.1.1.1 Failure to observe and comply with the Standards of Ethics and Conduct stated herein;

4.1.1.2 Failure to meet and maintain eligibility for ATCB credentials;

4.1.1.3 Irregularity in connection with any ATCB examination;

4.1.1.4 Failure to pay fees required by the ATCB;

4.1.1.5 Unauthorized possession of, use of, or access to ATCB examinations, certificates, registration or certification
cards, logos, the name Art Therapy Credentials Board, all marks and terms of credentials, and all abbreviations
relating thereto, and any variations thereof, and any other ATCB documents and materials;

4.1.1.6 Obtaining, maintaining, or attempting to obtain or maintain credentials by a false or misleading statement,
failure to make a required statement, fraud, or deceit in an application, reapplication, or any other communication to
the ATCB;

4.1.1.7 Misrepresentation of status of ATCB credentials;

4.1.1.8 Failure to provide any written information required by the ATCB;

Failure to cooperate with the ATCB or anybody established or convened by the ATCB at any point from the inception
of an ethical or disciplinary complaint through the completion of all proceedings regarding that complaint;

4.1.1.10 Habitual use of alcohol, any drug or any substance, or any physical or mental condition, which impairs
competent and objective professional performance;

4.1.1.11 Gross negligence in the practice of art therapy or other related professional work; including, but not limited
to, sexual relationships with clients, and sexual, physical, social, or financial exploitation;

4.1.1.12 Limitation or sanction (including but not limited to discipline, revocation, or suspension by a regulatory
board or professional organization) in a field relevant to the practice of art therapy;

4.1.1.13 ?The conviction of, or plea of guilty or plea of nolo contendere to, (i) any felony or (ii) any crime related to
the practice of art therapy, the therapist’s professional qualifications, or public health and safety. Convictions of this
nature include but are not limited to those involving rape, sexual abuse of a patient or vulnerable person, actual or
threatened use of a weapon or violence, and the prohibited sale, distribution or use of a controlled substance;
4.1.1.14 Failure to update information in a timely manner, including any violation referred to in this section, to the
ATCB;

4.1.1.15 Failure to maintain confidentiality as required in the Standards of Ethics and Conduct, by any ATCB policy or
procedure, or as otherwise required by law; or

4.1.1.16 Other violation of an ATCB standard, policy, or procedure stated herein or as stated in the ATCB candidate
brochure or other material provided to applicants, registrants, or certificants.

4.2 Release of Information

4.2.1 Each applicant, registrant, and certificant agrees to cooperate promptly and fully in any

review of eligibility or credential status, including submitting such documents and information deemed necessary to
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confirm the information in an application.

4.2.2 The individual applicant, registrant, or certificant agrees that the ATCB and its officers, directors, committee
members, employees, ethics officers, and agents, may communicate any and all information relating to an ATCB
application, registration or certification, and review thereof, and any imposed public disciplinary sanctions to state
and federal authorities, licensing boards, and employers, and may communicate any imposed public disciplinary
sanctions and the status of

a registrant’s or certificant's credential to the public.

4.3 Waiver

4.3.1 An applicant, registrant, or certificant releases, discharges, exonerates, indemnifies, and holds harmless the
ATCB, its officers, directors, committee members, employees, ethics officers, and agents, and any other persons from
and against all claims, damages, losses, and expenses, including reasonable attorneys’ fees, for actions of the ATCB
arising out of applicant's application for or participation in the ATCB registration and/or certification programs and
use of ATCB trademarks or other references to the ATCB registration and/or certification programs, including but not
limited to the furnishing or inspection of documents, records, and other information and any investigation and
review of applications or credentials by the ATCB.

4.4 Reconsideration of Eligibility and Reinstatement of Credentials

4.4.1 [f eligibility or credentials are denied, revoked, or suspended for a violation of the Standards of Ethics and
Conduct, eligibility for credentials may be reconsidered by the Board of Directors, upon application, on the following
basis:

4.4.1.1 In the event of a felony conviction, no earlier than five years from and after the exhaustion of appeals,
completion of sentence by final release from confinement, probationary or parole status, or satisfaction of fine
imposed, whichever is later;

4.4.1.2 In any other event, at any time following imposition of sanctions, at the sole discretion of the Board of
Directors.

4.4.2 In addition to other facts required by the ATCB, such an applicant must fully set forth the circumstances of the
decision denying, revoking, or suspending eligibility or credentials as well

as all relevant facts and circumstances since the decision.

4.4.3 The applicant bears the burden of demonstrating by clear and convincing evidence of rehabilitation and
absence of danger to others.

4.5 Deadlines

4.5.1 The ATCB requires its applicants, registrants, and certificants to meet all deadlines imposed by the ATCB,
especially in regard to submission of fees, renewal or recertification applications, required evidence of continuing
education, and sitting for its examinations. On rare occasions, circumstances beyond the control of the applicant,
registrant or certificant, or other extraordinary conditions may render it difficult, if not impossible, to meet ATCB
deadlines.

4.5.2 An applicant, registrant, or certificant who wishes to appeal a missed deadline must transmit a written
explanation and make a request for a reasonable extension of the missed deadline along with the appropriate fees
with full relevant supporting documentation, to the ATCB Executive Director, to the attention of the ATCB National
Office.

4.5.3 The Board of Directors shall determine at the next meeting of the Board, in its sole discretion and on a case-
by-case basis, what, if any, recourse will be afforded based on the circumstances described and the overall impact on
the profession of art therapy. No other procedures shall be afforded for failure to meet ATCB deadlines.

4.5.4 The ATCB shall make every effort to follow the time requirements set forth in this document. However, the
ATCB's failure to meet a time requirement shall not prohibit the final resolution of any ethics matter.
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5. DISCIPLINARY PROCEDURES

5.1 Appointment of Disciplinary Hearing Panel

5.1.1 The ATCB Board of Directors may authorize an Ethics Officer and a Disciplinary Hearing Panel to investigate or
consider alleged violations of the Standards of Ethics and Conduct contained in this Code or any other ATCB
standard, policy or procedure. The ATCB Board of Directors shall appoint the chair of the Disciplinary Hearing Panel.
5.1.2 The Disciplinary Hearing Panel shall be composed of three members, including the chair. The membership of
the Disciplinary Hearing Panel shall be drawn from ATCB registrants and certificants, except that one member of the
Disciplinary Hearing Panel shall be a public member who shall not be an ATCB registrant or certificant.

5.1.3 The initial appointments to the Disciplinary Hearing Panel shall be for terms of three years as determined by
the ATCB Board of Directors. Thereafter, a panel member’s term of office on the panel shall run for three years and
may be renewed. Once a member of the Disciplinary Hearing Panel begins to participate in the review of a matter,
the panel member shall remain part of the Disciplinary Hearing Panel for that particular matter even if the review
extends beyond the expiration of his or her term.

5.1.4 A Disciplinary Hearing Panel member may not serve simultaneously as Ethics Officer and may not serve on any
matter wherein an actual or apparent conflict of interest or the Panel Member's impartiality might reasonably be
questioned.

5.1.5 When a party to a matter before the Disciplinary Hearing Panel requests that a member of the panel, other
than the chair, self-recuse, a final decision on the issue of recusal shall be made by the chair, subject to review as
hereinafter provided. In the event a request is made that the chair self-recuse, the decision shall be made by the
ATCB President, subject to review as hereinafter provided.

5.1.6 Panel action shall be determined by majority vote.

5.1.7 When a Panel member is unavailable to serve by resignation, disqualification, or other circumstance, the
President of the ATCB shall designate another registrant or certificant, or public member, if applicable, to serve as an
interim member for a particular matter or for the duration of the panel member’s unexpired term whichever is
appropriate.

5.2 Submission of Allegations

5.2.1 Any person concerned about a possible violation of the ATCB Standards of Ethics and Conduct, or other ATCB
standard, policy or procedure, may initiate a written grievance, in as much detail and specificity as possible, including
identifying the person(s) alleged to be involved and the facts concerning the alleged conduct. The written grievance
should be accompanied by all available documentation. The grievance should be addressed to the Executive
Director. A person initiating a grievance shall be referred to as the complainant.

5.2.2 The written grievance must identify by name, address, and telephone number of the complainant making the
information known to the ATCB, and others who may have knowledge of the facts and circumstances concerning the
alleged conduct. The ATCB may provide for the submission of grievances on forms to be supplied by the Executive
Director.

5.2.3 The Executive Director shall forward the grievance to the Public Member of the ATCB Board of Directors (the
"Public Member”) for further action. The Public Member may initiate grievances that shall be handled in the manner
provided hereinafter for the review and determination of all grievances.

5.2.4 The Public Member shall review the allegations and supporting information and make a determination of the
merits of the allegations, after such further inquiry as considered appropriate, and after consultation with ATCB legal
counsel as needed.

5.2.5 The Public Member may direct the ATCB Executive Director to assist with factual investigations or with
administrative matters related to the initial review of allegations.

5.2.6 If the Public Member determines that the allegations are frivolous or fail to state a violation of the Standards
of Ethics and Conduct, or that the ATCB lacks jurisdiction over the grievance or the person(s) complained about, the

36



ATCB shall not take further action and shall notify the complainant.

5.2.7 If the Public Member determines that probable cause may exist to deny eligibility for credential or that
probable cause exists of a failure to comply with the Standards of Ethics and Conduct or any other ATCB policy or
procedure, the Public Member shall forward in writing all details of the allegations to one of the Ethics Officers.
5.2.8 The Ethics Officer shall review the allegations and supporting information provided and may make such further
inquiry, as deemed appropriate.

5.2.9 The Ethics Officer may seek the assistance of the Executive Director to research precedents in the ATCB's files,
as reasonably determined to be necessary in making a determination regarding probable cause of a violation of the
Standards of Ethics and Conduct, any other ATCB policy or procedure, or other misconduct. The Ethics Officer may
direct the ATCB Executive Director to assist with factual investigations or with administrative matters related to the
review of allegations.

5.2.10 If the Ethics Officer concurs that probable cause may exist to deny eligibility or that probable cause exists of a
failure to comply with the Standards of Ethics and Conduct or any other ATCB policy or procedure, the Ethics Officer
shall transmit written notification containing the allegations and findings to the full Disciplinary Hearing Panel, the
complainant and the applicant, certificant or registrant. All written notices to the applicant, registrant or certificant
shall be sent by certified mail, return receipt requested, to their addresses listed in the ATCB records. However if the
Ethics Officer, in agreement with the Public Member, determines that the probable violation(s) are minor or technical
in nature and have neither caused nor presented a danger of serious harm to a client or the public, the Ethics Officer
may choose to resolve the complaint by the issuance of an advisory letter to the registrant or certificant setting out
the identified probable violations and recommendations on corrective or preventative measures that should be
implemented by the registrant or certificant in the future. All such advisory letters shall be maintained as part of the
registrant’s or certificant’s file and may be taken into consideration of the sanctions to be assessed in connection
with any future complaints brought against the registrant or certificant. Advisory letters shall not be made public.
5.2.11 If the Ethics Officer determines that probable cause does not exist to deny eligibility or that that probable
cause does not exist of a failure to comply with the Standards of Ethics and Conduct or any other ATCB policy or
procedure, or that the ATCB lacks jurisdiction over the complaint or the person(s) against whom the complaint was
made, the Ethics Officer shall direct ATCB to take no further action and shall notify in writing the Board, the
applicant, registrant, or certificant, and complainant, if any.

5.2.12 If upon referral of a grievance from the Public Member the Ethics Officer determines that reasonable cause
exists that a registrant or certificant has had a license or certification revoked or suspended or has been charged,
indicted, placed on deferred adjudication, community supervision, probation, or convicted of an offense listed below
or determines that there is a serious concern for the protection and safety of the public, the Ethics Officer shall
present to the Disciplinary Hearing Panel a recommendation for summary suspension of the registrant’s or
certificant's registration or certification. If approved by a majority vote of the Disciplinary Hearing Panel, the Ethics
Officer shall notify the registrant or certificant in writing by certified mail, return receipt requested, of the summary
suspension at the registrant’s or certificant’s address listed in the ATCB records. The suspension shall be effective
three (3) days after the date of mailing.

Summary suspension shall be considered for all serious offenses including but not limited to the following:

A) capital offenses;

B) sexual offenses involving a child victim;

C) felony sexual offenses involving an adult victim who is a client (one or more counts);

D) multiple counts of felony sexual offenses involving any adult victim;

E) homicide 1st degree;

F) kidnapping;

G) arson;

H) homicide of lesser degrees;

(
(
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(
(
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) felony sexual offenses involving an adult victim who is not a client (single count);

J) attempting to commit listed crimes;

K) any felony or misdemeanor offenses potential physical harm to others and/or animals;

L) felony or misdemeanor alcohol and drug offenses;

(M) all other felony offenses not listed.

A registration or certification summarily suspended shall remain suspended until final resolution of all criminal
charges and a final decision of all complaints by the ATCB.

5.2.13 The ability of a complainant to withdraw a complaint shall be governed by the following standards:

(A) The complaint may be withdrawn in the initial stage of the examination by the Public Member Director; however,
the Public Member Director or the ATCB reserves the right to refile the complaint if, in his or her judgment, there is
concern for the protection of the public.

(B) Once the complaint has moved to an Ethics Officer for review, it cannot be withdrawn; however, the complainant
cannot be forced to assist further.

5.3 Procedures of the Disciplinary HearingPanel

5.3.1 Upon receipt of notice from the Ethics Officer containing a statement of the complaint allegations and the
finding(s) that probable cause may exist to deny eligibility for credential or question compliance with the Standards
of Conduct or any other ATCB policy or procedure, the applicant, registrant, or certificant shall have thirty (30) days
after receipt of the notice to notify the Ethics Officer in writing that the applicant, registrant, or certificant disputes
the allegations of the complaint and to request review by written submissions to the Disciplinary Hearing Panel, a
telephone conference with the Disciplinary Hearing Panel, or an in-person hearing (held at a time and place to be
determined by the panel), with the respondent bearing the respondent’s own ex-penses for such hearing.

5.3.2 If the applicant, registrant, or certificant (respondent) does not contest the allegations of the complaint, the
respondent may still request review by written submissions to the Disciplinary Hearing Panel, a telephone
conference with the Disciplinary Hearing Panel, or an in-person hearing (held at a time and place to be determined
by the panel), with the applicant, registrant, or certificant bearing the respondent’s own expenses for such hearing,
concerning the appropriate sanction(s) to be applied in the case.

5.3.3 If the applicant, registrant, or certificant does not submit a written statement contesting

the allegations or notify the board of a request for review by written submission, telephone conference or in-person
hearing as set forth in this paragraph, then the Disciplinary Hearing Panel shall render a decision based on the
evidence available and apply sanctions as it deems appropriate.

5.3.4 If the applicant, registrant, or certificant requests a review, telephone conference, or hearing, the following
procedures shall apply:

5.3.4.1 The Ethics Officer shall forward the allegations and any written statement from the applicant, registrant, or
certificant to the Disciplinary Hearing Panel, and shall present the allegations and any substantiating evidence,
examine and cross-examine witnesses, and otherwise present the matter during any hearing of the Disciplinary
Hearing Panel.

5.3.4.2 The Disciplinary Hearing Panel shall then schedule a written review, or telephone or in-person hearing as
requested by the applicant, registrant, or certificant, allowing for an adequate period of time for preparation, and
shall send by certified mail, return receipt requested, a notice to the applicant, registrant, or certificant and the
complainant. The notice shall include a statement of the standards allegedly violated, the procedures to be followed,
and the date for submission of materials for written review, or the time and place of any hearing, as determined by
the Disciplinary Hearing Panel. The applicant, registrant, or certifi-cant and the complainant may request a change in
the date of any hearing for good cause, which shall not unreasonably be denied.

5.3.4.3 The Disciplinary Hearing Panel shall maintain a verbatim audio, video, or written transcript of any telephone
or in-person hearing.

5.3.4.4 During any proceeding before the Disciplinary Hearing Panel, all parties may consult with and be

—_~ o~~~
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represented by counsel at their own expense. At any hearing, all parties or their counsel may make opening
statements, present relevant documents or other evidence and relevant testimony, examine and cross-examine
witnesses under oath, make closing statements, and present written briefs as scheduled by the Disciplinary Hearing
Panel.

5.3.4.5 The Disciplinary Hearing Panel shall determine all evidentiary and procedural matters relating to any hearing
or written review. Formal rules of evidence shall not apply. Relevant evidence may be admitted. The chair, subject to
the majority vote of the full panel, shall determine disputed questions regarding procedures or the admission of
evidence. All decisions shall be made on the record.

5.3.4.6 The burden shall be upon the ATCB to demonstrate a violation by preponderance of the evidence.

5.3.4.7 Whenever there is a reasonable concern that the mental or behavioral abilities of the applicant, registrant, or
certificant may be impaired, calling into question the ability to competently, safely and professionally provide art
therapy services, the respondent may be required to undergo a mental or behavioral health examination at the
respondent’s own expense. The report of such an examination shall become part of the evidence considered.
5.3.4.8 The Disciplinary Hearing Panel shall issue a written decision following any telephone or in-person hearing or
written review and any submission of briefs. The decision shall contain findings of fact, a finding as to the truth of
the allegations, and any sanctions applied. It shall be mailed by certified mail, return receipt requested, to the
applicant, registrant, or certificant and complainant.

5.3.4.9 If the Disciplinary Hearing Panel finds that the allegations have not been proven by a preponderance of the
evidence, no further action shall be taken, and the applicant, registrant, or certificant, and the complainant, if any,
shall be notified by certified mail.

5.3.4.10 If the Disciplinary Hearing Panel finds that the allegations have been proven by a preponderance of the
evidence it shall assess one or more appropriate public sanctions as set forth below:

1) deny, refuse to issue, or refuse to renew a registration or certification;

2) revoke or suspend a registration or certification;

3) probate a suspension of a registration or certification;

4) issue a reprimand.

5) publish the rule violation and the sanction imposed;

6) require mandatory remediation through specific education, treatment, and/or supervision;

7) require that the registrant or certificant take appropriate corrective action(s);

8) provide referral or notice to governmental bodies of any final determination made by the ATCB; or

(9) other corrective action.

The Disciplinary Hearing Panel will determine the length of the probation or suspension. If the Disciplinary Hearing
Panel probates the suspension of a registration or certification, it may require the registrant or certificant to:

(1) report regularly to the Ethics Officer on matters that are conditions of the probation;

(2) limit practice to the areas prescribed by the Disciplinary Hearing Panel; or

(3) complete additional educational requirements, as required by the Disciplinary Hearing Panel to address the areas
of concern that are the basis of the probation.

(4) provide periodic progress reports from the registrant’s or certificant’s health care providers.

(5) provide periodic supervision reports from the registrant’s or certificant’s supervisor.

All public sanctions shall be listed on the ATCB's website and accessible to the general public and/or published in
the ATCB's official publication.

5.3.4.11 An individual whose registration or certification is revoked is not eligible to apply for a registration or
certification for a minimum of three years after the date of revocation. The ATCB may consider the findings that
resulted in revocation and any other relevant facts in determining whether to deny the application if an otherwise
complete and sufficient application for a registration, or certification is submitted after three years have elapsed
since revocation.

~ A~ A~~~ o~~~
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5.3.4.12 A voluntary surrender of a registration or certification accepted by the ATCB in response to a grievance or
complaint shall be deemed to be an admission to the alleged violations and may be considered as such by the
Disciplinary Hearing Panel in rendering its decision.

5.4 Appeal Procedures

5.4.1 If the decision rendered by the Disciplinary Hearing Panel is not favorable to the applicant, registrant, or
certificant (respondent), the respondent may appeal the decision to the ATCB Board of Appeals by submitting to the
Executive Director a written appeal statement within thirty (30) days following receipt of the decision of the
Disciplinary Hearing Panel. The Disciplinary Hearing Panel shall grant any reasonable requests for extensions.

5.4.2 The Disciplinary Hearing Panel may file a written response to the appeal with the Executive Director.

5.4.3 The Executive Director shall immediately forward any appeal documents to the ATCB Board of Appeals.

5.4.4 The ATCB Board of Appeals by majority vote shall render a decision on the record without further hearing,
although written briefs may be submitted on a schedule reasonably determined by the Board of Appeals. On matters
on which the ATCB Public Member has initiated a complaint or performed the initial review, the Public Member shall
not be part of the ATCB Board of Appeals.

5.4.5 The decision of the ATCB Board of Appeals shall be rendered in writing following receipt and review of briefs.
The decision shall contain findings of fact, findings as to the truth of the allegations, and any sanctions applied and
the decision shall be final.

5.4.6 The decision of the ATCB Board of Appeals shall be communicated to the applicant, registrant, or certificant by
certified mail, return receipt requested. The complainant, if any, shall be notified of the Board of Appeals’ final
decision.

5.5 Bias, Prejudice, Impartiality

5.5.1 At all times during the ATCB'’s handling of any matter, the ATCB shall extend impartial review. If at any time
during the ATCB's review of a matter an applicant, registrant, certificant, or any other person identifies a situation
where the judgment of a reviewer may be biased or prejudiced or impartiality may be compromised (including
employment with a competing organization), such person shall immediately report such matter to the Executive
Director or President of the ATCB.

5.5.2 In matters where impartiality may be compromised, the reviewer shall self-recuse.
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APPENDIX 4 — PUBLIC COMMENT

NOTE: The next section of the report will incorporate oral comments received during the Public Hearing held on
June 26, 2018 and a summary of written comments received until 5:00 p.m. on July 27, 2018. The Regulatory

Research Committee’s next meeting is scheduled for August 23, 2018 where it will consider recommendations to
the full Board.
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VIRGINIA:

BOARD OF HEALTH PROFESSIONS

Regulatory Research Committee Meeting & Public Hearing

PUBLIC HEARING:
Invitation for Public Comment on the Review of the Need for

Regulation of the Practice of Art Therapy in Virginia

The matter in the above-titled hearing came on for
hearing on Tuesday, June 26, 2018, at the U.S. Department of
Health Professions Office, Perimeter Center, 9960 Mayland
Drive, Boardroom 4, Henrico, Virginia, 23233, before Denise

M. Holt, VCR No. 0315066.

Crane-Snead & Associates, Inc.
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Board of Health Profession Board Members:

James Wells, Chailrperson
Elizabeth Carter
Jacquelyn M. Tyler
Martha S. Rackets
Lisette P. Carbajal
Maribel Ramos

Kevin P. 0"Connor

Yvonne Haynes

Crane-Snead & Associates, Inc.

43




© 0 N o o A w N P

N N N N NN B P P B P PR P PR
a &N W N P O © ®©® N o 0 M W N P O

MR. WELLS: Good morning. My name is Jim Wells, and
I am the Chair of the Regulatory Research Committee, and this
is a public hearing to receive public comment on the Board"s
review of the need for regulation for the practice of art
therapy in Virginia. The Code of Virginia authorizes the
Board of Health Professions to advise the Governor, the
General Assembly and Department of Health Professions”
Director on matters related to health care professions,
occupations, and professions.

Accordingly, the Board is conducting this review and
will provide recommendation on the competency of Virginia art
therapists to practice art therapy. At this time, 1 will
call on persons who signed up to comment. As you come up,
please, as 1 call your name, come forward, tell us your name
and where you are from. And in the interest of time, we do
have a meeting after this.

We want to hear from all of you. We definitely do.
IT there are similar comments, or If there®s a spokesman for
a particular setup, if you could maybe limit it to that. So
I will call on the first person, and is it Kendra Orr?

MS. ORR: Yes.

MR. WELLS: Yes, ma“am. If you would state your
name and affiliation please.

MS. ORR: My name is Kendra Orr. 1°m from

Spotsylvania, Virginia. [1"m a board certified art therapist.

3
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I feel very strongly that our therapists need to be licensed
in order to address the current mental health crisis.
According to the CDC, since 1999, the suicide rate in the
U.S. has gone up across all racial and ethnic groups, in both
men and women, in both cities and rural areas and across all
age groups.

Overall, the suicide rate has iIncreased nearly 30
percent. Twenty-five states have suicide rate increases of
more than 30 percent, and suicide is one of the leading
causes of death and is on the rise. Among adolescents,
suicide is the third leading cause of death and has been
rising. Depression and anxiety iIs affecting college students
at alarming rates.

As noted in Collegiate Center of Mental Health,
anxiety and depression are the top reasons that college
students seek counseling, and nearly one in five university
students are affected with anxiety and depression. Youth
mental health is worsening. Rates of youth with severe
depression increased from nearly 6 percent in 2012 to over 8
percent in 2015. And even with severe depression, 63 percent
of youth are left with no or insufficient treatment.

In Virginia alone, the suicide rate among children
has increased 29 percent in 2016, the highest it"s been in 18
years. In adults, one in five adults have a mental health

condition, which is over 40 million Americans. There"s a
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serious mental health workforce shortage. In states with the
lowest work force, there"s up to six times the individuals to
only one mental heath professional, which includes
psychiatrists, psychiatrists, social workers, counselors and
psychiatric nurses. The agency that 1 work with in the
Stafford-Fredricksburg area, there®s currently a two-month
waiting list for people who need mental health support.
Licensing our therapists would provide another tier
of healers to address the mental health crisis. Also, these
statistics are imposing an increasing burden on children®s
hospitals and pediatricians. As suicide rates have risen in
Virginia, Governor Northam has signed legislation calling on
state officials to report how they"re addressing the problem.
On a personal level, as a registered art therapist,

when 1 moved to Virginia 22 years ago, the lack of licensing

made our therapy positions difficult to find. In
desperation, 1 began teaching public high school instead. |If
I had a license as an art therapist at the time, I could have

found work and maybe helped hundreds of people. Art therapy
work was hard to find, still is, largely due to the fact that
mental health agencies in Virginia are reticent to hire art
therapists because of the lack of licensing.

Given the iIncreasing rate of anxiety, depression,
trauma, and suicide nationwide and in Virginia, 1 think

licensing our therapists in Virginia would provide

5
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substantially more mental health professionals and better
access to mental health treatment for adults, children, and
adolescents. Thank you.

MR. WELLS: 1 apologize. We were running a little
bit late, and we have one piece of business we have to take
care of. Ms. Carter?

MS. CARTER: In the event of an emergency in which
we have to evacuate the building, you can go out that door
right there or this door right here, make an immediate right,
go across the parking lot into the fence and stand. Sorry.
It has happened. We have had calls. This iIs so you know
what to do. Thank you.

MR. WELLS: One other thing that I didn"t say is
that this is a formal public hearing, but it"s also informal.
IT any members have any questions that they would like to ask
any of the speakers as we go, please feel free, and hopefully
you all are willing to answer some back-and-forth questions
that we might have questions about. Okay. Our second
speaker is Gretchen Graves.

MS. GRAVES: Good morning, good morning. 1I™m

Gretchen Graves. 1 am a credentialed art therapist who lives
here in Richmond. 1 work at the Children®s Hospital at MCV.
I have been driving this study for a while. 1 went through

and 1 did find a few inaccuracies in this, and I would like

to address a couple of them now, and I will send all of the
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inaccuracies that I saw to Miss Lawrence; is that okay?

Okay. Thank you. One of the most important ones
that I did notice is on page 8, under credentialing. Can you
all hear me? The second paragraph, it states to maintain
ATCB certification, art therapists must complete a yearly
minimum of six continuing credits. We wish 1t was 20 per
year, which comes out to be a hundred continuing education
credits for every five years. And we have to renew our
credentialing every five years, and so that is how that
worked. And I felt like that was a pretty important piece,
because that speaks to how we are monitored under our
credentialing.

On page 9, under education, the Ffirst paragraph, 1
think there was a typo or a misunderstanding. The first
sentence says education to practice as an art therapist
requires a minimum of a master®s degree in a program
accredited by the Art Therapy Credentials Board. And
actually, the programs are accredited by the Education
Program Approval Board, which currently is in a five-year
transition to have accrediting going external with CAAHEP.

And I apologize, but 1 don"t remember what that
acronym stands for. But it is an external accrediting board
for educational programs. There were a few other minor
details. I will forward those to Miss Lawrence, but those

didn"t seem quite as important to me as the other thing.
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I also want to point out a few facts that recently
were uncovered that speaks to art therapists and public
protection. In Psychology Today, for example, there are 232
clinicians advertising that they provide art therapy in
Virginia. However, only 29 of them, like a tenth almost,
were actually credentialed art therapists. So there is a lot
of people going out there and expressing that they"re doing
art therapy, and they"re not.

And the thing that is very important about that is
that we are trained with certain modalities to use with
certain populations. We understand that we"re not gonna go
use specific materials with, for example, substance abuse
people. There®s just some materials you don"t want to use
with certain populations. And if you are not a trained art
therapist, you may not understand that, and you could cause a
lot more harm than good for your client in the end.

So 1t°s very important, and there was another
statistic. Recently, the Virginia Art Therapy Association
just did a study of graduates or students -- graduate student
survey, and it had 23 participants in it. So one of the
questions they said -- that they asked was does the lack of
licensure in Virginia pose a barrier in staying in Virginia
once you graduate.

Well, out of all those people, 18 of them said yes,

they were gonna move out of Virginia to seek states that have
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license -- for example -- Maryland has licensure.

Washington, D.C. is moving forward with art therapy
licensure. North Carolina is moving forward with art therapy
licensure. These are pulling very viable, very trained
mental health service people out of our state. We need good
mental health people iIn our state. And 1 think that"s all I
have to say right now. Thank you.

MS. ORR: CAAHEP is the Commission on Accreditation
of Allied Health Education Programs. It"s CAAHEP.

MS. CARTER: We"re familiar with that organization.

MS. ORR: Great. Thank you.

MR. WELLS: The next speaker is Carol Olson.

MS. OLSON: Hi, I™m Carol Olson. 1°m a board
certified art therapist and a certified art therapy
supervisor as well as several other credentials. And I am
also the president of the Virginia Art Therapy Association.

There are a lot of people working on this issue to get art

therapy licensing in Virginia. |1 agreed with everything my
peers have said. 1 have been working in this field for a
long time.

Right now, very recently, there are concerns that we
are trying to get people credentialed, finish their
educations, go into practice, provide ethical services that
we face in an unregulated field. 1 think it"s time for us to

be regulated. We seek that as a group of people, which is
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why several of our members are here with us. We want to be
engaged more formally in the mental health system. There are
a lot of us who have been in practice for a long time.

We face people out there with absolutely no
education and no degrees, marketing themselves as art
therapists and calling themselves counselors who don®"t know
what they"re doing. And we, as a profession, end up then
seeing these people afterward, and we have to kind of undo
potential damage to the clients. We feel that the popularity
of art therapy is rising right now. We hear about it in the
news.

It"s effective in multiple treatment issues,
especially trauma, and we are trying to ensure that the best
trained people are providing competent services in particular
modalities, and we hope that you will take our application
seriously and work with us on this. Any questions?

MR. WELLS: Ms. Olson, walk me through. You said
that you were board certified, and you said that you were
credentialed; what are you able to do now? What can you do
now that differentiates you from me? What is available to
you now?

MS. OLSON: Well, in Virginia nothing, that®s why
we"re here. Right. So the National Art Therapy Association,
in an effort to help art therapists practice in their states,

you know, now offer a national test in what we call board
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certification. So we spend, as outlined in our application,
hours, just like any other mental health professional.

So I"ve done the same thing twice. So I%ve gone
through practice for two years under the supervision of an
art therapist, and I took a national exam. And 1 do a
hundred hours every five years, 20 hours a years, of
additional certification classes to maintain my board
certification to allow me to call myself an art therapist.

But in Virginia, actually you could call yourself an
art therapist and charge money and see people and do
counseling without any education at all, and that"s the
difference. We would like Virginia to recognize us as a
health profession and have title protection, and we could be
regulated and address issues of fraud and protect the public.

I would like there to be a difference between us.
And I*m an artist too, but I had never called myself a
therapist before 1 went through the extensive degrees and
training that 1 did.

MR. WELLS: So currently there is a national board
exam?

MS. OLSON: The Art Therapy Credentials Board does a
national test that people take to call themselves art
therapists.

MR. WELLS: Are there programs in Virginia?

MS. OLSON: There"s Eastern Virginia Medical School
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that has an art therapy program, and George Washington
University has their art therapy program within Virginia,
northern Virginia. We have a few undergraduate programs as
well in Virginia. Our field considers entry into the field
as a professional after the completion of a master®s degree
and after supervision.

MR. WELLS: Thank you.

MS. RACKETS: I was curious -- my name is Martha
Rackets. | work at a licensed substance abuse agency in
Virginia, and 1"m curious about what the previous speaker and
also what you were speaking to around adding art therapists
into the work force in Virginia, and what some of the
experience barriers are by your profession in becoming
employed in Virginia in agencies, in licensed agencies for
mental health or substance abuse or facilities; given that
they are licensed facilities and sometimes the requirement is
that they"re hiring licensed mental health practitioners, and
you know, if that is an experience or something that is
brought up in your meetings or your profession.

I*"m just curious to hear some of the concerns. |1
know that at the agency that 1 work at, it is a barrier.
We"re looking for licensed mental health practitioners, and
art therapists don"t qualify, unless they have a dual license
in something else. So | was just curious if you could speak

to that.
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MS. OLSON: Definitely. As Gretchen said, you can

join me for a few questions. We spend a lot of time as
professionals, spend a lot of time mentoring people and
supervising them, just to have to watch them move to another
state in order to practice. So it is something that we talk
about in meetings all the time, is how to keep people in
Virginia. For me, when I moved here, I knew I was gonna stay
here. 1 mean, | had to go the extra effort to get another
degree and another licensure just to maintain employment
here.

So i1t is a huge factor. We have to have a licensed
person. We want art, so they will call and hire a
non-licensed person and allow them to do art therapy and, you
know, they get around the regulation that way. They still
call it art therapy all the time. They can hire that person
much cheaper. They have very little training, and generally
they don"t realize that the staff is gonna have to come iIn
and help that person when you have clients iIn crisis.

I mean, many factors can happen. Their behavior is
not regulated, so they have dual relationships with clients
and other iInappropriate behavior. They are not regulated.
We can"t do anything about that, but we have to repair the
damage. So we do face losing the work force. 1 work at an
agency now and have a hard time finding counselors for these

reasons.
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There®s a whole slew of counselors in Virginia that
would love to work, and they have the appropriate training,
and they"re under supervision, and they maintain themselves
under supervision. We behave like licensed professional
counselors. We are seeking education, staying in
supervision, and are engaging In supervision as well, and
maintaining all of the education requirements that we have.

So we would like to be formalized. We would like to
have title protection as part of that. We sent you a list of
all the private practitioners who are not art therapists who
set up private practice in Virginia, who call themselves art
therapists, and we feel they are defrauding the public.

MR. WELLS: Comment or questions?

MR. O"CONNOR: Hi. I am Kevin O"Connor with the
Board of Medicine. 1 am sort of new to this process. So,
how many states license art therapists currently?

UNIDENTIFIED SPEAKER: We have the same licenses in
seven states, and three states have our license under
counseling specialization in art therapy, and then we have
title protection, which has been an additional. It"s
growing.

MR. O"CONNOR: Also, help me understand the
intersection or the spectrum between art therapy, music
therapy, counseling occupational therapy and physical

therapy; tell me how those all intersect. Many people would

Crane-Snead & Associates, Inc.
55




© 0 N o o A w N P

N N N N NN B P P B P PR P PP
a & W N P O © ®©® N o 0 A W N P O

15

say music therapy falls into that as counseling or physical
therapy or occupational therapy. So help me understand. If
we"re going to be licensing art therapists, the next people
to be here would be music therapists.

MS. ORR: Well, other than separate lobbying
efforts, we see ourselves distinctly. We started distinctly.
So we can sometimes be lumped under the realm of what might
include art and us, music, dance, theater. So a lot of it is
because they are growing out in separate fields, because they
are not being regulated. People start associations because
states would not listen to us when we"re saying like, these
particular modalities are extremely effective with working
with clients across the range of mental health issues, across
the range of ages, across the range of ethnicities.

And so we"re watching, you know, just really who
creates a lobbying group to push their field forward, and we
started as art therapy, and it certainly is a very defined
field, and certainly other people are using creative means.

MR. O"CONNOR: I guess that is my point. We are
talking about expressive therapy and seeing how that is used
for mental health counseling. It"s also used, to some
extent, for rehabilitation, stroke rehab, that sort of thing.
That group is also served by other expressive therapists, and
so, why you and why not everyone else?

MS. GRAVES: Well, music therapists are trained and

Crane-Snead & Associates, Inc.
56




© 0 N o o A w N P

N N N N NN B P P B P PR P PP
a & W N P O © ®©® N o 0 A W N P O

16

credentialed differently than art therapists. Music
therapists graduate from, 1 think, even undergraduate
degrees. They can sit credentially for a music therapy
credential; that is not the same as art therapists.

MR. O"CONNOR: I don"t mean to interrupt, but the
population we serve is the same. It can be the same.

MS. GRAVES: Yes.

MR. WELLS: So if the purpose is to regulate the
service provided to a population, where does that line stop?
Where does dance therapy stop? And it could be said that
next year we will be regulating dance therapists because they
serve a similar population with similar goals.

MS. OLSON: Well, we serve all populations, and we
work with many other medical and psychiatric professionals
when working with a client. 1 guess I"m not sure why we
would have to be lumped in with them.

MR. O"CONNOR: Well, I"m not putting you on the hot
seat here.

MS. OLSON: That"s okay, 1 understand.

MR. O"CONNOR: You lump this all together and call
It expressive therapists, and so | have had some experience
in northern Virginia where we have a very active art therapy
population and a very active music therapy population, and
they serve the same population. They do it as inpatient and

outpatient. So I"m just trying to wrap my head around why we
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should regulate one group that provides this bundle of
services and not regulate another or a third.

MS. GRAVES: Well, counselors and OTS and PTs are
regulated, am I not correct?

MS. OLSON: They are regulated. So, | mean, we are
fine if you regulate music therapists.

MS. GRAVES: Yeah, we"re good with that.

MS. OLSON: We"re not saying you shouldn®t actually.
I mean, like she said, it"s really different training. We
see ourselves different, much like, you know, there are
different levels of other types of therapists out there. You
know, substance abuse is regulated separately than mental
health counseling in that they overlap and tend to, you know,
really cross realms sometimes.

We would support music therapy being regulated as
well. We"re advocating right now within our own. So we
don®"t see i1t as competitive or different. We see it as
complementary.

MS. RAMOS: A quick question. If art therapists
were regulated, what is the impact on the work force, and do
you have specific numbers? How would that help meet the
demand?

MS. GRAVES: 1 don"t know if we have specific
numbers at this time. But as | stated earlier about, you

know, the projection of students coming out of the two very
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large graduate programs that we have in the state, | think
that we would retain more licensed therapists in our state
than if we didn"t regulate. Like | said, deregulate it,
they will leave.

MS. OLSON: So you look at these graduating classes,
on average, between 25 to 30 people graduate from each school
in Virginia. So on average, that"s 50 to 60 art therapists
graduating each year from schools, as well as the potential
of people who go to other art schools -- art therapy schools
outside of Virginia that want to come back to practice.

So when we state it that way, you have a force of
people who would come out looking for jobs that would go
elsewhere, because we don"t have the ability to provide them
what they need or salary stability. You know, iIn this realm,
it"s a mixed bag of what people can expect to earn as well.

MS. CARBAJAL: Speaking about the population that
art therapy serves, can you talk to me a little bit about how
it serves our seniors, especially those with cognitive
impairment. Are there programs that would benefit this
certain population?

MS. OLSON: Yeah. Actually that was one of my
specialty areas was working with the elderly and dementia.
And there have been a couple of times I"ve been able to work
on special grants within the population, and 1 would love to

really formalize that service for the various agencies.
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Art therapy is a great way of working with those

with dementia and other aging-process issues. Actually, 1

made a small film about it. 1 will send it to you. Because
it can help with orientation. It can help with different
family issues. | have done a mix of different ways of using

art in helping the elderly.

And, you know, I have worked iIn programs outside of
Virginia as well in rehabilitation. So it"s a very effective
means with other modalities as well. So it would be a great
way to, you know, expand the ability of working with the
elderly in a very broad population. It is a very effective
means of working with them.

MR. CARBAJAL: So you view yourself as working in
nursing homes?

MS. OLSON: Yes.

MS. SAADEH: Hi. My name is Leila Saadeh. |1 am the
vice president of the Virginia Art Therapy Association. |1
Jjust wanted to speak with you, Dr. O"Connor; is that okay? |1
would just hate for art therapy to be bundled up into dance
therapy, music therapy, because we are, in fact, very
different. The only thread of similarity is that we come
from an art space practice. So art therapists are trained as
psychotherapists. We have the same training as LPC
counselors -- anyone who wants to be a psychotherapist.

In my experience in working with music therapists,
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we are very different. They don"t have the counseling in the
psychotherapy, psychopathology, training, and education.

MS. OLSON: They have a bachelor®s degree, is that
correct?

MS. SAADEH: Which is different. So I just want to
make that clear with you. 1 know that dance, music, art is
very expressive, but we are actually very different. And
that also ties in with the populations that we serve. We can
serve anyone who has a mental health diagnosis, a chronic
illness diagnosis. Autism is extremely valuable, which as we
all know, is increasing in numbers, and there®s a huge need
for professionals who serve that population.

So 1 won"t keep talking about all the people that we
can serve, because we can really serve anyone who needs any
sort of help. As where other expressive therapies are a
little bit more limited, but 1 can"t speak to you on that. 1
appreciate it.

MR. WELLS: 1Is there anyone else who wishes to speak
who is not on the list? Yes, ma“am.

MS. MILLS: Good morning. My name is Ann Mills, and
I am a registered and board certified art therapist. 1 work
in Alexandria, Virginia. 1 am licensed in the District of
Columbia, Maryland, and New York. 1 am the former chair of
the Research Committee, former chair of the Nominating

Committee, the former director of the graduate program in Art
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Therapy at George Washington University.

I am unable to work in Virginia. | am a proud
Virginian, and I would like to work in Virginia. 1 have an
example of harm done to a patient by a non-art therapist, an
example that has been repeated any number of times over the
30 years of my career. 1 am a trauma therapist. |
specialize in trauma therapy.

I have been approached by allied mental health
professionals who will say well, 1 had this or that clinical
challenge with a client, and I didn"t know what else to do.
So I got out some letterhead and gave them a pen and asked
them to draw what happened, draw some horrible, traumatic
event.

So a specific of one of those was a survivor of
severe trauma became mute and unable to speak. She then drew
it for her therapist, not an art therapist, on letterhead.
And then the mental professional showed me a picture and
asked for sort of a curbside consult on it. And then after
she drew this, she withdrew and hid in a corner and started
banging her head. The patient started banging her head
against the wall and seemed not to hear me when 1 begged her
to stop.

So eventually, 1 put a pillow between her head and
the wall, and that is how the session ended. And what would

you have done as an art therapist that would have been
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different? So 1| find this appalling. 1 am very concerned
that this kind of thing happens to clinicians when they get
stuck, and this is where we would hold as art therapists that
we would receive appropriate referrals due to practices that
are inherent in our profession and the characteristics of the
clients we serve as outlined on page 8 of the report.

This is the kind of thing where we feel we have
something special. We know we have something special to
offer in our hands, our skilled hands. We can help people.
It"s a powerful tool, visual arts. As you know, It can
retraumatize people in untrained hands. Sometimes people
work beyond their areas of competence and their scope of
practice. We don"t want them hurting people.

My private practice is in the District of Columbia.
I was grandfathered in as an LPC. But then just for fun, |
took the national counseling exam, just to kind of have that
legitimacy as well and passed that. Two-thirds of my
practice is people who live in Virginia. People seeking
referrals to art therapists call me weekly because they want
help for daughters who are dieting themselves to death, or
husbands whose explosive anger has caused them to be fired.

In Virginia, a licensed art therapist should be able
to help with support, and with your support, we will_. 1
wanted to also mention that I am also a researcher as well as

a clinician.
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I am the director of the archive of the
International Collection of Drawings, standardized drawings.
Our policy is that only mental health professionals and art
therapy students may administer this particular assessment.
We do not allow artists and lay people to administer this
assessment.

I would like to say a word about CAAHEP. CAAHEP for
me personally would impose the impossible. It"s already an
impossible standard for me to become an LPC in Virginia.
CAAHEP would make it that much more difficult. Thanks very
much. Any questions for me? Thank you.

MR. WELLS: 1Is there anyone else who would like to
speak or respeak?

MS. GRAVES: We"re all art therapists. We come from
all over the state, and this is a small, small spattering of
what we have. Last time, the American Art Therapy
Association put together our numbers, we estimate there"s at
least 300 or greater art therapists in our Commonwealth that
we know of. Only that we know. There"s probably many out
there. But without things like licensure and stuff, they may
not come out of the woodwork and join the associations and
things like that.

MR. WELLS: Thank you.

MS. GRAVES: Thank you.

MR. WELLS: Okay. 1 want to thank all of who came
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today and took time to comment. We will consider all of the
comments prior to submitting any recommendations. Written
comment will be accepted until 5 p.m. on July 27, and this

concludes our hearing this morning.

HEARING CONCLUDED
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CERTIFICATE OF COURT REPORTER

I, DENISE HOLT, hereby certify that the foregoing
hearing was taken down by me in stenotype and therefore
reduced to typewriting; that I am neither related to, nor
employed by any of the parties to which this public hearing
was taken; and further, than I am not a relative or employee
or employed by the parties hereto, nor financially or
otherwise interested in the outcome of the action.

Given under my hand this 26th day of June, 2018.

Denise Holt
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Art Therapist Study - Public Comment Summary

Credentials Resides In Works In State | Decision - Summary
License | In Favor or
Opposed

Gioia Chilton, ATR-BC, | Fairfax County, Maryland MD In Favor [Has worked in DC for 25 years with people with mental health needs.

PhD, LCPAT (MD), VA Over the past 18 years has seen harm to the public due to lack of

CSAC (VA) licensure in VA. Is licensed and works in MD as a LCPAT, unable to
serve Virginia residents due to lack of license.

Emery Mikel, ATR-BC, | New York City NY NY, MD | InFavor [Licensure will safeguard against potential harm to clients by untrained

LCAT, LCPAT clinicians. Founded creative arts therapy company in NY. Would like to
expand to VA, creating employment opportunities and access to
therapy, lack of licensure in VA for art therapists prohibits this.

Darlene Green, ATR- Charlottesville, In Favor [Works as an art therapist for a children's grief program and with

BC VA hospice patients; paid by community donations. Licensure would
allow art therapists to be reimbursed by Medicaid, Medicare or private
insurance.

Kacie Karafa, Board In Favor [Works at a hospice with grieving children. To open up a private

Certified, Master's practice would need to go back to school and get a LCSW or LPC. Lack

Level Art Therapist of licensure limits where and how to practice art therapy since unable
to be reimbursed by private insurance, Medicaid or Medicare, limiting
clientele to those who could afford to pay out of pocket.

Abby Calisch, ATR-BC, Norfolk, VA Virginia Beach, In Favor [Licensed counselor and registered board certified art therapist in a

PsyD, LPC VA group private practice, also teaches graduate art therapy classes at
ODU and in Indiana. Graduates leave Virginia due to difficulty in
finding employment as unlicensed graduate trained therapists.
Licensure would allow graduates to stay, expanding the profession,
providing more access to care and affordable services.

Cheryl Shiflett, ATR- Virginia Beach, | Virginia Beach, In Favor |[As an art therapy instructor, highly trained art therapy students are

BC, PhD, PPC-ACS, VA VA able to provide ethical, professional and effective mental health

ATCS services to Virginia's vulnerable populations. Licensure will allow them
the opportunity to so serve those in need.

Monika Burkholder, Shenandoah Shenandoah In Favor [Employed at a private art therapy practice, working with people

MS, Resident in Valley, VA Valley, VA dealing with trauma. Clients frequently unable to access services or

Counseling, Art
Therapist

stop treatment early due to inability to get reimbursement for
services. Without licensure, cannot provide art therapy to people who
need it the most.
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VATA

8 |Kendra Orr, ATR-BC, [|Spotsylvania, VA Virginia In Favor [Moved to Virginia 22 years ago as a registered art therapist, lack of

MS licensure made art therapy positions difficult to find so went into
teaching. At present, only part time art therapy work is available due
to reluctance of mental health agencies to hire unlicensed art
therapists. Licensure would provide more mental health
professionals, better access to mental health treatment, and protect
careers of current art therapists.

9 |Lisa Garlock, ATR-BC, Maryland Virginia MD In Favor [Working in Virginia, lives in Maryland and holds a Maryland art
MS, LCPAT, ATCS therapy license. Licensure in Virginia would ensure that qualified,

licensed art therapists will be able to work with Virginia residents,
particularly trauma survivors, in need of mental health services.

10 |Rebecca Tom, PMHNP Virginia In Favor [As a psychiatric nurse practitioner who works with an art therapist
BC believes licensure for these essential clinicians would improve patient

safety and outcomes.

11 [Jorge Grandela, LPC, Stafford, VA In Favor [Licensure of art therapists will provide an opportunity to measure the
PsyD benefits of art therapy and help meet the need for trained mental

health.

12 |Sonia Castro-Castillo, Fairfax County, In Favor [Recent graduate of a credentialed art therapy program. Mental health
Candidate, Master of VA profession employers are looking for licensed individuals. Without
Arts in Art Therapy licensure for art therapists anyone can provide therapeutic art

services, increasing risk of harm to the client. Licensure will allow
those in need of art therapy to be reached.

13 |Catherine Rubin, ART- In Favor [Licensing art therapy would allow people to receive the services they
BC, MPS need and protect both potential clients and art therapists from the

harms of unqualified people presenting themselves as art therapists
and qualified mental health professionals.

14 |Terri Giller, ATR-BC, Fredericksburg, In Favor [Has practiced art therapy for 11 years and worked in four (4) states.
MeD; Secretary of VA Licensure is necessary to define appropriate standards for the practice

of art therapy and ensure that the public has access to art therapy
services provided by a trained and licensed art therapist. Licensure
would help Virginia build and maintain a viable mental health
workforce by recognizing, attracting, and retaining these highly trained
health professionals.
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15 [Holly Waide, 2nd Year
Student at EVMS,
Graduate Art Therapy
and Counseling
Program

Virginia

In Favor

2nd year student at EVMS in the Graduate Art Therapy and Counseling
program. Licensure will be a huge benefit to Virginia and the field of
art therapy in establishing guidelines and ensuring that the power of
creative expression is being used properly with the knowledge of a
trained professional, elevating credibility and spreading awareness.

16 |Peggy Healy, ATR-BC | Midlothian, VA

In Favor

Licensure will help protect art therapists and educate other health
professions as to what art therapists do as a credible, valuable
member of the Virginia mental health workforce. *Reported by a
psychologist to the regulatory board, accused of doing the job of a
psychologist when using projectives as a testing tool. Case was
dropped.

17 |Crista Kostenko, ATR-
BC, LCPAT

Arlington, VA Arlington, VA MD

In Favor

Licensed in Maryland as a Licensed Clinical Professional Art Therapist,
works in Virginia. It is vital that any individuals representing
themselves as art therapists have the knowledge and understanding of
how art making and processing affects individuals with a variety of
issues. Seeking out art therapy for mental illness should be supported
and individuals should be able to submit to insurance art therapy
received by a professional art therapist.

18 |Adele Stuckey, ATR-
BC, MA, LPC

Alexandria, VA

In Favor

Art therapists are clinically trained to work with clients of all ages and
work in community, medical and private settings throughout the state.
Art therapy goals range from coping with trauma and safe self-
expression to enhancing cognitive and motor abilities to relieving
stress and anxiety.

19 |Janna Kilkki, ATR-BC,
MA

Haymarket, VA

In Favor

Art therapy licensure in Virginia would ensure that more qualified
mental health services would be available for Virginians. Art
Therapists have difficulty establishing careers and contributing to
communities equally due to lack of licensure. The scope of practice
and usage of the term "art therapy" is ambiguous and sometimes used
by people who do not have qualifications, due to not having art
therapy specific licensure.

20 [Kristin Gartner, LPC Stafford, VA

In Favor

Art therapy has shown to offer not only an effective avenue for
emotional expression but a healing that talk therapy cannot always
achieve. All licensed practitioners at this location are at full capacity
caseloads and the ability to hire more licensed mental health
professionals would be beneficial to a multitude of clients.
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21 |Anne Walpole, MSN,
NP

Virginia

In Favor

A nurse practitioner with over 30 years experience sees many patients
with mental health issues, both chronic and acute. Art therapists
should be licensed to clarify to both insurance companies and
potential clients that they are fully trained counselors worthy of
professional respect and reimbursement.

22 |Stephanie Houpt, Fairfax, VA
Assistant Program
Director, Insight

Memory Care Center

In Favor

Art therapy at Insight has been an important part of offering holistic
and person-centered care. Individuals with depression, anxiety, or
who are socially withdrawn benefit from art therapy sessions. The
intentional goals of the art therapist is to enhance the participants
quality of life.

23 |Emmy Lou Glassman,
ATR-BC, MA

Fairfax, VA

In Favor

The unique field of art therapy requires completion of a highly
rigorous academic program which includes a comprehensive
internship experience spanning a variety of settings. The field is unique
because it combines the properties of both creating art as well as the
rich and layered therapeutic process. Using art as a tool for
communication and expression provides healing for many who may
need a bridge to their unconscious or traumatized minds. The art can
become the clients dialogue. By offering licensure to trained and
attained art therapists the public will be able to be made aware of
their qualifications.

24 |Sarah Deaver, ATR-
BC, PhD, HLM

Norfolk, VA

In Favor

Has worked as an art therapist for 37 years, first as faculty at EVMS
with the graduate art therapy and counseling program and now in
private practice. Testified in 1990 to the Board of Counseling for the
need for a standalone professional art therapist license, Board
determined that art therapist could obtain LPC, therefore no need for
a separate license. Art therapists are not counselors as art therapy is a
distinct profession with its own unique scope of practice, education
and credentialing. There is a great need in Virginia for more qualified
mental health professionals and art therapists are qualified to address
these needs. *Attachments - 2

25 |Christina Hagemeier, Fairfax County,
Graduate of GWU Art VA
Therapy Program

In Favor

Recent graduate of GWU art therapy program, with a one year
internship with and now working in Fairfax County public schools. Art
therapy provides cognitive growth, emotional support and behavioral
regulation to help a student participate, thrive and excel in the
classroom. Many students respond well to this form of therapy as
they do not need to talk or possess the words needed to describe

what they are experiencing. 70
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Former Chair of AATA
Research Committee
and former Director
of a university
Master's program in
Art Therapy

26 |Lacy Mucklow, ATR- Springfield, VA MD MD In Favor [Had to look for work in another state that had a clinical art therapy
BC, MA, LPAT, LCPAT, license, which is miles away from home and takes away from seeing
ATCS Virginia clientele. The Virginia art therapy license needs to be a clinical

license with the ability to diagnose and bill for insurance, like that of
other master's-level mental health providers, protecting the public and
retaining art therapists who live in Virginia.

27 |Donna Betts, ATR-BC, Virginia In Favor [As Board Chair and President of the AATA from 2015-2017, the AATA
PhD; Immediate Past worked closely with the British Association of Art Therapy (BAAT )
President of AATA; where art therapy is nationally recognized through the National Health
Adjunct Associate Service. In Virginia, graduates of GWU graduate art therapy program
Professor GWU often move to Maryland, or another state that offers licensure, after
Graduate Art Therapy degree completion. *Attached is relevant resource information from
Program BAAT regarding harm.

28 |Janet Johnson, Fairfax Station, In Favor [The licensure of art therapists will ensure that individuals in need of
Retired Principal, VA art therapy services receive them from qualified, trained professionals
Fairfax County Public who meet the approved training, educational and credentialing
School requirements. Disciplinary action could be taken against an art

therapist for failure to adhere to the professional ethics in art therapy
settings. Provisions allowing for licensing reciprocity between states
could encourage qualified art therapists to work in VA.

29 |Anne Mills, ATR-BC, Virginia DC DC, MD,| InFavor [Licensed counselorin DC private practice for 3 decades, unable to
MA, LPC, LCPAT; NY work in Virginia as an art therapist due to lack of licensure. More than

two-thirds of clients live in Virginia. Would move practice to Virginia if
licensure were available. Harm is being done to clients as a
consequence of someone introducing art into their treatment without
proper training.
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30 |Carol Olson, ATR-BC, Virginia Richmond, VA In Favor [Manages agencies that hire therapists. Has a hard time retaining art
MA, LPC; President therapists due to lack of licensure and lack of consistent pay-scales
VATA,; Crisis and appropriate for their level of education that result in lack of
Clinical Director of the opportunities for professional growth. It is time for Virginia to join the
James House; Clinical 12 other states that currently provide an avenue for art therapists to
Supervisor in pursue a license specific to their qualifications, scope of practice,
Richmond, VA; standards of practice and ethical code.

Certified Substance
Abuse Counselor

31 |Karen Montgomery, Winchester, VA In Favor [As an LCSW has worked in the past with an excellent art therapist LPC

MSW, LCSW candidate whose ability to have less verbal children and teens express
themselves openly through various art mediums was amazing and
extremely helpful in her therapy work with them. Hopes the Board will
do what is needed to see that these creative and valuable clinicians
are able to continue to work to benefit the public in a wide variety of
settings, such as the Integrative Care Program at Shenandoah
Oncology that offers art therapy as part of patient services.

32 |Mary Ellen Ruff, ATR- | Alexandria, VA In Favor [Serves as an Approved Clinical Supervisor for the LPC. Some

BC, MS, LPC, ACS

supervisee's have a Master's in art therapy and some with a Master's
in Counseling. At times Residents have been part of a group
supervision format and have mutually benefited from their diverse
training and educational experiences, creating a richer, more
meaningful experience. In a recent supervision group, someone from
a counseling background talked about how much she learned from
being in a group with art therapists and that she had incorporated art
techniques into her work with clients. While counselors may
incorporate creative or expressive arts into their work, this supervisee
was operating outside her scope of any training she had received.
State licensure for Art Therapists would prevent situations such as this
from arising because it would support independent practice, title
protection, and protect the public from those practicing outside their
scope.
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33 |Sangeeta Prasad, ATR- Fairfax, VA In Favor [Has worked in the field for 33 years. Currently in private practice and
BC feels there is a need for art therapists to be licensed. Art therapy is a
useful tool for PTSD and during disaster relief. Clients need to be
protected from persons claiming to provide art therapy when they do
not have the required training or skills to offer such services. Art
therapy is not covered by Medicare, Medicaid or other insurances.

34 |Jordan Potash, ATR- Alexandria, VA | MD, NY | In Favor |Has been serving Virginia residents as an art therapist since 1998.
BC, PhD, LCPAT (MD), Currently an Assistant Professor in Art Therapy at GWU. Art therapy
LCAT (NY) offers a unique combination of psychology with the arts that promotes

imaginative expression and metaphoric perspective. With the
increased need for licensure, it has become more difficult to make
sure that clients are able to partake in the full benefits that art therapy
has to offer.

35 |Elizabeth Hlavek, ATR- MD MD MD In Favor [In 2012, led the initiative to develop an art therapy license in

BC, LCPAT Maryland, which was signed into law later that year. Sits on
Maryland's Board of Professional Counselors and Therapists as an art
therapy representative. Art therapy has proven to be a valuable
treatment option for veterans, individuals struggling with PTSD, eating
disorders, and myriad other medical and behavioral health concerns.
These populations exist in Virginia and deserve evidence based
treatments such as art therapy. Considered relocating to Northern
Virginia for a full time position, but is not licensed in Virginia. Had
there been an equivalent license in Virginia would have happily
moved. Perhaps EVMS art therapy graduates would stay if they were
able to be licensed.

36 |Lindsay Downs, In Manassas, VA Manassas, VA In Favor [Currently in residence towards ATR-BC and works as an in-home
residence towards clinician to prevent out-of-home placement and psychiatric
ATR-BC hospitalization. Has found that non-art therapists are ill-informed

about the creative process, how and what materials are used in
session and are unaware of ethical considerations when engaging with
clients on sensitive subject matter incorporated with art making and
the creative process.
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37 |Michelle Vaughan, Leesburg, VA In Favor |[Is a registered board certified art therapist working in Virginia,
ATR-BC undergoing the supervision process for LPC licensure. Without the
education, experience and knowledge, regular clinicians who are not
art therapists attempting to provide "art therapy" may try to analyze
an individuals artwork and project their own identity or feelings into
the piece or conduct an assessment that's not appropriate for the
individual and could lead to the resurfacing of traumatic flashbacks,
negative feelings or cause them to develop a sense of low self-esteem.
There are so many potentially harmful responses that its obvious why
art therapy needs to be a regulated and licensed profession in Virginia.
38 |Gretchen Graves, ATR{ Richmond, VA Richmond, VA In Favor [There are many professionals that are claiming to also practice art
BC, MS, CDATA; therapy without proper training, which can be detrimental to clients.
Immediate Past Mental health is such a serious issue in our country and state. Lack of
President of VATA qualified health professionals should never be the reason someone
suffers. Help us create more opportunities for client safety and jobs in
our state. *8 attachments
39 [Paul Eldridge, Herndon, VA In Favor |Art therapy is a distinct mental health profession and needs its own
Technical Program license as a distinct field from the general LPC path. It takes years of
Manager unique study and can have negative consequences if employed
halfheartedly or incorrectly, without proper training and ethics. A
license provides the necessary minimum bar and rigor to prove to a
layperson that Art Therapist's competency, just as the LPC provides.
40 [Heather Stemas, ATR-| Arlington, VA ? In Favor [Has been an art therapist in a large metropolitan medical center for

BC, MEd, LCPAT

over 15 years and has seen the multitude of benefits of art therapy for
children and teens with chronic illness and/or facing invasive and
painful procedures. Many clients want to continue with art therapy
services after discharge but there are few options as they have to deal
with prohibitive costs (and no reimbursement) and a paucity of
qualified and licensed providers.
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41 |Joyne Vaughan, Fairfax County,
Retired Teacher, VA
Fairfax County

In Favor

Daughter is an art therapist who clinically assesses a client's mental
health needs and determines which art media to use in order to
support mental, emotional, physical and spiritual goals for them.
Daughter assisted in designing and implementing a program where she
works with veterans, active duty military and their families who
experienced PTSD among other mental health issues. The art
therapists goal is not to create a famous artist, rather they implement
different media of studio art, psychotherapy and counseling to guide
their client toward a healthier view of life. Urges for a state art therapy
license to be required in Virginia for quality treatment.

42 |Heather
Montgomery,
Library/Community
Service Manager

Richmond, VA

In Favor

Has worked with art therapists at various agencies, most recently in
the juvenile justice system. A state art therapy license is needed to
protect the public by ensuring that those in need of art therapy
services receive them from qualified, trained professionals who meet
the approved training, educational and credentialing requirements.

Former VA
resident

43 |Erica Wang

In Favor

Pursuing a Masters of Art Therapy and Counseling at the School of the
Art Institute of Chicago. Upon completion of degree plans on returning
to VA in order to serve the citizens of the state.

Prince William NY
County, VA

Prince William
County, VA

44 |Kimberly Faulkner,
ATR-BC, LCAT(NY)

In Favor

Has over 13 years experience as a licensed art therapist in NY.
Relocated to Virginia and is struggling to re-establish professional life
as clinics and other mental health agencies will not hire her due to lack
of license in Virginia. With appropriate state licensure in place her
service and expertise would compliment many forms of treatment and
countless people would have access to the care they deserve and are
asking to receive.

45 |Karen Montgomery, Richmond, VA Richmond, VA

MS-ATR

In Favor

Received Masters in Counseling in 2003 in NY and returned to VA.
Often regrets leaving NY due to recognition of art therapy as a distinct
mental health profession with licensure status. Currently working for
Henrico County Public School system in Henrico Juvenile Detention
Home, as well as with other clients. Wants to stress that trauma-
focused interventions present an area of therapy in particular need of
non-verbal approaches to both accessing and treating deep psychic
pain and managing new and healthier life skills. Has been concerned
about the appropriateness of art therapy techniques used by those
untrained to handle and unforeseen responses to the approach with a
struggling client.
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46 |Leila Saadeh, ATR-BC, | Richmond, VA Richmond, VA In Favor |[Believes title protection is most necessary reason for art therapists to
LPC; Vice President of obtain their own licensure. There are a great number of mental health
VATA professionals and artists in VA that claim they are doing "art therapy"

recklessly and unethically without any proper training and education.
This causes significant risk of harm to the population that need mental
health treatment. Just because people can make art does not mean
they can administer art therapy. As education and internship
requirements are equal to LPC education and internship requirements,
this is no reason why art therapists should not be able to be
considered to obtain their own license under the Board of Counseling.

47 |Christianne Strang, In Favor [Writing on behalf of the AATA to express the Association's strong
ATR-BC, PhD, CEDCAT- support for regulation and licensure of art therapists in VA. Licensure
S; President, can provide a reasonable and cost-effective approach for increasing
American Art Therapy the number of qualified and licensed professionals needed to meet
Association Virginia's growing need for mental health and substance abuse

services, benefiting consumers by promoting competent and safe
practice of art therapy, and providing assurance that persons in need
of art therapy services will be able to receive them from appropriately
trained and credentialed mental health professionals.

48 |Laura Dobbs, Virginia Beach, In Favor [Has been working in Virginia in the mental health field for 16 years

Credentialed Art VA
Therapist

since graduating with a master's degree in art therapy and counseling
from EVMS in 2002. Has struggled to gain respect as a professional art
therapist as well as find another job due to lack of licensure as an art
therapist and therefore not billable for insurance companies. Is
continuing to pursue counseling licensure as an LPC in Virginia. A state
art therapy license means employment opportunities would improve
as well as the retention of qualified art therapy professionals in
Virginia.
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49 |Sarah Balascio, Board
Certified, Registered
Art Therapist

Williamsburg, VA

In Favor

Board certified art therapist working in Virginia. Worked in private
practice as an art therapist until a complaint was filed by another
therapist alleging that she was working as a counselor without a
license. This caused a hardship for her family as well as her clients.
Showed that there is a need in VA as clients chose not to continue
with traditional therapy and there were minimal registered art
therapists to refer them to. Has seen proof from this experience that
there is a clear distinction between traditional therapy and art therapy
which needs to be clairified in Virginia, as other states have, through

50 |Eileen Douglas, ATR-
BC, MS, LPC

Norfolk, VA

In Favor

Has practiced art therapy for eight years and is currently teaching in
the Graduate Art Therapy and Counseling Program at EVMS. As a
practitioner has witnessed the benefits of art therapy in engaging and
supporting positive growth among adolescents in juvenile detention as
well as a quasi-military type program for at-risk youth. Has also
provided art therapy services to students in a college counseling
center. The citizens of Virginia would benefit greatly from the
establishment of a state license for professional art therapists.

51 |Laura Tuomisto, ATR-
BC, CTT, Delegate to
the Assembly of
Chapters on the
Board of the VATA

Virginia Virginia

In Favor

Founded and manages a 2-art therapist private practice, which has
stayed active despite the limitations of clients not being able to use
their insurance (due to lack of licensure). Without title protection or a
license, anyone can open a practice and claim to be providing art
therapy services without the proper training, education and
supervision. This, by default, puts the responsibility on clients to
research and identify if their therapist is properly trained and
credentialed, which is not fair to a population that may be vulnerable
due to their mental or physical health and may not have the resources
to protect themselves in this way. *2 attachments
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Using Art in Counseling: Ethical Considerations

Lynn C. Hammond and Linda Gantt

Various mental health professionals use, on occasion, drawings and other types of art in therapy, but relatively little has been
written on the ethics surrounding this technique. The authors take the position that artwork should be viewed as equivalent to
verbal communication. Such equivalency gives rise to a variety of ethical issues that encompass confidentiality, documentation,

ownership, research, publication, and display of artwork.

n our work as art therapists, we have faced some di-

lemmas about specific ethical issues regarding the art

created by our clients. Particularly vexing are ques-

tions about ownership and documentation of the

work. When thinking about these difficult issues we
began to realize that many of the issues we were struggling
with also applied to other mental health practitioners. The
purpose of this article is to examine potential ethical prob-
lems and to suggest some principles a counselor might con-
sider when dealing with artwork not only as physical ob-
jects (e.g., drawings, paintings, sculptures) but also in the
form of descriptions entered in progress reports and medi-
cal records.

Art therapists, by virtue of their own experience in cre-
ating art, are attuned to the layered symbolic aspects of art.
We will use this perspective to make suggestions that bet-
ter allow others to make appropriate ethical and informed
decisions when their clients use art as a therapeutic avenue
of expression. A brief introduction to the use of artwork in
psychotherapy is presented, followed by discussions of six
major ethical areas: (a) relationship between artwork and
verbal communication; (b) confidentiality; (¢} documenta-
tion; (d) ownership; (€) use of art in research, publication,
and displays; and (f) use of art by therapists who do not
specialize in art therapy.

ARTWORK AND THERAPY

For many years, psychotherapists have been interested in
the relationship between artwork and unconscious material
such as that which is revealed in a client’s dreams. Freud
touched on this relationship in his writings, and Jung ex-
plored it directly by asking his patients to paint their dreams.

Mental health professionals have used visual imagery in many
ways, such as in psychological tests like the Human Figure
Drawing (Koppitz, 1968; Machover, 1949) and the House-
Tree-Person Test (Buck, 1948; Hammer, 1958). Those who
work with children find art a useful tool when verbal com-
munication is difficult. The profession of art therapy has
grown into an accepted form of therapy for both children
and adults (Kramer, 1958, 1971, 1979; McNiff, 1981, 1988;
Rubin, 1978, 1984, 1987; Wadeson, 1980, 1987). Samuel
Gladding (1992) has brought attention to the use of art as a
counseling tool, exploring such areas as music, dance, visual
art, literature, and drama. However, few mental health pro-
fessionals other than art therapists have addressed ethical
questions about how the art and its accompanying associa-
tions should be treated with children or adults.

IS ARTWORK DONE IN COUNSELING EQUIVALENT TO VERBAL
COMMUNICATION?

The historical rationale for producing art in therapy relates
to the psychoanalytic view of the dynamic unconscious be-
cause, like free associations, art originates in the unconscious.
AsWadeson (1987) stated: “Expression in art stimulates fan-
tasy, creativity, spontaneous unconscious imagery. It offers
the possibility of creating a self-reflection, an image of one-
self and one’s world, from which it is possible to separate
and gain distance” (p. 1).

Psychoanalytic writers have used words to describe the
symbolic images of a dream, fantasy, or daydream, while
art therapy encourages the direct projection of this mate-
rial into drawing, painting, or sculpture. In discussing dreams,
Freud stated, “Part of the difficulty of giving an account of
dreams is due to our having to translate these images into

Lynn C. Hammond is a doctoral student in counseling psychology at West Virginia University. She is an art therapist at the Youth Services Center in
Morgantown, West Virginia. Linda Gantt is an art therapist at the Trauma Recovery Institute, Morgantown, West Virginia, and is doing research on the
correlation of psychiatric diagnosis and artwork. The authors acknowledge the assistance of Robert Marinelli, professor in the Department of Counseling,
Counseling Rehabilitation and Counseling Psychology at West Virginia University, for his reading of the initial paper. Correspondence regarding this article

should be sent to Lynn C. Hammond, Route 1 Box 85, Masontown, WV 26542.
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words. ‘I could draw it’ a dreamer would often say to us,
‘but I don’t know how to say it”” (Freud, 1922/1966, p. 90).
Despite his recognition of the problems that verbally de-
scribing images could entail, Freud did not encourage his
patients to illustrate their dreams. In the article “Freud on
the Nature of Art,” Halsey (1977) presented a discussion of
Freud’s relationship to art and psychological processes.
Halsey stated, “Freud praised artists for their insights into
human nature and on occasion went so far as to give them
credit for seeing psychological factors before they had be-
come evident to himself or other scientists” (p. 99). How-
ever, Jung not only encouraged patients to actually draw
and paint their dreams but he sculpted (Jung, 1963) and
painted mandalas as a way of observing his own psycho-
logical changes (Jung, 1950/1969). Jung saw artwork as
“doorways into the unconscious” (Singer, 1972, p. 312). For
example, a dream could be examined on a different level of
awareness if it was translated into a picture(Singer, 1972).
When verbal expression is difficult, the art materials can
provide a vehicle for self-expression. Cane (1951) wrote,
“For through art expression man finds his own pattern
within himself and subsequently his pattern in relation to
his fellow men” (p. 365).

Another example of the use of visual imagery in counsel-
ing is the use of psychological projective techniques in which
the client actually draws a picture or reacts to a visual im-
age. Human figure drawings and kinetic family drawings
(Burns, 1982, 1989; Burns & Kaufman, 1970, 1972) are two
examples of assessments in which the client must actually
produce drawings. The Rorschach Inkblot Technique and
the Thematic Apperception Test have been available for
decades and are assessments in which the client responds to
visual images (Anastasi, 1968). These ambiguous visual im-
ages stimulate emotional responses from the clients when
they try to structure visual perceptions (McNiff, 1981). In
these instances, the client’s responses to the Rorschach Ink-
blot Technique or Thematic Apperception Test are part of
the assessment process and are treated with the same con-
sideration as the client’s other verbal comments. They are
considered part of the client’s record for the assessment and,
in a sense, are out of the client’s control. The test adminis-
trator makes a written evaluation based on the assessment
process, which is confidential; the client’s actual products
and responses are not included with the written summary.

The artwork done in therapy can sometimes trigger un-
expected emotional responses. Just as the trained mental
health professional can gain an understanding of what is
going on at an unconscious or preconscious level when ob-
serving emotional responses or listening to client comments,
the counselor can gain a similar understanding from art-
work. But an important distinction must be made. As noted
earlier, Freud’s patients said they could draw their dreams.
Spence (1982), a psychoanalyst, expanded on Freud’s re-
port by building the case that memories and dreams are
primarily visual events. Therefore, their premature transla-
tion into verbal terms has some inherent risks. Language,

according to Spence is unable “to capture certain visual
truths” (p. 76). Although the process of creating art also
introduces some distortions of the visual experiences
(chiefly through limitations of skill and materials), we be-
lieve that the art provides a better (and closer) replication
of crucial experience. Naumburg (1950) wrote,

Does not art therapy . .. in emphasizing the projection of the patient’s
inner experience into outward image, only follow the universal pro-
cess of communication validated by the unconscious projections of
man throughout his existence; for always, in all aspects of ritual, dream,
and artistic expression man continues to speak in nonverbal symbols
that are more universal than communication in words. (p. 35)

Therefore, we take the position that artwork (an “unfil-
tered” form of communication) should be treated as “sym-
bolic speech” (Naumburg, 1958) and given all due consid-
eration and protection as that of any other form of speech.
This raises concerns regarding confidentiality and its appli-
cation to client’s artwork.

CONFIDENTIALITY

Inherent in the therapeutic relationship is the reasonable
assumption of confidentiality and respect for the individual’s
privacy. The different disciplines in the mental health field
have ethical codes that are intended, in part, to define the
responsibilities of the professional to the client. There are
limits to confidentiality that are outlined in these ethical
codes. We have chosen to focus on codes from the Ameri-
can Counseling Association, the American Psychological As-
sociation, and the American Art Therapy Association and
discuss how they relate to artwork.

When a person enters a therapeutic relationship, he or
she not only shares intimate thoughts and feelings with the
counselor but may also reveal material that has never been
told to anyone else. According to Smith-Bell and Winslade
(1995), a client gives up personal privacy to gain therapeu-
tic understanding and assistance. When clients reveal pri-
vate information, they typically assume this material will
not be shared with others. This assumption of confidential-
ity helps establish a trusting relationship. However, in re-
cent years, the limits on confidentiality have grown. There
are now situations in which a counselor is faced with break-
ing confidentiality to comply with the law (Herlihy & Corey,
1996; Scalise & Ginter, 1989). This is the case not only for
verbal communication, but for a client’s artwork as well.
The “Ethical Principles and Code of Conduct” (American
Psychological Association, 1992) specifically addresses the
issues of privacy and confidentiality. The code states the
following:

Unless it is not feasible or is contraindicated, the discussion of confi-

dentiality occurs at the outset of the relationship and thereafter as

new circumstances warrant. . . .

Psychologists have a primary obligation and take reasonable precau-

tions to respect the confidentiality rights of those with whom they

work or consult, recognizing that confidentiality may be established

by law, institutional rules, or professional or scientific
relationships. . . .
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In order to minimize intrusions on privacy, psychologists include writ-
ten and oral reports, consultations, and the like, only information ger-
mane to the purpose for which the communication is made. (p. 17)

In the Code of Ethics and Standards of Practice of the
American Counseling Association (1995) there are similar
caveats about keeping specific material confidential. The
Code states:

Counselors ordinarily release data (e.g., protocols, counseling or
interview notes, or questionnaires) in which the client is identified
only with the consent of the client or the client’s legal representa-
tive. Such data are usually released only to persons recognized by
counselors as competent to interpret the data. (p. 12}

Only the Ethical Standards of Art Therapists (American
ArtTherapy Association, 1995) addresses the specific issue
of the artwork and confidentiality. The Standards state: “Art
Therapists shall respect and protect confidential informa-
tion obtained from patients in conversation and/or through
artistic expression” (p. 1).

The right to privacy is laid out by the Fourth Amendment
to the Constitution. However, there are certain limits to
this right, and cases have been taken before the Supreme
Court on several occasions for clarification. (See, for example,
Morrissey, 1996). There are certain circumstances in which
the counselor has an obligation to break confidentiality. Ac-
cording to Smith-Bell and Winslade (1995), “Therapists’
general obligation to protect clients’ confidential informa-
tion is overridden by specific obligations to disclose infor-
mation at the client’s request, when the law requires it, or
when ethics demand it” (p. 147).

Everstine and colleagues (Everstine et al., 1980) asked who
should have access to confidential information and what
would happen to that information if it was revealed. These
questions are important to consider when one is thinking
about including actual artwork or photographs of artwork
in a client’s record. Placing artwork that may include very
primitive emotions into a record may violate a client’s right
to privacy. Lowental (1974) addressed the issue of discre-
tion in psychotherapy. He stated, “The patient believes that
all his productions, ranging from harmless childhood memo-
ries and ‘innocent’ dreams to the most bizarre sexual or ag-
gressive contents of his psychic experiences, will be kept
confidential by the therapist” (p. 235). Because artwork done
in the therapeutic setting often depicts childhood memo-
ries, dreams, and expressions of sexual and aggressive con-
tent, the counselor has a particular responsibility to decide
which of the pieces are seen by others, even those who are
part of a treatment team. Spaniol (1994) gave an option for
such instances when she suggested that

the art therapist is in a position analogous to that of a verbal thera-
pist who must paraphrase sessions instead of presenting verbatim
process notes or audio recordings. Similarly, art therapists are al-
ways free to describe artwork verbally and to base impressions and
assessments of clients on their own viewing of a client’s art. (p. 73}

We can think of specific instances, however, in which
showing particular artwork to the treatment team may be
vital. For example, in cases such as severe psychotic regres-

sion, suicidal intent, or potentially violent behavior, artwork
may make the point more vividly than a verbal description
(see, for example, Morrissey, 1996).

Roback and Shelton (1995) reported findings that when
a client expresses strong sexual or aggressive feelings, or
the client is particularly difficult, the counselor is more likely
to breach confidentiality and discuss the client with an out-
side person. This happens more frequently to novice rather
than to experienced clinicians.

If therapeutic material can be difficult to contain, as stated
previously, what are the implications for artwork placed in a
record that may depict strong sexual or aggressive feelings?
Again, one needs to be cautious about what enters the record.

DOCUMENTATION

Documentation is an especially vexing issue. The type of
setting usually dictates how documentation is done. Cer
tain institutional policies and procedures may present prob-
lems as to how one records a client’s artwork. The type of
agency also raises the issue of ownership of the artwork,
which we will address later. In many cases, the counselor is
expected to provide a written summary that includes a de-
scription of the artwork and the process the client went through
to complete it. Some settings may require that the artwork
itself be part of the client’s record. This presents problems
when a variety of art media (including three-dimensional
materials) are used in the therapeutic setting. Some coun-
selors may decide to photograph the client’s artwork and
place that photograph in the client’s record. Not only is
this process time-consuming and expensive, but we believe
it could violate confidentiality. If a photograph of artwork
is included in the client’s record, anyone with access to the
record can see it. Someone reading the record may have a
strong reaction to a client’s artwork and as a result discuss
it with (or show it to) someone else. (When artwork is not
perceived as being equivalent to verbal communication it
becomes very susceptible to inappropriate exposure.) Sim-
ply stated, artwork done in counseling is not the same as
artwork done outside of therapy, which might have been
intended for a more general audience.

Spring (1994) drew a parallel to other professionals and
their documentation. She stated the following:

Fach profession has specific materials that are deemed part of the
clinical record (i.e., x-rays, photographs of injuries or damage, test
results, etc.). What makes art therapists different in terms of clini-
cal materials and records if the treatment is based on the art prod-
uct of the patient? (p. 27)

We strongly disagree with the view that all art should go
in the record. We believe when all art is placed in a client’s
record, the client’s right to privacy may be compromised.
In all situations, regardless of training, the person who is
directly working with the art should give careful thought
as to which artworks are shown or entered into the record
so that they are given the proper context and that the pos-
sibilities for others’ projections are minimized.
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Photographing a client’s artwork also raises the issue of in-
formed consent. We believe a client must give written consent to
having his or her artwork photographed. Obtaining consent to
photograph a client’s artwork may provoke unpredictable reac-
tions that may have an unexpected or adverse impact onthe thera-
peutic relationship. Some may be delighted and others may
feel threatened. One of our clients said he thought that pho-
tographing his art would “take the magic out of it.” (Again, in
this case, creating the possibility of misinterpretation). Also,
when a client refuses to grant permission to photograph his or
her work, the counselor may feel distrusted or rejected.

OWNERSHIP

The type of setting in which the counselor works may dictate
ownership of the artwork. The agency or institution may re-
quire that visual documentation be maintained as a part of
the client’s record. Policy may state that this is to be accom-
plished through photographs, slides, or by keeping the actual
drawings or paintings in the client’s record. Policy may also
state that it is important to keep records of the client’s work,
both verbal and artistic expression. However, is the client’s
right to privacy threatened? We do not record everything the
client verbally tells us both for practical reasons and because
some comments are more open to multiple interpretations
once taken out of the context of a therapy session (or even in
the context of a therapy session). Should not the same consid-
eration be applied to the client’s artwork?

Spring (1994) addressed some of the issues surrounding
the question of who owns the artwork. She stated that own-
ership of the artwork “can be settled at the beginning of
treatment when the consent form is signed” (p. 26). She
continued: “It seems more realistic to define who owns what
part of the artwork and to explicitly define and ramify the
legal aspects of this question” (p. 26).

Another aspect of ownership is determining who should
keep the artwork. This is a controversial subject with many
factors to consider and few obvious answers. For example,
one factor is the type of agency. Another is how the art is
used in counseling.

Should artwork done in a studio or group setting be given
different treatment from artwork done in individual coun-
seling sessions? Should the clients be allowed to keep the
artwork they produced? Can this be harmful or helpful?
Should it be decided on a case-by-case basis?

Ownership and documentation intertwine in complicated
ways. Although many art therapists endorse the idea that
the client owns the art and should be permitted to make a
decision about the ultimate fate of the work, there exist
implications concerning liability. Braverman (1995) stated

medical records and hospital records, which most states require be
maintained by the physician, clinic, or hospital for a period of seven
years or longer ensure access in the future should the patient or any
tribunal, governmental authority or other body require same. (p. 13)

If the counselor needs to defend himself or herself from
charges of malpractice, a record is vital, even if some pieces

have been destroyed. Therefore, it could be argued that a
prudent course for those conducting intensive psychotherapy
would be to keep a photographic record of all art and treat
it like any other documentation. In agencies where the thera-
peutic emphasis is not on psychotherapy per se, one may
follow more relaxed procedures. Each agency or program
should make a thorough review of its own policies and pro-
cedures with its legal counsel to help employees and con-
tractors make rational decisions on these matters.

ETHICAL ISSUES IN RESEARCH, PUBLICATIONS, AND DISPLAYS

Another area involves the use of client’s artwork in displays,
research, and publications and poses another problem. How
does one adequately disguise the identity of a client? (This
problem is particularly difficult for art therapists.) One can
hide the client’s name by covering up the signature, but how
does one disguise a distinct artistic style? For a profession to
grow and expand, the profession must conduct research and
must publish and share material gained in the therapeutic set-
ting—can this be achieved while still maintaining a client’s
rights to privacy and confidentiality?

In discussing the demands of professional growth through
research and publications versus client confidentiality,
Lowental (1974) referred to Freud’s writing, In writing “A
Case of Hysteria,” Freud weighed publishing his discoveries
for the sake of scientific discovery versus protecting the
patient’s confidentiality. For Freud, promoting the growth
of science outweighed the patient’s right to privacy
(Lowental, 1974). To present another side of this dilemma,
Levy (1986) stated, “Since our professional ethics are that
the patient’s healing comes first, then the patient is most
important. Our publishing articles using our patient’s work
is next” (p. 89). Levy reminded the reader of the impor-
tance of the artist’s vulnerability and the implication of the
public viewing the artwork before the creator is ready. Wil-
son (1987) also cautioned therapists to“weigh carefully the
costs and the benefits of any projected actions that entail a
conflict between the rights of patients to privacy and the
therapist’s desire to contribute to the development of their
field” (p. 79).

Displays, whether they are held in an agency or placed in
a public venue, pose special problems. Because the art is
created for therapeutic rather than aesthetic purposes, we
believe that it should not be automatically treated the same
as that made in an art class or created expressly for an audi-
ence. However, the way sessions are perceived by the par-
ticipants can vary a great deal depending on the type of
agency involved. Those facilities such as adult day programs
and rehabilitation agencies put less emphasis on psycho-
therapeutic approaches. In such settings the art programs
may be conducted by a trained art therapist or other pro-
fessional with art-making skills. In adult treatment programs,
participants are benefiting from “insightless change” (which
focuses on catharsis and emotional reeducation) through
art-making (Ulman, 1992). As a result, participants may be
more interested in a public display of their work.
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Pointing out the temptation for displaying art, Knowles
(1996) said that in the case of children’s art it is “often
exciting and provocative, and it frequently cries out to be
hung on the wall for others to enjoy” (p. 205). However,
she also warned that when “clients’ art is used for case pre-
sentations, supervision, and education, the [therapeutic]
boundaries may also become unclear” (p. 205).

In setting up any public display, one must give careful
thought to the goal of the event. In some agencies the art
program is an important draw for future participants and
supporters. However, there may be a strong temptation to
publicly display art that reveals diagnostic information. We
urge that such art be used only in professional presenta-
tions so that the appearance of a kind of “sideshow” is
avoided. Instead, the art destined for public viewing should
be selected for its aesthetic qualities and the artists should
be in control of the descriptions for any catalog or picture
captions (see Spaniol, 1990).

USE OF ART BY OTHER THERAPISTS

The final ethical issue we discuss is that of other therapists
using art in therapy. All three ethical codes we consulted
stressed that no mental health professional should practice
beyond that which he or she was trained to do. We believe
that any well-trained counselor should be able to talk with
a client about a piece of art brought into the session. In such
a case, the work should be treated as one would any dream
or other reported experience. Also, other therapists should
be able to prompt a client to draw or paint an image when
talking becomes difficult or the client is blocked in describ-
ing something. However, many therapists may be unpre-
pared for the strong affect often evoked by art (or even cer
tain art materials) and unsure of how to use artistic pro-
cesses to bring such affect under control. Other therapists
challenge ethical and legal boundaries when they attempt
to make an interpretation to the client or to make a gener
alization about the meaning of the art to others (e.g., to mem-
bers of an agency’s treatment team or as part of an assess-
ment). Such translations require not only training in thera-
peutic interventions but also extensive familiarity with artis-
tic processes, art history, and graphic symbolism.

Olivera (1997) acknowledged that there will never be
enough art therapists to work with all those who could
benefit from art-based interventions. She offered some
“guidelines that other conscientious therapists may find
useful in determining the limits of their ability to use artin
therapy” (p. 17). Olivera also offered a helpful list of the
situations in which one should consult with or refer to an
art therapist.

CONCLUSION

The use of artwork in the counseling setting raises many
unexpected ethical issues. We believe that if artwork is given
the same consideration as verbal communication then the
implications for confidentiality are essentially the same. Men-
tal health professionals must take precautions to protect the

confidentiality and privacy of their clients. They must be
aware of the implications of including artwork in documen-
tation as part of the client’s record and be sensitive to that
material. They must consider both the legal and the thera-
peutic implications of ownership of the artwork and weigh
the benefits and potential harm that could occur from in-
cluding client’s artwork in research or published material.

We have raised these issues surrounding the use of art-
work in the therapeutic setting hoping that other mental
health professionals will write about their experiences and
enter adialogue about these complex issues. Such a discus-
sion will help all professionals craft better answers to the
various issues and concerns raised in this article.
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ORIGINAL ARTICLE
Through the eyes of the law: What is it about art that can harm people?

NEIL SPRINGHAM

Absiract

The notion of arts-based risk is rarely acknowledged outside of art therapy. This paper describes an injury sustained as a result of art
activity. The ease was subject to legal proceedings which established arts practitioner and organisational negligence. The case was
consequently settled out of court for, a targé sum. The paper reports the legal argument and explares what the process tells us about
how art can both help and harm participants, This specifically cancerns the power of art to make the subjective seerr real and the

need for practitioners to able to C'o'mpct'enﬂy assess participants’ psychological vulnerability to this. The case represents an Irmportant
mmilestone in the current arts ‘and heaith' debate, particularly with regard to the protection of the public. Lessors to be Tearnt for
organisations seeking to’ delivér arts' and health projects to vulnerable people are discussed.

Keywords: Arts anid ?.z'e.;'zlffz. r.zlv.{; mjwy, lav, evidence

Introduction

In March 2008 Lord Howarth of Newport launched a
debate in the House of Lords asking Her Majesty’s
Government how they intend to develop their policies
to link the ‘arts with hcaltheare (Hansard, 2008).
Positive examples of the arts helping with a range of
physical and mental health conditions were offered
and the need for. f@ééé_é_ifch and coordination was
highlighted. Whilst the debate represents a welcame
recognition of the power of art to help peaple, the
notable Iackof any reference at all to risk was typical
of how ﬂi'é_sUbj'éc"t.i's currently construed by many.
This is_zi.w;jl:‘ry;'hg naivety. In what other area of
health would we déscribe an agent having power but
not risk_?.-: e o
. Atts therapists attempted to raise the issue of arts-
. based safety and risk when the arts and health

L prospectus was being developed, but achieved only

. one referenced title to it (Sandford, 2007). Admittedly,
-~ such risk will vary greatly because the arts and health
s nota single homogenous practice but a range of
“vety different interventions. Unfortunately, the current
= language is'very poor at differentiating practice
cleinents acrass the range of creative and psychologi-
~cal interventions. Because of this T have attempted to
. _id_'éntify a subset of arts and health practices by

o deliberately employing the term art as therapy in the

- paper! which I define as having three key elements:

L I. A participant who is vulrerable
2. An art activity

3. Some kind of linkage between the art 'aﬁd;t]"[e-_".'_” '
participant’s personal material. L

This linkage to personal material may still vary .
greatly from being asked to choose images which -
have individnal significance in an art group toafu]l _
psychotherapeutic process. _ L

This definition of art as therapy would:-nat:then’
include a range of excellent practice such as a.rt o

classes, attending galleries or participating in mq_ral*f- Sy

projects etc. I mnst also emphasise that'I"ﬁléke-j'ﬁ'Of_'
differentiation abont whether art as therapy: inter-:

ventions are run by art therapists or non’ therapy. .~
trained artists because in practice training d'oés__ not -
determine who delivers what type of intervention'
Many arts and health practitioners deliver arf as: _:' :
therapy and many art therapists deliver recreational i
or wellbeing interventions as part of their wider roles.
Ialso think it is very important to highlight that this
description shows some arts and health activities exist.
in a grey arca where creative projects which involve
linkage to personal material can become art as
therapy interventions by default. This should be a
concern, _

In terms of managing risk in art as therapy,
the British Association of Art Therapists (BAAT)
position has been that it is practitioner training and
professional structures add the essential value. Our
experience at arts and health conferences and meet-
ings has been that some (but not all) continue to
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criticise the professional body for this. The allegation
is that this is self-interested professional protectionism,
an attitude which risks narrowing the arts and health
field and its benefit to so many. This opinion has not
yet been pnt in writing but it seems o pervade as some
kind of received wisdom. Actnally, it seems to me
there is some validity in all these points individualty
but the meta-problem here is that the debate is rather
stuck in a polarised stalemate between practitioners. It
misses the more important question about the ex-
perience of the participant. It is of course important to
acknowledge that many people engage in art and
improve their wellbeing significantly without harm
ensuing. But whilst many benefit it is a fact, incon-
venient or otherwise, that causalities do occur in this
process and particularly so in the grey areas around
art as therapy. For instance, I recently worked as an
expert witness on a legal case involving a serious
injury sustained as a resnlt of art as therapy delivered
by a non art therapist in an addictions treatment
centre. I wish to report this case and to look at the
issues it raises for the feld.

The fact of the case makes the question of i harm
can happen in arts and health redundant. The more
pressing question is now what it is that can harm
people and this is the focus of this paper.

T have written this paper in collaboration with the
ndividual who suffered this injury. My co-author
wishes this story to be told because he hopes the
lessons it gives about art making might prevent what
happened to him happening to others. Whilst he is
doing well in recovery he has asked to remain
anonymous, not for himself but because he is mindful
of the needs of his young family in a close traditional
community. I shall therefore refer to him as ‘the
claimant’ throughout. I feel his voice is crncial in
focusing the debate on the processes for the partici-
pant, rather than on claims of practitioner territory.

The claimant wishes to state from the outset that he
would not have resorted to law if he had had his
experience taken seriously and received an apology.
Indeed, he does not wish the addictions rehabilitation
centre to be named because he feels that any failing
was specific to the management of the art pravision
and does not generally represent the other good work
they do and would not wish to put any more barriers
to people getting help. The rehabilitation centre shall
be referred to as ‘the centre’.

The case was pursed by the highly reputable firm of
Parlett Kent salicitors which has extensive experience
in dealing with all areas of clinical negligence
including cases involving children with disability, the
misdiagnosis and treatment of cancer, fatal cases,
sexual abuse and psychiatric negligence claims, The
solicitor’s application of due process required a

rigorous focus on the issues of art-based risk. I believe
the outcome of this has offered a more robust and
evidence-based framework for exploring this crucial
matter than the vagaries of onr present language and
debate allow.

The legal process

I personally was enthusiastic to gain experience of the
expert witness role in this case because it combined
my specialism in addictions with my longstanding
interest in the law: I found it challenging and
invigorating to examine familiar processes through the
eyes of others with different reference points. 'The
process of law forces any statements made about art
practices, including art therapy, to be made explicit
enough to be subject to the scrutiny of cross
examination. Such testing clarifies our language and
terms. That, after decades of practice in the arts and
health field, 1 stili fonnd it difficult to be explicit with
our current terminology, proved to me that clarifica-
tion is necessary. Both arts and health and art therapy
fanguage can be esoteric and unspecific. I feel we need
a terminology that creates the means for defining
practice so'it can be critiqued by others. Far from
being reductive, T feel this would increase reasoned
debate and share practice innovation.

As therapists we are constantly asked to engage with
evidence. The concept of evidence as a legal entity is
perhaps less familiar to ns, yet arguably it exists in the
longer tradition. The law might be said to represent an
accumulated response to human interaction over at
least a 2000-year period.

Tort law is concerned with ensuring that citizens
compensate each other for damage, pain or suflering
they may cause each other by behaving carelessly or in
bad faith, e.g., by acting negligently towards someonc to
wham you owe a duty of care and causing them injury.
Negligence is a severe breach of duty of care, e.g., a
wrongful act or an omission of an action, which results
in a damage that was a foreseeable (or likely) conse-
quence of the original wrong Our system of litigation
has its Toots in the discipline of rhetoric, where the
counsels for both defence and the claimant explicitly
aim to use evidence and argument to build a case that is
persuasive of their perspective. The process involves an
examination of a range of data, such as statcrments,
objects, and reports etc, to try to establish their
reliability as evidence. Questioning from polemical
positions subjects evidence to deep examinatior.
Because the validity of evidence determines such
serious outcormnes, its testing is rigorous.

This adversarial approach involves an exchange of
claims from claimant to defence, resulting in either
admissions or counter claims from the defence in
return. The word tort comes from the word ‘tortuous’




because the resulting twists and turns the legal argu-
 ment must take were felt to resemble a twisted shape of
“abranch. The underlying assumption is that the truth i
:'the strangest argument.
Once a negligence case is started then it will go to
trial unless it settles out of court because it is admitted
‘that one side is clearly going to win. The Civil
‘Procedure Rules oblige all clinical negligence actions to
‘have supportable expert evidence on both sides. The
“expert must establish their credentials for the Jjob and
- then must not comment outside of their specialism. The
two experts also monitor each other to minimise bias,
The expert does not advocate for any side. T hey are led
by questions asked by counsel as they atternpt to build
their case.
The experts in this case were from art therapy,
psychiatry and orthopedic surgery. I think it would be
illuminating to now put the evidence before the reader.
The following is taken from formal statements
exchanged between the claimant’s and the defence’s

- Iegal teams which formed the basis of the case prepared
for court.

" The context

The centre offered addictions rehabihitation treatment
in England, It employed a variety of staff based on their
roles and job descriptions (c.g,, group leader or team
manager) rather than by any particular profession, this
being a common and lawful practice in this sector. The
freatment programme comprised two stages. Broadly
speaking, stage one focused on assessment and stage
two on treatment.

Theleader of the art group in question was ernployed
as a “Team Manager’ and for anonymity shall be
referred to as TM. TM was appointed on the basis of
having acted as director and counsellor of residential
rchabilitation clinic and seven years experience of
delivering Christian counselling (no qualification was
presented). He described having speciatised in the use
of "ar"t_ fherapy’ to “facilitate emotional growth and
enable recovery’ based on two very short non-qualify-
Ing courses with art therapy in their title.” The charity
- made him responsible for developing and coordinating
the range of individual and gronp work activity.

TM proposed improvements to stage two aimed at
making it more ‘therapeutic’ and within six months of
being employed had introduced several new ideas
including what was described variously as an ‘art
course’, ‘a class in art education’ and ‘anger man-
agement using art’, The claimant disputed these
descriptive titles saying the group had been described
to him as art therapy, Significantly, there were no
written leaflets for the group to clarify the matter, This

confusion:in description would have a material effect
on the outcome of the case.
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Sequence leading up to the critical incident

The ciaimant is a male who was born in Asia and in

1978 came to England at the age of 11. On attending

school he snffered both racial abuse and bullying for

the first time and describes using bravado to cope, His
peer group at the time became engaged in antisocial
activity and he was himself convicied for a number of
offences mcluding violence. At the age of 20 the
claimant started using drugs including crack cocaine.
During the 1990s the claimant began 1o take steps to
change his life. He married, had two children and
worked in a responsible job. In September 2001 he
was accepted on the residential rehabilitation
treatment programme at the centre,

Not uncommonly in this taxing process, within one
month he experienced difficulties in treatment and
was given a written warning for failing to attend a
session, Staff noted that he seemed to be ‘carrying
around a lot of anger’. In November 2001 the
claimant went to Tndia, his country of origin, with his
brother to take back the ashes of his recently deceased
father. During the funeral the claimant had an
alcoholic drink, not thinking this was an issue as his
problem substance was cocaine but when he returned
was he given a further written warning for breaking
the programme’s no-alcohol policy. At about this time
his key-worker also began taiking to him about the
requirements for stage two of the programme. In
December 2001 together with another resident, the
claimant apparently smoked some crack cocaine. This
was followed by an incident when the same resident
had been seen talking to the claimant in an aggresstye
manner at a meal, resulting in him throwing his food
away and leaving the room. The claimant was seen by
his key-worker because of these difficulties and it was
assessed that he was not yet ready for stage two and
his progress would be reviewed at the beginning of

January 2002. Soon after this the claimant was given a
third and final written warning for using drugs whilst
on the programme.

In my experience the above pattern is typical of the
struggle to address such a serious and entrenched drug
habit, particularly in the context of such a significant
bereavernent. It is of note that, despite these vulner-
abilities, the claimant was still put onto stage two of

the programme within two weeks of his last written
warning, '

The incident on 7 January 2002

The claimant attended the art session on his first day
on stage two of the programme. The session began
after lunch and the residents taking part were sitting
on mats approximately one inch thick placed on a
concrete {loor. The claimant describes participants
cach being issued with sheets of paper and some
paints and being instructed by TM to ‘portray all of
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the bad things in our lives, the guilt we felt about what

- we had done and everything negative into the drawing
of an animal’. The claimant then made an image
which he described in his statement thus:

1 drew a picture of @ hyena with bood coming out of its mouth.
The hyena was surrounded with green grass. The green grass
was to me perfect countryside and a representation of my life
with my wife and my children. The hyena represented a
Scavenger nstde of me wzz,‘h no conscience or morality, just
wanting what it wants.”

The claimant then stopped drawing, at which point
TM, who had been talking to others in the group,
came over to him. According to the claimant TM
asked him what he would like to say to the animal,
The claimant replied that he ‘did not want to say
anything but wanted to swear at it, to rip it up and
punch it, to smash it up’. The claimant describes
what happened next thus:

Leant vaeetior of ke (TM) actually sard to ‘express yourself”
or go with the feclmgs'. T swore ai 1t (the pointing) and it was
on the floor or on the mat and I fnmched it {TA) was beside me
and on my right. I was futting it (the picture} and punching i
and my knuckles were cut and then I got on fo my feet and dived
down onlo the painting with my head, to destroy this animal.
1 went into @ rage that moved from swearing to hitting and
punching the picture as havd a5 I could for 5—4 minutes. I
thought (TM) was watching me throughout this time and no one
tried to siop me. I was thinking of all the damage that drugs
were causing me and to everyihing 1 held dear and especially the
Jact that my drug use was harming my children. I thought of
everything I had done in order to obiain drugs, crime and liss and
the faet that my addiction had deprived me of both pride and my
dignity and had made me cheap and worthiess.

1 couldn’t kit any longer but I was still looking le destroy the
pisture so I got up and dived on 1o the picture head furst, 1 felt an
excruciating pain and starled erying out, T wasn’t able o meve
but (TM) did not believe me.

. It was noted that TM’s statement conflicted with
“the above. TM stated that the period between
hitting and head-butting the image was instanta-
-neous and all in one movement. He disputed that
E :-'this transition had taken minutes.
- The length of time the claimant was left on the floor
L aftel the event was also disputed. The daimant stated
he was left, and the centre claimed they responded
o 1mmed1ately The ambulance records show that it was
“ about two and a half hours after the start of the group
before they were called. The claimant was taken with
his neck in a collar to hospital and cuts were noted on
t ‘claimant’s knnckles by the ambulance crew. He
‘was later diagnosed as having suffered a wedge
fracture of the fifth cervical vertebra resulting in
‘partial tetraplegia. The claimant was later transferred
6 another hospital for an operation and then some

weeks later again for recovery. He was later dis-
charged home but still had weakness and reduced
sensation in his upper limbs. He was able to walk
slowly using a stick for balance, suffered bladder and
sexual dysfunction,

Having gathered this information, the resulting
legal argument did indeed twist and turn through
what I found to be a compelling interrogation of the
data by each team in order to build their case prior to
going to court. I would like to present the critiques T
was asked to provide from the art therapy perspective
and would ask the reader to particularly note where
points arc admitted by the defence.

The twists of the branch: The legal argument

'To start with I was asked by the claimant’s counsel to
compare the charity’s management of the develop-
ment of art activity on its therapeutic programme with
the clinical governance of art therapy required within
the NHS. T commented that, in my role as a manager,
I would be expected to appraise the risks of any
developments in ireatment and to match the staff
competence to identified risk. I did not think TM had
adequate skills for the way art was being used in the
therapeutic pragramme because, whatever it was
called, it was i practice using art as a therapy (as per
the definition above). Moreaver, the charity had not
made any provision for being able to ensure, or even
know if, TM would remain within the scope and limits
of his skills developing art as therapy for the
programme. Given that information on art therapy is
readily available, it was neglectful to not have sought
advice from the Health Professions Council (who offer
employer advice) and BAAT te compensate for this
tack of knowledge and skills in the organisation. The
defence team admitted the point that there was a
breach of dnty by the charity in causing or permitting
'IM to assume the role of an ‘art therapist’,

Having conceded this point the defence then
attempted to distance it as an issue by pleading
contributory negligence in the defence, seeking to
argue that the claimant was responsible for his own
actions and therefore failed in his duty of care to
himseil when he head-butted the picture. To build a
counter-argument I was asked to comment on this
and highlighted that the material point was that the
claimant was specifically in treatment for his addic-
tions and a rmajor strand of treatrment for this involves
trying to gain mastery over chaotic emotional states
and impulsiveness. I was asked if the claimant should
reasonably expect to trust that his therapists would be
competent o assess him in this context and to not
offer treatment which would take him beyond his
tolerance for heightened emotional states. I did think
that this was reasonable given that such rehabilitation
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organisations are set up to take people when they arc
vulnerable and disorientated.

This point of trusting the organisation is strength-
ened by noting that stage one of the programme was
concerned with assessment. I was asked to make a

comparison between how the centre and myself as an
art therapist would have approached the sessian. 1
stated that an art therapist would assess the patient by
integrating long-term history, preceding events and
current emotional state to make a psychological
assessment and to balance this with their knowledge of
the effect the art medium might have on such a
psychological state. The assessment would be ongoing,
with particufar concern to monitor how the partici-
pant experienced the art in terms of being emotionally
stirred.

I considered the centre was in possession of the
information needed to perform such an assessment,
e.g: the history indicated poor impulse control;
physical violence; difficulty with unwanted feeling
states; the recent death of the claimant’s father; the
trip to Asia; his recent relapse and the incident at
breakfast. I noted that the centre had also attempted
direct observations of the current emotional state and
had recorded observations of the claimant such as:
‘passive/aggressive’; ‘reluctant’; ‘struggling’; and ‘an-
gry’ just prior to the session. The failure was therefore
in the competence to make sense of the data they were
in possession of via the form of an assessment.

On the basis of this the claimant’s team put it to the
defence that it was a failure by the centre to perform a
competent assessment to determine the claimant’s
vulnerability, particularly with regards to impulsive-
ness and therefore his ability to fulfil a duty of care to
himself. The defence then admitted that the centre
was in breach of duty in allowing the claimant to
participate in the art therapy session and that TM
knew or ought reasonably to have known that the
claimant was or might be emotional, vulnerable,
unpredictable and/or potentially unable to control his
feelings.

The next set of questions focused on the approach
to treatment. I was asked to comment on the role that
treatment information would have on treatment
progression and outcome. I commented that this
would have an affect on how a patient wonld assume
they should approach and use the therapy. For this
reason an art therapist would check the participant’s
nnderstanding of the proposed intervention as a part
of the consent process. In this case, there was no
evidence of this having been done and noting the
various ways the group had been described the
participant appeared to have been left to glean his
own understanding. Given the group existed in stage
two of the programme, i.e. the ‘therapeutic stage’, 1
suggested that it would be reasonable for the claimant
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to assume that the session involved working
‘therapentically’ on feelings.

The claimant’s counsel asked him directly if he
entered his feelings to this degree because he assumed
that was the best way to maximise the effects of
therapy. The claimant replied:

L had a lot of issues at the time. My father’s death was on 0y

mind. Whatever the progranume vequired, I would have done it
wholeheariedly.

This is a prime example of how the lack of clarity of
terms and language adds serious risk.

I was asked to critique the choice of art therapy
technique. I put it that being asked to ‘portray all of
the bad things in our lives’ was inappropriate in these
circumstances because it would encourage the very
splitting dynamic and black and white thinking that
causes addicts so many problems in the first place.
The claimant had many difficult things in his life a
that point and concentrating such negativity in the
form of an art image was dangerous.

I also criticised the ‘talking to the image’ method
TM used to help engage the image at a personal level
as additionally and excessively provocative for that
circumstance. For clarity, | suggested a material
differentiation between talking t0 an image and talking
about an image thus:

@ ‘Talking # an image’ implies an intention to
embody [eeling and perceptions in the image by
way of provoking an experience of their realness, by
acting and relating to them as real in the world.
The problem is that it can be unwise to
over-validate subjective experience at the expense
of reality testing for people with the claimant’s
history of violence. Impulsiveness is often caused by
the individual being misled by misperceptions
(projections, transference reactions, etc} which
already feel too real. Moreover, relating so
exclusively to the image by talking to it can
marginalise the therapist, who might offer alter-
native mitigating perspectives and emotional
containment,

® “laking about an image’ implies a process of talking
fo the therapist about the picture. This is preferable
in these circumstances because it does not empha-
sise the subjeetive experience of the image to such a
degree. Indeed the distance from the immediacy of
the image’s content gained by talking about it is
helplul in developing a thinking, rather than
impulsive, approach.

I felt the claimant’s statement to the defence’s
psychiatric expert witness (below) substantiated that
the poor choice of theme and the problems raised
by talking fo the artwork had combined to make the
artwork too powerful by making it over-real:
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(The picture) showed all the negativensss about me, ssparaling
all the badness in_front of me inte an animal that had destroyed
my life and I intended to smash it up and kill it. The more 1
spoke to it, the more alive it became. As I spoke I don’t know
what happened because it sort of came alive. Everything about it
came into my head — shame, guilt, people Fve hurt. T hated this
thang. It wasn't a pisce of paper, it wwas the feelings. Before the
conwersation I had with it, i was a painiing, but when I shoke
to ¢, 1t seemed more veal — not that the picture was real, but the
feelings made it sesm alive and so I dived in to destroy it I dow’t
know what kappened. The more I spoke To it, the move angry i
made me, lthe it was laking out all the negativeness and putting

it in_front of you.

In describing this to the legal counsel, 1 was
concerned that such specialist differentiations may
somehow be too esateric for non art therapists but 1
was pleascd to be wrong. The legal team under-
stood these points and their relevance well and used
this as the basis to argue against TM’s approach. It
was admitted by the defence that this theme was
provocative for someone with the claimant’s history,
The claimant’s team had now posited the type of
direct causal link between the power of art and the
injury sustained needed to establish negligence. This
exclusivity of cause is termed the ‘but for’ test of a

legal argument (Williams, 2002). From the defence’s’

perspective, this focnsed their task onto thé production
of an alternative explanation of causality in order to
throw doubt on the directness of that causal link. If
they could do this the case would collapse. The
claimant’s experience of realness of the picture was
subjected to examination from a psychiatrist for the
defence. If it could be said that the picture became too
real, not because of the power of art, but beeause the
claimant may have experienced psychiatric phenom-
ena, then it could not be said with safety which had
caused the injury. There would always be a
confounding variable in the argument. The claimant’s
experience of his art seeming real was subjected to the
following medical hypatheses by the psychiatrist for
the defence and this is the result:

Brief Psychotic Disorder: This particular condition is tybically
associated with emotional twrmoil and although the claimant
was indeed in such a stale, his veaction was too short (lasting
only seconds) to qualify for this diagnosis as described in
DSM-IV-TR requires psychosis to last for at least a day.

Drug Induced Psychosis: The claimant’s veaction was not at all
ypical of the psychosis somelimes associated with cocaine. This
would not include flesting psycholic experiences but more usually
includes persistent debusions and the closmant did not show
evidence of this,

Drissociative Trance: The claimant reaction was only consistent
with a limited number of aspects of a dissociative trance disorder
" It was described as ‘atypical’ because this would tybically

incliede amnesia for the event itself and the claimant remembered,
fuctdly, what happened.

This report effectively failed to find that a reliable
psychiatric defmition could be applied to the
cxperience of the art becoming real. Likewise the
psychiatrist for the claimant dismissed the notion of
any psychosis ‘lasting seconds’.

However, faced with the failure to find a medical
variable, the psychiatrist attempted a qualifying re-
mark that she had, in decades of medical experience
‘never heard of an cpisode similar to this’. This
presumably was attempted as an argument against
foreseeability by the defence. I was therefore asked by
the claimant’s counsel to comment from an art
therapist’s perspective on this psychiatric assessment
of the art session, Noting the lack of a formal
psychiatric diagnosis, T suggested any comments
Dbeyond this wonld conslitute an ‘over-medicalisation’
qf experience of the art activity. Moreover, to have
offered the statement of ‘never having heard such an
episode’ as an argument against foresecability was
disingenuous to the remit of the role of ‘expert’
witness. A psychiatrist would be unlikely to have
gained experience of such episodes In the use of art in
therapy. As an art therapist this activity is my primary
task and T had discussed similar patient reactions to
art with art therapist colleagues, Regrettably, T was
acutely aware of how few of these are documented in
art therapy literature. Still the point remained, in the
absence of a convincing psychiatric explanarion for
causality, the focus continued to point to something
about the art itself.

My counter-argument aimed to substantiate that
the arts have a power to help us suspend disbelief and
to make us feel as if we were experiencing something
beyond the concrete presence of the object. This
would better explain the claimant’s statement that ‘It
wasn’t a piece of paper, it was the fechngs’. Evidence
from the arts that suggests objects becoming ‘real and
alive’, to a range of degrees, is far from unheard of
and actually nearer to the norm. The experience of
the subjective as real is one we all have in art and
could be said to be the very reason art doggedly
continues to exist in our culture. People regularly have
strong, visceral reactions to art, as if something
beyond the material object itself were real. Many cry
watching films even though at the most concrete level
they are merely watching lights on a screen. It is not
just the story; it is the arrangement of abstract

elements such as sounds, colours, and gestures etc that

create the effect, This effect would not happen if we
just read the script. Our current age rating certificat-
ing system for films is an acknowledgement of the
developmental aspect of realness in c¢inema. Many
parents sit in cinemas telling terrified children ‘it’s just
a film, it’s not real’. But how many of ns have said just

127




this to ourselves as adults during an effective horror
fitm? Similarly we are deeply moved by music even
though it is just sound and painted images which are
just pigment on canvas, etc. When T have run art
workshops for clinical staff, where usually it is
reasonable to assume a low presence of diagnosable
psychiatric condition exists, T have had to use
considerable skill and care because people are routi-
nely awestruck by the vivid ‘reainess’ of the experience
of their own art. It would be unreasonable to argue
that the general population’s reaction to art is always
determined by temporary mental illness.

'This evidence matters. Establishing probability of
cause by making a link from art to harm was what
won the case. Such a clear case of arts-based injury
has wider implications for the risk debate in the arts
and health field, Given its importance, then, I would
like to put more detail of my rationale before the
reader.

The realness of art and harm

That the injury was sustained by an arts practitioner
working beyond their competence was established.
But if we are to learn the lessons of this case it I
Important to attempt to be as exphicit as possible
about what the causal elements were. Clearly, TM
had exceeded his competence in two parallel domains
of assessment:

1. General psychological: evaluating the claimant’s
tolerance to unwanted feeling states

2. Art therapeutic: a specialist assessment of the effect
of the art on the participant.

For the purpose of this paper I would like to focus
on the second. Because TM was not an art therapist
he was unable to make sense of the information
before him. If we look at the following staternent
made by the claimant to the defence’s psychiatrist,
it is clear the picture already had effected a
substantial power even before TM tried to engage
the claimant by ‘talking to’ it:

The picture showed all the negativeness about me, separating all
the badness in front of me into an animal that had destroyed my
life ‘and I intended to smash it wh and kill it

A clear observation of an art property can be made
here, that the effect of the art was powered by
mind-reality isomorphy. The claimant had a con-
firming ¢xperience of his internal and subjective
state a§'a real object in the world through his art,
Even prior to his neck injury the claimant has
already been harmed by this. He has been taken
- beyond his tolerance and his functioning dimin-
ished by his art, My clinical experience of this state
s that imipulsiveness would in all hkelihood result.
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Moreover, we should not be misled by ideas that the
neck injury was somehow unusually harmful. There
may have been a host of other outcomes such as
violence or disengagement from treatment alto-
gether. Both of these are highly dangerous and
sometimes fatal in this context.

Because TM. was incapable of recogrising the
isomorphic power of the art already exerted on the
claimant, he chose an engagement technique which
was too strong. 'TM’s suggestion to talk to the picture
merely re-enforced the image’s realness, thus pouring
petrol on the flames. To test the isomorphic concept, we
might ask that given that the patient was sufficiently
aroused and upset by this point, would ‘talldng 1o’
anything other than an artwork have sparked this
reaction? Had the claimant been asked to talk to a
different object, such as an empty chair for example,
would this effect have worked in the same way? The
evidence of his statement suggests the picture already
appeared so similar to the content of his mind as to
become convincingly isomorphic. Contrastingly, had
this been a chair, the brute fact of its ‘chairness’, no
matter how you talk to it, has a much lower accuracy of
symbolic equation. This is not to deny that such a
‘talking t0’ method may also have been overwhelming
for the claimant in that state of mind. But it can be
argued that the absurdity of the mismatch between
mind and reality would be fe helpful quality which
diminishes psychic equivalence and allows an easier
return to reality for the participant after the exercise.

"The recognition of the power of art to make inner
states real is the basis of the art therapy profession itself,
Understanding how art interacts with psychological
states 1s essential in assessing its optimum effect on the
participant. The art therapist understands that the
power ol art must be titrated to be useful. If it is not real
enough then the disengagement with the inner world
will make it ineffective and irrelevant, but eqnally if it s
too real then objectivity and thinking can get lost and
the participant overwhelmed with a terrifying experi-
ence of mind-as-reality. An art therapist would tend to
start therapy in this context with the assumption that
the art made might already be too powerful. The art
therapist’s primary concern then would be moderation
of art-realness and the establishing a state of “play’ in the
art session. The optimum state of art therapy play is
where the art s /it to be real but kzown not to be, That is,
the maker can experience their image in an ‘as if” way,
as being like the contents of their mind, as distinct from
the type of concrete realisation of mind the claimant
experienced. I would suggest this is a defining feature
running through art therapy Jiterature in the UK.

Largued for the clajmant, and argue now, that
competence fo assess this effect of art must be gained
through substantial experiential learning within a
psychological framework. This learning is particular to
art therapy training, It might be said that without this
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experiential-based learning, the power of art is actually
counter-intuitive. It 1s not immediately credible that
grown people might be overwhelmed by pictures to
such effect. Only by experiencing what it is like when an
image continuously signals its unnerving similarity to
one’s subjective reality can one understand, or even
believe, the claimant’s statement {above) about the
picture becoming real. Moreover, an image’s power is
likely to be greater if the participant has made it
themselves: the employment of their own symbolic
language creates an uncanny familiarity when it so
accurately mirrors the inner world. TM’s failure was to
attemnpt to increase the impact of the art because his
lack of training made him unable to assess that the
participant’s reflective capacity was already compro-
mised by his art making. TM simply lacked this and his
assessment of the power he was handling was cata-
strophic.

If T were making this assertion without evidence I
could accept the criticism that such a self-proclaimed
claim to special understanding might be professional
protectionism. Being aware of this point T asked the
claimant to add his perspective. This is his statement:

All through my time af the hospital even the nurses, gffer reading
my medical repori, looked at me as though I was a mad man.
LEven some members of my own family thought my injury was
self inflicted. No one could understand what it was fike for me
and how I felt gfler having to get n louch with the addict inside
of me. 1o externalise it into a painting and to talk to 1t was like
giving 1t life of its orom and to think of the agony and shame and
guilt that has caused me made me want to Kill or destroy it. Ne
one conld understand it. I tried fo explain to peofile but most
people could not see beyond ms head-butting a painting In the
legal conference when I first met (the art thevapist) and ke spoke
was the frst time that 1 felt religved that someone could
understand. He was exactly right when he said about one should
not tap into just the negativity as it is a dark place for most
addicts, (The claimant, May 2008)

These points were used to make the argument that
using art is powerful intervention, but particularly so
where the participant has a psychological vulnerabil-
ity. In the absence of any confounding variable, the
claimant’s counsel made the case that the injury was
caused by the art as therapy session. Rather than
continue to court on the basis of that argument, the
defence surrendered their case and settled out of court
for aver a quarter of a million pounds in favour of the
claimant. TM resigned from his job at the charity
soon after the incident. He has since taken up a role as
a clinical director in another addictions centre on
another continent.

Conclusion

It is a sad fact that extreme consequences in treatment
offer us the clearest lessons in canse and effect. Whilst

the particular injury in this case might be said to be
unforesecable, the approach used meant an injury of
some sort was foreseeable. Moreaver, in my experi-
ence in the field such risky practices are not
uncommon in art as therapy sessions, but it is precisely
because the sessions eccur outside of professionat or
governance structures that they do not get documen-
ted. Settling this case out of court is an admission by
the defence that it was unwinnable, It sets a helpful
legal precedent establishing that both art and art as
therapy carries risk of harm if it is applied beyond the
competence of the practitioner. This risk is amplified
massively where the participant has a vulnerable
psychological predisposition, particularly where they
tend to excessive subjectivity or poor reality testing for
whatever reason. Safety and effectiveness s deter-
mined by the practitioner’s skill performing parallel
asscssments of the participant’s general psychological
disposition and how art as a process is likely to interact
with their mental state and the behaviour this may
produce.

Therefore it scems clear we must now think in
terms of when, rather than if, an arts injury happens
again, and relying on an anecdotal system of
describing practice ill prepares us for that. A simple
extrapolation shows this case starkly highlights the risk
that organisations bring on themselves when they
work beyond their competence in offering pro-
grammes which use art as therapy, no maitter how it is
described. Neither TM nor the centre were aiming to
do harm but their najvety did cause injury. This is
worrying because it seems the same naivety continues
to feature in the arts and health debates and it simply
does not protect the public. This art session at the
centre drifted from being about art to become a
psycholagical intervention. Lack of knowledge, skills
and supervisory structures aliowed an unwitting role
slippage. The arts practitioner is often not equipped
to spot this slippage at the early paint but an art
therapist is.

I must emphasise that this does not mean that all
arts and health activity should be done by art
therapists. This would indeed unnecessarily impover-
ish the field of the good work arts practitioners do.
The sensible way forward would be to usc art
therapists to scope out the risk factors in arts projects
with the vulnerable and where necessary to provide
supervision to maintain that arts role. Examples of this
model are increasing and have been presented at this
years BAAT AGM (Aylett, 2008). This example
showed arts projects in Wales flourishing and being
safe under the support of an art therapist in a
dedicated arts and health role. This proves claims of
professional protectionism false and demonstrates that
we do not need to choose between healthy diversity of
arts and safety.
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We can now say that the legal view is that art can
carry risk and injury is foresceable if vulnerable people
are exposed to it. Art can help people because it has
power, but that power is not innately helpful.
Psychological knowledge and skill is required to keep
the practice safe. The claimant and I share a common
hope that this paper will clarify that whilst ignorance
may embolden an arts practitioner, it is no defence in
law for them or the service provider.
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Notes

' Note I shali only be concerned with the visual arts in this paper.

% In using the terni ‘are therapy’, vather than describing himself as an
‘art therapist’, he dic not infringe the Health Professions Council
protected title,

* This picture was mislaid by the charity and so was not available
during the case. The claimant states that the picture had traces of his
blood on it
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APPENDIX 5 - AATA RECOMMENDED LEGISLATIVE PROVISIONS FOR DEFINING ART THERAPY AND THE
SCOPE OF PRACTICE OF ART THERAPY IN STATE LICENSURE BILLS

The AATA provided the following information at the August 23, 2018 meeting to be included in the final report.

American Art Therapy Association

Recommended Legislative Provisions for Defining Art Therapy and
the Scope of Practice of Art Therapy in State Licensure Bills

State licensing laws and legislative bills generally follow one of three approaches in describing health and
mental health professions or specialties to be licensed and the professions' or specialties' approved scope
of professional practice. Many states include these descriptions as one of more definitions in the
"definitions" sections of licensure bills (the Maryland and Kentucky art therapy licensing laws follow
this approach). A number of large states structure legislation to include this information in separate "scope
of practice" sections in professional licensure bills. Other states simply describe a profession or specialty
by the academic and experience requirements needed to qualify for licensure , without specific definitions
for the profession/specialty or its scope of practice (the New Mexico and Kentucky art therapy acts and
Texas'LPC art therapy subspecialty statute follow this approach).

An important strategic goal of the Association is to ensure that licensed and credentialed art therapy professionals
are recognized by legislators, regulators and insurers in all states. This will require a high level of uniformity in
standards governing licensure and practice of art therapy in state licensing laws. AATA's Government Affairs
Committee (GAC) has developed the following legislative provisions , modeled on the language of the 2012
Maryland law, to guide chapters in describing professional art therapy and the practice of professional art therapy
in state licensure bills. Chapters are strongly encouraged to use one or more of the model legislative provisions
that correspond to the structure of licensure legislation in their state.

DEFINITIONS OF PROFESSIONAL ART THERAPY AND THE PRACTICE OF PROFESSIONAL ART THERAPY:

"Sec. . Definitions.
(a) "Professional art therapy" means the integrated use of psychotherapeutic principles, art media,
and the creative process to assist individuals, families, or groups in:
(1) Increasing awareness of self and others;
(2) Coping with symptoms, stress, and traumatic experiences;
(3) Enhancing cognitive abilities; and
(4) Identifying and assessing clients' needs in order to implement therapeutic intervention to

meet developmental, behavioral, mental, and emotional needs.
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(b)"Practice of professional art therapy" means to engage professionally and for compensation in art therapy
and appraisal activities by providing services involving the application of art therapy principles and

methods in the diagnosis , prevention, treatment, and amelioration of psychological problems and
emotional or mental conditions that includes , but is not limited to:

() Clinical appraisal and treatment activities during individual , couples, family or group
sessions which provide opportunities for expression through the creative process;

(2) Using the process and products of art creation to tap into client' s inner fears, conflicts
and core issues with the goal of improving physical, mental and emotional functioning and
well-being ;

(3) Using diagnostic art therapy assessments to determine treatment goals and

implement therapeutic art interventions which meet developmental , mental , and

emotional needs ; and
(4) Employing art media, the creative process and the resulting artwork to assist clients
to:
(i) Reduce psychiatric symptoms of depression, anxiety , post traumatic stress, and

attachment disorders ;

(if) Enhance neurological, cognitive, and verbal abilities, develop social skills, aid sensory
impairments , and move developmental capabilities forward in specific areas;

(iii) Cope with symptom s of stress, anxiety, traumatic experiences and grief;

(iv) Explore feelings, gain insight into behaviors, and reconcile emotional conflicts;

(v) Improve or restore functioning and a sense of personal well-being;

(vi) Increase coping skills, se If-esteem, awareness of self and empathy for others;

(vii) Healthy channeling of anger and guilt; and

(viii) Improve school performance, family functioning and parent/child

relationship.

Scope of Practice for Professional Art Therapy:

Sec._ . Scope of Practice of a Licensed Professional Art Therapist.

The scope of practice of a licensed professional art therapist includes, but is not limited to:
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(a) The use of psychotherapeutic principles, art media, and the creative process to assist
individuals, families, or groups in:

(1) Increasing awareness of self and others;

(2) Coping with symptoms, stress, and traumaticexperiences;

(3) Enhancing cognitive abilities; and

(4) Identifying and assessing clients' needs in order to implement therapeutic intervention
to meet developmental, behavioral, mental, and emotionalneeds.

(b) The application of arttherapy principles and methods in the diagnosis, prevention,
treatment, and amelioration of psychological problems and emotional or mental conditions that
include, but are not limited to:

(1) Clinical appraisal and treatment activities during individual , couples, family or group
sessions which provide opportunities for expression through the creative process;

(2)Using the process and products of art creation to tap into client's inner fears,
conflicts and core issues with the goal of improving physical, mental and emotional
functioning and well-being; and

(3) Using diagnostic art therapy assessments to determine treatment goals and
implement therapeutic art interventions which meet developmental, mental, and
emotional needs; an

(c) Theemployment of art media, the creative process and the resulting artwork to assist
clients to:
(1) Reduce psychiatric symptoms of depression , anxiety, post traumatic stress, and
attachment disorders;
(2) Enhance neurological, cognitive , and verbal abilities, develop social skills, aid sensory
impairments, and move developmental capabilities forward in specific areas;
(3)Cope with symptoms of stress, anxiety, traumatic experiences and grief;
(4)Explore feelings, gain insight into behaviors, and reconcile emotional conflicts;
(5)Improve or restore functioning and a sense of personal well-being;
(6) Increase coping skills, self-esteem, awareness of self and empathy for others;
(7)Healthy channeling of anger and guilt; and

(8)Improve school performance, family functioning andparent/child relationship.
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PROFESSIONAL ART THERAPY: REQUIREMENTS FOR LICENSURE

Sec._ . Licensure of Professional Art Therapists

To qualify for a license to practice professional art therapy, an applicant shall be an individual who meets
the requirements of this section.
(a) The applicant shall be of good moral character.

(b) The applicant shall be at least 18 yearsold.

(c) The applicant shall hold a master's or doctoral degree in art therapy from an accredited
educational institution that is approved by the (Board), and shall have completed:
(1) A minimum of 60 graduate credit hours in an art therapy program accredited by the

American Art Therapy Association and approved by the (Board); and

(2) Not less than two (2) years, with a minimum of 2,000 hours, of supervised experience in
art therapy approved by the (Board), one half of which, or a minimum of 1,000 client contact hours
under appropriate supervision, shall have been completed after theaward of the graduate degree.

(d) The applicant shall provide documentation to the (Board) evidencing the completion of 60 hours
of graduate course work from an accredited college or university in a program of art therapy approved by
the American Art Therapy Association, or a substantially equivalent program approved by the (Board)
that includes graduate-level training in:

(1) The art therapy profession;

(2) Theory and practice of arttherapy;

(3) Human growth and developmental dynamics in art;

(4) Application of art therapy with people in different treatmentsettings;

(5) Art therapy appraisal, diagnosis and assessment;

(6) Ethical and legal issues of art therapy practice;

(7) Matters of cultural and social diversity bearing on the practice of art therapy;

(8)Standards of good art therapy practice;

(9) Group art therapy; and

(f) The applicant shall pass the Board Examination of the Art Therapy
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