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r 1Bonolo is a 9-year old black South African girl, residing in Soweto, Johannes-

burg, with her grandmother. Her mother passed away when Bonolo was four 
years old and she remained in the custody of her father. Two years ago, Bonolo 
was still living with her father, she was raped at home by a relative of her father 
who lives in the same complex. After the sexual abuse incident, the father moved 
Bonolo to stay with her grandmother. Bonolo reported feeling scared. 

After conclusion of the forensic assessment, she was referred to the creative arts 
in psychotherapy (CAP) treatment at the local trauma clinic. This was a newly 
introduced treatment protocol, offering children like Bonolo who experienced 
abuse a supportive treatment. Over a period of ten weekly 90-minute group ses-
sions, the CAP treatment focused on aspects such as psychosocial stabilisation, 
alleviating posttraumatic stress symptoms, promoting safety and developing 
coping skills through activities in different artistic disciplines.

Bonolo initially appeared shy but during the course of the sessions she started 
feeling more at ease, shown by an increased participation in activities and 
interaction with her peers. She encouraged participation of other children in the 
group, helped them share their stories, and taught the group her dance move-
ments. She smiled and laughed a lot, cheering up other children. The social 
aspect of the group setting energized Bonolo and provided a platform for her to 
show her strengths and build her confidence. 

On a number of occasions, Bonolo spontaneously spoke about her fears and 
sadness about what happened to her, sharing difficult feelings and personal 
information with the group. ‘I feel sad, because the more I think of what hap-
pened, the more sad I feel. And scared, because when I share my story I feel 
scared about it.’ Bonolo responded enthusiastically to physical interventions 
such as dancing and music activities. At the end of nine therapy sessions, Bonolo 
reported ‘Now I am not scared anymore. Now I am sleeping nice. I know that 
other people help me.’

Bonolo is one of many children who have been exposed to abuse at a very young age. 
In combination with daily stressors associated with losing her mother, extreme pov-
erty, and high levels of community violence Bonolo, like many other children in South 
Africa, is brutally denied her right to an adequate standard of living, leisure and play, 
and the right to be protected from any form of maltreatment and exploitation (UN 
convention on the rights of the child (UNCRC), Hodgkin & Newell, 2008). Child abuse is 
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a ubiquitous problem, and knowledge on how to successfully address the problem is 
still scarce, even more so in low and middle income countries. 

South Africa has been referred to as being a natural laboratory to study trauma (Ka-
miner & Eagle, 2010), due to the prevalence rates being one of the highest in the world 
(Seedat, van Niekerk, Jewkes, Suffla, & Ratele, 2009). The dissertation will describe the 
psychological impact of traumatic events for children and young adolescents in South 
Africa, analyse barriers in child abuse care through the experiences of social workers, 
and evaluate the effectiveness of an innovative creative arts in psychotherapy inter-
vention that was developed and implemented in order to help children like Bonolo 
recover after experiencing trauma. This introduction will provide an overview of the 
topic leading up to an outline of the different studies conducted as part of this dis-
sertation. 

Trauma exposure in South Africa 
A traumatic stressor is defined in the DSM-5 as ‘death, threatened death, actual or 
threatened serious injury, or actual or threatened sexual violence’ (APA, 2013; p.271). 
Studies in Western countries have estimated that around 60 to 70% of the children are 
exposed to at least one such traumatic stressor (Copeland, Keeler, Angold, & Costello, 
2007; Finkelhor, Turner, Omrod, & Hamby, 2009), with 37% of children experiencing 
more than one traumatic event (Copeland et al., 2007). 

South Africa, a place not at war, has extreme high levels of interpersonal violence; 4.5 
times the global average (Seedat et al., 2009). Single traumatic exposure rates are esti-
mated between 80% (Seedat, Van Nood, Vythilingum, Stein, & Kaminer, 2000; Seedat, 
Nyamai, Njenga, Vythilingum, & Stein, 2004) and 98.8% (Kaminer, du Plessis, Hardy, & 
Benjamin, 2013). Around 44% of the children have experienced more than one trau-
matic event (Seedat et al., 2004), and most of these children have been exposed to 
severe circumstances of continuous violence and chronic stress, including witnessing 
violence in the street, being robbed or mugged, and witnessing a family member being 
injured, beaten, hurt or killed (Seedat et al., 2000). 

More specifically, in South Africa child abuse rates are one of the highest in the world. 
In the case of sexual abuse and exploitation, reported rates reach between 16.7% and 
56% in boys and between 33.9% and 53% in girls (Carey, Walker, Rossouw, Seedat, & 
Stein, 2007; Jewkes, Dunkle, Nduna, Jama, & Puren, 2010; Madu & Peltzer, 2000; Opti-
mus Study, 2016). Prevalence rates between 15.2% and 20.8% are reported for physical 
abuse, 16.1% to 26.9% for emotional abuse (Madu, 2003; Optimus Study, 2016), and 
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ing on the definitions of child abuse, the research methods, and the location of the 
study (Optimus Study, 2016). 

It is hypothesized that factors such as poverty, inequality, large numbers of orphaned 
children, the rapid social-economic change, the breakdown of traditional values and 
practises, and poorly developed child protection services account for the high number 
of death, injury and violence (Lachman et al., 2002; Optimus Study, 2016). Also, the HIV 
and AIDS epidemic is one of the leading causes of death and disability-adjusted life 
years (DALYs) lost in South Africa, and forms a great source of stress and sorrow (Seedat 
et al., 2009).

Negative consequences of abuse and violence
A significant number of children exposed to a traumatic stressor develop post-
traumatic stress disorder (PTSD), including intrusions, manifestations of avoidance, 
negative alterations in cognitions and mood, and alterations in arousal and reactivity 
(APA, 2013). Multiple exposure to traumatic stressors increases the risk of more severe 
outcomes (Copeland et al.,2007; Finkelhor et al., 2009). In South Africa, high levels of 
PTSD have been reported amongst poor urban children; estimations have been pub-
lished of 22.2% and 23.6% (Seedat et al., 2004; Suliman et al., 2009). Reported HIV and 
AIDS related PTSD rates are higher but vary across studies with a wide range reported 
between 5% (Myer et al., 2008) and 54% (Martin & Kagee, 2011). 

Apart from PTSD, common trauma-related sequelae include depression, anxiety, and 
externalizing behaviour problems (Fincham, Altes, Stein, & Seedat, 2009; Jewkes et al., 
2010; Suliman et al., 2009). Moreover, sexual abuse increases the risk of HIV and other 
sexually transmitted diseases (Jewkes et al., 2010). Exposure to maltreatment in child-
hood can also have severe consequences for later abuse. For instance, girls exposed to 
sexual abuse are at increased risk of encountering physical and/or sexual violence and 
sexual assault again in adulthood (Dunkle et al., 2004). Boys who have been abused in 
childhood are at increased risk of later becoming perpetrators (Jewkes, 2006). These 
findings stress the importance and urgency of sufficient interventions for children after 
abuse, to stop the intergenerational cycle of violence (Seedat et al., 2009).

Positive transformation after abuse and violence
For decades, the primary research focus of traumatic stress studies has been on 
psychopathological consequences rather than positive transformation. Recently, 
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a growing body of empirical evidence shows positive factors that facilitate mental 
health despite exposure to an adverse life event, such as resilience and posttraumatic 
growth (PTG). Resilience has both been referred to as a trait, or a personal quality that 
allows people to thrive in the face of adversity (Wagnild, 2009), as well as a state, or 
a consequence of surviving a traumatic event without developing psychopathology 
(Haglund, Nestadt, Cooper, Southwick, & Charney, 2007). Resilience has also been 
described as an ecological construct (Ungar & Liebenberg, 2011), referring to both 
common and unique aspects of resilience across cultures and settings. Considering 
the unique multicultural context of South Africa, we use the ecological resilience 
definition of Ungar (2008): ‘‘the capacity of individuals to navigate to health sustaining 
resources, including opportunities to experience feelings of wellbeing, and a condition 
of the individual’s family, community, and culture to provide these health resources 
and experience in culturally meaningful ways’’ (p. 225).

Posttraumatic growth (PTG) goes beyond bouncing back to a state before the event 
(i.e. resilience), and involves transformation that exceeds pre-trauma levels (Tedes-
chi & Calhoun, 2004). PTG includes a greater appreciation and new possibilities for 
one’s life, more meaningful interpersonal relationships, increased sense of personal 
strength, and spiritual development (Tedeschi & Calhoun, 2004). PTG has mostly been 
studied in adults and there is a growing body of literature describing the phenomenon 
of PTG in children and adolescents (Alisic, van der Schoot, Van Ginkel, & Kleber, 2008; 
Clay, Knibbs, & Joseph, 2009; Cryder, Kilmer, Tedeschi, & Calhoun, 2006; Kilmer et al., 
2009). It has been suggested that those who are resilient also are more likely to experi-
ence PTG (Calhoun & Tedeschi, 2006). PTSD has also been positively associated with 
PTG (Alisic et al, 2008; Hall et al., 2010), but at the same time also negative relation-
ships (e.g. Frazier, Conlon, & Glaser, 2001) or no relationship (e.g. Sleijpen, Haagen, 
Mooren, & Kleber, 2016) among PTSD and PTG, and among resilience and PTG (Levine, 
Laufer, Stein, Hamama‐Raz, & Solomon, 2009) have been reported. Overall, current 
existing studies exploring the relationships among these constructs are inconclusive 
(e.g. Engelhard et al., 2015). Moreover, they are mostly based on research in Western 
industrialized countries, causing a gap in knowledge concerning cross-cultural validity 
(Shakespeare-Finch & Copping, 2006; Splevins, Cohen, Bowley, & Joseph, 2010).

Treatment of trauma-related disorders
Evidence of treatment effectiveness for child and adolescent PTSD is available inter-
nationally, particularly for cognitive behaviour therapies (CBT) (Gillies, Taylor, Gray, 
O’Brien, & D’Abrew, 2013; Silverman et al., 2008; Wethington et al., 2008), but more 
evidence is required for the effectiveness of different therapies in the longer term.  For 
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therapy, and psychodynamic therapy, evidence is mostly lacking (Gillies et al., 2013). 
Moreover, most studies have been conducted in high-income countries. Findings of 
these studies are not automatically applicable in a context with different cultural be-
liefs about for instance causes and treatment of illness, and therapy interventions and 
not always implementable in a low or middle income country due to lack of resources 
and expertise (Tol et al., 2011). 

Current resources in South Africa are insufficient to take care of the extreme high 
number of victims of child maltreatment. Moreover, most psychological treatments 
are currently based on Western health care models that are not only expensive and 
thus inaccessible for disadvantaged communities, but also foreign and disconnected 
to indigenous cultures and traditions. As Tol and colleagues (2011) pointed out in a 
review study, there is a serious gap between research and practise when it comes to 
interventions in low and middle income countries, with the most commonly used in-
terventions (e.g. counselling and community-based support programmes) having the 
least rigorous research and evidence. In order to address this gap, there is a need to 
design, implement and evaluate an intervention programme for seriously maltreated 
children in South Africa.

Creative arts therapy
Creative arts therapy is an umbrella term covering the creative modalities of visual 
art, dance, drama, creative writing and music in a therapeutic context. This form of 
therapy integrates art practices and applications with principles of psychotherapy 
and counselling (Malchiodi, 2015). Creative activity in itself does not necessarily lead 
to positive resolution, but the goal of creative arts therapy is to facilitate expression 
that helps explore feelings and experiences without reinforcing traumatic memories 
(Malchiodi, 2015). Creative arts therapy was inspired by the idea of Jung in 1916 called 
active imagination. His idea was to use artistic expression through dance, music, 
painting, drama and other mediums to gain access to the unconscious; accessing the 
unconscious personal struggles could provide the possibility to consciously engage in 
resolving pressing issues (Jung, 1997). 

The positive impact of creative art therapy can be understood from different theoretical 
perspectives. From a psychobiological perspective, conceptualizations of traumatic 
stress as a physiological response of the autonomic nervous system (Levine, 2010) 
support a somatic approach to intervention including sensory and bodily expression 
and integration (Harris, 2009; Ho, 2015; Koch, Kunz, Lykou, & Cruz, 2014; Levine, 2010). 
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Levine describes the somatic stress in the body that needs to be expressed in order to 
be relieved (Levine, 2010). Although evidence is limited, some neuroscience studies 
have described that traumatic memories are fragmented and encoded as visual im-
ages and somatic sensations without translation into narratives (Glaser, 2000; Harris, 
2009; Klorer, 2005; Lanius et al., 2004), supporting non-verbal strategies. 

From a cognitive-behavioural perspective, traumatic stress is considered to be caused 
by continuous negative thoughts and judgements (i.e. cognitive distortions) about the 
traumatic event, impacting on emotions and behaviour in such a way that it feels as 
if the individual is repeatedly re-living the trauma (Ehlers & Clark, 2000). In creative 
therapy, these cognitive representations can be identified by for instance making im-
ages of negative behaviour or anxiety-producing thoughts (Rozum & Malchiodi, 2003). 
Creative therapy can also help generate narratives that can be ordered or altered 
through cognitive reframing techniques (Steele & Raider, 2001), to help reduce long-
term sequelae of posttraumatic stress. 

From a social-cultural perspective (Vygotsky, 1986), the individual development is 
described as being constructed through interaction with adults and peers, and cul-
tural beliefs and attitudes. Incorporating existing supportive cultural practises such 
as dancing, storytelling, visual depiction, and music specifically in a group setting can 
enhance individual development (Betancourt et al., 2010; Cluver, Fincham, & Seedat, 
2009; Killian & Brakarsh, 2004; Yalom & Leszcz, 2008). Moreover, in a country like South 
Africa with eleven official languages it appears rather necessary to have an approach 
that does not rely too heavily on language. Creative arts therapy avoids the problem 
of children having difficulties verbalizing and rationalizing experiences and emotions 
(Harris, 2009). Children enjoy play and they feel more comfortable expressing emo-
tions in a less direct manner. Creative arts therapy allows for a safe and symbolic ex-
posure to stimuli that are perceived as threatening (Cassidy, Turnbull, & Gumley, 2014; 
Malchiodi, 2015). Moreover, the process of art making is perceived as a relaxing and 
soothing experience, and therefore can reduce arousal states, anxiety and depression 
(Jiang, Rickson, & Jiang, 2016; Malchiodi, 2015; Pretorius & Pfeifer, 2010). 

Even though creative arts therapy has been used for a long time, actual evidence of 
its effectiveness is grossly limited compared to other trauma interventions (Eaton, 
Kimberly, & Widrick, 2007; Orr, 2007). Creative arts therapy is often considered un-
structured, due to the client-centred approach, which complicates rigid scientific 
evaluation (Eaton, Kimberly, & Widrick, 2007). Moreover, creative therapists often lack 
research training that results in the scientific publication of results and as such add to 
the body of knowledge on the effectiveness of creative therapies. Therefore, there is a 
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explore the effectiveness of arts-based methods (Camic, 2008).

Study aim and research questions 
The overall aim of the studies in this dissertation has been to contribute to an improve-
ment in mental health care offered to children after trauma in a context characterized 
by high levels of abuse, violence, crime and poverty. In order to achieve this aim, a 
creative arts therapy intervention programme for traumatized children was developed 
and evaluated in South Africa, and information was gathered that would inform about 
the development and outcome of this therapy programme. 

In order to achieve this aim, this study was conducted in three different phases. The 
first phase aimed to gain understanding of the consequences and current treatment 
practises of child trauma in South Africa, by gathering information from multiple per-
spectives that could provide an indication of current barriers and practises in trauma 
care, and general psychopathology (i.e. PTSD) as well as positive transformation (i.e. 
resilience and PTG) after traumatic experiences. This information was obtained from 
social workers working with traumatized children as well as self-reports from university 
students who experienced traumatic events. The second phase aimed to develop and 
pilot-test the creative arts therapy intervention for traumatized children. In the third 
phase the creative arts therapy intervention was implemented and evaluated on a 
larger scale. Three main research questions were formulated guiding the dissertation:
1. What are the psychological consequences of students experiencing adversity in 

South Africa in terms of posttraumatic stress, PTG and resilience?
2. What are some of the key challenges health care professionals are facing in their 

work with abused children in South Africa?
3. What is the potential effect of a creative arts therapy intervention for traumatized 

children on posttraumatic stress, posttraumatic growth, and behaviour problems?

Dissertation outline 
The idea of this dissertation was born after participation in a project on the evaluation 
of a creative arts therapy training for social workers working in hospices in Carleton-
ville, South Africa that was conducted in 2010 in collaboration with the University of 
Johannesburg. In Carletonville, a small mining town two hours from Johannesburg, the 
Carletonville Home and Community Based Care invited an NGO called Dedel’ingoma 
to provide creative arts therapy workshops to their social workers, in order to transfer 
skills and facilitate self-healing by experiencing and teaching a diverse range of cre-
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ative arts like music, drama, art, touch therapy, storytelling and movement (Chapter 
4). The experience that I had witnessing the positive effect of using creative therapy 
in the South African context to treat stress-related disorders inspired me to develop 
a creative arts therapy programme for traumatized children. This project was realized 
in collaboration with researchers and clinicians from the University of Johannesburg, 
Utrecht University and the Teddy Bear Clinic for Abused Children. The Teddy Bear 
Clinic is a specialised clinic for children who have been abused or neglected, offering 
holistic services including medical and forensic assessments, therapeutic counselling, 
and court preparation and support. The clinic has several branches in different neigh-
bourhoods and townships in and around in Johannesburg. 

In phase 1 at the start of the project, evidence-based knowledge available on this 
topic was explored by conducting a systematic review study on creative arts therapy 
as treatment for child trauma related disorders (Chapter 2). After this, the experiences 
and consequences of traumatic stress in the South African society were explored, by 
interviewing social workers working in a clinic with traumatized children (Chapter 
3), as well as conducting a survey with university students on traumatic experiences, 
posttraumatic stress, posttraumatic growth and resilience (Chapter 5). Based on this 
information, and practical experience volunteering at the Teddy Bear Clinic for Abused 
children for a number of years, in phase 2 of the project a protocol for the creative 
arts in psychotherapy (CAP) intervention was developed, which is described in Chapter 
6. After development of the protocol, funds were raised through crowdfunding, local 
social workers were trained and the intervention was piloted. This pilot study resulted 
in significant insights regarding feasibility and challenges, described in Chapter 7. 
In phase 3, monitoring and evaluation allowed for continuous improvement and 
development of the programme, and eventually the evaluation results of three years 
running the programme are presented in Chapter 8, describing the effect of the CAP 
intervention for traumatized children on posttraumatic stress, posttraumatic growth, 
and behaviour problems. All findings and experiences are integrated in the discussion 
in Chapter 9, concluding this dissertation. 
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Abstract 
To address child trauma caused by events that affect children directly, such as 
abuse, or indirectly, such as divorce, creative arts therapies are used by creative 
arts therapists as well as psychologists and counselors. The purpose of this paper 
is to review such interventions and the research conducted throughout the last 
12 years. We considered the methodology used, the population under study and 
theoretical frameworks, with specific attention given to the reliability, validity 
and trustworthiness of such research findings. The results showed that the ma-
jority of articles reported their findings narratively, with much emphasis placed 
on the process followed. It was recommended that therapists work closely with 
researchers to make creative arts therapies less of an outlier in the therapeutic 
approaches for traumatized children.

Keywords: creative arts therapies, trauma, children, review, intervention studies.
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Introduction
Children today experience numerous tragedies and challenges involving household 
violence, abuse, community violence, terrorist attacks, and natural disasters. Child 
abuse is a common topic in the media, nationally and internationally (Mann, 2012; New 
York Times, 2013), and many cases are not reported and are therefore not receiving 
attention (Hopper, 2013). Except for those events that do receive the media’s attention, 
many countries find themselves in a continuous climate of violence and abuse, the 
consequence of which is that many children are subject to trauma and posttraumatic 
stress, and subsequently, they often experience difficulty in developing relationships 
based on sound attachment (Perry, 2001).

Child trauma is currently defined in the DSM-V under posttraumatic stress disorder 
(PTSD), which relates to adults as well as children who are six years and older (American 
Psychiatric Association, 2013). A separate diagnosis, for which diagnostic thresholds have 
been lowered, is provided for children younger than six years. PTSD is characterized by 
overwhelming feelings of reexperiencing the traumatic event (e.g., nightmares and intru-
sive thoughts), avoidance of trauma-related stimuli, negative alterations in cognition and 
mood (e.g., negative beliefs and feelings of fear or shame) and arousal and reactivity (e.g., 
concentration difficulties and hypervigilance). Because the diagnostic criteria for PTSD in 
children have recently been revised and criticized (Scheeringa, Zeanah, & Cohen, 2011), 
child trauma in this review is considered to be when the child shows symptoms of PTSD 
after exposure to a traumatic event, and not only when he/she is diagnosed as having 
PTSD. Perry (2001) and van der Kolk (2002) have written extensively on the complexity of 
child trauma. Therefore, we know that children respond to trauma differently than adults, 
based on the developmental stages and attachment relationships that contribute to their 
resiliency. A seemingly insignificant event from an adult’s point of view can be experienced 
as overwhelming for a child, and this can make it difficult to define trauma in children.

Like play therapy and cognitive behavioral therapy, creative arts therapy is a wide-
spread approach in the treatment of child trauma (Malchiodi, 2008). Creative arts 
therapy is an umbrella term used to describe the professions of art therapy, music 
therapy, dance therapy, drama therapy, poetry therapy, and psychodrama. There is 
growing neurological evidence in favor of using creative arts therapies, specifically for 
trauma, which is based on the visual and sensational nature of traumatic memories 
stored in the brain without translation into the narrative (van der Kolk, 2002; Perry, 
2008). Furthermore, with the increasing multicultural diversity of groups with which 
psychologists and counselors worldwide are required to work, creative arts therapies 
become more important, as they provide means to deal with language barriers and en-
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courage the use of historical cultural practices such as music, dancing and arts. They 
also allow for group and community involvement (Fritz, Veldsman, & Lemont, 2013).

Creative arts therapy has not been empirically addressed until recently, owing to the 
lack of research training of therapists and difficulties in actually measuring the abstract 
concepts of creative therapy through empirical methods (Eaton, Kimberly, & Widrick, 
2007). The often-unstructured nature of the therapy, which depends on the pace of 
the client and the severity of symptoms, as well as systemic influences, challenges the 
execution of clean and controlled experimental designs. To the authors’ knowledge, 
two review studies have been conducted in the last decade, focusing on art therapy 
as the treatment for traumatized children. Orr (2007) conducted a review of 31 com-
munications consisting of refereed journal articles, news articles, television interviews 
and books, each of which focused on working with children after a disaster using arts 
engagement. The results were inconclusive and suggested the need for more reliable 
research on art therapy. Eaton et al. (2007) identified 12 studies and found that art 
therapy was used in different contexts as a treatment for children who had a wide vari-
ety of negative psychosocial consequences after experiencing a traumatic event. They 
identified the existing literature as being unclear about the psychosocial symptoms 
and diagnostic status of the participants. Additionally, inadequate information was 
often provided regarding the chosen method of art therapy.

The purpose of this paper is to establish the extent of research in the last 12 years 
that has been based on the use of creative arts therapy and other forms of creative 
expression as intervention for traumatized children, as well as the value of the evi-
dence available on the topic. The value of the evidence available is established when 
the qualitative research is trustworthy, the quantitative research is reliable and valid, 
and all are based on a solid theoretical framework. In our   analysis of the articles, we 
were guided by Rolfe (2006, p.  304) on “acknowledging that the commonly perceived 
quantitative-qualitative dichotomy is in fact a continuum which requires a continuum 
of quality criteria.” We therefore attempted to appreciate the uniqueness of the respec-
tive studies without favoring one approach over another. By reviewing the selected 
articles, we hoped to obtain answers regarding the use and effect of creative arts thera-
pies in order to identify guidelines that could inform future research in this domain.
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Methodology

Procedure

Articles reporting studies were considered for  inclusion based on:  (1) the clinical 
population targeted (children between the ages of 0 and 18 who had experienced a 
traumatic event); (2) the therapy  approach used (a creative arts therapy intervention, 
used by creative art therapists, psychologists and counselors, as  well as social work-
ers);  (3)  the main aim   of  the article (an  evaluation of the intervention program), 
including all  study designs due to the specification of the topic; (4) the year of pub-
lication (between 2000 and 2012), used as part of the selection criteria; and (5) their 
use  of  the English language. The electronic databases consulted included PUBMED, 
PsycINFO, ScienceDirect and Web of Science, using key words that were combinations 
of creative therapy, arts therapy, music therapy, dance therapy, drama therapy, chil-
dren, trauma, posttraumatic stress and PTSD. Initially, the four databases combined 
revealed 494 hits. An additional search executed in The Arts in Psychotherapy and Art 
Therapy journals, resulted in 22 additional articles. A first selection was made, based 
on the abstracts, and 29 of 516 met the inclusion criteria. By examining the reference 
lists of the selected articles and relevant books, another 16 articles were identified. 
After gaining access to the full texts and carefully reading through all of the 55 selected 
articles, a final total of 38 met all the inclusion criteria. During this final selection 
process, two articles needed to be excluded due to their inaccessibility in electronic 
databases (Morgan & White, 2003; St Thomas & Johnson, 2002). Fig. 1 provides an 
overview of the project structure of the selection of studies.

Evaluation criteria

The articles included in this review were evaluated by two independent researchers 
using the four criteria summarized in Table 1. Cohen’s Kappa was calculated to deter-
mine inter-rater reliability, and there appeared to be substantial agreement between 
the two researchers’ judgments, K = .666 (95% CI, .525, .807), p < .0005. We used the 
expanded framework from Lincoln and Guba (1985), proposed by Schuermans (2013), 
which states that there are four main questions to be asked about any type of research. 
Depending on the research paradigm, these can be considered by engaging the four 
concepts further illustrated below.

The truth value refers to how one can establish with confidence the “truth” of the 
findings of a particular analysis for the participants in the study and the context in 
which it was carried out. It also answers the question on whether the measured ef-
fects can be attributed to the treatment under study. The optimum standard for most 
clinical treatment trials, according to the positivist paradigm (Ponterroto, 2005), is the 
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random controlled trial. Alternatives are quasi-experimental designs using a control 
group without randomization. From an interpretivist paradigm, credibility includes 
using various data collection methods (triangulation) and checking the results with 
the participants. Ch2 Creative Arts Therapy for Child Trauma Literature Review 
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Figure 1: Project structure of the selection of studies 

 

1. Results of search in databases:  

- PUBMED 151 articles 

- PsycINFO 248 articles 

- Web of Science 71 articles 

- ScienceDirect 24 articles 

  

Sum 494 articles 
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- The Arts in psychotherapy  

9 articles 

- Art Therapy 13 articles 

  

Sum 516 articles 

 

 

 

  

3. Abstract review from 516 articles. 

Excluded: 477 

 Sum 39 articles 

 

 

 

  

4. Search in reference list in selected 

articles + 9 articles 

5. Other search + 7 articles 

 Included 16 more 

articles -> 55 articles 

 

 

 

  

6. Carefully reviewed 55 articles  Final result: 38 

articles 

Figure 1: Project structure of the selection of studies
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Table 1. Evaluation criteria positivist versus interpretivist research paradigms

Positivism Interpretivism

Truth Value Internal validity Credibility

++ Blind assessment & standardized 
instrument etc.

++ Data triangulation & searching for 
negative evidence etc.

+ Only one of these + Only one of these

- None of the above - None of the above

Applicability External validity Transferability

++ Random sampling & detailed context 
descriptions etc.

++ Program process & detailed 
participant descriptions etc.

+ Only one of these + Only one of these

- None of the above - None of the above

Consistency Reliability Dependability

++ Detailed measurement procedure & 
reliability tests published etc.

++ Raw data extracts (artefacts, 
quotations) & detailed analysis 
description etc.

+ Only one of these + Only one of these

- None of the above - None of the above

Neutrality Objectivity Confirmability

++ Biases & limitations addressed etc. ++ Multiple researchers & researcher 
bias addressed etc.

+ Only one of these + Only one of these

- None of the above - None of the above

Second, how can the applicability of the findings be determined for other contexts 
and other participants? Although qualitative studies do not have the purpose of 
generalizing to the rest of the population, unless the original researcher has provided 
a detailed description of the context of the original case study, future generations of 
researchers are not able to find out whether the conclusions can be exported to their 
own research settings. For quantitative studies, randomized sampling and minimizing 
attrition is crucial.

The consistency is determined by establishing whether the findings of the study are 
replicable in another similar study. For both qualitative and quantitative studies, the 
research procedure and analysis need to be consistent and clearly described through 
a trail of evidence.

Lastly, neutrality refers to the findings not being influenced by the researchers’ bias 
or specific interests in the study. Lengthy quotations and openness about gaps and 
limitations increases neutrality.



Chapter 2

30

Results
The final results include 38 articles (see Tables 4 and 5 for all the sample characteris-
tics, treatment characteristics and methodological characteristics per study). Only two 
articles from this selection were also included in the review conducted by Orr (2007), 
and six were included in the review by Eaton et al.  (2007). The literature search was 
carried out between 2000 and 2012, and the different years were similarly represented. 
Although the majority of the studies originated in the United States of America (44.7%), 
the other studies in the selection originated in Australia (5.3%), Canada (21.1%), Ger-
many (2.6%), Israel (7.9%), Russia (2.6%), Sierra Leone (2.6%), South Africa (2.6%), Sri 
Lanka (2.6%), Taiwan (2.6%), and the United Kingdom (2.6%). Additionally, one study 
covered three community-based interventions conducted in Palestine, Thailand and 
Uganda.

Sample characteristics

The studied age groups ranged from 16 months to 18 years, and the group sizes var-
ied between 1 and ±3100. Nine studies included girls (23.7%), seven included boys 
(18.4%), and eleven included both boys and girls (28.9%). The remaining studies were 
not explicit about the gender. The majority of the studies included traumatic abuse, 
sexual abuse, attachment trauma, and domestic violence (57.9%), followed by war, 
including forced relocation (15.8%). Five studies were specifically devoted to the af-
termath of the World Trade Center attacks of 2011. A large number of studies included 
participants who showed symptoms of PTSD (23.7%), with 15.8% of the studies includ-
ing participants with fully diagnosed PTSD. Eighteen did not specify the diagnosis of 
the participants (47.4%). A summary of the study characteristics is shown in Table 2. 

Treatment characteristics

The majority of the studies included in the review used art therapy as the creative 
treatment (73.7%).  Drama, dance/movement and music were all included three times 
in the review. There was one study that used cinema therapy. Half of the selected stud-
ies described short-term interventions (reported on long-term intervention programs 
(34.2%), between four months and four years in duration. Three acute interventions 
were described (7.9%); these were one-day programs run hours or days after the trau-
matic event. Three studies did not specify the duration or frequency of the intervention 
(7.9%). Of the studies, 55.3% reported explicit treatment objectives, 76.3% included 
descriptions of the program process and activities, and 57.9% displayed artifacts in 
the article to support the findings.50.0%), ranging from two to twelve sessions run 
either weekly or daily. Thirteen studies reported on long-term intervention programs 
(34.2%), between four months and four years in duration. Three acute interventions 
were described (7.9%); these were one-day programs run hours or days after the trau-
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matic event. Three studies did not specify the duration or frequency of the intervention 
(7.9%). Of the studies, 55.3% reported explicit treatment objectives, 76.3% included 
descriptions of the program process and activities, and 57.9% displayed artefacts in 
the article to support the findings.

Table 2: Study characteristics summarized

Sample 
Characteristics

N %
Treatment 
Characteristics

N %
Methodology 
Characteristics

N %

Gender Artefacts 22 57.9 Mixed 3 7.9

Boys 7 18.4 Programme process 29 76.3 Qualitative 29 76.3

Girls 9 23.7 Treatment objectives 21 55.3 Quantitative 6 15.8

Mixed 11 28.9 Method of treatment Design

Unknown 11 28.9 Art 28 73.7 Case report6 17 44.7

Traumatic event Cinema 1 2.6 Case series7 2 5.3

Diverse 1 2.6 Dance/Movement 3 7.9 Case study8 10 26.3

Injury 2 5.3 Drama 3 7.9 Grounded theory 1 2.6

Medical condition 1 2.6 Music 3 7.9 Pre experiment9 3 7.9

Natural Disaster 1 2.6 Therapeutic intervention Quasi Experiment10 2 5.3

Relational1 22 57.9 Acute3 3 7.9 True Experiment11 3 7.9

Terrorism 5 13.2 Short term4 19 50.0 Main Instrument

War 6 15.8 Long term5 13 34.2 Case conceptualization 9 23.7

Diagnosis Not specified 3 7.9 Drawings analysis 3 7.9

Other2 5 13.2 Interview 1 2.6

PTSD 6 15.8 Questionnaire 7 18.4

Symptoms of PTSD 9 23.7 Structured observation 1 2.6

Unknown 18 47.4 Unstructured observation 17 44.7
1Abuse, sexual abuse, attachment trauma, complex trauma, domestic violence, father’s drug addiction, 
parental divorce; 2traumatic grief, acquired brain injury, foetal alcohol syndrome, symptoms of depres-
sion. 3within hours to days after the traumatic event, one session; 4varies between two sessions to three 
months; 5four months to several years, 6Non-empirical report to illustrate learnings in case to educate and 
formulate new research questions, 7Description of series of cases, 8Empirical, in-depth analysis of case, 
9non-randomized trial without control participants, 10non-randomized controlled trial, 11randomized con-
trolled trial.

Research methodology

The majority of the articles were qualitative (76.3%), compared to 15.8% quantitative 
and three mixed-methods designs (7.9%). Of the studies, 44.7% used a so-called ‘case 
report’ format, defined as a non-empirical report to illustrate the learnings from a 
clinical case to educate and formulate new research questions. These studies often 
lacked a detailed case conceptualization and a structured method of observation. Two 
studies had a case series design, and a more empirical and in-depth analysis of cases 
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was found in ten studies using a case study design. Three studies (7.9%) included 
a randomized control trial, and two studies had a quasi-experimental design using 
a control group without randomization. Three studies (7.9%) had a so-called pre-
experimental design; they had a non- randomized trial without control participants. 
One study (2.6%) used a grounded theory design.

The instruments used in the studies were mainly unstructured observations (44.7%), 
case conceptualizations (23.7%), and questionnaires (18.4%).  Three studies analyzed 
drawings, one used a semi-structured interview approach, and one study conducted a 
structured observation with video analysis.

Applying the evaluation criteria as described in Table 1, 57.9% of the studies appeared 
to be subject to biases. The truth value was low in 50.0% of the studies. Applicability 
was fair to good for 50%, and no information on generalization was provided in the 
other 50% of the studies. Lastly, consistency appeared to be good for 76.3% of the 
studies, and 23.7% of the studies were considered to be unreliable. See Table 5 for a 
detailed breakdown of these ratings.

Use of theoretical frameworks

The most popular theoretical frameworks used in the research on creative arts thera-
pies with traumatized children are   summarized in Table 3. The most frequently used 
models were psychoanalysis and neuropsychological frameworks, followed by attach-
ment and sociocultural theory. The related psychoanalytical constructs were mainly 
Winnecott’s object relations theory, transference and countertransference. Neuropsy-
chological evidence of the storage of memory in nonverbal parts of the brain was also 
a popular theoretical framework used to support the employment of creative methods 
of intervention. Furthermore, attachment disruptions resulting in mistrust and a lack of 
self-image could be addressed through creative therapy in a non-threatening manner. 
The cultural foundations of creative arts therapy were referred to as appropriate for 
working with different ethnic groups, avoiding language barriers and using something 
that is close to the children’s cultural roots. The traumatic stress theory and cognitive 
theory were also mentioned several times. Developmental models (i.e., the inability of 
the child to verbalize his or her thoughts), trauma theory and a biopsychosocial model 
were also used as foundations for creative arts therapy approaches.
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Table 3 Theories in selected studies

Theoretical orientation Specific models No of 
studies 

Psychoanalysis constructs Transference and countertransference, ego, Jung collective 
unconsciousness, Winnecott’s object relations theory, theory 
of intersubjectivity

12

Neuropsychological models Storage and retrieval of traumatic memories 11

Attachment theory Bowlby, Ainsworth 10

Sociocultural 
Theory

Conservation of resources theory, family systems theory 9

Trauma biology Somatic stress theory, psychophysiological memory 8

Cognitive theory Mindfulness, just-world theory 7

Developmental models Piaget’s cognitive developmental stages, creative development 3

Trauma theory Complex trauma, repetition compulsion 2

Multivariate model Bio-psychosocial 1
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Table 5: Treatment & Methodological characteristics
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nc
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N
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Ben-Asher et al (2002) Dance - N Case report - - - +

Berberian (2003) Art Short Y Case report - - + -

Buck & Bethesda (2002) Art Short N Case report + - + +

Chapman et al (2001) Art Acute Y True experiment ++ ++ + ++

Chilcote (2007) Art Short N Case report + - + +

Coholic (2007) Art Short Y Grounded theory ++ + ++ +

Czamanski-Cohen (2010) Art Long N Case study + + ++ +

DiSunno et al (2011) Art Short Y Case report - - + +

Gerteisen (2008) Art Short Y Case report - + + -

Haen (2005) Drama Short Y Case report - - - -

Haen & Weber (2009) Drama - N Case report - - - -

Hanney & Kozlowska (2002) Art Long Y Case study - + + +

Harber (2011) Art Long Y Case study - + + -

Harnden et al (2004) Art Long Y Case study + ++ ++ -

Harris (2007) Dance Long Y Pre experimental + + + -

Howie et al (2002) Art Acute N Case report - + - -

Klorer (2005) Art Long N Case report - - - -

Kozlowska & Hanney (2001) Art Short Y Case report + ++ + +

Lai (2011) Art Short Y Case report - - + -

Lev-Wiesel & Liraz (2007) Art Short N True experiment + + ++ ++

Lyshak-Stelzer et al (2007) Art Long Y True experiment ++ ++ ++ ++

Mallay (2002) Art Long Y Case study - ++ ++ -

Marsick (2010) Cinema - N Case series + - ++ +

McCullough (2009) Art Long N Case study - ++ + -

Meshcheryakova (2012) Art Long N Case report - - + +

Osborne (2012) Music Acute N Case report - - - -

Pifalo (2002) Art Short Y Pre experimental + + + +

Pifalo (2006) Art Short N Pre experimental + - + -

Pretorius & Pfeifer (2010) Art Short Y Quasi experimental + + ++ ++

Robarts (2006) Music Long Y Case study + ++ - -

Robb (2002) Art Short Y Case report - - + -

Rousseau & Heusch (2000) Art Short Y Case study + - + -

Rousseau et al (2003) Art Short Y Case study + - + -

Rousseau et al (2007) Drama Short Y Quasi experimental + - ++ ++
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Table 5: Treatment & Methodological characteristics (continued)
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Slayton (2012) Art Short N Case report - - + -

Strehlow (2009) Music Long N Case study - + - -

Testa & McCarty(2004) Art Short N Case report - + - -

Tortora (2010) Dance Long N Case series + - + -

Acute = 1 session within hours to days after the traumatic event, short = between two sessions to three 
months, Long = four months to several years, Y = objective defined in article, N = Objective not in article, - = 
poor, + = fair, ++ = good.

Discussion
Previous reviews on the use of arts therapy for traumatized children, such as Eaton et 
al. (2007), indicated that the effectiveness of the interventions could not be determined 
due to the poor quality of research. In this review, we tried to establish the value of the 
evidence supporting its use in studies from the previous 12 years. We came to a similar 
conclusion regarding the general body of research on creative arts therapies, with 
44.7% of the selected articles found to be non-empirical and merely descriptive of the 
therapist’s or the child’s personal experience (using an unstructured method of data 
collection lacking a detailed description of the case), and not adding in  a  pragmatic 
way to the knowledge base of  creative arts therapy interventions with children after 
trauma. We are aware that important studies may have been omitted in the selection 
of articles considered for this paper; therefore, we would welcome feedback on ad-
ditional studies that fit the inclusion criteria. Additionally, it must be mentioned that 
the evaluation process in this review had its own limitations, as the researchers did 
not reach perfect agreement, and is something that could possibly be refined in future 
research. That said, the gaps in information in the selected studies, as summarized in 
Tables 4 and 5, calls for a number of recommendations, which are summarized below.

Improving research methodology

Establishing the value of the evidence in this selection of studies was challenging 
because the objectives, designs and methodologies were at times unclear due to 
insufficient information provided. For instance, Berberian (2003) reported on engaging 
children in a mural project after the attacks of September 2011. Although reference is 
made to cultural awareness in the face of emerging anti-Arab sentiments, no indica-
tion was provided regarding the context of the school or demographics of the partici-
pating children. Similarly, Buck and Bethesda (2002 p. 165) shared their experiences 
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of using the arts after September 2011, referring once to a “culturally diverse magnet 
school” with immigrant children, but not specifying what this meant in terms of the 
participants or how considerations for cultural diversity directed their activities and 
engagement with the participants.

The case report studies in this review did not make use of data triangulation, nor did 
the unstructured observations seem to be a solid method to measure the effects of the 
treatment. Detailed descriptions of the participants’ behavioral patterns could be pro-
vided more extensively, considering witnesses such as parents, caregivers, teachers, 
friends and the participants themselves, as well as their reflections on change linked 
to creative arts engagement. Qualitative research on arts-based interventions needs 
to be rigorous (Morse, Barrett, Mayan, Olson, & Spiers, 2002) and detailed in order for 
the reader to obtain a clear understanding of the research participants and the process 
followed.

Often, it is argued that it is impossible to conduct laboratory-based research on cre-
ativity under controlled conditions (Dietrich & Kanso, 2010; Eaton et al., 2007), and 
therefore, people shy away from randomized control research. This may be true for 
the artistic process in the therapy itself, which is unstructured and client-centered. 
It however does not eliminate the possibility of measuring the effect of creative arts 
therapy on the client’s wellbeing, for instance. This is, in our opinion, possible, as much 
as it is possible to measure the effect of any other intervention study. As long as the 
therapy goals, concepts and process followed are clearly defined, we believe that a 
qualitative or quantitative study can be conducted. The reason behind the lack of 
quality studies in this area may be that many art therapists find themselves working 
as practitioners in the field and not necessarily in the world of academia, and hence 
researching their practice and publishing articles is of secondary importance to them. 
In addition, Eaton et al. (2007) also said that few creative arts therapists are trained in 
experimental research methods, and few doctoral level clinicians are trained in both 
research methods and creative arts therapies. Another reason for the lack of high qual-
ity studies may be a lack of funding in this area for research, resources and facilities 
for creative arts therapists. For instance, Pretorius and Pfeifer (2010) motivated that 
due to logistical considerations, groups were organized per the children’s homes, and 
Rousseau et al. (2007) did not have complete randomization, as they selected one 
existing class at school as the experimental group and another as the control group. 
The practice does not always allow for a perfect clean-cut randomized control trial, 
especially in this field of work.
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Generally, the investigation of any psychotherapy has, in the past, predominantly fo-
cused on adults and not so much on children. This is not different for the creative arts 
therapies, and more research needs to be conducted with children in order to increase 
the body of knowledge.

Considering the limitations that we identified in the selected articles, we see a need 
for more collaboration between academics and therapists in researching creative arts 
therapies, especially in the context of children who have encountered trauma.

Theoretical foundations

There are multiple theoretical frameworks informing creative arts therapies through an 
interdisciplinary approach. Researchers in this domain, therefore, need to be specific 
in terms of informing the reader about their theoretical lenses, and subsequently, the 
value of their findings in terms of contributing to existing theory. This is in contrast to 
other popular trauma interventions such as cognitive behavioral therapy (CBT) and 
Eye Movement Desensitization and Reprocessing (EMDR), where there is one main-
stream theoretical framework. This difference can be partially explained by taking into 
account that creative arts therapy is used in different ways in a variety of settings by 
creative arts therapists as well as psychologists, counselors and social workers. Hogan 
(2009) provided an overview of the use of British art therapy practice, including art as 
an adjunct in verbal psychotherapy, analytic art therapy focused on the ‘transference 
relationship,’ art therapy in groups, and arts engagement as a healing power itself, 
without verbal analysis. For this specific review, no distinction was made between the 
different types of creative art therapy practice, and similar evaluation criteria were 
applied. Based on our findings, it can be argued that the different practices should 
be reviewed in a different manner. The results definitely highlight the importance of 
a common international framework and a clear understanding for the use of these 
interventions.

Additionally, the diversity of theoretical perceptions can   be explained by the lack 
of solid research in this area, maintaining the status quo. The majority of articles in 
this review appeared to engage in deductive research, which begins with a theoreti-
cal framework from which hypotheses are derived and tested. If observations in the 
research are not specific, the results will not be sufficiently convincing to falsify any 
theoretical claims, thus limiting the possibility of deriving mainstream theoretical 
frameworks in this field. An alternative would be to conduct research from an induc-
tive approach, seeing what emerges out of the therapeutic process, and subsequently 
contributing towards theory development.
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Conclusion
We believe that research in the domain of creative arts therapy is relevant in terms of 
quantitative as well as qualitative and mixed-method studies. Existing studies over the 
last 12 years have shown methodological weaknesses that, in our opinion, allowed the 
scientific foundation in this therapeutic field to fall behind other popular therapeutic 
approaches. This review study shows that researchers and art therapists need to work 
more closely together in the future in order to establish a higher standard for the re-
search in this field and to develop comprehensive theoretical frameworks.

Acknowledgements: Language editing was funded by The South Africa Netherlands 
Research Programme on Alternatives in Development (SANPAD) [project number 
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Abstract
Child abuse rates in South Africa are extremely high, while social work is a scarce 
skill, and the context social workers are working in is subject to complicated 
cultural, religious and socio-economic dynamics. This article explores the ex-
periences of social workers working with severely abused children in a clinic 
in South Africa. An improved understanding of these experiences can enable 
support and resources to social workers and related professionals in order to 
facilitate children’s recovery after trauma. Eight semi-structured interviews 
were conducted. Using an inductive approach to thematic analysis, data were 
coded independently by two researchers resulting in three main themes. The 
first theme illustrated that social workers working with traumatized children ap-
peared vulnerable to the risk of compassion fatigue, due to the high caseloads 
and traumatic nature of their job. The second theme emphasized a strong need 
for further training, for instance to facilitate a child’s disclosure during forensic 
assessment, and a need for incorporation of indigenous knowledge in therapy 
to better fit the cultural context. The third theme highlighted the challenge for 
social workers working with the justice system and with clients across differ-
ent cultural belief systems. Recommendations for future practise and research 
based on these findings included adjustment and validation of existing therapy 
methods to the specific cultural context, and improved efficiency of health care 
systems enhancing supervision and education for social workers.  

Key words: child abuse, South Africa, social work, children’s rights, compassion 
fatigue 
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Vignette: A Case of Rape in a Multicultural Society
Social worker: Ok. I saw a teenager not so long ago… This kid had nightmares, 
sleeping problems and could hardly sleep in the night. And in the morning when 
she woke up she would have physical pains all over her body. So the family took 
her to the family prophet, who previously had done many things for the family. 
On arrival there the man was happy to work with the child and asked the parents 
to wait outside. So the parents waited outside and this child was asked by the 
prophet to undress. First of all she removes her jeans and her belt. And hesitantly 
removes her top. And then the prophet says, can you please undress. She then 
removes her bra and remains in her underwear. Then the prophet insists that 
she should remove everything from her body. She obliges and so she removes 
everything. The prophet starts applying oil onto her body to make all evil stuff 
go away in the night. So in the process of doing that, he gets to her breasts, and 
the way he applies it makes her very uncomfortable... He gets to the private part, 
he starts fingering her. Maybe a bit uncomfortable, but she went there with her 
parents. Then the prophet invites her to another room where there is a big pot 
of water that just boiled. And then he says she should cover herself with that, 
with the blanket for her to inhale stuff from that pot. After inhaling that stuff she 
is so dizzy, she quickly falls onto the bed that is close by. When she falls onto the 
bed this man then penetrates her. First, second, and three times… So now when 
she dresses up she is not so sure if this was a violation of her rights or it was part 
of the cleansing ceremony. The prophet invites the parents to the house. Then 
he says this is the amount that they have to pay, they pay, then they drive off. 
At home, she can hardly sleep. She is thinking that this was rape. So she calls 
her twin brothers to say, guys this is what happened, and they say, no you were 
raped, you should open a case at the police station. And that is how this whole 
thing was reported….

Interviewer: And how did you feel in this situation?

Social worker: God, I was so terrified… we have different cultural believes. I am 
Christian, the one person believes in prophets, the one person believes in tradi-
tional healers…There is nothing like prophets in my world. I don’t believe in that, 
but look, [laughing] I appear at work, people come with all this stuff…You just 
have to be accepting, welcoming. So it just let me with my mind raising up and 
down. Oh my word, oh my word…!
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Introduction
The vignette above speaks of sexual abuse committed under the cloak of a traditional 
healing ritual. The case is an example from a multicultural society, illustrating how a 
discrepancy in cultural belief systems between the social worker and the client can 
complicate understanding and treatment of child abuse. Scientific knowledge of trau-
matic stress is mostly based on research coming from studies conducted in Western 
societies and most resources and experts in the field of traumatic stress studies are 
located in the first world context. Ironically, rates of exposure to traumatic stress out-
side of Western societies are much more dramatic, while resources and professional 
health care workers in the third world context are scarce and systems underdeveloped. 

Western trauma treatments and research findings cannot be automatically transferred 
into other cultural settings, because they might lack the expertise and resources to do 
so, and indigenous cultural practises and belief systems are not always supported in 
such treatments. This is a considerable gap in trauma literature and a barrier to develop 
evidence-based trauma practises in a developing context. A better understanding of 
the context and its challenges can enable support and resources to social workers and 
related professionals working with child abuse. In this article we therefore explore so-
cial workers’ experiences working with child abuse victims in a clinic in Johannesburg, 
South Africa, by conducting and analysing semi-structured interviews. 

Context

Child abuse

Child abuse and neglect, or child maltreatment, includes all forms of physical and 
emotional ill-treatment, sexual abuse, neglect, and exploitation that results in actual 
or potential harm to the child’s health, development or dignity. Within this broad defi-
nition, five subtypes can be distinguished; physical abuse, sexual abuse, neglect and 
negligent treatment, emotional abuse, and exploitation (World Health Organization, 
2015). In South Africa, child abuse rates are one of the highest in the world. In the case 
of sexual abuse and exploitation, reported rates reach between 16.7% and 56% in boys 
and between 33.9% and 53% in girls (Carey, Walker, Rossouw, Seedat, & Stein, 2007; 
Jewkes, Dunkle, Nduna, Jama, & Puren, 2010; Madu & Peltzer, 2000, Optimus Study, 
2016). Prevalence rates between 15.2% and 20.8% are reported for physical abuse, 
16.1% to 26.9% for emotional abuse (Madu, 2003; Optimus Study, 2016), and 12.2% to 
15.1% for neglect (Optimus Study, 2016). These figures differ widely, depending on the 
definitions of child abuse used, the research methods, and the location of the study 
(Optimus Study, 2016). Sexual abuse of children often occurs within the family or in a 
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context where the child knows the perpetrator (Collings, 2005; Madu & Peltzer, 2001; 
Optimus Study, 2016). Sexual abuse may also be committed by professionals who use 
their position of power and trust to violate children’s rights (Sullivan & Beech, 2002), as 
was illustrated in the vignette. 

Many children develop mental disturbances and/or social problems after exposure 
to abuse. Sexual abuse appears to be one of the strongest predictors for developing 
posttraumatic stress disorder (PTSD) in South African children, with an estimated 
22.2% risk both for boys and girls of developing PTSD following sexual assault (Seedat, 
Nyamai, Njenga, Vythilingum, & Stein, 2004). More recent studies found lower risk, with 
6.4% for children exposed to sexual abuse, and 2.2% for children exposed to another 
form of maltreatment (Optimus Study, 2016). 

Different explanations have been provided for the overall high rates of child abuse 
in South Africa, relating to cultural and societal factors. One explanation is the male-
dominated nature of society and a cultural acceptance of harsh physical punishment 
as means of discipline, even including tolerance for sexual coercion (Andersson et al., 
2004; Richter & Dawes, 2008). Another explanation relates to traditional beliefs in the 
‘cleansing’ nature of sex with virgins or young girls, meaning that it may cure diseases 
like sexually transmitted diseases and HIV and AIDS, or it may bring good fortune in 
other areas of life (Lalor, 2004). It is also hypothesized that factors such as poverty, 
large numbers of orphaned children, the rapid social-economic change and the 
breakdown of traditional values and practises as consequence, and poorly developed 
child protection services account for the high number of child maltreatment cases 
(Lachman et al., 2002, Optimus Study, 2016). 

Social work

Social workers serve a crucial role in helping children and their families to improve the 
quality of life and subjective wellbeing after maltreatment. Since 2003, social work has 
been considered a scarce skill in South Africa by the Minister of Social Development. 
There are too few social workers, resulting in heavy caseloads. Naidoo and Kasiram 
(2006) reported that social workers in South Africa are generally in excess of 120 cases, 
compared to a maximum of 12 in the UK. Employees also value proper salaries and op-
timal working conditions (i.e. having a clean office, child support, and reliable cars for 
fieldwork), which most of the times is not possible in rural areas due to a lack of money 
and resources (Engelbrecht, 2006). These problems contribute to a large number of 
social workers being unsatisfied with their work and immigrating to other countries, 
with an estimate of between 200 and 240 per year (Oliphant, 2009). The current knowl-
edge on social workers’ perspectives on working and dealing with child abuse in South 
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Africa is rather small compared to countries in North America and Europe, and thus 
needs further investigation (Capri, Kruger, & Tomlinson, 2013).

Mental health care in a multicultural context

South Africa is a multicultural society, with eleven official languages and diversity 
across ethnic, cultural, religious and socio-economic realms. As a result, mental health 
care approaches in South Africa are diverse, consisting of both the more traditional 
healing rituals, such as herbalism and witchcraft, as well as western evidence-based 
therapies such as play therapy and cognitive behaviour therapy (Campbell-Hall et al., 
2010). Which approach people prefer, or their health seeking behaviour, is influenced 
by what people believe is causing mental illness, with the more traditional explana-
tory models often referring to spiritual causes such as ancestors (Crawford & Lipsedge, 
2004; Meissner, 2004). Health seeking behaviour in South Africa was also found to be 
associated with specific demographic variables such as age, race, and level of educa-
tion (Sorsdahl et al., 2009). Considering access to the different health care resources, 
the ratio of traditional health practitioners to the general population is approximately 
1:500, compared to that of 1:40 000 ratio for western doctors (Nyanga, 2015). Some 
mental health patients strongly prefer one approach over the other, but others consult 
a combination of both Western and alternative practitioners (Sorsdahl et al., 2009). 

Research site

The current study was conducted in an urban area in Gauteng in South Africa, at a 
non-profit trauma clinic. The communities served by the clinic are characterized by 
high levels of poverty, unemployment, and violence. The clinic deals with any form of 
child abuse, including sexual abuse, physical abuse, emotional abuse and neglect. The 
clinic also works together with a hospital, where medical screening is performed when 
abuse is suspected, and with the local court for persecuting perpetrators of abuse. The 
social workers are involved in forensic assessments, preparing the children for court 
as well as counselling interventions with victims and their families, mainly focused 
on play therapy. Besides intervention, there are prevention programmes focusing on 
informing children in schools about safety and abuse. Social workers also collaborate 
with schools, social welfare systems, and the police. 

Methods

Participants

Eight social workers working in the trauma clinic in Gauteng, South Africa, participated 
in this study. All nine social workers in this specific clinic were invited to participate. 
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One social worker was unavailable at the time of participating and therefore not in-
cluded. Of the eight participated social workers, gender distribution was two males 
and six females, and the race distribution was seven black and one coloured. The 
social workers worked in three different places, both rural and urban, each with a dif-
ferent client population in terms of population group and socio-economic status. The 
eight social workers were between 26 and 46 years old. Some of them only worked as 
a social worker for one year, where others were in this profession for seventeen years. 

Instrument

The study conducted semi-structured interviews focusing on the experiences of social 
workers in the field of child trauma in South Africa. First, questions were asked related 
to general information on their profession, like how long the social workers have been 
working for the clinic. Furthermore, the social workers were asked for the strategies that 
the clinic uses in response to child trauma. The interviews in particular also touched 
on the individual experiences of the social workers dealing with child trauma in the 
South African context, how they cope personally, as well as their needs to improve 
the quality of support. Interviews were recorded and transcribed verbatim except for 
names to ensure confidentiality. The full interview guide is provided in Table 1.

Table 1 Interview guide

Background
(e.g., how long have you been working as a social worker, how would you describe in a few sentences the 
work you are doing, how likely are you to change jobs within the next two years, why?)
Strategies
(e.g., how do you support the children in your current work, what strategies do you use, which one is 
most helpful, which one is least effective, why?)
Experiences
(e.g., what are your own experiences in supporting child victims after trauma, can you give me an 
example what did you do, how did you feel in this situation, how did the child react, what do you like 
about being a social worker for this clinic, what major disappointments have you had in your work?)
Coping
 (e.g., how do you cope with the trauma you deal with every day, where do you get support, what do you 
think of it, to what extent would you want to have more information than you have now?)
South African context
(e.g., what would you like to see changing in the way South Africa deals with the problem of child 
trauma, what do you think that is going to change in your field of expertise in the next five years?)

Analysis

Data were analysed using thematic analysis as stipulated by Braun and Clarke (2006) 
who proposed an outline guide through six phases of analysis. The study’s approach 
was inductive, in which coding was solely data-driven. Analysis started with general 
reading and re-reading of the transcripts, followed by generating initial codes in a 
systematic fashion. This process was completed independently by the two coders 
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(NW and EF). Then the codes were collated into potential themes, and themes were 
reviewed, refined, and discussed until consensus was reached between two coders. 
Cohen’s Kappa was calculated to determine inter-rater reliability for the first five inter-
views, and there appeared to be good agreement between the two researchers’ judg-
ments, κ = .805 (95% CI, .697 to .913), p < .0001. QSR International’s NVivo 10 qualitative 
data analysis software was used to capture this process. Ethical approval was obtained 
from the University of Johannesburg, Faculty of Humanities and the clinic. Informed 
consent was obtained from each participant prior to the interviews outlining voluntary 
participation, confidentiality, the research procedure and right to refuse or withdraw 
at any stage. 

Results
The duration of the interviews varied between 29 minutes to 1 hour and 12 minutes 
(M=45.03). Based on the thematic analyses, three themes in the narratives were distin-
guished. The first theme highlighted the struggles of the social workers on a personal 
level, dealing with traumatic stories on a daily basis and the stressful nature of their 
work, referring to compassion fatigue. The second theme referred to the struggle of 
the social workers on a professional level, and included feelings of incompetence and 
a lack of training specifically focused on the South African context. The third theme 
highlighted the interactions that social workers have with the community and forensic 
system, and the cultural barriers that hinder them from doing their work. Below we 
elaborate on the three themes.

Theme 1: Compassion fatigue

Child abuse is really, really traumatic

A large number (N=6) of the interviewed social workers indicated that they were strug-
gling with the traumatic nature of the work and the high case load. They felt the strain 
of working with trauma on a daily basis and it made them emotionally numb and 
scared for their own safety. Compassion fatigue (CF) is defined by Figley (2002, p. 7) as 
the formal caregiver’s reduced capacity or interest in being empathic or ‘bearing the 
suffering of clients’ and refers to ‘the natural consequent behaviours and emotions re-
sulting from knowing about a traumatizing event experienced or suffered by a person’. 
Apart from the negative experiences, social workers also reported positive experiences 
from their interactions with clients, for instance when they received positive feedback 
from the parents, or when they saw that a child was feeling better, which was reward-
ing in the short term. There were support mechanisms in the work setting for the social 
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workers, including supervision, case conferences, and an advising psychologist. In the 
long term, however, the emotional strain and the low salary made more than half of 
the social workers say that they would soon leave their job. They either did not want to 
continue in this field in the next two years, or they wanted to study further and special-
ize in another discipline. 

I am at a point in my life where I feel like it’s too much. I need a break. I 
might come back … But for now I feel like I am not coping.

It was clear that the social workers felt that their work was impacting their personal 
lives, as well as their role as parents. 

You become paranoid as well hey. You are overprotective with every-
thing you do, you watch every little movement of your child and you are 
so scared that something would happen to them.

The social workers reported that there were not enough clinics to help all the abused 
children, and not enough health care workers who had the experience dealing with 
abuse and court. The social workers in this clinic felt victimized because most health 
care workers, including psychologists and other social workers, from other organisa-
tions referred traumatized children to them, increasing their caseload. Children came 
from all over the country for forensic assessments. Social workers were also concerned 
that due to a lack of facilities, children could not go to places of safety and therefore 
had to stay with the perpetrator.

There should be more facilities where a child could attend therapy or 
counselling. Because I have had children from Limpopo coming here 
to Joburg, because the police officer is saying, I didn’t find any other 
organization where the child could attend an assessment, or therapy.

Theme 2: Professional development

You get stuck and you don’t know where to go

In the interviews all social workers (N=8) indicated a need for continuous professional 
development. They felt they did not receive enough training to prepare them for this 
work. More specifically, although they received formal university education, some of 
them felt incompetent when it came to conducting therapy, but they were engaging in 
it on a daily basis. They were often unsure how to handle the children in therapy, espe-
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cially the very young ones. Nevertheless, the social workers were all very motivated to 
learn more and they often tried upgrading their own skills by reading research papers 
or books in their own time. Sometimes they got to attend training, but due to a lack of 
funding training was limited. 

Five social workers commented on the struggle of facilitating disclosure as part of the 
forensic assessment. The court required them to get the story from the child, and the 
protocol they used prescribed that in the first session they facilitated this disclosure. 
Because of the lack of trust among children after trauma, obtaining the required 
information was a very difficult task. The need to build rapport was of paramount im-
portance, but often there was not enough time. One male social worker also indicated 
his struggle to connect with female victims of abuse, as he sensed their discomfort, 
which in turn rendered him insecure in how to handle the conversation.  

I am not a play therapist. … I do observe some kids play, and I see them 
get violent with toys. I see them looking at certain aspects of certain toys 
that they are presented with. But I could not say I am so confident I know 
how to interpret what is happening.

Part of the knowledge gap consisted of a lack of knowledge and practises specifically 
focused on the South African setting. For instance, techniques that the social work-
ers were taught included the so called ‘castle technique’ or the ‘island technique’, 
techniques derived from Gestalt therapy (Turner & Rowe, 2013). The social workers 
commented that these techniques could be problematic in South Africa because 
most children lived in informal settlements and were not familiar with the concepts 
of castles or islands. There was not even a word in their languages for island, and the 
social workers were unsure about changing the word because it might impact the 
validity of the approach. 

And the other thing that doesn’t seem to work for me, especially with 
African children, is this imaginative technique like the Castle technique. 
You find yourself having to explain so much what a castle is, because 
they don’t understand the concept at all. So by you talking about the 
castle technique, you almost end up telling about what they should 
think.

This alluded to training that does not consider indigenous knowledge systems or 
teaching social workers to adapt techniques to cultural specific contexts. Looking back 
on the initial vignette in this paper, social workers in South Africa were dealing with 



55

Ch
ap

te
r 3

Reflections of social workers on working with abused children in South Africa

special circumstances of rape that are uncommon in the Western world. An example 
that was mentioned in one of the interviews was the concept of corrective rape. The 
term corrective rape was described by Isaack as ‘the sexual violence perpetrated for 
the purpose of supposedly “curing” a person of their real or perceived sexual orienta-
tion and/or gender identity’ (as cited in Anguita, 2012, p. 489). The social worker that 
reported on a case of corrective rape was unsure how to help the victim or where to 
find information about it. 

There was one case that happened in Cape Town over the weekend. This 
young woman was hand cuffed and eyes were gouged out completely…
I am not sure whether other countries outside of South Africa have the 
same challenges when it comes to corrective rape.

Theme 3: Societal response to trauma

Therapy is maybe for white people

Most interviewed social workers (N=7) indicated challenges working with the commu-
nity they were serving. For the majority of the parents that visited the clinic, especially 
from less privileged backgrounds, therapy was a foreign concept, and they did not 
see the value of their child attending therapy. Although the clinic held separate par-
ent groups in which parents were educated about all available services and therapy 
benefits, therapy attendance was low. Initially, most parents visited the clinic as part 
of the court procedures, to press charges against the perpetrator, but thereafter they 
often lost interest, just when the social worker had built a relationship with the child. 
The parents also lacked knowledge about their own contributions in the therapeutic 
process. It often happened that they shifted all the responsibilities to the social work-
ers and expected them to ‘fix their children’. The social workers also mentioned that 
children became victims of custody cases, when one of the parents (falsely) blamed 
their partner of sexually abusing the child. 

They are starting to use children as tool to fight their own battle, and at 
the end of the day you are in the middle of everything as a social worker.

Another case reported by one of the social workers illustrated how the parents, after 
the child had been abused or raped, gave the child away to the perpetrator in exchange 
for money to marry her. This is an extended form of an African tradition called Lobola, 
which is the provision of gifts to the parents of a bride, usually in the form of cash or 
livestock, and is an entrenched part of marriage in parts of Southern Africa (Ansell, 
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2001). In such cases, abuse was also perpetuated by the parents and justified as their 
right as parents, which stood in direct opposition to the rights of the child. Social 
workers subsequently had a constant battle between their own values and cultural 
practices and that of the client and the parents. 

I had a client who was a teenager and she was raped by a neighbour. 
And the parent took Lobola for that child, after the child was raped. So, 
it is disappointing that a parent that demands money and marry the 
child away instead of opening a case and following up with what is go-
ing to happen.

A final challenge highlighted by the social workers (N=4) referred to the justice system, 
where cases could take up to years to be concluded. Moreover, the majority of cases 
were withdrawn due to a lack of evidence. Social workers reported high levels of frus-
tration with the process, and reports of anxiety from the parents and the children. The 
process of the investigation was perceived as not being child sensitive, and children 
could get re-traumatized by the interrogation. Perpetrators often did not get convicted, 
or were on a long bail, and continued to scare and threaten the children. Social work-
ers highlighted that this is an area that directly effects their work experience and the 
wellbeing of the children, and needs urgent attention and improvement. 

The perpetrators are out on bail, that bail became a year, that bail 
became two years, that bail became three years. How is that possible? 
Being on bail for three years? And yet, this perpetrator comes and 
threatens this child.

Discussion
The current study explored social workers’ perspectives on working with abused 
children in South Africa, where child maltreatment rates are extremely high. Through 
conducting interviews, this study aimed to find out first-hand about the experiences of 
social workers. Three themes were identified in the narratives, and they can be charac-
terized as individual experiences according to three different themes. The first theme 
summarized the individual experiences of the social worker working as a professional 
in the South African context, and was characterized by compassion fatigue. The sec-
ond theme summarized the organisational and learning challenges as experienced by 
the social workers, and highlighted the need for professional development. The third 
theme summarized the experiences at the level of society, referring to the community’s 
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response to trauma and the justice system. The three themes, will be discussed below 
in light of previous studies as well as future recommendations. 

A considerable limitation to this study is that it has been conducted with a very small 
group of participants within a specific context in and around Johannesburg. However, 
the study sheds light on challenges in a developing context, and the results could lead 
to possible steps in order to improve trauma care in developing countries. Moreover, 
as globalization increases our interactions with foreign cultures and practises, we 
believe that the implications of our findings are relevant for different settings. 

Compassion fatigue

The findings confirmed what previous studies in low- and middle-income countries 
found: extreme high workloads, in combination with a lack of sufficient supervision 
and support (Saraceno et al., 2007; Tol et al., 2014). These different factors appear to 
work together causing pressure on social workers, and potentially effect quality of care, 
placing social workers at risk for compassion fatigue, and causing high staff turnover. 
In a follow-up on our study, two years after the interviews, five of the eight social work-
ers interviewed had already left their job. The concept of compassion fatigue has been 
documented and validated for some time (Adams, Boscarino, & Figley, 2006; Figley & 
Kleber, 1995), and to prevent further drop out of passionate professionals, interven-
tions must be put in place. 

In order to achieve this, it was for instance recommended in previous studies that 
specialist staff should take on the role of managers and supervisors (Saraceno et al., 
2007), to support social workers and build a platform of skilled and confident profes-
sionals. Another recommendation is that NGO’s should move away from a nonstop ‘all 
hands on deck’ approach, in which everyone, from social workers to managers, tries 
to work through the high caseload and see as many clients as possible. This impacts 
on the efficiency and effectiveness of interventions, with a lack of time for innovation, 
identifying problems such as those mentioned above, further training, specialization, 
and supervision. So called stepped care models could provide a useful framework to 
divide and regulate the different levels of intervention intensity and required expertise 
(see for an example of this Fuchs and Fuchs (2006), Fuchs and Vaughn (2012) and Kazak 
et al., (2006)). For instance, a first level intervention could be dedicated to educating 
the community at large, a second level including psychological first aid programmes 
that can be run in larger groups by briefly trained health care workers, and a third 
level for the individual, specialized treatment for those children for who problems are 
long-term and more severe. 
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Professional development

The second theme consisted of findings related to a lack of professional development 
and further training. It was rather concerning to us that abused children attend therapy 
with a social worker who says that “I could not say I am so confident I know how to 
interpret what is happening”. For instance, if an abused child shows repetitive play 
during the session, and the social worker is unsure how to reconstruct the play into a 
more conducive action, it may lead to more negative appraisals of the traumatic event 
and produce more threat and persistent symptoms (Ehlers & Clark, 2000). Although the 
social workers received formal training at university before facilitating such therapies, 
it appears this is not a good-enough preparation. Graduated social workers apparently 
lacked practical skills, knowledge and confidence to change and adapt existing meth-
ods. As became clear from the interviews, social workers relied more on techniques 
rather than sound therapy approaches. More research should be conducted to clarify 
this disparity between university training and practise in the specific therapeutic con-
text. 

Further training for social workers should not only encompass regular supervision, 
and coping skills to prevent compassion fatigue, but also play therapy skills should 
be enhanced. Another addition to the training curriculum, specifically in South Africa, 
is the inclusion of indigenous rituals and knowledge. There is for instance the need 
for development and validation of alternatives to the ‘castle technique’ that are more 
appropriate to the South African context. As children play in townships using sticks 
and stones, natural resources could be introduced in play therapy, instead of foreign 
toys from the store. Another example is to link traditional games and concepts related 
to the forefathers with narrative therapy. 

Society response to trauma 

Findings in this study highlighted once again that child abuse and treatment cannot 
be viewed as distinct from the socio-cultural context in which it occurs. Within a multi-
cultural society like South Africa, there are many different explanatory models of illness, 
or belief systems on what causes psychological distress and how it should be treated 
(Campbell-Hall et al., 2010; Crawford & Lipsedge, 2004; Meissner, 2004; Ross, 2007). 
This can complicate treatment effectiveness and adherence, if ‘Western’ interventions 
are implemented without educating the community about its benefits and receiving 
commitment and buy-in from the community at large. This was for instance reflected 
by the social workers struggling to get commitment from the parents. Consequently, 
further training of social workers could emphasize more on building a connection with 
the parents and educating them about the therapy.  
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The current study also highlighted that community projects need to be sensitive in 
encouraging the rights of children while simultaneously acknowledging the relational 
value of cultural practices. This fits into a community-based approach of mental health 
care (Tol et al., 2014). The boundaries between cultural practices and children’s rights 
are blurred, as was clear by the case illustrated by the social worker, where Lebola 
was paid to the perpetrator. Other such intricate practises include early marriages, 
rites of passage, patriarchy in which men come to see their abusive behaviour towards 
women and children as their culturally given male rights, and the earlier mentioned 
alleged belief that sex with a baby or virgin would cure HIV and AIDS (Guma & Henda, 
2004; Lalor, 2004; Richter & Dawes, 2004). 

Lastly, in South Africa risk for child maltreatment is also inherent in a poorly function-
ing social and criminal justice system (Ewing, 2003). As was confirmed by the social 
workers, cases end up delayed or withdrawn for various reasons, and as a result per-
petrators are rarely held accountable and children remain vulnerable to further abuse. 
Challenges working with the justice system were also highlighted in a previous study 
(Optimus Study, 2016). Although the clinic tries to provide child-friendly services, the 
court process and collaboration with the different agencies is far from ideal and should 
receive further improvement.   

Epilogue
Several challenges are affecting the effectiveness and practicality of Western evidence-
based interventions in the developing context. This article examined three of these 
challenges experienced by social workers working in a trauma clinic in Johannesburg, 
South Africa. The first challenge was the high workload and traumatic nature of the 
work resulting in vulnerability to compassion fatigue. Increased support and re-
structuring on an organizational level is required to relieve some of the workload and 
improve quality of care. The second challenge was the urgent need for professional 
development and further training, referring to more transferable skills, and adaptation 
of Western methods to different socio-cultural contexts. The third challenge was the 
collaboration with the community, parents, and the justice system. Education in the 
community about the benefits of therapy should be of primary importance, as well as 
emphasizing children’s rights within existing cultural practises. Collaboration between 
social services and the justice system needs improvement. Addressing these topics is a 
next step in supporting the social workers and other health care workers in their work, 
ultimately moving towards best-practices for abused children. 
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Abstract 
Object: This article explores the experiences of professional hospice workers us-
ing a creative process for debriefing them in order to facilitate the expression and 
communication of complex thoughts and feelings. The creative arts workshops 
were developed with the understanding in mind that caring for terminally ill 
patients can be challenging and stressful and professional hospice workers are 
subsequently at risk of developing compassion fatigue. The workshops focussed 
on skills transfers as well as self-healing by experiencing and teaching a diverse 
range of creative arts like music, drama, art, touch therapy, storytelling and 
movement.

Design: Case study design.

Setting: Gauteng, South Africa.

Methods: Data collection included individual interviews with 19 trainees at nine 
different hospices, focus group interviews, observations during the workshops as 
well as a researcher journal. Themes were generated through thematic analysis 
to describe the experiences of the caregivers.

Results: We found that the expressive arts facilitated communication and self-
care and improved the wellbeing of the professional hospice workers.

Conclusion: These findings add to understanding of the healing effects of the 
creative arts and especially the benefits in the hospice setting.

Keywords: creative arts therapy, debriefing, palliative care, South Africa
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Introduction

Behind us all is one spirit and one life. How then can we be happy if our 
neighbour is not also happy? (Khan, 1979, p.123)

Care giving to terminally ill people can be emotionally powerful and gratifying at a 
personal level, but it is also viewed as exhausting, stressful and emotionally demand-
ing (Smit, 2005). Caregivers are repeatedly confronted with their patients’ suffering, 
the unpredictability of death, repeated losses and grieving. ‘How can we be happy 
if our neighbour is not also happy’ (Khan, 1979, p.123) is a saying that relates to the 
concept of Ubuntu (Swanson, 2007), which in the South African context alludes to the 
individual’s wellbeing associated with the wellbeing of others. Considering the South 
African context in which caregivers work, it is understandable that they are influenced 
by the sadness and suffering of the patients in a hospice environment. Not only do 
the caregivers provide care to their patients, but they also need to deal with their own 
challenges and psychosocial needs. As such, caregivers require the same interventions 
they provide to those in their care, especially considering that caregivers might also 
be affected by human immunodeficiency virus (HIV) and acquired immunodeficiency 
syndrome (AIDS) within the context of their own families and communities.

There is an extensive body of literature about the risk of burnout caregivers in hospices 
are exposed to (Medland, Howard-Ruben, Whitaker, 2004; Mukherjee, Beresford, Glaser, 
& Sloper, 2009), but less has been written about how to solve this problem. Therefore 
interventions are required that can provide, on the one hand, support to the caregivers 
so that they are able to deal with the stress associated with their occupations, as well 
as deal with their own problems and traumas. On the other hand, the interventions 
need to be relevant and applicable to their care giving duties so that they in turn can 
support those in their care using the interventions they have been exposed to. These 
interventions, especially in the South African context, need to consider the cultural 
diversity and practices and as such the implementation of Western approaches to psy-
chology should be considered critically (Bandawe, 2005). The practice of psychology 
is still regarded with suspicion in the African context due to the legacy of apartheid, 
which has meant that psychological practices were perceived to have been used in 
aid of oppression and segregation (Duncan, van Niekerk, De La Rey, & Seedat, 2001). 
As such, more culturally-appropriate interventions are required that acknowledge 
cultural beliefs and practices and are more affordable. At the moment, financial and 
physical resources are inadequate to provide support where needed and, in most cas-
es, resources are applied to address the physical needs of those deemed vulnerable, 
especially in the context of HIV and AIDS. Very little attention is paid to the emotional 
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and psychological needs of both caregivers and those infected by HIV and AIDS. There-
fore, there is a need for interventions in the larger system that addresses the needs of 
caregivers and those in their care with prevention rather than remediation becoming a 
priority. Community psychology is a good alternative to traditional individual therapy 
in the South African context. Further, it would be very limiting to provide help without 
using culturally-appropriate methods that utilize indigenous knowledge systems. The 
use of creative arts therapies has proven to be cross- culturally effective (Aldridge, 
1993; Harris, 2007), overcoming language boundaries and facilitating the expression of 
emotions that are difficult to put into words.

This article therefore reports on the experiences of caregivers participating in art 
therapy. A total of 11 creative arts therapy workshops were implemented for 19 care-
givers working in nine different hospices in South Africa. The aim of the workshops 
was to facilitate self-healing as well as develop skills which they in turn could transfer 
into their respective communities. In this way a greater group could be reached and 
helped, thus saving time and costs which subsequently could be a key to successful 
psychological support in the context of South Africa. The question that guided the re-
search and which this article reports on was ‘What are the experiences of professional 
hospice workers attending creative arts therapy workshops?’.

In order to contextualize the article, first an overview of important literature will be 
provided concerning care giving, stressors that are related to the job and the use of 
creative arts therapy in previous studies. Second, the article will focus on the specific 
programme that was implemented during the workshops and the experiences thereof 
by the caregivers. These experiences were captured by means of interviews, observa-
tions and field notes recorded in the researcher’s journal. Then themes that emerged 
during data analysis will be discussed and conclusions and recommendations subse-
quently presented.

Hospice-palliative care service in South Africa

In South Africa, hospice services are widespread, focussing on diverse communities 
(including orphans and the homeless) and offered in diverse settings (including in-
patient, day care and home care). Between 2003 and 2004, data showed that 24,613 
patients were cared for, of whom 12,413 had an AIDS diagnosis whereas 9,233 had 
cancer (Wright, Wood, Lynch, & Clark, 2008). To cope with the demand for home-based 
caregivers as a result of the rising number of people infected with HIV in South Africa, 
the government promotes volunteerism (Dinat, Ross, & Ngubeni, 2005). Whereas, typi-
cally, hospice workers have nursing training and qualifications, the caregivers in the 
context of HIV and AIDS have often limited training and even less support.
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Hospice care giving and compassion fatigue

Overall it appears that nurses working in hospices get very little support, at both 
professional as well as personal levels, and this lack of support has a great impact on 
the nurses (Abendroth & Flannery, 2006). This may lead to a decreased physical, social 
and psychological wellbeing (De Chavez, Backet-Milburn, Parry, & Platt, 2005). The 
caregivers are at risk of job burnout, depression and traumatic stress disorders which 
the country cannot afford seeing that there is such a high need for staff in hospices. 
Compassion fatigue is very common among hospital nurses. A study by Abendroth and 
Flannery (2006)  showed that nurses who are working in a hospice environment are 
especially vulnerable to the risk of compassion fatigue.

In this research, nearly 80% (n = 170) of the total sample (N = 216) was in the moderate- 
to high-risk category for compassion fatigue. Compassion fatigue (CF) is defined by 
Figley (2002) as the formal caregiver’s reduced capacity or interest in being empathic 
or ‘bearing the suffering of clients’ and is ‘the natural consequent behaviours and emo-
tions resulting from knowing about a traumatizing event experienced or suffered by a 
person’ (p.7). Figley argues that CF consists of two separate features, both secondary 
traumatic stress and job burnout (Figley, 2002). Secondary traumatic stress is defined 
as re-experiencing of the client’s traumatic event, wishing to avoid both the client and 
reminders of the client’s trauma, and feeling persistent arousal due to intimate knowl-
edge about the client’s traumatic experiences. In the South African context people are 
at great risk of being exposed to traumatic events and the lack of proper resources 
in the job places a great amount of pressure on the caregivers. Both features of CF as 
presented by Figley (2002) are likely to occur in this context and therefore a supportive 
programme for the caregivers is needed.

The importance of supporting hospice staff

Because of the great risk hospice staff face of developing compassion fatigue and 
the lack of support, it is very important to develop a programme to support the staff. 
Medland, Howard-Ruben and Whitaker (2004) suggest that a programme which assists 
oncology nurses in dealing with bereavement, assists their work in a supportive man-
ner and exposes them to new coping strategies would be beneficial, since it would 
enhance psychosocial support and provide greater access to counselling services 
when needed. In a literature overview (Brugge & Higginson, 2006) it was stated that, 
in palliative care, because of the variety of settings that may exist around the patient, 
education for the caregivers would be constantly needed. It was found that the best 
way to educate adults is based on a multi- faceted, personally tailored and culturally-
adjusted educational approach. Social support groups, personal awareness, and 
relaxation techniques have also shown to decrease caregivers’ burnout (Richman & 
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Rosenfeld, 1987). Active engagement in recreational music making is associated with 
individual and group benefits, since it affords creative expression that unites the body, 
mind and spirit (Bittman, Bruhn, Stevens, Westengard, & Umbach, 2003). 

The healing effects of creative arts therapy

Creative art therapy is based on the idea that the creative process of art making is 
healing and life enhancing and is a form of non-verbal communication of thoughts 
and feelings (American Art Therapy Association, 1996). The sensory and image-based 
communications may be beneficial for clients for whom verbal language is difficult 
and especially for those who have experienced trauma (Johnson, 1987). Freud (1916-
1917) already observed that the most meaningful memories were visual images 
and that unconscious material can become conscious through projective drawing 
techniques. Carl Jung (1934) proposed that art can be used to alleviate or contain 
feelings of trauma, fear, or anxiety and also repair, restore and heal. More recently, 
research has discovered that traumatic memories are not narratively organized but 
stored as somatic sensations, emotional vulnerabilities, flashbacks and nightmares, 
dissociative inclinations and behavioural re-enactments, which result in traumatized 
people being unable to put their memories into words (Van der Kolk & Van der Hart, 
1991). Stuckey and Nobel (2010) made an overview of existing literature on all forms 
of creative therapy, their healing effects and the benefits for health. They argued that 
music especially has a soothing capacity to take away anxiety and reduce stress. Visual 
arts help to integrate life stories and express feelings, thereby facilitating verbal com-
munication. Movement-based creative expression expands consciousness and self-
awareness. Lastly, through expressive writing, feelings can be identified and expressed 
within the safe place of fantasy.

Harris (2007) says dance/movement therapy is particularly well-suited for overcoming 
cultural differences while helping traumatized adolescents ‘gain the skills they need 
both for grounding themselves “in their bodies” and for comprehending the relation-
ship between bodily sensation and traumatic memory’ (p.137). In the African context, 
dance and movement is often included in cultural practices and rituals (Warren, 1970). 
Hilliard (2006) evaluated the effects of two different types of music therapy on compas-
sion fatigue and team building of professional hospice caregivers. One type was called 
ecological therapy and consisted of an open format using improvisation; the second 
type was called didactic therapy and was based on a great deal of structure and skill 
transfer. Results showed that participants of both groups significantly improved their 
perceptions of team building and that participants in the didactic therapy group made 
significantly more improvements in team building then did the ecological therapy 
group, which showed the importance of a leadership figure in order to improve the 
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team building in the most optimal way. This study, however, showed no significant 
changes in compassion fatigue after the music therapy.

Murant and Amonite (2000) used writing, art and music in their programme to reduce 
stress amongst hospice caregivers in North America. The writing served as a safe 
place for emotion expression, creating and exploring. It made the participants realize 
that everyone had an individual point of view and it made them more comfortable 
to express themselves in their own way. The artwork caused some participants to 
express their repressed experiences and emotions, which assisted in establishing or 
maintaining a sense of balance and personal wellness. Art facilitated communication 
and self-awareness and therefore served as self-care. Music sessions provided expres-
sion of emotions and the group sessions served as a symbolic accommodation and 
integration of group needs versus individual needs. At the final evaluation it appeared 
that no modality stood out from the others as being more useful. Two years later 
during a telephone survey most participants agreed that they had gained insight into 
the need to take care of themselves as caregivers and were better able to do so after 
attending to the workshop. Based on these findings, the use of creative arts therapy 
for hospice caregivers was expected to be efficient. Adding to research by Murant and 
Amonite (2000) in North America, this article focusses on a creative programme that is 
more likely to be suitable for the South African context, assessing what is intrinsic to a 
variety of African cultures referring to music, song, rhythm and dance (Warren, 1970). 
Moreover, it also adds to the research of Hilliard (2006) and Harris (2007) in making use 
of different types of creative therapy, including massage and drama. The programme 
will be discussed further below.

Training the trainers
This research explored the experiences of caregivers attending creative arts 
therapy workshops, facilitated by Dedel’ingoma, which means ‘release your song’. 
Dedel’ingoma, situated in Gauteng, is a non-profit organization established in 2000 to 
address the increasing levels of emotional and psychological trauma in South Africa 
experienced by victims of trauma, trauma practitioners and caregivers. Creative art 
therapy workshops are facilitated by trained psychologists and are aimed at home 
care workers, prisons, hospices, women, nurses, youth and teachers, wherein the focus 
is on self-healing as well as developing skills, which they in turn can transfer into their 
communities. This principle of training a group of caregivers to acquire certain skills, 
which they in turn pass on to their colleagues, can be called ‘training the trainers’. There 
were nine non-governmental organisations (NGOs) involved in building a local capac-
ity of skilled trainers in creative arts. Capacity building was therefore a main objective 
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of the workshops. This was deemed appropriate to the South African context as it is 
important to develop programmes for the community instead of practising individual 
psychological support.

Additionally, a need for training the caregivers in complementary therapy, such as 
creative arts, relaxation and massage to support their patients was suggested and 
thought to be relevant in research by Walton and Latham (Walton & Latham, 2005). For 
each NGO a couple of trainees were selected based on criteria such as management 
ability and work experience. They were brought together to attend 11 workshop days 
in total, divided into four two-day and one three-day workshop. The research group 
existed of 19 trainees and included 16 females aged between 21 and 52 years (M = 
33.9, SD = 10.6) and three males aged between 21 and 25 years (M = 23, SD = 2). The 
19 trainees had different functions in the organization, as shown in Table 1. They all 
worked with patients who are vulnerable, varying from orphans to terminally ill AIDS 
or tuberculosis patients.

Evaluating the experiences
Data were gathered individually and in groups. The first individual contact between 
the participants and the researcher took place before the workshop series had started, 
with the focus on gathering information about the personal as well as professional 
lives of the caregivers, to get a better understanding of their contexts. These meetings 
took place in an office near the participants’ homes and lasted about 45 minutes each. 
During the meetings there was an interpreter available, which allowed the participants 
to express themselves in their mother tongue and overcome any language barriers. 
However, all participants chose to talk and write in English or Afrikaans, which worked 
well for the participants as well as the researcher.

Table 1 Function in work in the research group

Function in work Number (%)

Caregiver 11 (57.9%)

Social auxiliary worker 4 (21.0%)

Coordinator 2 (10.5%)

School programme Facilitator 1 (5.3%)

Nurse 1 (5.3%)

The meeting started with an explanation of the procedure and the principle of informed 
consent. Then a short semi-structured interview was held wherein they were asked, for 
instance, about basic demographics and asked to tell something about the work they 
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were doing. Third, the participants were presented with soulcards (Koff-Chapin) – a 
card deck with evocative watercolour paintings that invite a response. The cards do 
not have an established meaning: it is up to the individual’s intuition to decipher the 
images. They were put upside down into a circle on the table in front of the participants 
and they were asked to pick one soulcard randomly out of the circle and describe 
the picture and the feelings and thoughts the card evoked. This was done in order 
to ascertain their current state of wellbeing before the workshop commenced. Lastly, 
a three minute free writing session followed, wherein the participants were asked to 
write down their feelings and thoughts that were in their minds at that moment. After 
three minutes they circled a couple of words that stood out for them. They were then 
asked to cut these words out of the paper, arranging them in order of importance, 
pasting the words on a blank piece of paper and subsequently developing a poem out 
of the words.

The whole process was recorded with permission of the participants and, together with 
the observations of the creative process and construction of the poem, this formed the 
data of the first set of individual measurements. The second set of individual measure-
ments consisted of evaluation forms that were handed out after every workshop day 
on which they could give feedback about the programme and point out what was use-
ful and enjoyable and what was not. On the forms space was provided for any further 
comments or feedback they would like to give.

Group interviews were held during the workshops after every activity. Participants 
were asked about their experiences regarding the workshops. Ground rules were set 
for these discussions, asking participants to maintain confidentiality both within and 
after the group participation, to listen to others and demonstrate mutual respect for 
each other. Documentation of verbatim comments and quotations were captured 
through detailed notes. Once all individual and group data were gathered, a thematic 
analysis provided a summary of the key issues and themes.

Theme 1: Creativity: ‘Everybody is creative, including me’

One caregiver said after making a painting about happiness: ‘everybody is creative, 
including me’. She never realized before that she was creative and did not expect to 
enjoy it so much. The workshops made her realize that everyone is capable of being 
creative, a theme that was reiterated by numerous other participants. The activities 
that took place varied from painting, drawing, music making to dancing and drama. 
The caregivers mentioned that they had learned how to use creativity to express feel-
ings and thoughts. They did not realize beforehand that they were this creative and 
they found it relieving to express themselves through creative means. This illustrated 
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a shift from the He-paradigm to the I-paradigm as mentioned by Glặveanu (2010). 
The He-paradigm illustrates that the person who is creative is a solitary genius, that 
such people are deemed extremely rare and seem to possess exceptional capacities. 
The I-paradigm on the contrary illustrates the belief that every person has a creative 
potential that can be developed and is not purely innate; creativity is specific to every-
day life and not ‘reserved’ exclusively for artists or scientist. By acknowledging their 
own creativity, the participants seemed to embrace an I-paradigm. Beforehand, most 
participants did not realize they could be creative: they thought this was only for the 
‘solitary genius’. Examples of feedback after the workshops were as follows:

I saw in my painting that my happiness involves so many things around 
me.  
When I came here I was not creative, now I made a nice design. 
I now know I can be creative, before I was not given this opportunity.

According to Bilton (2007) creativity is embedded in a cultural context. Creativity can 
therefore be understood with the ‘we-paradigm’ wherein the creative impulse is un-
derstood in relation to others (Glặveanu, 2010). This also relates to Ubuntu (Swanson, 
2007), where the ‘I’ of the individual is founded in the ‘we’ of the community. When 
creativity is observed in groups, the group’s dynamics, which can influence the group’s 
creativity, may be closely connected to the group’s culture. Creative expression in ev-
eryday life can then be understood as it unfolds in social/community contexts in which 
symbolic or cultural resources are used to generate new processes and artefacts. This 
community aspect of creativity and the pleasure of working in a group was also men-
tioned in the feedback of the participants.

I never thought to listen to music without words, this is not about you 
alone but the whole community.  
You learn to communicate and listen to each other by making music 
together.

They noticed that creativity is not about you alone, but about the whole community. It 
was therefore evident that indigenous knowledge contributes towards unique creative 
expression, utilizing material familiar to the cultural practices and the community cri-
teria for evaluating creativity. Overall, the workshops made the participants acknowl-
edge their individual and collective creativity and the benefits they hold.
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Theme 2: Self-care: ‘They taught me how to be happy again’

One of the benefits of using creativity is that it allows an individual to express thoughts 
and feelings. Stuckey and Nobel (2010) in a study on exploring the relationship be-
tween engagement with creative arts and health outcomes, mentioned the soothing 
capacity of music in taking away anxiety and reducing stress. Murant and Amonite 
(2000) also referred to art in facilitating communication and self-awareness amongst 
hospice caregivers and therefore serving as self-care. In line with such research the 
caregivers in this study realized that they could release stress and take better care of 
themselves through creative engagement.

This was an emotional exercise, stress relieving, just good.

Taking care of yourself was something this group was not used to. From the data it 
was evident that the caregivers were primarily engaged with their patients to the 
extent that they neglected their own needs. They did not have a good sense of their 
self, which resulted in being unable to reflect upon themselves. For instance, when 
asked about their strengths or characteristics, they talked about their patients and 
their work. One participant who responded to the question ‘what are your strengths?’ 
said ‘I promote health in the community, I help people to take care of themselves. I 
sacrifice myself for others’. During the workshops they started to realize they needed 
time to enjoy themselves and release stress. Already on the second workshop day the 
feedback was as follows:

All the time in our job it is about other people, now it is about us, this is 
very useful. 
Now I know I sometimes can be selfish. I always used to overcompen-
sate, just give and not take. Now I know, I need to take care of myself.

Theme 3: Boundaries: ‘My weakness is my inability to say no’

Through the workshops, the caregivers identified the challenges they experienced 
with setting boundaries, both in their professional as well as personal lives. They felt 
the need to constantly share and give to others, urged by a great sense of responsibility 
for their patients and subsequently finding it very difficult to say no.

I told the patient I would give them my own money because her brother 
was drinking the money of the house.
It is hard to place boundaries on what we do because of what people 
expect from us.
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We feel guilty and responsible for people in the community who rely on 
us, so it’s hard to say no.
It’s not easy to say no to the person because when we refer to other 
services they do not care and do not look after the person properly, so 
we must do it.

The feeling of wanting to share and give to others seems to relate to the culture of 
Ubuntu (Swanson, 2007): ‘I am what I am because of who we all are’. Typical to this 
saying, the caregivers seemed to relate their full identity to the social structures of 
their communities and that is why ‘the other’ is regarded as so important. The care 
workers, however, indicated the experience of stress in their jobs because they were 
inclined to take on too much responsibility. The consequence from not knowing and 
acknowledging personal boundaries is neglect of the individual’s needs. Due to the al-
truistic characteristics of this group of caregivers, they were inclined to often put their 
own needs last. They seemed to find it difficult to separate themselves from others so, 
if their patients were emotionally distraught, it had a direct influence on the emotional 
experiences of the caregivers and their work performance.

A couple of the workshop exercises were aimed at establishing boundaries; for exam-
ple, the participants had to stand in couples facing each other. They joined hands and 
started to move backwards, putting pressure on each other until the point of falling 
over. This illustrated what happens when you get too involved in the lives of others and 
we don’t have clear boundaries. They needed to experience the point where they did 
not feel grounded anymore and therefore needed to stop in order to re-evaluate. The 
participants seemed to value the understanding that they would be unable to serve 
those in their care if they as caregivers succumbed to the pressure of illness, disease 
and despair. As such, a lot of participants valued the lessons and tools relating to how 
to set boundaries.

Theme 4: Massage: ‘When massaging my foot I felt it in my back!’

Massage was by far the most popular activity during the creative arts therapy work-
shops. The participants explained why they thought it was so effective by referring to 
the experiences of relaxation this type of touch provided. This activity taught them to 
provide others with the opportunity to return the favour of taking care and nurturing. 
They reflected on the affordable value of this way to relax, providing them with the 
possibilities of using massage at home and in their work environments. Reactions 
from the participants towards this activity were as follows:
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It relieves stress, depression in a cheap, affordably way. 
At home I am going to do this as well, trying to relax.
First I was a bit nervous about touching the others, but during time it 
became more relaxing. 
The massages were amazing, very relaxing.

As the participants mentioned, it was a very relaxing activity and had a direct effect on 
their bodies and emotions. It facilitated a trance-like relaxing experience and helped 
them escape from reality in a short space of time. In a previous study with hospital 
nurses and physician staff members massage therapy, relaxation therapy and music 
therapy were provided. These therapies were found to significantly reduce anxiety, 
depression and fatigue and it increased vigour (Field, Quintino, Henteleff, Wells-Keiffe, 
& Delvecchio-Feinberg, 1997).

Recently a study reported on the effects massage has on peoples’ bodies that do 
not suffer from any ailments as such (Rapaport, Schettler, & Bresee, 2009). This study 
showed that Swedish massage boosts immune cells and leads to other endocrine 
changes that could reduce the risk of disease. After the massage there were higher lev-
els of white blood cells that fight disease. Cortisol levels that are released in response 
to stress were lower, in addition to the hormone Arginine Vasopressin (AVP) which is 
linked to aggressive behaviour. Thus, besides its ‘feels-good’ factor, there is now a 
measurable effect of a single massage. It is as the participants in this research pointed 
out: massage is effective and can be included most successfully in the creative arts 
therapy workshops. It is relevant for the caregivers in their engagement with patients 
and can also be passed on to colleagues in an affordable way.

Theme 5: Group support: ‘I learned I am not alone’

During the 11 workshop days the group of caregivers developed relational ties with 
each other and became one supportive network. They managed to create a safe place 
where they felt free to talk about their problems and express themselves, without be-
ing afraid of getting judged by others. Observations of the group showed that, on the 
first day, the circle of chairs was big with a lot of space in between the chairs; on the 
sixth workshop day the participants were all sitting shoulder to shoulder. Group sup-
port is especially relevant when working with traumatized individuals (Foy, Eriksson, & 
Trice, 2001). Very often there is a disruption in interpersonal trust following a traumatic 
event. Bonding with similar others in a supportive environment can be a critical step 
toward regaining trust. Participants provided the following feedback on the supportive 
group structure:
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It’s nice to share weaknesses.
I love the support and the love we have for each other.
Nobody is perfect, everybody is trying and at the end of the day we are 
there.

Besides telling their stories and bonding with the group, they also enjoyed listening to 
the stories of others. It made them realize they are not the only ones with traumatic 
experiences. The stories of the others were inspirational for them and provided differ-
ent ideas on how to address challenges.

We have all different backgrounds and we can work together to move 
on.
I realized a lot of people went through even worse things than me; it is 
motivating to hear them talk about it. 
We created an environment where I can find trust, to tell my stories and 
I know the others can try to help me and keep everything confidentially.

This theme was especially relevant as there is a misconception in the South African 
context that there is unity among African people, possibly due to the sense of Ubuntu. 
The reality, however, is that the African population in South Africa consists of many 
different cultural groups with different languages, belief systems and cultural prac-
tices. These differences often result in segregation (Segabutle, 2010). Group support is 
therefore important as it builds towards unity and restoring interpersonal trust.

Theme 6: Trauma: ‘It took a lot of courage to get where I am today’

In the creative arts therapy workshops the main focus was on debriefing. All partici-
pants had their own life stories and most of them experienced traumatic events. The 
last theme related to trauma. The participants had been dealing with traumatic events 
for a long time, which most of them said they had never told anyone else before. On 
a personal level, most of them disclosed having been exposed to violence, either 
through direct personal experience or exposure through witnessing. Sexual violence, 
abuse and crime were also part of the stories they told. Grief was a common topic, 
along with loneliness and poverty. On a professional level, the participants found it 
sometimes emotionally difficult to deal with unmotivated patients and the regular 
loss of patients to death. The lack of resources in their work and diffuse boundaries 
made their work challenging. During the workshops the participants opened up, using 
creative arts to express themselves. It took a while for them to open up, but by making 
a painting of their lives and using symbols for events that happened in their pasts, they 
could face their traumas in a non-threatening manner.
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Although some memories were accompanied by discomfort and grief, the participants 
mentioned that afterwards they experienced a sense of relief and a degree of freedom. 
Some comments pertaining to this were as follows:

It was not easy to do this exercise because it reminds you of a lot of 
things in the past. It makes me angry. 
You forget about the difficult things in life automatically when enjoying 
the workshop. That is good.
I think now I had to go through this to smile, I got over and moved on.

Gregerson (2007) wrote about the importance of using creative techniques for trauma 
prevention and recovery. She uses her own experience after a hometown disaster to 
describe the benefits of creativity and mentions that ‘creativity let me thrive’ and ‘cre-
ativity may be the key to reaching deeply’. This is consistent with the feedback from the 
participants. To overcome trauma, creativity seems to be a means by which to express 
emotions within a contained space.

Discussion
This article focussed on the experiences of hospice caregivers attending creative arts 
therapy workshops in South Africa. Previous research has shown the benefits of creative 
arts in different settings, but what makes this research relevant is the unique applica-
tion of creative expressive art therapy using indigenous knowledge in a community 
context. Making use of indigenous knowledge systems in the programme contributed 
to unique creative expressions. Creative activities such as music making and using arts 
which are close to the cultural practice already familiar to the caregivers facilitated the 
release of stress. Through these activities the participants also came to value their own 
creative skills, which they previously doubted.

Massage stood out as a significant activity as it was valued as an affordable way to 
relax and an opportunity to return the favour of taking care and nurturing. Through the 
workshops the caregivers came to value the importance of looking after themselves by 
acknowledging personal boundaries, realizing that they could only practice Ubuntu 
by taking care of themselves first. This was most relevant considering the fact that 
these caregivers were initially hesitant to acknowledge their own needs for care based 
on the assumption that they as caregivers were not in the position to require care 
themselves. They therefore held the perception that self-care was a selfish act and not 
a pre- requisite for providing care to others.
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In combination with experiencing their creative abilities as a way to express their 
(traumatic) emotions, they also started to appreciate their own resilience, which 
could prevent them from experiencing burnout. This in essence therefore added to 
an enhanced self-esteem as they acknowledged their own, at times very challenging, 
journeys and what actually enabled them to persevere. Concerning the high rate of 
trauma in South Africa, creativity seems to be a means to express emotions within a 
safe and contained space. Such space was provided in a supportive group environ-
ment to regain interpersonal trust and bring unity, which should be provided through 
Ubuntu practices, but unfortunately often appears to be just a misconception.

A limitation of this article is that no attention was paid to the sustainability of the 
programme and how the caregivers applied what they had learnt in turn to those in 
their care. This process, however, will be monitored later on through further research. 
It was not the aim of the article to explore this.

Conclusion
Based on the data generated through individual interviews, focus group discussions, 
observations and supported by a researcher journal with 19 trainees at nine different 
hospices, this article set out to explore the experiences of professional hospice workers 
using creative expressive art therapy in a community context. Additionally, the article 
considered potential skills transfer and self-healing considering compassion fatigue 
by exposing the participants to a diverse range of creative arts. The results indicate 
that music and movement resonated with the participants due to their indigenous 
knowledge systems where music and movement form part of their traditional rituals. 
Music and dance as part of creative expressive art therapy can therefore provide the 
opportunity for debriefing without engaging the caregivers in interrogating traumatic 
events. The massaging activities highlighted the importance of self care and con-
necting with others in order to optimally serve those in the care of the participants. 
These findings confirm the potential of community creative expressive art therapy in 
terms of providing support to caregivers in contexts confronted with scarce supportive 
resources, such as hospice settings.
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Abstract
Objective: South Africa is a country with very high rates of interpersonal violence 
and terror. Students in tertiary education are frequently subject to traumatic 
experiences. This may lead to distress, malfunctioning and impaired academic 
performance. In this study, posttraumatic stress symptoms and positive adapta-
tion in the face of adversity are explored. 

Method: After initial screening for exposure to a traumatic event using the Life 
Events Checklist, an opportunity sample of 157 bursary students in tertiary edu-
cation in South Africa completed the Impact of Events Scale, the Short Inventory 
for Posttraumatic Growth, and the Child and Youth Resilience Measure. 

Results: Participants reported high levels of resilience and posttraumatic growth, 
yet over 50% of the students also met the criteria indicative for a PTSD diagnosis. 
Students put a lot of emphasis on individual coping, and scored low on social 
care and peer support. Posttraumatic stress symptoms and resilience indepen-
dently contributed to increasing levels of posttraumatic growth. 

Conclusion: Findings highlight the importance of adequate psychosocial support 
for students after experiencing adversity, especially focusing on resilience, social 
and peer support. Further research contributing to an increased understanding 
of the psychological needs of university students, specifically in a context with 
high rates of ongoing violence and crime, is needed. 

Key words: trauma, PTSD, resilience, posttraumatic growth, students, South 
Africa
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Introduction

Trauma Exposure in South Africa

Over the past decades, the population in South Africa has been exposed to several and 
severe forms of violence and terror. During Apartheid, up to 1994, people were subjected 
to violations of human rights such as suppression, detention without trial and torture 
(Truth and Reconciliation Commission, 1998), leaving indelible marks upon society. Post-
Apartheid South Africa is characterized by increased hostility and interpersonal violence, 
with lifetime exposure rates of violence and injuries between 75% and 90% (Seedat, van 
Niekerk, Jewkes, Suffla, & Ratele, 2009; Williams et al., 2007), and multiple exposure being 
more common than single exposure (Seedat et al., 2009). The many violent protests held 
since 2015 in South Africa’s university campuses testify to the socio-economic struggles 
that these young adults encounter on a daily basis. Moreover, the HIV and AIDS epidemic 
is the leading cause of all death and disability-adjusted life years (DALYs) lost in South 
Africa, and forms a great source of stress and sorrow (Seedat et al., 2009). 

Just like the general population, the student population in South Africa is frequently 
exposed to traumatic events, with reported estimates ranging from 70.6% (Hoffman, 
2002) to 90% (MGowan & Kagee, 2013) of year vs lifetime exposure respectively. The 
most frequently reported serious life event across studies with students in South 
Africa has been the loss of a close other, including unexpected death or life threaten-
ing illness of a loved one (Hoffman, 2002; McGowan & Kagee, 2013). Other frequently 
reported extreme life experiences included witnessing or experiencing interpersonal 
violence, having one’s life threatened and accidents (McGowan & Kagee, 2013). Stu-
dents exposed to adversity are at increased risk for depression, anxiety and suicide 
ideation (Bantjes, Kagee, McGowan, & Steel, 2016), alcohol abuse (Pengpid, Peltzer, 
van der Heever, & Skaal, 2013), cognitive deficiencies (Schoeman, Carey, & Seedat, 
2009), and impaired academic performance (Perfect, Turley, Carlson, Yohanna, & Saint 
Gilles, 2016). Research in South Africa on both negative and positive consequences of 
adversity with students is scarce, and therefore requires attention. 

Posttraumatic Stress Disorder

Exposure to a serious life event can lead to disorders such as posttraumatic stress dis-
order (PTSD). PTSD includes different symptoms clustered as re-experiencing, avoid-
ance, negative cognitions and mood, and arousal (American Psychiatric Association, 
2013). Fortunately, not everyone develops PTSD after exposure to a traumatic event. In 
South Africa, lifetime PTSD rates were found between 6% (Ward, Flisher, Zissis, Muller, 
& Lombard, 2001) and 22% in adolescents (Seedat, Nyamai, Njenga, Vythilingum, & 
Stein, 2004). Reported HIV and AIDS related PTSD rates are higher but vary with a wide 
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range reported between 5% (Myer et al., 2008) and 54% (Martin & Kagee, 2011), de-
pending on the definitions used, the research methods, and the location of the study. 

Different variables have been found to affect the development of PTSD. Females are 
more likely to meet PTSD diagnoses than males (Fincham, Altes, Stein, & Seedat, 2009; 
Gwadz, Nish, Leonard, & Strauss, 2007; McGowan & Kagee, 2013; Tolin & Foa, 2006), 
and black adolescents and students are more exposed to trauma and consequently 
experience more severe PTSD symptoms than their white counterparts (Fincham et al., 
2009; McGowan & Kagee, 2013). Exposure to multiple traumas increases the chance of 
experiencing (more severe) symptoms of PTSD compared to exposure to a single event 
(McGowan & Kagee, 2013; Seedat et al., 2004; Suliman et al., 2009). The type of trau-
matic event also appears to have an influence on the development of PTSD.  Criminal 
assault and childhood abuse had the strongest association with PTSD among men in 
South Africa, for women the strongest factor was intimate partner violence (Kaminer, 
Grimsrud, Myer, Stein, & Williams, 2008). 

Positive Transformation After Trauma

For decades, the primary research focus of traumatic stress studies has been on psy-
chopathological consequences. Recently, a growing body of empirical evidence shows 
positive factors that facilitate mental health despite exposure to an adverse life event. 
One of these factors is resilience, or the ability to adapt successfully to adversities in 
life (Wagnild, 2009). There has been quite some debate about whether resilience is a 
trait, a personal quality that allows people to thrive in the face of adversity, or a state 
as consequence of surviving a traumatic event without developing psychopathology 
(Haglund, Nestadt, Cooper, Southwick, & Charney, 2007). In the current study, resil-
ience is not used as an individual quality, but as an ecological construct described by 
Ungar (2008) as ‘‘the capacity of individuals to navigate their way to health sustaining 
resources, including opportunities to experience feelings of wellbeing, and a condition 
of the individual’s family, community, and culture to provide these health resources 
and experience in culturally meaningful ways’’ (p. 225). In previous studies in South 
Africa, students and youth appeared resilient in response to social stressors such as 
poverty, and resilience was found to be enhanced by individual characteristics such as 
motivation and goal orientation, support of families and role models, and supportive 
communities, schools and spirituality (Dass-Brailsford, 2005; Theron & Theron, 2010). 

Exposure to traumatic events can also lead to personal transformation that goes beyond 
bouncing back to a state before the event (i.e. resilience), involving transformation that 
exceeds pre-trauma levels, which is labelled as posttraumatic growth (PTG; Tedeschi 
& Calhoun, 2004). Benefits of PTG include an increased appreciation of life, improved 
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interpersonal relationships, increased sense of personal strength, positive change in life 
priorities, and a richer existential and spiritual life (Tedeschi & Calhoun, 2004). Previous 
studies investigating PTG in South Africa reported relatively low scores in an urban com-
munity sample (Peltzer, 2000), yet studies on PTG in South Africa are scarce. 

Relationship Between PTSD Symptoms, PTG and Resilience

Relationships between PTSD symptoms, PTG and resilience have been examined in 
several studies, but results are quite inconclusive. Depending on which definition was 
used, resilience (defined as a trait) was found to be positively associated with PTG 
(Bensimon, 2012; Duan, Guo, & Gan, 2015), but resilience (defined as a lack of PTSD) 
was also negatively associated with PTG (Levine, Laufer, Stein, Hamama‐Raz, & Solo-
mon, 2009). Findings on the relationship between resilience and PTSD also differ; some 
studies suggested that resilience might moderate the effect of trauma exposure on 
PTSD symptoms (Campbell-Sills, Cohan, & Stein, 2006; Connor, Davidson, & Lee, 2003; 
Fincham et al., 2009), other studies found a negative relationship between resilience 
and PTSD (Ying, Wu, Lin, & Jiang, 2014) or no relationship at all (Mažulytė et al, 2014). 

Lastly, some studies found that PTSD symptoms and PTG are negatively related (Frazier, 
Conlon, & Glaser, 2001), others found a positive relationship (Alisic, Van der Schoot, 
Van Ginkel, & Kleber, 2008; Hall et al., 2010), or no relationship at all (Sleijpen, Haagen, 
Mooren, & Kleber, 2016; Widows, Jacobsen, Booth-Jones, & Fields, 2005). A nonlinear 
relationship was also suggested, in which PTSD symptoms at first are associated with 
an increase in PTG, but when the PTSD symptoms become more severe, PTG decreases 
(Shakespeare-Finch & Lurie-Beck, 2014). 

Current Study

Working with a group of bursary students from disadvantaged backgrounds, we 
observed high levels of resilience but at the same time also noticed symptoms 
of PTSD.  This observation prompted a study to better understand the relationship 
between positive and negative adaptation after adversity. The current study aims to 
contribute to the scarce body of knowledge on positive adaptation in the face of adver-
sity among South African students, by examining the relationship between resilience, 
posttraumatic stress symptoms and posttraumatic growth. We hypothesized against 
the backdrop of previous findings in other populations that perceived posttraumatic 
growth would be both positively associated with posttraumatic stress symptoms and 
resilience in this population. We also hypothesized based on previous findings that 
resilience would act as a moderator between posttraumatic stress symptoms and PTG. 
Lastly, we conducted principal component analyses to explore relevant information 
locked up in the sub-scales that would shed further light on the relationships under 



86

Chapter 5

study, and a series of bivariate analyses in order to determine the possible effect of 
trauma characteristics on the main variables. 

Method

Participants

After screening for exposure to a significant stressful life event in a group of 411 South 
African students, a total of 157 students across different South African institutions that 
were part of the StudyTrust Bursary Scheme participated. StudyTrust selects students 
from previously disadvantaged backgrounds, applying specific selection criteria based 
on income (low income to no family income) and gender (at least 50% female, and for 
science, technology, engineering and mathematics, or STEM subjects specifically 60% 
female). All 157 students in this study had been exposed to a traumatic event. The 157 
participants consisted of 61% female, 76% African, 6% Coloured, 8% Indian, and 10% 
White students. Their age varied between 18 and 32 years (Mean=21.3, SD=1.8). See 
Table 1 for demographic information. 

Table 1: Demographic data of the participants (n=157)

Variables Frequency Percent

Gender Male 62 39.5

  Female 95 60.5

Ethnicity African 120 76.4

  Coloured 9 5.7

  Indian 13 8.3

  White 15 9.6

Year of study 1st 25 15.9

2nd 48 30.6

3rd 53 33.8

4th 19 12.1

Honours 12 7.6

Province Eastern Cape 7 4.5

Free State 3 1.9

Gauteng 91 58.0

KwaZulu-Natal 21 13.4

Limpopo 1 0.6

North West 5 3.2

Western Cape 29 18.5
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Instruments

Life events exposure: The Life Events Checklist for DSM-5 (LEC-5) is a self-report mea-
sure designed to screen for potentially traumatic events in a respondent’s lifetime. 
The LEC-5 includes a total of 17 items for which the participants indicate whether they 
experienced the event or not, assessing exposure to 16 events known to potentially 
result in PTSD or distress and one additional item assessing any other extraordinarily 
stressful event not captured in the first 16 items (Weathers et al., 2013). The psycho-
metric properties of the original LEC show good test-retest reliability with r = .82, and 
the LEC-5 confirmed strong convergence with similar measures on exposure to trauma 
(r = -. 55) (Gray, Litz, Hsu, & Lombardo, 2004). 

The students were also asked in separate questions about the frequency of the con-
frontation with the traumatic event (only once vs more than once), and timeframe 
(within the last month, 1 to 3 months ago, 4 to 6 months ago,6 to 12 months ago, 12 to 
24 months ago, more than 24 months ago).

Resilience: Resilience is measured with the Child and Youth Resilience Measure (CYRM-
28, Resilience Research Center, 2009). The instrument consists of 28 items, and all 
items are rated on a 5-point scale from 1 (does not describe me at all) to 5 (describes 
me a lot), with higher scores indicating increased presence of resilience. The CYRM-
28 measures resilience as defined by Ungar (2008) across 3 different domains and 8 
subscales; individual domain (including subscales personal skills, peer support, social 
skills), the relationship with the primary caregiver (including subscales physical care 
giving and psychological care giving), and the context or sense of belonging (including 
subscales spiritual, education, cultural). The CYRM-28 shows good internal reliability in 
different cases with α ranging from .65 to .90 (Liebenberg, Ungar, & van de Vijver, 2011), 
and Cronbach’s alpha in the current study was good (α = .89).

Posttraumatic stress symptoms: Posttraumatic stress symptoms were measured us-
ing the Impact of Events Scale-Revised (Weiss, 2007). The self-report questionnaire 
consists of 22-items, representing all three DSM-IV PTSD symptom clusters: avoidance, 
intrusion, and hyperarousal. The items indicate the amount of distress experienced 
during the past seven days with respect to the event, rated on a 5-point Likert scale 
ranging from 0 (not at all) to 4 (extremely). According to the criteria for the IES-R 
(Weiss, 2007), scores of 33 or more out of the maximum score of 88 signify the likely 
presence of PTSD. The IES-R showed good internal consistency with Cronbach’s alpha 
coefficients ranging from .81 to .91 (Weiss, 2004). Cronbach’s alpha in the current study 
was excellent (α = .92). 
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Posttraumatic growth: Posttraumatic growth was measured with the short form of the 
Posttraumatic Growth Inventory (PTGI-SF, Cann et al., 2010). The PTGI-SF consists of 10 
items with a 6-point response scale ranging from 0 (I did not experience this change) 
to 5 (I experienced this change a great deal). The PTGI-SF measures five scales: relating 
to others, new possibilities, personal strength, spiritual change, and appreciation of 
life. The PTGI-SF total score has shown excellent internal reliability (Cronbach’s alpha 
around .90) across multiple samples (Cann et al., 2010), a value consistent with that 
found in the current study (α = .91).

Procedure

This study was part of a larger study on traumatic stress in South Africa, for which 
ethical clearance was provided by the Faculty of Humanities of the University of Johan-
nesburg. The bursary organisation and its funding partners also provided permission 
to conduct the study and subsequently all bursary recipients in 2015 (n=497) were 
invited to participate. The students were informed about the purpose of the study 
and signed informed consent. In total 411 students responded, of which 195 indicated 
they had experienced something traumatic (47%). Inclusion in the study was based 
on screening of the Life Event Checklist, therefore, only if the students indicated they 
had experienced at least one traumatic event (n=195) they were asked to complete the 
remaining three questionnaires, in English. In total 157 responded. Data were collected 
via two different online tools; initial collection took place via StoryConnect 1.1 as part 
of a larger research study. The follow-up was done through SurveyMonkey specifically 
for the purpose of this study.

Analysis

All analyses were performed using SPSS.22. First, data were explored by analysing 
simple descriptive statistics, including trauma variables and trauma response instru-
ments. Bivariate correlations were calculated to examine the relationship among PTG, 
resilience, and posttraumatic stress symptoms, and a moderation model was tested 
for the moderating role of resilience between posttraumatic stress symptoms and 
posttraumatic growth. In the moderator analysis, we tested the relation between PTSD 
and PTG, between resilience and PTG, and then the interaction effect between PTSD 
and resilience on PTG (see Figure 1) with multiple linear regression, using the PROCESS 
Procedure for SPSS (Hayes, 2013). Lastly, the subscales of the PTGI, CYRM-28 and IES-R 
were further explored in a principal component analysis to add to the understanding 
of relations among variables. There were no missing data. Results were considered 
significant at the .05 significant level.  
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PTSD

Posttraumatic 
growthResilience

PTSD x Resilience 

Figure 1: Statistical moderation model used to test the moderating role of resilience on the 
relationship between PTSD symptoms and posttraumatic growth.

Results

Traumatic Exposure

The most frequent reported life event was a life-threatening illness or injury (22.9%), 
followed by the confrontation with sudden accidental or violent death (21.7%), an ac-
cident (10.8%), and violent crime (10.8%) (Table 2). Moreover, 68.2% of the respondents 
experienced a single incident, versus 31.8% that were reported as multiple incidences. 
More than half of the reported events (58.6%) took place within the past six months. 
Most events involved direct exposure in which it either happened to the student them-
selves (39.5%), or they witnessed it (24.8%), and 19.7% heard about the event (Table 2). 

Overall Responses to Adversity

Looking at the student’s responses after experiencing adversity, the distribution of 
scores on the different scales (PTGI-SF, IES-R and CYRM-28) was skewed with 75% 
or more of the sample scores falling in one half of the scale. The students showed 
relatively high levels of resilience (Median=111, Q1=104, Q3=119, out of a possible 
140), high levels of posttraumatic growth (Median=35, Q1=24, Q3=41, out of a possible 
50), and relatively high levels of posttraumatic stress symptoms (Median=33, Q1=20, 
Q3=45, out of a possible 88). Based on Weiss’ (2007) criteria for PTSD diagnosis, 79 
participants (50.3%) were classified under a PTSD group and 78 participants (49.7%) 
were classified under a non-PTSD group. 

The subscales of the different instruments contained information on what specifically 
contributed to the relatively high total scores, for the overall sample group. The highest 
average scores were found for the IES-R sub-scale avoidance symptoms, meaning that 
the students reported most frequently that they tried not to think or talk about what 
happened, and avoided getting upset when thinking about or being reminded of what 
happened. High average scores for both resilience and posttraumatic growth were 
most frequently recorded for factors relating to school and the importance of getting 
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an education, and personal skills and strength. Peer support and caregiver support 
(e.g. having enough to eat, emotional involvement) scored relatively low. 

Table 2: Details of traumatic events reported by participants (n=157)

Frequency Percent

Single/multiple events

Once 107 68.2

More than once 50 31.8

Timeframe since event

Within the last month 24 15.3

1-3 months ago 40 25.5

4 to 6 months ago 28 17.8

6 to 12 months ago 24 15.3

12-24 months ago 19 12.1

More than 24 months ago 19 12.1

I’m not sure/can’t remember exactly 3 1.9

Exposure

It happened to me 62 39.5

I witnessed it 39 24.8

I heard about it (learned about it/ part of my studies) 31 19.7

I’m not sure 25 15.9

Type of traumatic event

Life-threatening illness or injury 36 22.9

Traumatic death (Sudden accidental / violent death) 34 21.7

Accident (Transportation accident / other serious accident) 17 10.8

Violent crime (assault with a weapon / hijacking / robbery) 17 10.8

Any other very stressful event or experience 16 10.2

Severe human suffering 14 8.9

Grief (loss of loved one) 12 7.6

Sexual/ physical assault 6 3.8

Disaster (Natural disaster / Fire / Explosion) 5 3.2

Trauma Variables and Response to Trauma

Analysis using the independent samples t-test demonstrated that multiple exposure 
to traumatic events (Mean = 37.48) significantly related to more posttraumatic stress 
symptoms than single exposure (Mean = 30.97) (t (155) = -2.32, p <.05). In the Kruskal-
Wallis H test analysis distance of trauma exposure (i.e. it happened to me, I witnessed 
it, I heard about it, not sure) was related to resilience (H(3) = 10.9, p <.05). Post-hoc 
test using the Mann-Whitney U Test showed that students that heard about the event 
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scored significantly higher in resilience compared to those that witnessed the event (U 
= 383, p <.01). Lastly, certain events appeared to be related to higher scores on post-
traumatic growth (e.g. violent crime, assault, life threatening illnesses, severe human 
suffering and traumatic death), while others were related to lower PTG (i.e. disasters, 
accidents, and grief) (H(8) = 15.9, p <.05). 

Resilience, PTG and Posttraumatic Stress Symptoms

Spearman correlation analysis demonstrated a moderate positive relationship be-
tween PTG and resilience (r = 0.34, p < .01). PTG and posttraumatic stress symptoms 
also showed a weak positive relationship (r = .22, p <.01). No relationships were found 
between posttraumatic stress and resilience (r = -.06, p =.464). These findings suggest 
that students with high levels of resilience tend to have high levels of posttraumatic 
growth, or that students with high levels of posttraumatic growth tend to have high 
levels of resilience. However, resilience holds no relationship with posttraumatic stress 
symptoms. Students with high levels of posttraumatic stress symptoms, however, 
also tend to show high levels of posttraumatic growth. These results supported our 
hypothesis that perceived posttraumatic growth would be both positively associated 
with posttraumatic stress symptoms and resilience. 

Further exploration of the PTGI-SF, IES-R and CYRM-28 subscales using scaled principal 
component analysis (PCA) resulted in four principal components that had eigenvalues 
over Kaiser’s criterion of 1 and combined explained 66.4% of the variance (Table 3). 
High scores on component 1 correlated with high sense of PTG, especially spiritual 
change, relating to others and new possibilities, as well as cultural belonging, personal 
and social skills, explaining 29.2% variance. Component 2 contrasted PTSD symptom 
clusters (avoidance, intrusion and hyperarousal) with peer support, personal skills, 
and education, explaining 19.5% variance. Component 3 contrasted PTG (specifically 
appreciation of life) with PTSD symptom clusters (avoidance, intrusion and hyper-
arousal), explaining 11.0% of variance. Finally, component 4 describes the level of 
care (especially physical care) the students take of themselves and explained 6.8% 
of variance. Table 3 also contains the descriptive statistics of the different subscales.

No support was found for our hypothesis that resilience would act as a moderator 
between posttraumatic stress symptoms and PTG. In the moderation model, the coef-
ficients for resilience (b=0.31, p <.001) and PTSD (b=0.19, p <.001) were both significant, 
while the coefficient for the interaction between resilience and PTSD was not (b=0.01, p 
= .074).  Hence resilience and PTSD both contributed independently to PTG; resilience 
did not moderate the effect of PTSD on PTG (Table 4).
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Table 3: Summary of principal component analysis results indicating correlations between the 
variables and the components for subscales PTGI, CYRM and PTSDC (n=157)

Scale [Median, Q1-Q3] Component

1 2 3 4

PTSD_ Avoidance [1.88, 1.13-2.25] .321 .570 .528 .095

PTSD_ Intrusion [1.50, 0.75-2.13] .116 .699 .596 -.017

PTSD_ Hyperarousal [1.67, 0.50-1.83] .159 .704 .547 -.038

CYRM_PersonalSkills [4.20, 3.80-4.60] .645 -.413 .160 -.296

CYRM_PeerSupport [4.00, 3.50-3.50] .417 -.495 .138 -.131

CYRM_SocialSkills [4.00, 3.50-4.50] .638 -.365 .147 -.283

CYRM_PhysicalCare [3.50, 3.00-4.00] .311 -.295 .017 .758

CYRM_PsychologicalCare [4.00, 3.40-4.40] .612 -.344 .209 .335

CYRM_Spiritual [4.00, 3.33-4.67] .596 -.136 .097 .194

CYRM_Education [4.50, 4.00-5.00] .494 -.419 .230 -.306

CYRM_Culture [4.00, 3.60-4.40] .650 -.388 .253 .043

PTGI_RelatingToOthers [3.00, 1.25-4.00] .668 .344 -.337 -.032

PTGI_NewPossibilities [3.50, 1.50-4.00] .650 .451 -.350 -.048

PTGI_PersonalStrength [4.00, 2.50-4.50] .609 .392 -.293 -.147

PTGI_SpiritualChange [3.50, 1.75-4.50] .719 .287 -.248 .194

PTGI_AppreciationOfLife [3.50, 2.50-4.50] .534 .382 -.447 -.050

Eigenvalues 4.672 3.112 1.752 1.081

% of variance 29.201 19.447 10.950 6.755

Note: Components over .40 appear in bold

Table 4: Linear model of predictors of PTG, with 95% bias corrected and accelerated confidence 
intervals reported in parentheses. 

b SE B t p

Constant 31.18 [29.36, 33.00] 0.92 33.87 p < .001

Resilience 0.31 [0.16, 0.45] 0.07 4.21 p < .001

PTSD 0.19 [0.08, 0.29] 0.05 3.51 p < .001

Resilience x PTSD 0.01 [-0.00, 0.02] 0.01 1.80 p = .0743     

Note. R2 = .19



93

Relationship between PTSD symptoms, posttraumatic growth and resilience among students

Ch
ap

te
r 5

Discussion 
The aim of this study was to explore positive adaptation in the face of adversity among 
a large population of South African students, and the relationship between resilience, 
posttraumatic stress symptoms and posttraumatic growth. Below we will discuss 
our findings in light of previous studies and we will also provide an overview of the 
strengths and limitations of the current study. 

Traumatic Exposure

Students in this study were frequently exposed to life-threatening illnesses includ-
ing HIV and AIDS, road-traffic injuries and interpersonal violence such as hijackings, 
robberies but also homicides. A similar result was found in previous studies in South 
Africa (Hoffmann, 2002; McGowan & Kagee, 2013; Seedat et al., 2009; Williams et al., 
2007). About one third of the students reported exposure to more than one event. The 
overall exposure rate in the current study (47%) was considerably lower compared to 
previously reported lifetime exposure rates (90%, McGowan & Kagee, 2013) and even 
twelve-month exposure rates (71%, Hoffman, 2002) in South Africa. However, com-
parison of prevalence rates between these studies is complicated by the considerable 
differences in timeframes and definitions of traumatic events.

Students in this study reported high levels of resilience and posttraumatic growth, sug-
gesting a sample demonstrating positive characteristics. At the same time, 50% of the 
students exposed to a traumatic event did report symptoms that met criteria for PTSD. 
This percentage of PTSD is extremely high, as previous South African studies using 
self-report questionnaires reported on prevalence rates between 6% and 22% (Seedat 
et al., 2004; Ward, Flisher, Zissis, Muller, & Lombard, 2001). A possible explanation for 
these contrasting findings is again the different instruments and diagnostic criteria 
applied to establish PTSD. However, considering the context and disadvantaged back-
ground of the students in our study growing up in mostly violent communities and 
extreme poverty (Seedat et al., 2009), it is likely that this population has been exposed 
to multiple stressful events not reported in this study that may have contributed to 
high levels of PTSD. It has been shown that cumulative experiences of violence and 
abuse predict a higher prevalence of PTSD (Briere, Kaltman, & Green, 2008; Cloitre et 
al., 2009). 

Certain characteristics of traumatic events were found to be associated with less adap-
tive outcomes. Close distance to the traumatic event was related to low levels of re-
silience, and multiple exposure was related to higher posttraumatic stress symptoms. 
Previous studies have looked into the frequency of exposure and also found similar 
results (McGowan & Kagee, 2013; Seedat et al., 2004; Suliman et al., 2009). 
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Resilience, PTG and Posttraumatic Stress Symptoms

Support for resilience as a moderator between posttraumatic stress symptoms and 
PTG was not found. Previous studies were also inconclusive about this relationship 
(i.e. Campbell-Sills et al., 2006; Fincham et al., 2009; Mažulytė et al, 2014). However, we 
did find that PTG was positively associated with posttraumatic stress symptoms and 
resilience in this population. More specifically both resilience and posttraumatic stress 
symptoms were independently related to increased PTG (Figure 2). 

At first, the positive relationship between PTG and PTSD seems rather counter-intuitive; 
PTG describes positive aspects of wellbeing and growth, and PTSD is a psychological 
disorder causing significant impairment. Yet, our findings did confirm previous results 
(Alisic, Van der Schoot, Van Ginkel, & Kleber, 2008; Hall et al., 2010, Levine et al., 2009), 
and researchers have looked at explaining this relationship from different perspec-
tives. One perspective explains that those who have experienced more severe trau-
matic events may develop more severe PTSD symptoms as well as seeking more PTG 
(e.g. Johnson et al., 2007; Pat-Horenczyk & Brom, 2007). From another perspective, PTG 
has been related to a more repressive coping style including emotion-focused coping 
and a numbing inaction (Johnson et al., 2007), such as emotional dissociation. This 
was confirmed in our study by the relatively high levels both of PTG and avoidance 
behaviour reported. 

The concept of resilience in this study was relatively broad (Ungar, 2008) and based on 
a social ecological perspective, including both individual, caregivers and contextual 
factors, rather than only individual qualities as defined in most previous studies. We 
did find the definition by Ungar particularly useful in this context, because it is more 
culturally sensitive in a collectivist society where individuals emphasize family and 
community above individual needs and desires. 

Analysis of the sub-scales in this study showed that the students put a lot of emphasis 
on individual factors including personal skills and social skills as well as the educa-
tional context. The finding that resilience was mostly attributed to school was in line 
with the specific sample of bursary students attending tertiary education. For the 
students in this sample, education can be a great source of hope for a better future 
as it can break the cycle of poverty in a family and increase chances of employment. 
The factors peer support, physical caregiving and psychological caregiving generally 
scored low, yet these factors were shown in the PCA to relate to lower posttraumatic 
stress symptoms. This makes sense, because in previous studies perceived social sup-
port has been mentioned as an important protective factor against the development 
of PTSD (i.e. Cluver, Fincham, & Seedat, 2009). This emphasizes the importance of high-
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lighting broader aspects of resilience, including peer support, through psychosocial 
support programmes for students.

Figure 2: Summary of the relationships between variables in this study
Note. *p<.05, **p<.01, ***p<.001

Strengths and Limitations

The strength of this study was the access to a sample of students that was more 
representative of the South African student population compared to previous studies, 
specifically in terms of ethnic groups and range of tertiary institutions and provinces 
represented (for instance McGowan & Kagee, 2013). The relative large sample size 
was also a strength of this study. Based on the participation in the StudyTrust Bursary 
Scheme, certain factors were assumed equal across the sample that in previous stud-
ies were considered confounding variables, most importantly socioeconomic status. 
All participating students came from disadvantaged backgrounds, meaning a lack of 
financial support, coming from communities exposed to high levels of violence, and 
for instance making use of public transport (prone to accidents). 

A limitation was the LEC instrument that including items such as “Severe human suf-
fering” and “Any other very stressful event or experience” that are not clearly specified 
and could possibly lead to subjective interpretation. Specific events in the LEC were 
less likely to happen in this context (i.e. natural disaster, exposure to toxic substance, 
combat or exposure to a war-zone), compared to others (i.e. life-threatening illness, 
assault with a weapon, transportation accident). Therefore, the LEC life events list was 
not entirely suitable for this context, and categories had to be recoded before analysis. 
Table 2 provides the re-coded categories used in analysis. Moreover, we did not look 
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into exposure to traumatic events prior to university, which may have put students 
at increased risk for developing PTSD (Copeland, Keeler, Angold, & Costello, 2007; 
Finkelhor, Turner, Omrod, & Hamby, 2009). 

Lastly, all results were obtained solely through self-report measures. Especially with 
measuring PTSD using the IES-R this might be putting the study at risk for over-
estimating prevalence rates. A clinical interview might have been more reliable in this 
regard. However, Beck et al. (2008) did find the IES-R to have good discriminative valid-
ity, meaning that it successfully differentiated between individuals with and without 
PTSD diagnosis. 

Implications and Recommendations

The current study shows a more elaborate picture of adaptation after adversity com-
pared to previous studies in terms of the sample characteristics and location of the 
study. Most studies using these variables have been conducted in a Western context, 
whereas the current study was in South Africa, specifically with a sample of students 
coming from disadvantaged and violent backgrounds. Moreover, most South African 
studies have focused thus far on non-representative samples of the student popula-
tion, under-representing for instance African students (i.e. Hoffman, 2002; McGowan & 
Kagee, 2013). 

Findings highlight the positive relationship between resilience and PTG and between 
posttraumatic stress symptoms and PTG. The high levels of PTSD in this population 
argue for adequate psychosocial support for students after trauma, such as avail-
ability of counseling and peer support. The high levels of resilience and the positive 
relationship between resilience and PTG could be used as resources in interventions, 
as personal strengths that can be built on and expanded, specifically emphasizing the 
currently reported low levels of peer and social support. 

Findings also point to research directions that enhance understanding of the psy-
chological needs of university students in the South African context with high rates of 
ongoing violence and crime. The alarming indications of posttraumatic stress disorder 
pose a concern. Current patterns of high levels of avoidance behaviour in these stu-
dents can form a risk for later complication of problems. It is important to address 
negative consequences of trauma earlier on so further damage to (mental) health of 
the students and further interference with their university career and later life can be 
prevented or reduced. 
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Abstract
In this article, we introduce a Creative Arts in Psychotherapy (CAP) treatment 
protocol for children who have been traumatized, aiming to enhance their 
psychological wellbeing and strengthening positive development. The protocol 
combines principles of group dynamics and multimodal arts activities in order 
to facilitate healing through the three stages of the trauma recovery model; cre-
ating a safe space, telling the trauma story, and preparing the children to return 
to the community. The programme takes place over a period of ten 90-minute 
sessions. The CAP therapeutic process is designed to be run in groups of six to 
eight participants in the age between 8 to 12 years. The described protocol aims 
to bring more uniformity in the management of child trauma in multicultural and 
under-resourced communities. It can be carried out by any qualified health care 
professional, where clients are seeking help and relief. 

Key words: Child trauma, creative arts therapy, treatment protocol, PTSD, group 
intervention.
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Introduction

Sibu1 is a 12-year old black South African boy, residing in Johannesburg, with his 
parents and two siblings in a two-room shack. Sibu’s family is Christian and their 
home language is isiZulu. His parents are both unemployed and depend on a 
child support grant. Two years ago, when Sibu was 10 years old, he was sexually 
abused. One evening on his way home from soccer practise he was stopped by 
four strange men, tied up, taken into the park and raped. Soon after this event, 
Sibu reported excessive fear to walk on the street, and expressed feeling angry 
about what happened. His parents observed that he withdrew. After conclusion 
of a forensic assessment, Sibu was referred for therapy.

There are children like Sibu all over the world who are exposed to traumatic experi-
ences that leave them stressed, anxious, or worried. Some of them may develop 
disturbances afterwards, in particular posttraumatic stress disorder (PTSD). According 
to the DSM-5, the core symptoms of PTSD include re-experiencing, avoidance, nega-
tive alterations in cognitions and mood, and trauma-related alterations in arousal and 
reactivity (APA, 2013). Some children may also show a positive change as a result of 
the struggle with trauma, which can be reflected in a measure of posttraumatic growth 
(PTG; Tedeschi & Calhoun, 2004). PTG includes a greater appreciation and new pos-
sibilities for one’s life, more meaningful interpersonal relationships, increased sense of 
personal strength and spiritual development (Tedeschi & Calhoun, 2004). Interventions 
designed for treatment after trauma and enhancing positive development mostly focus 
on verbal disclosure, like cognitive behavioural therapy, through which behaviours, 
emotions and thought processes are challenged and transformed (Beck & Haigh, 
2014). For some trauma victims, verbal disclosure works well, yet there are specific 
populations and age groups, such as young children and refugees, where other means 
of expression may work more effectively because they incorporate non-verbal forms 
of processing that can avoid language barriers and may be more culturally sensitive 
and appropriate (Beauregard, 2014; Malchiodi, 2015; Quinlan, Schweitzer, Khawaja, & 
Griffin, 2016). There is a strong need for evidence-based treatment that demonstrates 
that non-verbal and embodied practices, such as those of the creative arts, can be 
successful in the treatment of trauma clients (Slayton, D’Archer, & Kaplan, 2010; van 
Westrhenen & Fritz, 2014). 

The Creative Arts in Psychotherapy (CAP) programme discussed in this paper was 
developed and implemented in South Africa, a country with extreme high rates of 
interpersonal violence and abuse. Interpersonal violence in South Africa is mentioned 
as the leading risk factor for injury related death, and exceeds four and a half times the 
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global figures (Seedat, van Niekerk, Jewkes, Suffla, & Ratele, 2009). Violence against 
children frequently takes place in the form of beatings, sexual violence including rape 
and also emotional violence and neglect (Seedat et al., 2009). South African figures on 
child sexual abuse are the highest worldwide, for both boys (60.9%) and girls (43.7%) 
(Pereda, Guilera, Forns, & Gómez-Benito, 2009). Exposure to single traumatic events is 
common, but exposure to multiple traumas is even more frequently reported (Williams 
et al., 2007). Moreover, about 10 million children in South Africa are living in extreme 
poverty (Hall & Sambu, 2014), and are at increased risk of exposure to chronic physi-
cal neglect, domestic and community violence, abandonment, and alcoholic parents 
(Optimus study, 2016). This type of chronic exposure to adversity may lead to insecure 
childhoods and developmental trauma, and complex emotional and behavioural 
problems as a result (van der Kolk, 2005). Poverty and inequality are key contributors 
to the violent and insecure climate, but also the lack of prevention and intervention 
fuels the continuation of the intergenerational cycle of violence (Seedat et al., 2009). 
Psychological services for victims of violence, specifically for abused children, there-
fore need to be strengthened.

Mental health interventions in South Africa today are conducted by both traditional 
practitioners such as diviners, herbalists and faith healers, and professionals trained in 
Western health care services focusing on evidence based practices valued and in use 
in Western society (Campbell-Hall et al., 2010). Western oriented health care services 
in South Africa often fail to incorporate the cultural roots and traditions of the African 
population in therapy, and in combination with the poor public healthcare infrastruc-
ture in South Africa, this negatively effects the accessibility and effectiveness of trauma 
interventions. Creative arts practise, however, can incorporate cultural traditions such 
as dancing, storytelling, visual depiction, and music, and therefore may be an effective 
tool in psychotherapy (for instance Bandawe, 2005; Glaveanu, 2010; Harris, 2009). 

Creative arts therapy is an umbrella term covering the creative modalities of visual art, 
dance, drama, creative writing and music. This form of therapy integrates art practices 
with principles of psychotherapy and counselling (Malchiodi, 2015). Creative treat-
ments are supposed to help externalize thoughts in a safe space (Cassidy, Turnbull, & 
Gumley, 2014; Malchiodi, 2015), stimulate sensory processing of traumatic memories 
stored in the body (Harris, 2009; Ho, 2015; Koch, Kunz, Lykou, & Cruz, 2014; Levine, 
2010), provide a sense of containment for difficult feelings and emotions (Skeffington 
& Browne, 2014), and in this way offer the possibility of helping children to heal from 
the debilitating effects of abuse and violence (Malchiodi, 2015; Pretorius & Pfeifer, 
2010). Additionally, creative activities may offer children opportunities and expressions 
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through which they can explore alternative ways of responding to life experiences 
(Camic, 2008, Vermetten, Kleber, & Van der Hart, 2012, p582).

In this paper, we introduce a therapeutic process called the Creative Arts in Psychother-
apy (CAP) treatment, and describe a protocol that incorporates creative arts methods 
for treating trauma in children, aimed at enhancing children’s psychological wellbeing 
and strengthening positive development. The CAP treatment was developed by the 
authors in response to the need for a semi-structured, low-resource, and culturally 
sensitive programme that can be implemented in the underprivileged communities 
and poor areas of South Africa. Evaluation of the programme is still ongoing, therefore 
this paper mainly focuses on describing the treatment characteristics and therapeutic 
processes, and we present some initial responses in the form of a case example as 
well as quotations obtained from interviews with the social workers facilitating the 
programme. 

Rationale for Creative Arts in Psychotherapy (CAP) treatment
To provide a rationale for using creative arts within psychotherapy for child trauma 
victims, we propose a combination of three processes that can help in the facilitation 
of an improved psychological wellbeing and the development of relevant coping skills. 
The processes used in CAP include the benefits of group dynamics, empowerment 
through arts, and following a sequential approach to treatment. These processes will 
be discussed further below.  

Benefits of group dynamics

“If you find empathy from your fellow members, then you feel like a 
person once again.” 

– Social worker facilitating CAP treatment.

Many traumatic experiences involve interpersonal violence (e.g. rape, physical assault, 
domestic violence, emotional neglect, and torture) resulting in broken trust and sus-
picion towards relationships (Aspelmeier, Elliott, & Smith, 2007; Wright, Crawford, & 
Del Castillo, 2009). Group therapy can provide an opportunity to regain trust in others 
by modelling healthy relationship structures and rebuilding social techniques and 
connections (Betancourt et al., 2010; Herman, 1992; Killian & Brakarsh, 2004; Yalom & 
Leszcz, 2008). Traumatic experiences often result in feelings of alienation, loneliness 
and self-blame, and connecting with others within a safe space can help the children 
realize that they are not alone in their experiences and help reduce their sense of alien-
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ation (Gallo-Lopez, 2000; Killian & Brakarsh, 2004; Yalom & Leszcz, 2008). Moreover, 
perceived social support has been related to a better recovery process and thus could 
be a helpful focus during treatment (Cluver, Fincham, & Seedat, 2009).

Creative arts activities may enrich group interaction and group dynamics, as they serve 
as a medium of communication through which support and exchange between group 
members can be reinforced (Malchiodi, 1998). Dance/movement can be a particu-
larly helpful way to address relational issues, because moving in a shared space and 
embodied self-expressions witnessed by others stimulate group interaction (e.g. Ho, 
2015). For instance, mirroring activities (where one person or the entire group follow 
the spontaneous movements initiated by an individual) are used to establish a sense 
of connection and understanding between two people. In visual art (such as drawing 
and painting), representations of a situation or emotions can be projected onto a sur-
face outside the person, and images can be used to communicate concepts or feelings 
that can then be shared with one another, even those one might not know too well 
(e.g. Skeffington & Browne, 2014). Music in group settings can provide an opportunity 
to enhance the ability to communicate and build relationships with others through si-
multaneous interaction, listening and paying attention to others (e.g. Bensimon, Amir, 
& Wolf, 2008). Drama can offer a multisensory way to establish relationships by using 
both physical, kinaesthetic, auditory, and visual abilities of expression (e.g. Cassidy, 
Turnbull, & Gumley, 2014). For instance, through role play and mirroring a child can try 
out different roles and situations while playing at being someone else.

Empowerment through arts

“Kids can be healed more thoroughly if they have been given a platform 
to show their talents” 

– Social worker facilitating CAP treatment.

Traumatic stress reactions are responses to an overwhelming experience that can 
result in difficulties in verbal expression (Perry, 2009). Therefore, arts can be used as an 
adjunct in trauma therapy, facilitating the expression of emotions and experiences. The 
body provides a pre-reflexive way of communication and interaction with the world: 
“The senses are the vehicles through which our histories are recorded. Consequently, 
memory is not exclusively verbal, nor is it restricted to the domain of the brain.” (Knill, 
Barba, & Fuchs, 1995, p. 45). Although evidence is limited, a number of researchers 
hypothesized that during the traumatic event, activity decreases in the left hemisphere 
of the brain, where the language and declarative memory is located, thereby diminish-
ing verbal processing of the way it is stored in the brain (Glaser, 2000; Harris, 2009; 
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Klorer, 2005; Lanius et al., 2004). Alastair (2002) also found decreased activity in Broca’s 
area in patients with PTSD, supporting the challenge of verbal expression after trauma. 
Siegel (2017) describes that trauma can impair integration of implicit memory, includ-
ing perceptions, emotions and bodily sensations associated with the traumatic event, 
resulting in intrusion of those memories without experiencing it as something from 
the past. Integration into explicit memory is then an important part of resolving these 
memory intrusions, which can be achieved through for instance writing (Siegel, 2017) 
and drawing (Malchiodi, 2015). On a physiological level, Levine (2010) describes PTSD 
as a result of dysregulation of the ‘flight or fight’ response in the autonomic nervous 
system. In line with this theory, somatic, sensory and bodily expression and integration 
is needed for healing (see Lamers-Winkelman, 1997, Siegel, 2017, Van der Kolk, 2014). 

The ability to act or have any sense of agency during a traumatic occurrence is exactly 
what is missing for trauma victims. This is emphasized in theoretical and conceptual 
perspectives stressing the need for control, mastery or self-efficacy (Bonanno, 2004: 
Kleber & Brom, 2003). By using arts in the therapeutic process, the opportunity is 
offered to the client to move out of the thinking mind, or stuck mode, into a realm 
where they can actually have an impact on what is happening, through the use of 
manipulable materials, by transforming an image into something else, or by employ-
ing symbolism as a kind of protective barrier against the actuality of what happened. 
Through physical activities such as dancing and drama, the child has an opportunity 
to re-orient and re-gain control over his or her own body, something that is especially 
important after sexual and physical abuse (Ho, 2015; Koch, Kunz, Lykou, & Cruz, 2014; 
Lamers-Winkelman, 1997). Incorporating physical activities relates to the way in 
which young children learn and communicate, using movement rather than language 
(Lamers-Winkelman, 1997). Although creative arts within psychotherapy do not avoid 
verbal expression, it helps verbalization through initial non-linguistic communication 
modes and sensory expression (Malchiodi, 2003). Where children seem unable to 
express certain aspects of their trauma verbally, these experiences can be explored 
through arts activities. The experience of being able to release and share this difficult 
material can be very empowering for a child. Each of the art disciplines works in its own 
particular way towards promoting awareness and growth. For instance, the creation 
of art can mediate reflection and personal exploration (Malchiodi, 2015; Skeffington 
& Browne, 2014), dance allows for experiencing emotions through physical expres-
sion (Ho, 2015; Koch, Kunz, Lykou, & Cruz, 2014), music can have a soothing capacity 
and reduce psychological stress (Jiang, Rickson, & Jiang, 2016; Malchiodi, 2015), and 
drama offers control and choice, and establishes safety (Cassidy, Turnbull, & Gumley, 
2014). Through the careful and sensitive selection of different artistic modalities, the 
therapeutic session can be shaped. 
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A sequential approach

“Overall I can say the children moved from the point of being a victim to survivors.” – 
Social worker facilitating CAP treatment.

The general outline for the CAP treatment is based on the trauma treatment model 
that was formulated by Judith Herman (1992; see also Mooren & Stöfsel, 2014), and 
inspired by the modification of this model proposed by Malchiodi (2015) for use in 
an art and play group therapy protocol for children from violent homes. The model 
includes three phases: 1) establishing safety, 2) the trauma story, and 3) restoration of 
internal connection between traumatized individuals and their communities.

The first phase of trauma treatment includes establishing safety and stabilisation. 
Feelings of safety are crucial after a traumatic event, when assumptions of safety are 
violated. If children are feeling insecure and unsafe in the group, the children will not 
be able to disclose what happened or express how they feel, and thus benefit from 
the therapeutic process. The second phase of treatment involves activities that en-
courage the children to share their traumatic experiences in order to make sense of 
what happened and obtain a degree of control over the experience.  By sharing the 
story, the aim is that the children regain their ability to experience and enjoy life whilst 
containing their traumatic memories within a particular space. The third and final 
phase of the trauma recovery model includes restoration of the connection between 
traumatized individuals and their communities. It focuses on preparing the children 
to go back to their normal lives, using specific activities that help increase self-esteem 
and coping strategies, and to regard the traumatic experience as a chapter in their 
life’s story. Although there is also criticism on the methodological limitations of studies 
supporting the need for phase-based treatment (De Jongh et al., 2016), it is regularly 
used in the treatment of patients with disorders caused by abuse and sexual violence 
and has been found effective among adult victims (Cloitre et al., 2010). 

CAP treatment outline
The CAP treatment can be facilitated by any health care professional qualified to facili-
tate group therapy, and with an in-depth understanding of both traumatic stress and 
using creative arts in group therapy. The CAP treatment outline is presented below, 
and includes the target group, timing of the intervention, the therapeutic goals, the 
planning of the CAP treatment, and a description of all ten sessions (Table 1). 
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Target group

This treatment is aimed for children in the age of 8 to 12 years who have experienced 
a traumatic event. Traumatic exposure may include sexual abuse or assault, physi-
cal abuse or assault, emotional abuse, neglect, serious accident, domestic violence, 
community violence, school violence, or interpersonal violence. Children that display 
distress after experiencing such a traumatic event can join the programme. 

Timing

The treatment can start any time between 1 month and 2 years after the traumatic 
event took place. When the child enters the trauma clinic and symptoms of distress 
are noticed, the child will be referred to therapy by intake workers or social workers, as 
well as by psychologists after a short screening.

Therapeutic goals

Within the proposed sequential approach, the following goals can be considered when 
implementing the CAP treatment per trauma treatment phase:
- Phase 1 (creating a safe space): An increased knowledge of the emotional effect of 

abuse
- Phase 2 (the trauma story): An improvement in identification and communication 

of emotions and a reduction in posttraumatic stress symptoms
- Phase 3 (returning to the community): An improvement in inter- and intrapersonal 

skills and resilience to cope with future crises and an increase in posttraumatic 
growth

Planning the CAP treatment

It is recommended that a group consists of six to eight participants. The programme 
is designed to meet ten 90-minute sessions. When planning the start of a new group, 
the facilitator must carefully select the participants based on the type of trauma, the 
severity of the trauma reactions and developmental level of the children. The sessions 
are structured and activities are directive in order to establish safety and containment, 
and to help the children move through all phases of the protocol successfully. Every 
session starts with a ten-minute check-in, has a ten-minute break halfway, and ends 
with a check-out. In between, 60 minutes are divided for two different activities before 
and after the break. 

Whilst adhering to the structured outline of the CAP protocol, the facilitator at all times 
should rely on their professional judgement and be flexible to adjust to arising needs. 
When planning the treatment, in principle, everyone meeting inclusion criteria is 
eligible to participate. Yet, a contraindication for joining the group for instance would 
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be if a child is too aggressive or violent, due to the potential harm to others and disrup-
tion this may cause. In this case, an individual treatment may be a preferred approach. 
Also, it is possible that after completing the ten sessions of the CAP protocol, some 
children have remaining problems that could be addressed in follow-up treatment. 
One challenge of the group setting is that the individual children may move through 
the phases at a different pace and with different preferences of expression. At times, 
the facilitator could offer different modes of expression to meet a certain therapeutic 
goal, as long as the overall sequence of phased goals is followed.

Session breakdown

Phase 1: Creating a safe space

“I think that was a reality check for most of them to really understand 
that we are not here just to play, but to receive help and healing for 
what happened… And they were able to tell stories and relate to it. That 
is where they started to connect.” 

– Social worker facilitating CAP treatment.

Session 1: Introduction

The aim of the first session is for children to get to know each other and to start creat-
ing trust and a safe space. It is also important to establish group rules; this can be done 
in a collaborative brainstorm resulting in the creation of a poster. The role of the facili-
tators is to suggest any important rules that are not being mentioned. Drumming as 
music activity can provide children with the opportunity to learn each other’s names, 
increase a sense of togetherness and practise listening skills (Bensimon, Amir, & Wolf, 
2008). In this exercise, everyone initially follows an easy rhythm. After a while, children 
take turns calling out their names, along with a chosen gesture or expression, after 
which the whole group repeats the name and the gesture. Drumming can draw a group 
together and it is an easy and fun activity that can motivate participation and allow 
for the expression of energy. As children follow the actions and names called out by 
others, they learn to listen and connect with one another. Furthermore, as each child 
hears the group reflecting their own name and gesture back to them it offers them a 
sense of belonging and validation. Another activity that can serve as an introduction 
is using an object blanket. All children bring a meaningful or special object to the first 
session. They take turns telling the story of the object as they place it on the blanket 
presenting themselves to the group. When everyone has shared their story/object, 
they can look at the scene they have created on the blanket and anyone can choose 
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to place their object somewhere else on the blanket, to refer to how they relate to the 
other objects/stories. These examples of activities are appropriate for a first session, 
as they do not require well-developed artistic or technical skills and are therefore non-
threatening. At the same time, they all focus on group collaboration and connection. 

Session 2: Psycho-education

The aims of the second session include psycho-education, identifying and normal-
izing feelings, practising relaxation, and opening-up communication. A bibliotherapy 
activity that is recommended is the reading of a story called ‘A terrible thing happened’ 
(Holmes, 2000), in which a racoon saw the most terrible thing happen and started hav-
ing negative feelings until he went for therapy. Reading the story will allow the children 
to identify with a non-threatening character and engage in conversation to open up 
communication. Another activity that can be practised is scribbling to music, in which 
children listen to different types of recorded music and draw a series of scribbled lines 
on paper. Afterwards children can talk about what they created, and start exploring 
experiences, emotions and thoughts.      

Session 3: Safe space

The goals of the third session are to enhance feelings of safety and self-control, and to 
practise self-soothing techniques. An activity that can be done to create a safe space 
includes a visualisation exercise, in which the children close their eyes and create 
an image in their minds of a space that feels safe and comfortable. Subsequently, a 
discussion can be held about different kinds of symbols such as personal and cultural 
symbols. The children are asked to think of a symbol that has got the power to protect 
them at bad times. They will be encouraged to find personal symbols specifically, and 
then helped to place their symbols within a cultural or global context. They then create 
this symbol in an arts activity. Another activity that can be done is mirrored dancing, in 
which one child will take the lead and the other children need to copy everything this 
child does, at the same pace just like he or she is a mirror. This can be done in pairs, or 
alternatively with the entire group. If the group struggles to stay together or to dance, 
a large sheet can be used; every child has to hold one side and move the sheet when it 
is their turn. This exercise aims to increase connection between group members, and 
when children’s movements are mirrored they feel validated and affirmed.

Phase 2: The trauma story

“Everyone was given a platform … I was glad that Zandile1 was the one 
who first wanted to go. She had given the others an access to feel com-
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fortable, and the others also came and then they were able to share, all 
of them.” 

– Social worker facilitating CAP treatment.

Session 4: Emotion identification

The aim of the fourth session is to identify and validate feelings and improve emotional 
vocabulary. A music activity that can be done to help identifying feelings is to play 
different pieces of music and discuss what emotions they evoke. An addition to this is 
for one group member to express the feelings they relate to the music using musical 
instruments or facial or bodily expressions and for the group to guess what emotion 
they are expressing. A drama activity conducted in this session is called emotional 
drama, in which the children write a boring dialogue without any emotions followed 
by each actor choosing an emotion to act out their part of the script. The rest of the 
group is then required to guess the emotions. This exercise will aid identification of 
emotions and the development of emotional vocabulary. 

Session 5: Emotion regulation

The aim of session five is to understand emotion regulation, and the difference be-
tween feelings of being powerful or powerless. An arts activity that can be done to 
help with development of self-concepts is making or decorating masks, to illustrate 
the concept of distinguishing between the inside (only noticeable for yourself) and 
the outside (how do others see you). A drama exercise can start by visualising a time 
the child felt powerless or helpless, and to think of what shapes or positions the body 
had, how did it feel in your body, and how did your body move. Then the visualisation 
moves to a time in which the child felt powerful and able to act as they wished. If the 
child cannot locate a memory of ever feeling powerful the children can act like ani-
mals, for instance a powerless animal such as a mouse, and a powerful animal such as 
a lion. What moves would their bodies do/make? How would they stand? What would 
be around them? What would it feel like? Music can be paired with this activity as well 
as sound, for example a powerful sound versus a timid sound. 

Session 6: The trauma story

This session aims to provide opportunities for transformation through disclosure of 
every trauma story, and to give the traumatic experience a voice and place. Support 
is very important in this phase of treatment, and the facilitator provides a modelling 
role for how to be supportive to the other group members. The main activity will be 
around facilitating change of the sensory experience relating to the trauma, by draw-
ing a picture about their experience. Containment in this session is crucial, to ensure 
that the children do not leave the therapy space feeling distressed. This can be done 
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for instance by engaging in another drawing that connects children to their resources, 
inner as well as outer, or to do a relaxation exercise blowing bubbles combined with 
saying words of hope, so that children leave with reminders of what is positive in their 
lives despite trauma they have faced. 

Phase 3: Returning to the community

“We went with the music and they were given a platform to all come 
with their rhythms …how do you feel to connect yourself with an exist-
ing rhythm… and the biggest thing was to show them that, you know 
what, despite what happened, you can still connect with others in life.” 

– Social worker facilitating CAP treatment.

Session 7: Strength finder

The aim of session seven is to emphasize strengths and remind the children of their 
favourite things that they can use as a coping strategy. A drama activity that can be 
done is for instance the hero’s play, in which the group is going to create their own 
story about a hero and then act it out. The framework of the hero’s journey can be 
introduced to the children as an example of the story. Stage 1: Hero is in a comfortable 
place but feels bored/tired/is forced out, and then receives a call to move on (some-
one asks for help, has a dream, or has to move away from danger).  Stage 2: The hero 
begins the journey, usually feeling powerful, content, excited/able to do what needs to 
be done. Stage 3: The hero meets a threat – some conflict or barrier/difficult situation/
stressor that needs to be conquered – either by fighting the threat /running away/
by surrendering to it or making friends with it. Stage 4: The hero triumphs over the 
threat and receives gifts (learnings, wisdom) that can then be taken back home. Stage 
5: The hero returns home with his/her gifts (Campbell, 1949). At the end a reflection 
exercise can emphasize the strengths that the hero has, and how that can relate to the 
children’s own strengths in their lives. A second activity that can be done is listening 
to or singing the song of the sound of music ‘my favourite things’ linked to personal 
attributes. The children can create a collection of their favourite things, making them 
from clay or drawing them on paper. 

Session 8: Community support

The aim of session eight is to emphasize group connection and support networks. 
Emphasizing group connection can be done via a music group. The group is divided 
into two. The one group together sets a consistent base pattern, like a slow drumbeat, 
over which the other group makes sounds with their mouths or instruments, one 
after the other, finding their voice in the group. After this, the roles are switched and 
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the second group supports the expression of the first group. Various sounds and/or 
songs can be experimented with. Depending on the groups’ response, facilitators may 
need to take a strong role in directing rhythms or offering sounds. Another activity to 
emphasize support networks is by drawing hands on a paper, decorating them and 
writing names of people in every finger that can help the child in times of emergency. 
Individual drawings can be pasted on a large paper to make a community collage, 
emphasizing the community of safety and support they have established. The children 
can also rearrange the collage items in relation to how they feel connected to each 
one, as they did in the beginning session with the story blankets.

Session 9: Meaning making

Session nine aims to facilitate reflection on learning and acknowledgement of growth. 
It is also a preparation for saying goodbye in the next session. In order to reflect, the 
children can for instance fold a paper in three and make a collage about their past, 
their present, and their future. This collage will summarize where they came from, 
how they are feeling now, and where they see themselves in future, reminding them 
of different chapters to their life’s story. Alternatively, they can fold the paper in four 
and reflect on the four seasons of life in a collage. Children can also be asked to name 
the things that touched them the most in the sessions; which images or stories (their 
own or from others) or activities will they remember or what stood out the most for 
them. Have them incorporate those images/things into their collages. Collages can be 
presented to the rest of the group. In order to make a memory and to enhance group 
cohesion, another activity is to create a booklet where every person in the group writes 
or draws an encouraging message to the recipient. This can serve as a reminder of 
their connections and peer support. 

Session 10: Goodbye

The tenth and final session of the creative arts in psychotherapy treatment aims 
to facilitate saying goodbye, as well as leaving the children with hope and positive 
memories. A certificate ceremony can be held, in which the children are praised for 
their participation, courage and one or two special skills of each child are emphasized. 
Another closing activity can be to make and/or decorate a memory box in which chil-
dren can place one or two central ideas they are going to take from the group. The box 
can contain the art works from the children they made during the ten sessions, and the 
gifts they received from their group members in session nine.  
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Table 1 Creative arts therapy programme session phase, themes and goals

Phase Session 

# Theme Goal

Creating a safe space 1 Introduction Getting to know each other, creating trust and a safe 
space, setting group rules

2 Psycho-
education

Normalizing feelings, opening-up communication, 
practicing relaxation

3 Safe space Enhancing feelings of safety and self-control, 
practicing self-soothing and mindfulness

The trauma story 4 Emotion 
identification

Identifying and validating feelings, improving 
emotion vocabulary

5 Emotion 
regulation

Understanding emotion regulation, and powerful and 
powerless emotions

6 The trauma story Providing transformation through disclosure, giving 
the trauma a voice and place

Returning to 
community

7 Strength finder Emphasizing strengths and reminding of favorite 
things as coping strategy

8 Community 
support

Emphasizing group connection and support networks

9 Meaning making Reflection on learning and emphasizing growth

10 Goodbye Saying goodbye to the group, leaving them with hope 
and positive memories

Case description
This article started with the case of the 12-year old boy Sibu who was a victim of rape. 
He attended the Creative Arts in Psychotherapy (CAP) programme in Johannesburg, 
South Africa2. In therapy, Sibu appeared to be a mild mannered willing participant. 
In the beginning (phase 1), Sibu was easily distracted, he did not make much eye 
contact and did not interact much with the other children. He responded well to physi-
cal expressive activities, particularly drumming, where he became very enthusiastic 
and energized. With other activities such as drawing or reading the story of ‘a terrible 
thing happened’ (bibliotherapy), he was more restless and struggled to concentrate. 
Towards session three it became apparent that Sibu started feeling more comfortable 
in the group, as he actively approached other children; he smiled at his peers, made 
eye-contact and asked questions. 

During phase 2, Sibu struggled at first to express his emotions. Taking into consider-
ation Sibu’s background and developmental level, he was unable to adequately ver-
balize his emotions surrounding the trauma, and showed limited vocabulary. This was 
for instance indicated by him using the word ‘happy’ most of the times when asked 
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about his feelings. After session 6 he said: ‘I feel happy because we told stories’. After 
drumming in session 7 he said: ‘I feel happy because I like this song. It makes me feel 
better at angry times’. Observation notes from session 5 reported that ‘he expressed 
himself during the drumming activity by enthusiastically taking the lead while making 
drum-beats’. The creative arts activities could accommodate a limited vocabulary 
and language barriers, providing a safe space and wide variety of tools for nonverbal 
expression. 

During session 6, where the children were asked to share their trauma story, Sibu was 
less engaged and appeared distracted and distressed. Initially, he isolated himself 
from the group while working with art materials. He seemed frustrated, reflected by 
an unhappy expression on his face and an impatient attitude. The situation escalated 
when Sibu threw scissors. During the trauma storytelling, Sibu did not show clear 
emotions, but he listened carefully to the stories of the other children. As soon as the 
facilitator changed the activity into a more physical engagement using drums and 
dancing, Sibu’s body language and mannerisms changed. He was more at ease with 
himself and could regulate his emotions better. The drums provided an opportunity to 
explore and express his feelings in an appropriate manner. 

Towards the end of the therapy (phase 3), Sibu expressed more feelings without being 
prompted, indicating that he became more comfortable with the creative arts therapy 
process as well as having more trust in his peers. When reflecting on their future 
wishes, Sibu was proudly holding his painting in the air and told the group: ‘I want to 
learn, I want to help people, to finish school and to be a soccer player’. During the final 
session, he concluded: “I’m happy because we were drawing, telling stories and talked 
about our feelings. And we were learning things we didn’t know.”

Discussion
Treating abused children in a culturally diverse setting is a challenging endeavor, 
especially in a country where abuse and violence are omnipresent experiences. Yet, it 
is essential that children who have been victimized, living in a setting further compli-
cated by poverty and unemployment, receive sufficient and high quality health care. 
In this paper, we have proposed the creative arts in psychotherapy (CAP) treatment 
that can be offered to these children after experiencing a traumatic event. We expect 
that his protocol will fit the developmental needs of children, so they can express 
themselves in nonverbal, nonthreatening and playful ways. The treatment protocol 
strives to bring more uniformity in the management of child trauma in multicultural 
and under-resourced communities by combining a semi-structured trauma protocol 
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with creative arts therapy principles. Positive aspects of the protocol include its careful 
and detailed programme, consideration for the specific characteristics of the setting 
in which the children live and its connection with modern developments in trauma 
therapy. Nevertheless, there are limitations and pitfalls that need to be considered. 

Group therapy as an initial treatment is a convenient choice in an impoverished con-
text, due to the fact that more children can be helped simultaneously, saving costs 
and resources, and the peer-support within the group as a powerful source of healing, 
especially in a collectivistic culture where the emphasis is on group goals and activi-
ties (Triandis, 1995). Group treatment for PTSD is used frequently all over the world. 
Nevertheless, not much attention has been given to identifying evidence-based group 
treatments for this disorder, although we have to realize that group clinical trials are 
complex and expensive to conduct. Based on the existing research, it is unknown 
whether group therapy for a child with PTSD is reaching similar treatment outcomes 
compared to individual therapy, and studies including different population groups 
show that treatment outcomes of (adult) group therapy are ambiguous (Haagen, Smid, 
Knipscheer, & Kleber, 2015; Manassis et al, 2002; Sloan, Bovin, & Schnurr, 2012). It is 
possible that group treatments also have negative effects if the group is not managed 
well, and people are victimized or negative group pressure exists. 

Generally, establishing an effective treatment protocol for children after trauma is 
challenging and there is no consent on what is internationally recognized as evidence-
based health care. A critical review by Gillies, Taylor, Gray, O’Brien and D’Abrew (2012) 
showed that there is no clear evidence for the relative effectiveness of different psy-
chological interventions for treating PTSD in children. The CAP protocol does not only 
focus on the traumatic experiences of the children, but rather addresses negative emo-
tions and thoughts associated with the trauma, and aims to build coping skills and 
strengthen resilience, especially through interpersonal connections. The preferential 
use of trauma focused treatments (such as trauma-focused cognitive behavioural ther-
apy (TFCBT) and EMDR) has become the centre of a debate among trauma specialists, 
with many researchers delivering empirical proof of its superiority above non-trauma 
focused therapies (such as non-trauma-focused CBT and psychodynamic therapy) 
(Bisson, Roberts, Andrew, Cooper, & Lewis, 2013). Indeed, in general trauma focused 
therapy has been found to be superior. However, some authors have demonstrated 
that PTSD psychotherapies can be equally efficacious in promoting recovery through 
non-treatment specific mechanisms, or placebo (-like) effects, such as treatment 
expectancies and therapeutic alliance (Wampold et al., 2010). 
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Another challenge refers to the possibility (or the lack of it) of implementing new treat-
ments in low- and middle income countries and communities. As indicated in previous 
research, challenges may appear with availability and willingness of health care work-
ers to engage in a ‘new’ type of treatment, mostly due to a high caseload and relative 
low numbers of workers trained and supervised in mental health care (Saraceno et al., 
2007). A lack of training and continuous supervision of available health care workers is 
another limitation (Saraceno et al., 2007), and resistance from the community towards 
foreign interventions can occur (Jordans et al., 2013; Tol et al., 2014). Although this CAP 
programme tries to address some of these challenges reported in previous studies, 
for instance by providing additional training and continuous supervision to health 
care workers joining the programme and by selecting culturally sensitive activities in 
therapy, we realize implementation of it in low- and middle-income countries is not 
without resistance. That said, with such a high need for more and effective treatment 
opportunities for traumatized children specifically in this type of context, it is prior-
ity to continue to try and implement, evaluate, and improve evidence-based trauma 
practices like the CAP programme. 

Evaluation of the CAP treatment is still ongoing, and although we received positive re-
sponses from the social workers and parents involved in the study, such as illustrated 
in the case study of Sibu and quotes in this paper, the effectiveness remains to be 
established. The advantage, however, that we see in introducing the CAP treatment is 
that it does avail itself to be included in RCT designs due to its structured protocol. This 
is a new addition in the field of creative therapy, since most creative therapies that take 
place do not follow a strict protocol, which complicates evaluation (e.g. Schouten, De 
Niet, Knipscheer, Kleber, & Hutschemaekers, 2014). Further research could clarify treat-
ment efficacy in various cultural settings, whether there is a difference in treatment 
effectiveness between different types of trauma, and which symptoms are most likely 
to resolve during treatment.

Footnotes
1Client names have been changed to protect confidentiality

2Information for this case study was derived from different sources: intake interviews, 
observations, progress notes from the social worker, a post-treatment interview and 
clinical scales administered pre- and post-treatment.
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Abstract
This article reports on the suitability of implementing a trauma-focused creative 
arts therapy intervention for severely abused children in South Africa. The study 
aimed to explore implementation processes and outcomes associated with the 
delivery of this therapy. The intervention was implemented in a child trauma 
clinic situated within communities in and around Johannesburg, South Africa. 
The challenges of implementing and evaluating a new intervention programme 
within routine clinical practise in a developing context have been significant. 
We outlined three major challenges referring to high dropout rates, the lack of 
facilitator’s skills and commitment, and the suitability of the evaluation methods 
used. Finally, we discuss how these challenges can inform us about the suitabil-
ity of community-based and trauma-focused treatment in a developing context 
and make recommendations based on pivotal lessons learned. 

Key words: creative arts therapy, child abuse, maltreatment, South Africa, suit-
ability study. 
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Introduction

Child maltreatment

South Africa has been referred to as a ‘natural laboratory’ (Kaminer & Eagle, 2010) 
where the impact of traumatic events and their consequences can be studied. Inter-
personal violence rates are extremely high, with rates of death caused by interpersonal 
violence being four and a half times the global average (Seedat, van Niekerk, Jewkes, 
Suffla, & Ratele, 2009). Especially violence against women and children is prominent; 
the rate of homicide of women by intimate partners is six times the global average, 
and it has been reported that up to 39% of girls have undergone some form of sexual 
violence before the age of 18 (Seedat et al., 2009). 

Child maltreatment includes all forms of physical abuse, sexual abuse, neglect and 
negligent treatment, emotional abuse, as well as exploitation that results in actual 
or potential harm to the child’s health, development or dignity (WHO, 2015). Child 
sexual abuse prevalence rates have been reported in South Africa between 26% and 
54% (Carey, Walker, Rossouw, Seedat, & Stein, 2007; Madu, 2003; Madu & Peltzer, 2000). 
Moreover, a study among rural South African youth reported physical abuse rates of 
89.3% for women and 94.4% for men, emotional abuse rates of 54.7% (women) and 
56.4% (men) and emotional neglect at 41.6% for women and 39.6% for men (Jewkes, 
Dunkle, Nduna, Jama, & Puren, 2010). 

Child abuse increases the risk of HIV, sexually transmitted infections and unwanted 
pregnancies (Garwood, Gerassi, Jonson-Reid, Plax, & Drake, 2015; Jewkes, Dunkle, 
Nduna, Jama, & Puren, 2010), as well as delinquency and substance abuse (Jewkes 
et al., 2006), and common mental disorders such as posttraumatic stress disorder, 
depression and suicide (Fincham, Altes, Stein, & Seedat, 2009; Jewkes et al., 2010; 
Suliman et al., 2009). Exposure to violence and neglect in childhood can also have 
severe consequences for later abuse. For instance, girls exposed to sexual abuse are at 
increased risk of physical and/or sexual violence later in life and adult sexual assault 
(Dunkle et al., 2004), and boys who have been abused in childhood are at increased 
risk of later becoming perpetrators, resulting in an intergenerational cycle of violence 
(Jewkes et al., 2006; Seedat et al., 2009). 

The consequences of child maltreatment are a serious public health concern. It is a 
cross-disciplinary challenge that impacts on all different levels of society (Mathews 
& Collin-Vézina, 2016), including public health, social justice, gender equality, human 
rights (Reading et al., 2009), as well as the economy (Fang, Brown, Florence, & Mercy, 
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2012). All these facts stress the importance and urgency of sufficient intervention 
programmes for children after abuse. 

Therapy after child abuse

Current resources in South Africa are insufficient to take care of the extreme high 
number of victims of child maltreatment. Moreover, most psychological treatments 
are based on Western health care models developed in first world countries that are 
not only expensive and thus inaccessible for disadvantaged communities, but also 
foreign and disconnected to indigenous and more multicultural societies and tradi-
tions. Although studies on evidence-based interventions for children after trauma are 
well documented in scientific literature (Gillies, Taylor, Gray, O’Brien, & D’Abrew, 2013), 
most interventions are based on Western health care principles, and have only been 
tested in high-income countries. 

As Tol and colleagues (2011) pointed out in a review study, there is a serious gap 
between research and practise when it comes to interventions in low and middle 
income countries, with the most commonly used interventions (e.g. counselling 
and community-based support programmes) having the least rigorous research and 
evidence. In order to address this gap, we designed, implemented and evaluated an 
intervention programme for seriously maltreated children in South Africa. The creative 
arts therapy programme is a structured, 10-session group based ‘first aid’ therapy for 
children after trauma, integrating creative cultural practises common in traditional 
South African communities such as music, dance and storytelling with scientific prin-
ciples of psychotherapy and counselling. In the course of this project, however, we 
came to struggle with various dilemma’s, such as barriers to accessibility, language 
and cultural barriers, managing high volumes of clients, and empowering semi-skilled 
professionals. The challenges in this project turned out to be substantial, therefore, 
the aim of this report is to discuss the challenges experienced and lessons learned, in 
the hope that this knowledge will be helpful to others facing similar challenges. 

Context

At the start of the project, a partnership was established between a specific trauma 
clinic and the researcher. A team of social workers, staff members, and researchers 
was involved in the project after approval by the board of the trauma clinic. Fund-
ing for the project was raised through crowdfunding initiatives, although costs were 
aimed to remain low in order to enhance sustainability in a low-resource context with 
a lack of funding. The first step of the project was to assess needs through qualitative 
research. This phase included interviews with local social workers while the researcher 
worked in the clinic for a year in order to assess the possibilities for implementing the 
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programme. In the second step, the creative arts therapy intervention protocol was 
developed in collaboration with local psychologists and creative art therapists (van 
Westrhenen, Fritz, Oosthuizen, Lemont, Vermeer, & Kleber, 2017). Subsequently train-
ing and supervision was organized for the social workers of the clinic, so they could be 
equipped to facilitate the creative arts therapy intervention. In total, four social work-
ers were trained in the first year, and due to high staff turnover, training was repeated 
annually. In the final step, abused children attending the clinic in the age between 
8 and 12 years were referred to the programme. Parents and children were provided 
information on the programme, and social workers facilitated different therapy groups 
in a well-established trauma clinic situated within communities in and around Johan-
nesburg, South Africa. Constant monitoring and evaluation was an integral part of the 
project, allowing for continuous improvement and development of the programme. 

Challenges
Based on systematic documentation of information and experiences of all researchers 
and social workers involved, three major challenges were identified in the data regard-
ing implementation of the programme: recruitment and retention, facilitator’s skills 
and commitment, and evaluation design. These challenges will be explained further 
below. 

Challenge 1: Recruitment and Retention

The first major challenge encountered was the difficulty to acquire enough respon-
dents for our study. Although abuse and neglect are frequent events in South Africa 
and although the clinic (located in Johannesburg, a city with approximately 5 million 
inhabitants) received many maltreated children, there was a high dropout rate; from 
the 75 children referred to the project over two years, 58.7% dropped out during the 
course of the programme, in both the experimental group receiving creative arts ther-
apy as well as the control group receiving a low-level supportive programme without 
treatment. Furthermore, more than 50% of the children in the experimental group only 
attended one or two sessions out of the prescribed ten, resulting in three out of the six 
therapy groups being terminated prematurely due to low and inconsistent turnout. 
Another constraint was that parents and children that did show up could easily be one 
to two hours early or late, complicating adherence to session routines and structure 
that the creative arts therapy intervention protocol prescribes. 

The high dropout results were obtained despite the fact that the clinic in which the 
therapy was run was located within the communities, the services were provided 
free of charge, and where possible transport or transport money was provided to the 
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families. Also, in an attempt to facilitate commitment, information was provided to 
the participating families beforehand in their home language, parents signed consent 
indicating commitment, weekly reminders were sent to the parents via SMS, and food 
and beverages were regularly made available in the sessions. 

Challenge 2: Facilitators’ skills and commitment

A second challenge included the wide variety in skill levels, professionalism and com-
mitment of the facilitators; some social workers were highly involved, dedicated, and 
collaborated with the researchers, others were overwhelmed by their workload, dis-
organized or even resentful. There were instances of problematic administration; the 
client files contained missing or inaccurate information, resulting in incorrect referrals 
of children who did not meet the therapy inclusion criteria, and therapy progress notes 
that went missing. There were challenges with punctuality; facilitators did not always 
adhere to the creative arts therapy manual, changed activities, changed session times 
and structures, or cancelled sessions last-minute, impacting on routine and retention. 
Another concern was the elevated levels of resentment and frustration amongst a part 
of the clinic staff towards the project, resulting in a breakdown in communication. 

Although a major aim of the research was to benefit the clinic directly, social workers 
at times perceived that it was the researchers who were going to gain the most from 
the collaboration. Also, some managers at the clinic did not allow sufficient time to 
the social workers for the project, adding pressure to the already high caseload and 
working in a minimally paid capacity. We noticed that when the social workers facili-
tated the groups a number of times and they experienced the benefits of the therapy, 
they started feeling more confident in their own abilities, and they were more likely to 
maintain their positive contributions in the programme. Lastly, the staff turnover at 
the clinic was high, in the first year 50% of those that were trained and supervised in 
creative arts therapy protocol left the clinic, the second year this was 66%. Due to this 
very high staff turnover, investments in terms of training and supervision that were 
made only lasted shortly, and training and supervision had to be repeated. 

Challenge 3: Evaluation design 

The researchers experienced challenges in the evaluation of the creative arts therapy 
programme. Attendance was low and inconsistent, and due to the low literacy rates 
and language barriers, understanding of questionnaires was problematic. It was no-
ticed that the young participants struggled to understand the Likert scales, and the at-
tention span for children as well as the parents was relatively short. When working with 
orphans it was at times hard to find someone who could report on the emotional and 
behavioural history of the child, due to high staff turnover at orphanages. In response 
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to the challenges, further translation in the various South African languages were made 
available. Moreover, visual cues were introduced to indicate the Likert-scale answers 
options of the questionnaires.

Even considering these adaptations, reliability of the questionnaires in this context re-
mained questionable. The parents reported in interviews and informal conversations 
that they noticed improvement in the child’s behaviour at home, for instance they 
showed less aggressive behaviour (e.g. less fighting with other children), they played 
more with other children and they reported less nightmares. This positive change, 
however, could not be replicated in analysis of the questionnaires. 

Discussion 
Previous studies outlined the urgent need for more community based trauma interven-
tions and evidence-based studies in developing countries (Tol et al., 2011). Although the 
implemented creative arts therapy intervention aimed to respond to this need whilst 
addressing previously reported barriers by following specific recommendations, such 
as decentralization of services, capacity-building through training, and incorporating 
a culturally congruent and low-cost approach (Saraceno et al., 2007; Tol et al., 2011, 
2014), integration of the programme into routine practise in South Africa encountered 
significant challenges. Below we will discuss suitability of the intervention programme 
by reflecting on the challenges experienced.

Exploring barriers to access to treatment

Several reasons for the problems with recruitment and retention in this study can be 
distinguished. Perhaps the clinic was not as decentralized or well-established in the 
community as initially thought, as turnout reflected little interest in or accessibility to 
the psychological services offered. One explanation for this could be rather practical, 
although services were free of charge, parents reported not being able to pay for trans-
port to travel to and from the clinic. However, because transport costs for some groups 
were fully funded and still attrition was high, it was unlikely that this was the main 
reason for non-attendance. Yet, in order to decrease barriers to access of mental health 
care, providing clinical services inside schools, churches, or other well-established 
organisations within the community could possibly help improve accessibility. 

Moreover, problems with accessibility may be strongly influenced by a mismatch 
between the offered services and the acceptability of services based on health literacy 
and cultural norms and values. Traditional explanatory models of health in South 
Africa often refer to spiritual causes of ill health such as ancestors, for which patients 
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seek the help of a traditional healer instead of a medical professional (Crawford & 
Lipsedge, 2004; Meissner, 2004). It is not uncommon that traditional communities 
favour existing (more traditional) practises over new interventions, as they are more 
in line with cultural beliefs and traditions about ill health and how it should be treated 
(Jordans et al., 2013; Tol et al., 2014). 

The history of South Africa, and in particularly the consequences of Apartheid, as well 
as the unequal divide of socio-economic resources play a huge role in mental health 
care behaviour in South Africa (Sorsdahl et al., 2009). During Apartheid, accessibility 
of mental health care was limited for the non-white population, and therefore mental 
health is often still associated with something only for white people. Furthermore, the 
unequal divide of socio-economic resources causes a lot of people in South Africa to 
live in extreme poverty. 

Poor health is usually associated with low income and poverty, not only in developing 
countries (Betancourt, Green, Carrillo, & Ananeh-Firempong, 2003). The relationship 
between socio-economic status and wellbeing is influenced by locus of control, or the 
subjective sense of control over particular life circumstances (Marmot, 2004). People 
with a low socio-economic status in the society who have a low sense of control may 
be less likely to seek help from health care professionals, or see the benefits of such 
help, compared to those who have a higher status. Additionally, the stigma around 
mental health illnesses and HIV/AIDS (an overwhelming problem in South Africa) of 
which the child is at risk after sexual abuse, also effecting help-seeking behaviour 
(Jewkes, 2006; Kalichman et al., 2005). 

The difficulty to reach patients and the dropout of mental health treatment are well-
known issues in cross-cultural studies (Bruwer et al., 2011; Seedat et al., 2009a). They 
are considered serious and difficult to handle problems, especially among people 
who have low income, lack insurance, are from different ethnic backgrounds and 
have negative or ambivalent attitudes towards mental health care. Specific interven-
tions targeting these groups are needed to increase the proportion of patients who 
complete an adequate course of treatment. Moreover, considering the complexity and 
cross-disciplinary (e.g. anthropology, economy, law, psychiatry, psychology, sociol-
ogy) nature of these challenges, we recommend interdisciplinary research initiatives 
working on scientific and clinical practice issues related to child maltreatment (Freyd 
et al., 2005) and community-based mental health interventions.
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Improving practitioner’s practice

The lack of commitment by some of the social workers could be attributed to their 
high caseload, in combination with a lack of training, supervision and management. 
It is considered a key barrier in low- and middle income countries that health care 
workers are generally overburdened with multiple tasks and patient loads (Saraceno 
et al., 2007), and even though the group approach in the creative arts therapy protocol 
was aimed to address this barrier (by enabling to help more people at once), the initial 
buy-in and commitment from the clinic staff was lacking to make it work. Furthermore, 
this lack of commitment is a rather frequently occurring problem in cross-cultural re-
search (Knipscheer & Kleber, 2005; Van de Vijver & Leung, 1997). Researchers are often 
confronted with suspicion and reluctance. 

In order to implement successful interventions in this context, the health care workers 
executing them require more organisational leadership support, for instance when 
specialist staff can primarily take on the role of managers and supervisors (Saraceno 
et al., 2007), and social workers are supported and receive continuous professional 
development. Involvement of different people from different levels in the organization 
and community, such as is the case in participatory action research, can help project 
commitment and possibly reduce cultural and attitudinal barriers between research-
ers, staff, and clients (Saraceno et al., 2007). We also learned that success was related 
to the social workers’ feelings of self-efficacy (Bandura, 1977), experience in facilitating 
groups, and hours of training and supervision. 

Ethical considerations for community-based research in a developing context

The selected instruments for this study were used before in previous studies in com-
parable settings in South Africa, and reliability and validity measures were published. 
Based on our experiences with the administration of these questionnaires, we were 
surprised not to find any previous comments on the limitations and problems concern-
ing this procedure. Although it is quite common to use standardized questionnaires 
developed in the western world in non-western settings, there is serious doubt about 
their validity in settings that are different and that are characterized by abuse and 
poverty (Bolton, 2001). The interplay between qualitative and quantitative forms of 
research should be utilized better, more systematic and more thoroughly. We therefore 
recommend that future research in a multicultural context should consist of a mixed 
design to ensure cultural validity (Boeije, Slagt, & van Wesel, 2013), including methods 
such as clinical interviews, focus groups, semi-structured interviews, and observa-
tions, in combination with developing and administering cross-culturally validated 
questionnaires.   
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Furthermore, the effectiveness of trauma-focused treatment in a context of ongoing 
adversity, such as in the case of chronic poverty, community violence and war, has 
been questioned. Psychological treatments are not always effective when someone 
experiences ongoing stress and trauma (Nickerson, Bryant, Silove, & Steel, 2011; Tol et 
al., 2014a). It can be debated whether psychosocial problems such as poverty and mal-
nutrition or rather trauma-focused treatment are preferred approaches when trying 
to understand and address mental health needs in such settings (Miller & Rasmussen, 
2010). Daily stressors have substantial impact on mental health outcomes (i.e. Miller, 
Omidan, Rasmussen, Yaqubi, & Daudzai, 2008; Rasmussen et al., 2010), yet interven-
tions that exclusively target these daily stressors risk overlooking the need for more 
specialized trauma treatment.  

 Ethical dilemmas such as these, in which ‘moral obligations demand or appear to 
demand that a person adopt each of two (or more) alternative actions, yet the person 
cannot perform all the required alternatives’, (Beauchamp and Childress, 2001; p.10), 
increase the risk of compromising the reliability and validity of a research study. Al-
though in our study the main aim was to provide trauma-focused treatment, we were 
concerned about the physical health of the children when they were continuously re-
porting being hungry and therefore struggled to concentrate on the therapeutic activi-
ties. We quickly realized that it was impossible to treat the traumatic stress symptoms 
in isolation of psychosocial challenges, but struggled to find the right balance between 
trauma-treatment and psychosocial support, in our capacity as psychologists and 
researchers. 

Considering these complex situations in which researchers in a developing context 
find themselves, we find merit in using an ethical problem solving model for research 
with at-risk population groups in developing countries. Such as model could provide 
a framework to examine complex situations considering multi parties interests’, using 
a systemic multi-step approach to guide decision making. Using a foundation such as 
the ethical decision making model by Koocher and Keith-Spiegel (2008), research can 
be conducted into developing such a framework.  

Finally
We did learn more about the challenges research in low and middle income countries, 
particularly South Africa, is facing, and we hope that our insights can guide and stimu-
late similar studies into how we can best support the high numbers of abused children 
in developing countries. We specifically experienced challenges around recruitment 
and retention, facilitators’ skills and commitment, and the evaluation design. We 
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recommend further research on help-seeking behaviour in impoverished and multi-
cultural communities, and the close collaboration between researchers, health care 
professionals, also including patients/clients from the communities in decision mak-
ing and implementation of new treatment protocols. Due to the multi-faceted nature 
of the problem of child maltreatment, different interdisciplinary pools of knowledge 
are required to effectively address the problem.  Increasing training and supervision of 
qualified health care professionals and the inclusion of more mixed research designs 
are possible strategies to improve evidence-based trauma-care for the large number 
of traumatized children who need psychological help. Lastly, we acknowledged the 
ethical dilemmas researchers may face between providing trauma-focused and psy-
chosocial support in a context of ongoing stress and trauma, and we recommend the 
development of an ethical problem-solving model to guide decision making.  
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Abstract
Aim: To evaluate the effect of a 10-session creative arts group therapy programme 
on posttraumatic stress symptoms, behavioural problems, and posttraumatic 
growth, in children who experienced a traumatic event. 

Design: A multicentre non-randomized controlled trial with a treatment and 
control condition conducted in South Africa (4 sites).

Methods: 125 children aged 7 to 13 years were assigned either to the treatment 
condition receiving creative arts therapy or a control condition with a low-level 
supportive programme without treatment. In total 47 children completed the 
programme and questionnaires assessing posttraumatic stress, posttraumatic 
growth and behaviour problems both at baseline and follow-up; 23 in the treat-
ment group and 24 in the control group. Adjusted mean differences were anal-
ysed using ANCOVA with bootstrapping.

Results: Results showed that both hyperarousal symptoms (d=0.61) and avoid-
ance symptoms (d=0.41) decreased more in the treatment group compared to 
the control group. Behavioural problems also reduced (d=0.40) and posttrau-
matic growth slightly increased (d=0.34) in the treatment group, but there was 
no significant difference compared to the control condition.

Conclusion: In spite of severe challenges implementing and executing this 
pioneering study in underprivileged areas of South Africa, support was found 
for creative arts therapy reducing hyperarousal and avoidance symptoms, but 
not for other symptoms. Data showed a positive trend of creative arts therapy 
decreasing negative psychological symptoms, which could be further explored 
in future studies.  

Keywords: Creative arts therapy, child trauma, intervention, group therapy, 
South Africa
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Introduction

Trauma exposure

For a country not at war, South Africa is a place with extreme high rates of traumatic 
exposure, with one of the highest rates of interpersonal violence and domestic abuse 
in the world (Seedat, van Niekerk, Jewkes, Suffla, & Ratele, 2009). Especially violence 
against children is omnipresent, from severe beatings to sexual violence and rape. 
Exposure has been reported as high as 98.9% for community violence (Kaminer, du 
Plessis, Hardy, & Benjamin, 2013) and 54.2% for sexual abuse (Madu & Peltzer, 2001).

The high exposure to interpersonal violence increases vulnerability to mental disor-
ders such as posttraumatic stress disorder (PTSD) (Fincham, Altes, Stein, & Seedat, 
2009; Suliman et al., 2009). High levels of PTSD have been reported amongst poor 
urban children in South Africa and estimations have been published of 22.2% and 
23.6% (Seedat, Nyamai, Njenga, Vythilingum, & Stein, 2004; Suliman et al., 2009). Apart 
from PTSD, children exposed to interpersonal violence are more likely to experience 
a wide range of adverse psychological problems, such as depression, suicidality, and 
substance abuse (Jewkes, Dunkle, Nduna, Jama, & Puren, 2010; Suliman et al., 2009) 
and externalizing behaviour problems such as violent and anti-social behaviour (King 
et al., 2004). 

Apart from negative psychological consequences of abuse and neglect, positive 
change may also result from traumatic exposure, called posttraumatic growth (PTG) 
(Calhoun & Tedeschi, 2006). PTG generally includes five domains; relating to others, 
personal strength, appreciation of life, spiritual change, and new possibilities (Kilmer 
et al., 2009). PTG has mostly been studied in adults and there is a growing body of 
literature describing the phenomenon of PTG in children and adolescents (Alisic, van 
der Schoot, Van Ginkel, & Kleber, 2008; Clay, Knibbs, & Joseph, 2009). 

Child trauma treatment

Different types of interventions have been proven to be effective for improving mental 
health in traumatized children. Particularly cognitive behaviour therapy (CBT) has 
emerged as one of the most effective and widely used treatments (Gillies, Taylor, Gray, 
O’Brien, & D’Abrew, 2013; Silverman et al., 2008). More evidence, however, is required 
in order to establish the effectiveness of different therapies in the longer term, and for 
comparability of different types of therapy, such as CBT, play therapy, eye movement 
desensitization and reprocessing (EMDR), art therapy, and psychodynamic therapy 
(Gillies et al., 2013). Moreover, since most studies have been conducted in high-income 
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countries, evidence is required for the applicability of trauma interventions in a low- 
and middle-income context (Tol et al., 2011). 

Creative arts therapy is a widespread approach in the treatment of child post trauma 
disorders. It includes different modalities of art, music, dance and drama in combi-
nation with principles of psychotherapy and counselling (Malchiodi, 2015). Research 
with children found that the use of art can facilitate exposure to traumatic cues in a 
non-threatening manner, allowing for desensitization of anxiety, articulation of affec-
tive states (Kozlowska & Hanney, 2001), and more detailed and emotional narratives 
(Lev-Wiesel & Liraz, 2007).  Also, arts-based methods can assist children in developing 
coping skills, self-awareness, and aspects of self-esteem (Coholic, Lougheed, & Cadell, 
2009).  Facilitating (creative) therapies for traumatized children in a group setting can 
have additional benefits, because group members can facilitate trust and disclosure, 
providing an opportunity for children to realize they are not alone in their problems, 
and finding peer-support (Killian & Brakarsh, 2004; Yalom & Leszcz, 2008). 

Although the possibilities of creative arts therapy appear promising, there is very 
little research available on the efficacy of such therapies for traumatized children 
(Eaton, Doherty, & Widrick, 2007; Van Westrhenen & Fritz, 2014). Only a few studies 
have explored the effects of creative therapy for children on reducing posttraumatic 
stress symptoms (i.e. Lyshak-Stelzer, Singer, Patricia, & Chemtob, 2007; Ugurlu, Akca, 
& Acarturk, 2016) and behavioural difficulties (Quinlan, Schweitzer, Khawaja, & Griffin, 
2016). In the South African context, to our knowledge, only one group art therapy inter-
vention for sexually abused girls from 8 to 11 years old has been evaluated (Pretorius 
& Pfeifer, 2010). This study showed positive results regarding anxiety and depression. 
Apart from this study, methodologically sound studies focusing on the effects of cre-
ative arts therapy on specific outcome measures are scarce. 

Study purpose

Considering the lack of evidence for the effect of creative arts therapy interventions 
for traumatized children, and the absence of evidence on trauma interventions for 
children in low- and middle-income countries, the present study aims to assess the 
possible influence of a creative arts group therapy programme for traumatized chil-
dren in South Africa, on posttraumatic stress symptoms, behaviour problems and 
posttraumatic growth. We performed a non-randomized controlled trial comparing 
creative arts therapy with a low-level supportive programme without treatment and 
hypothesized that a creative arts therapy programme is more efficacious compared 
to the control condition in 1) reducing posttraumatic stress symptoms, 2) reducing 
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behavioural problems, and 3) increasing posttraumatic growth, in children who expe-
rienced one or more traumatic events. 

Methods

Design

This was a multicentre non-randomized controlled trial conducted in South Africa (4 
sites) with two conditions, and including 3 measurements at baseline and follow-up. 

Sampling

The study took place at four branches of a child abuse clinic in Johannesburg, South 
Africa, from January 2014 to June 2016. Participants were selected for this study from 
all children that came for intake at the trauma clinic, based on the following inclusion 
criteria: (1) experienced one or multiple events of trauma or abuse between three 
months and twelve months ago; (2) developmental age between 7 and 13 years at 
the time of enrolment; (3) can speak English. Exclusion criteria were (1) mental retar-
dation, autistic disorder, and blindness, (2) already had any form of previous trauma 
treatment. Social workers conducting intakes selected and assigned the children to 
the therapy and the control condition. This was done non-random based on practical 
considerations of the difficulty in obtaining participants for the study, and the avail-
ability and willingness of the participants. 

Outcome measures

Posttraumatic stress symptoms. Posttraumatic stress symptoms were measured by 
the Child PTSD Checklist (C-PTSD-C) (Amaya-Jackson, McCarthy, Chemey, & Newman, 
1995). This self-report measure is a 28-item checklist that rates DSM-IV-TR character-
ized PTSD symptoms in the past month. The scale uses a 4-point Likert scale, ranging 
from ‘not at all’ (scored 0) to ‘all the time’ (scored 3), with higher scores indicating more 
severe PTSD symptoms. The C-PTSD-C has three subscales: Hyperarousal, avoidance, 
and reexperiencing. Psychometric properties have been published in the South African 
context by Boyes, Cluver, and Gardner (2012), and the instrument was found to be a 
reliable and valid measure of PTSD symptoms. Internal consistency for the scale in the 
current sample was good between α=.78 (baseline) and α=.90 (follow-up).

Behaviour problems. Behaviour problems were reported by the parents or a close rela-
tive on the Child Behaviour Checklist (CBCL) (Achenbach, 1991). This checklist consists 
of 120 items, assessing emotional and behavioural problems, rated on a 3-point scale 
ranging from ‘not true’ (scored 0) to ‘very true or often true’ (scored 2). The CBCL has 



Chapter 8

146

three main scales, internalizing, externalizing and total problems, as well as eight 
sub-scales comprising specific behaviour domains. Research using the CBCL has 
demonstrated its sound reliability and validity (Achenbach, 1991). Internal consistency 
in the current sample was excellent (baseline α=.96, follow-up α=.96).

Posttraumatic growth. Posttraumatic growth was measured with the self-report 
Posttraumatic Growth Inventory for Children- Revised (PTGI-C-R) (Kilmer et al., 2009). 
The instrument has 10 items using a four-point Likert scale ranging from no change 
(scored 0) to a lot (scored 3). Research findings demonstrate validity and reliability 
of the revised scale (Kilmer et al., 2009). Internal consistency for the full scale in the 
current sample was found between α=.70 (baseline) and α=.76 (follow-up).

Conditions

Treatment condition. Children in the treatment condition attended the Creative Arts 
in Psychotherapy (CAP) intervention (Van Westrhenen et al., 2017). CAP is a structured 
programme of ten 90-minute sessions, specifically developed for traumatized children 
in the age between 8 and 12 years. The sessions are facilitated in groups of six to eight 
participants by trained local social workers, and different activities incorporating a 
range of creative arts tools are used to work towards specific session goals. Overall, 
the intervention aims to improve identification and communication of emotions, 
inter- and intrapersonal skills and resilience to cope with future crisis, increase post-
traumatic growth, and reduce posttraumatic stress symptoms. 

Control condition. The control group did not attend any therapy, but a so called ‘court 
preparation and support programme’. This non-therapeutic programme focuses on pro-
viding children and parents skills, emotional support and legal knowledge in preparation 
for their appearance in court, during three-hour monthly group sessions. The children in 
this control condition attended about 3 sessions (over a 2-month period) during the time 
this study took place. The sessions were solely focused on the court process, and not on 
any psychosocial impact of the trauma on the client’s personal life. 

Procedure

To detect a change in the dependent variables between the two conditions, with a 
two-sided 5% significance level, medium effect size and a power of 80%, a sample size 
of 64 per group was necessary (Faul, Erdfelder, Lang, & Buchner, 2007). Baseline ques-
tionnaires were administered during the introduction session of the creative therapy 
programme (treatment condition) and during the monthly court preparation sessions 
(control condition). Follow-up questionnaires were subsequently administered after 
the final session of the creative therapy programme, and during another court prepa-
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ration session on average two months after baseline measurements. In a number of 
instances individual appointments were arranged to administer questionnaires if the 
parents and children were not available for group sessions. 

Ethical approval

Permission for this study was obtained from the Faculty of Humanities Academic 
Ethics Committee of the University of Johannesburg. Informed consent and informed 
assent was obtained from the children and their parents or primary caregiver prior to 
participation in this study. Participation was volunteer and confidential. Children in the 
control group were offered the option to attend therapy at the clinic after participating 
in the court preparation and support programme. 

Data analysis

Analyses were conducted using IBM SPSS statistics 22. Missing data on item level 
were replaced using multiple imputation. The multiple imputations appeared similar 
and comparable, and therefore one imputation was selected to allow for subsequent 
analysis including bootstrapping. Baseline analyses were performed using bivariate 
analysis, exploring differences on treatment condition, gender, race, type of trauma and 
baseline measures of PTSD, PTG and behavioural problems. To explore the treatment 
effect, the mean difference score between baseline and follow-up measurements was 
compared between the different test conditions (treatment vs control) using ANCOVA 
with ethnicity and type of abuse as covariates. Considering the small sample and non-
normal distribution of data, bootstrapping techniques were applied.

Results

Participants flow

In total 125 children participated with baseline measurements in the study. Subse-
quently, social workers referred 74 participants to the treatment condition, and 51 
participants to the control condition. For the treatment condition, after participant 
dropout and exclusion of incomplete cases, a total of 23 participants were included 
for the analysis of the C-PTSD-C and the PTGI-C-R and a total of 18 participants were 
included for the analysis of the CBCL. Reasons for drop out were mostly related to 
practical challenges such as transport from and to the clinic. For the control condi-
tion, after dropout and exclusion of incomplete cases, analysis were conducted with 
a sample of 24 participants for the C-PTSD-C and the PTGI-C-R, and 19 participants for 
the CBCL. A summary of the participants’ flow through the different project stages is 
provided (Figure 1).
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Figure 1: Flow diagram of progress through the phases of the experimental trial of two groups. 

The final sample of 47 participants for analysis of the C-PTSD-C and the PTGI-C-R con-
sisted of 23 children in the treatment group, 3 boys and 20 girls, aged between 7 and 13 
(M=10.14, SD=1.92). The control group consisted of 24 children, 8 boys and 16 girls, aged 
between 8 and 13 (M=10.50, SD=1.32). The final sample of 37 participants for analysis 
of the CBCL consisted of 18 children in the treatment group, 2 boys and 16 girls, aged 
between 7 and 13 (M=9.93, SD=1.94). The control group consisted of 19 children, 6 boys 
and 13 girls, aged between 8 and 13 (M=10.30, SD=1.38). The majority of children in the 
study had experienced sexual abuse, five children experienced physical abuse (Table 1). 

Table 1 Baseline demographic characteristics in means (SD) or numbers (%)

Sample for PTSD & PTG Sample for CBCL

Treatment 
(n=23)

Control 
(n=24)

Treatment 
(n=18)

Control 
(n=19)

Age (years) 10.14 (1.92) 10.50 (1.32) 9.93 (1.94) 10.30 (1.38)

Gender (female) 20 (87.0%) 16 (66.7%) 16 (88.9%) 13 (68.4%)

Ethnicity:

  African 22 (95.7%) 16 (66.7%) 18 (100%) 12 (63.2%)

  Asian - 2 (8.3%) - 2 (10.5%)

  Coloured 1 (4.3%) 2 (8.3%) - 1 (5.3%)

  White - 4 (16.7%) - 4 (21.1%)

Type of trauma:

  Sexual abuse 23 (100%) 17 (70.8%) 18 (100%) 14 (73.7%)

  Physical abuse - 5 (20.8%) - 3 (15.8%)

  Other - 2 (8.3%) - 2 (10.5%)
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Baseline data

The treatment group (M=26.78, SD=11.48) and control group (M=33.99, SD=11.57) dif-
fered significantly on PTSD symptoms at baseline (t(45)=-2.143, p<.05). Fisher’s exact 
test for the sample of 47 participants did show that there were significantly more 
black children in the treatment group (95.7%) compared to the control group (66.7%; 
p<.05), and there were also more children that were sexually abused in the treatment 
group (100%) compared to the control group (70.8%; p<.01). Also for the sample of 37 
participants, there were more black children in the treatment group (100%) compared 
to the control group (63.2%; p<.01), and more children had been sexually abused in the 
treatment group (100%) compared to the control group (73.7%, p<.05). Other variables 
tested did not differ significantly across conditions. 

Evaluation of outcomes

Controlling for the effect of ethnicity and type of abuse in an ANCOVA, bootstrapped ad-
justed mean differences showed that hyperarousal symptoms significantly decreased 
in the treatment condition between baseline and follow-up (from M=10.39 to M=6.77, 
d=0.61), where it slightly increased for the control group (from M=6.73 to M=7.46, d=-
0.15; adjusted mean difference=4.36, 95% CI 0.36, 8.69). Moreover, avoidance symptoms 
decreased significantly more for the treatment condition (from M=13.48 to M=11.13, 
d=0.41) compared to the control condition (from M=11.05 to M=10.99, d=0.01; adjusted 
mean difference=4.11, 95% CI -0.03, 8.42), yet the effect size was small. Overall PTSD 
symptoms, as well as reexperiencing symptoms also decreased, but not significantly 
more than in the control condition, see Table 2. 

Table 2 Summary results treatment and control group

Treatment Control Adjusted mean 
difference* 
(95% CI) Scale (range)

Baseline 
(mean (SD))

Follow-up 
(mean (SD))

Baseline 
(mean (SD))

Follow-up 
(mean (SD))

PTSD symptoms n=23 n=24

  Total (0-84) 33.99 (11.57) 27.06 (18.18) 26.78 (11.48) 26.84 (12.68) 9.40 (-0.18, 20.01)

  Avoidance (0-30) 13.48 (4.78) 11.13 (6.63) 11.05 (5.15) 10.99 (4.54) 4.11 (0.03, 8.42)

  Reexperiencing (0-27) 9.43 (5.25) 8.64 (6.42) 8.75 (3.96) 7.83 (4.59) 0.33 (-3.03, 3.60)

  Hyperarousal (0-24) 10.39 (4.96) 6.77 (6.72) 6.73 (4.20) 7.46 (5.26) 4.36 (0.36, 8.69)

Behaviour problems n=18 n=19

  Total (0-240) 62.91 (35.97) 48.98 (33.66) 71.35 (37.01) 51.46 (28.12) -13.90 (-53.28, 20.88)

  Internalizing (0-78) 18.81 (11.76) 14.59 (11.14) 21.08 (10.45) 14.19 (7.60) -5.80 (-16.65, 3.91)

  Externalizing (0-70) 16.68 (10.09) 14.05 (9.75) 20.22 (13.45) 16.15 (11.62) -2.12 (-14.23, 8.20)

Posttraumatic growth n=23 n=24

Total (0-30) 22.34 (5.29) 23.99 (4.42) 19.75 (5.25) 23.44 (5.01) 1.63 (-2.70, 6.08)

*Mean difference score adjusted for ethnicity and type of abuse based on 1000 bootstrap samples
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Behaviour problems also showed a decrease over time in both the treatment condition 
(from M=62.91 to M=48.98, d=0.40) and the control condition (from M=71.35 to M=51.46, 
d=0.61), and internalizing behaviour decreased more than externalising behaviour, but 
these changes were not statistically significant. Lastly, posttraumatic growth increased 
in both the treatment condition (from M=22.34 to M=23.99, d=0.34) and the control 
condition (from M=19.75 to M=23.44, d=0.72), but there was no significant difference in 
this increase between conditions (Table 2 and Figure 2). 
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Discussion
Evaluation of the creative arts therapy programme showed that compared to the 
control condition, hyperarousal symptoms significantly decreased after therapy with a 
medium effect size. Avoidance symptoms also decreased after therapy, but the effect 
size was small. No support was found for our hypothesis that the creative arts therapy 
programme is more efficacious than a low-level supportive programme in reducing 
reexperiencing symptoms, behaviour problems and increasing posttraumatic growth. 
Below we will discuss the outcomes of the intervention, reflect on barriers in recruit-
ment and retention and discuss methodological limitations. 

Therapeutic outcomes

Previous studies highlighted the positive effects of creative arts therapy specifically 
on reducing psychological stress (Stuckey & Nobel, 2010), having a soothing capac-
ity (Jiang, Rickson, & Jiang, 2016; Malchiodi, 2015) and establishing safety (Cassidy, 
Turnbull, & Gumley, 2014), which may in turn have facilitated decreased hyperarousal 
and regain or develop healthy emotion regulation after experiencing severe stress. The 
positive effect of group therapy and activities facilitating emotional expression and 
working through the traumatic experience may have contributed to reduced avoid-
ance symptoms. 

The creative arts therapy programme (CAP) did not diminish reexperiencing PTSD 
symptoms, behaviour problems and posttraumatic growth as successfully. It could 
be that the therapeutic activities in the treatment protocol did not address all these 
different outcome measures as purposefully as intended, or that the lack of a direct 
trauma-exposure component in the treatment effected the outcomes. Currently, 
there is a debate whether directly facilitating re-exposure in therapy would be more 
beneficial (Ter Heide, Mooren, & Kleber, 2016). On the one hand, it has been found that 
trauma-focused treatments show higher effect sizes compared to non-trauma-focused 
treatments (Ehring et al., 2014), yet a recent meta-analysis showed this difference is 
rather small and not clinically meaningful (Tran & Gregor, 2016). Moreover, exposure 
therapies are also associated with an early and high dropout and patients having 
remaining symptoms (Kehle-Forbes et al., 2013; Schnurr et al., 2007). 

Moreover, not all these interventions have been shown to be effective in a context of 
ongoing adversity such as chronic poverty, community violence and war (Nickerson, 
Bryant, Silove, & Steel, 2011; Tol et al., 2011, 2014). Therefore, another explanation 
for the CAP programme evaluation results may be that the circumstances of ongoing 
adversity are impeding the potential therapeutic benefits of the intervention. Lastly, 
most trauma treatment studies in a developing context have focused solely on PTSD 
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and internalizing symptoms as outcome measures (Tol et al., 2011), and perhaps 
other outcomes such as resilience, self-confidence, and social support could be more 
relevant in a setting of poverty, hardships and crime and should be an essential focus 
in future studies. 

Recruitment and retention

Despite the very high rates of abuse and trauma exposure in South Africa and their 
negative psychological consequences (Seedat et al., 2009), few children enrolled 
and completed the free creative therapy programme. From the 125 children initially 
referred to the programme, 62.4% dropped out in both the treatment and control 
condition. Unfortunately, these difficulties in reaching patients and high dropout rates 
of mental health treatment are well-known issues in developing countries (Bruwer et 
al., 2011; Seedat et al., 2009a). 

The implemented creative therapy intervention aimed to explicitly address previ-
ously reported structural barriers (e.g., problems with availability and accessibility of 
services) by working from a decentralized location, building capacity of skilled health 
care workers through training, and incorporating a culturally congruent and low-cost 
approach (Saraceno et al., 2007; Tol et al., 2011). Nevertheless, attitudinal barriers (e.g., 
low perceived need for treatment, low mental health literacy, stigma) appeared to be 
more substantial in this context (Bruwer et al., 2011; Sareen et al., 2007) and harder 
to address. Therefore, this problem of recruitment and retention in crime-stricken 
and underprivileged settings such as in South African townships deserves even more 
serious consideration than presumed. It would be more effective in these problematic 
socio-economic circumstances to combine therapy interventions with programmes 
explicitly focusing on mental health education providing an intrinsic motivation for 
therapy attendance (Bruwer et al., 2011). Such an approach would also fit into the 
emphasis on social rehabilitation in trauma care as suggested by several authors on 
global health (Bracken et al., 2012).

Methodological limitations

Due to several practical challenges in the research project, the study had to be 
implemented with more flexibility and therefore less rigor than initially intended. This 
resulted in several inconsistencies in data collection, decreasing the value of evidence 
of this study. Clearly, the small sample size and insufficient possibilities for random-
ization were a substantial limitation in this study. Furthermore, 45.3% of the children 
in the treatment group who received creative arts therapy only attended one or two 
sessions out of the prescribed ten. The current results do not accurately reflect the 
possible full potential of the creative therapy programme as mentioned above. 
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In view of the complexity of the South African setting in which this study was con-
ducted, we considered the randomized controlled trial (RCT) approach inappropriate. 
The RCT design focuses on quantitative outcomes based on prior set objectives and 
therefore ignores important contextual factors that influence programme efficiency 
and effectiveness, such as cultural norms and values and organizational environment 
and philosophies (Seligman, 1995). It was also difficult to respond to the different prac-
tical and logistical challenges highlighted above, which in the context of low income 
countries can be considered inevitable. We therefore recommend the use of mixed 
methods for future studies in a similar context, incorporating for instance interviews, 
focus-groups and observational data to add to questionnaires (Boeije, Slagt, & van 
Wesel, 2013). In this way, we can enrich the knowledge on how to implement evidence-
based treatment for traumatized and abuse children in developing countries more 
effectively. 

Conclusion
This pioneering study conducted in South Africa investigated the potential effects of 
a creative arts therapy intervention programme for traumatized children. Although 
severe challenges implementing and executing the study limited the power of this 
evaluation study, results show positive patterns going into the right direction. We 
hope our insights will inspire more work in this area. Considering the high need for 
evidence-based trauma care for children in low income countries, we recommend 
more studies to be conducted on the efficacy of creative arts therapy and the effects of 
trauma-intervention studies. 
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Levels of crime and community violence are ever-present in South Africa. Based on 
personal experience, everyone I met in the country has been either directly exposed 
to or witnessed some type of traumatic event, including violence in the street, being 
robbed or mugged, hijacked, or being injured, beaten, abused, hurt or killed. In the 
period of seven years that I lived in the country to conduct this research (2010-2016), 
my house and car have been broken into a number of times, although I realize it could 
have been much worse. Like many others, I lived in a constant state of high alertness; 
listening for suspicious sounds, watching out for strange people coming too close to 
my car, and getting a complete fright every time someone (often accidently) sets off 
the house alarm. I never felt entirely safe, not even in my own house. 

These ongoing stressor conditions are causing an experience of continuous chronic 
stress, however, so subtle that you almost get used to it. When you tell someone else 
that you were robbed, they respond by telling their own stories of when it happened 
to them or someone they know; traumatic events are being normalized. Yet, there are 
also many children whose experiences simply cannot and should not be normalized, 
such as Bonolo’s experiences described in the Introduction of this dissertation; grow-
ing up in extreme poverty, being raped in your own home, and loosing parents at a very 
young age. That just seems too much tragedy for a 9-year-old to bear. Many children 
like Bonolo suffer in silence, without having access to good quality mental health care 
and other support services. 

In the current series of studies, we explored the psychological consequences of such 
traumatic experiences in South Africa and currently available treatments, and if and 
how a creative arts therapy intervention could help children like Bonolo to find some 
relief and support for their problems. Three main questions were investigated in this 
dissertation concerning the psychological consequences of adversity, challenges in 
South African trauma care and the effect of a creative arts therapy intervention for 
traumatized children. These questions and related findings will be discussed below.  

A resilient society

Research question 1: What are the psychological consequences of stu-
dents experiencing adversity in South Africa in terms of posttraumatic 
stress, PTG, and resilience?
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Trauma exposure and PTSD

Through the different questionnaires and interviews that were conducted in this study 
it was found that trauma does leave its scars upon the South African society. Among 
the student population examined, 50% of those exposed to a traumatic event reported 
symptoms indicative for a posttraumatic stress disorder (PTSD) (Chapter 5). Social 
workers also reported that they feel stressed and anxious, and that they struggle to 
deal with the traumatic stress they are exposed to, not only through their work but 
also in their personal lives (Chapter 3). Moreover, there are certain cultural tradi-
tions within the South African communities that can go against the safety and rights of 
children (for instance when the parents sell their child to a perpetrator, an extension 
of the tradition called Lebola), adding to the burden of traumatic stress in children. 
Although exposure rates to trauma were relatively similar in previous studies, the 
finding of 50% PTSD prevalence in this study’s population is considerably higher than 
findings from previous studies in the same context among adults (between 2.2% and 
23.3%, i.e. Kaminer, Grimsrud, Myer, Stein, & Williams, 2008; Suliman et al., 2009) as 
well as children and adolescents (between 2.2% and 22.2%, i.e. Optimus Study, 2016; 
Seedat, Nyamai, Njenga, Vythilingum, & Stein, 2004). 

So how come these rates were so high, and is this a true reflection of reality? On the 
one hand, it seems conceivable that the rates are indeed high, considering the high 
and continuous exposure to traumatic events (Seedat, van Niekerk, Jewkes, Suf-
fla, & Ratele, 2009), especially in an opportunity sample of previously disadvantaged 
students growing up in extreme impoverished and unsafe circumstances. It has been 
shown that cumulative trauma and multiple, severe ongoing trauma (i.e. complex 
trauma) predict PTSD (Briere, Kaltman, & Green, 2008; Cloitre et al., 2009), and in this 
population these types of complex trauma can definitely be considered. 

In comparison with ‘the general’ population, a 50% PTSD prevalence rate is extremely 
high. However, in comparison with more vulnerable population groups exposed 
to more frequent and more severe types of trauma these rates are not unique. For 
instance, studies with orphaned children reported PTSD prevalence rates up to 
73% (Cluver, Fincham, & Seedat, 2009; Cluver & Gardner, 2006). The same is true for 
former child soldiers (Winkler et al., 2015) and inmates who were exposed to six or 
more different types of traumatic events (Briere, Agee, & Dietrich, 2016), reporting 
PTSD prevalence rates between 30% and 64%. Looking at the frequency and severity 
of traumatic experiences in South Africa, comparison to more vulnerable groups may 
be more appropriate; traumatic events and its mental health consequences in South 
Africa are severe and continuous.   



163

Discussion

Ch
ap

te
r 9

On the other hand, we should consider that the variation in methods that occur across 
studies make it difficult to identify and compare prevalence rates (Optimus Study, 2016). 
Results may depend on definitions used, research instruments administered, popula-
tion groups included as well as location of the study. The instrument used to establish 
PTSD prevalence in this study (the revised Impact of Event Scale, IES-R) has been used 
previously in the South African context (Cluver & Gardner, 2006; Peltzer, 2000), also re-
porting high incidences of PTSD (42.2% - 73%). Other instruments reported lower rates, 
indicating that this instrument might overestimate the PTSD diagnosis (Engelhard et 
al., 2007), or that other instruments underestimate PTSD prevalence. However, studies 
have emphasized the reliability of the instrument, also for discrimination between 
individuals with or without PTSD diagnosis (Beck et al. 2008). The IES-R is a self-report 
measure, so another explanation could relate to over-reporting by the students, and 
using standardized clinical interviews may help to determine validity. 

Lastly, previous studies have debated about the cross-cultural validity of all PTSD 
symptoms as stated in the DSM (APA, 2013) (see Friedman, Resick, Bryant, & Brewin, 
2011). Although avoidance is generally perceived as maladaptive and associated with 
long-term negative health consequences (Amstadter & Vernon, 2008; Seligowski, Lee, 
Bardeen, & Orcutt, 2015), some recent studies have questioned whether this is true for 
collectivistic cultures, arguing that the negative effects of emotional suppression are 
less distinct or even non-existent among individuals from these cultures (Nickerson et 
al., 2016; Soto, Perez, Kim, Lee, & Minnick, 2011). Moreover, contrary to expectations, 
the risk of developing PTSD after exposure to trauma in countries with relatively high 
cultural and socioeconomic vulnerabilities to adversity was found to be lower than in 
countries with relatively low vulnerability to adversity (Dückers, Alisic, & Brewin, 2016). 
This may be explained by the collectivist cultures in countries with high levels of vul-
nerability to adversity and the supportive community engagements that can provide 
sources for resilience, yet it may also be that the relative impact of a traumatic event 
on long-term goals in countries with low vulnerability to adversity is more substantial 
(Dückers et al., 2016). Results in our study did report high clinical levels of PTSD in 
African, Coloured, Indian, and White South Africans (see Chapter 5), suggesting its 
prevalence in this collectivist setting. However, these high levels of PTSD were reported 
in combination with high levels of PTG and resilience, suggesting a sample with also 
strong positive characteristics. Considering the differences in findings across settings, 
further research is required into PTSD and other psychological consequences of 
trauma across various cultures and settings with different vulnerabilities to adversity. 
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Posttraumatic growth and resilience

Besides the negative consequences of traumatic exposure, we found that levels of 
both resilience and posttraumatic growth were high in this population, and we found 
a positive relationship between posttraumatic growth (PTG) and PTSD (see chapter 5 
of this dissertation). In the model of PTG, Tedeschi and Calhoun (1995) suggest that 
some degree of psychological distress after trauma is necessary in order to challenge 
a survivor’s core beliefs, to provoke cognitive processing, change worldviews and 
assumptions, and result in personal growth. This would explain why high levels of 
distress, or PTSD, are positively associated with PTG. Yet, previous studies have pro-
duced mixed findings. Some, like ours, confirming this positive relationship (e.g. Alisic, 
van der Schoot, van Ginkel, & Kleber, 2008; Hall et al., 2010; Lowe, Manove, & Rhodes, 
2013), where others found a negative relationship (Frazier, Conlon, & Glaser, 2001) or 
no (linear) relationship at all (Sleijpen, Haagen, Mooren, & Kleber, 2016). 

These inconsistent findings could be illustrated by a debate on the inaccuracy of the 
PTG concept as currently used in self-reports. As some have argued, we may need to 
distinguish between two different interpretations of the PTG concept. There seems to 
be a difference between ‘perceived and illusory’ growth that is rather dysfunctional, 
yet often reported in self-report questionnaires, and ‘actual and functional’ growth as-
sociated with meaningful change and decreased distress (Frazier et al., 2009; Hobfoll et 
al., 2007; Zoellner & Maercker, 2006). Perceived or illusory growth has been associated 
with self-deception, avoidant coping and increased distress, as well as high levels 
of avoidance and hyperarousal PTSD symptoms (Dekel, Ein-Dor, & Solomon, 2012; 
Johnson et al., 2007). Our findings in the South African student sample of high levels of 
avoidance symptoms in combination with high levels of PTG support this hypothesis 
(Chapter 5). 

We also found a positive relationship between PTG and resilience. The nature of the 
relationship between resilience and PTG in previous studies has been strongly depen-
dent on the definition of resilience used; resilience defined as a trait was found to be 
positively associated with PTG (Bensimon, 2012; Duan, Guo, & Gan, 2015), resilience 
defined as a lack of experiencing distress or PTSD after exposure to a traumatic event 
was negatively associated with PTG (Levine, Laufer, Stein, Hamama‐Raz, & Solomon, 
2009). Other than regular resilience measures, the instrument used in our study 
(CYRM-28) specifically considered resilience as an ecological construct, and measured 
culturally relevant concepts of resilience such as community support, traditions, and 
spirituality (Resilience Research Center, 2009). In line with the earlier reported findings 
by Dückers et al (2016), we confirmed that this group of students coming from a col-
lectivist culture find strength from interpersonal relationships and the community in 
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times of adversity. This is a positive resource that can be emphasized in therapies for 
treating negative consequences of traumatic exposure.  

Barriers to mental health care

Research question 2: What are some of the key challenges health care 
professionals are facing in their work with abused children in South 
Africa?

It is well known in the field of global health research that there are specific barriers 
to availability and attendance of mental health services in low and middle income 
countries, including low numbers of trained professionals, lack of funding for and 
prioritization of mental health care by leadership entities and the centralized location 
of many services complicating access (Saraceno, 2007). Moreover, although mental 
health problems account for about 8% of the global burden of disease, and are the 
third largest cause of disability adjusted life years worldwide (Whiteford et al., 2013), 
mental health budgets in developing countries compared to high-income countries 
are extremely limited (WHO, 2011). 

Although the mental health services were freely available, situated within the com-
munities and clinical levels of PTSD and other negative psychological consequences 
of trauma exposure reported in these communities were considered extremely high, 
therapy attendance was minimal, to say the least (see Chapter 7). This can be explained 
through several barriers to access to and quality of mental health care services.

Health seeking behaviour barriers

The complex history of South Africa, and particularly the consequences of Apartheid, as 
well as the unfair distribution of socio-economic resources play a huge role in current 
mental health care behaviour. South African clients coming from so called previously 
disadvantaged backgrounds show different health seeking behaviour, which can be 
broadly explained by a complex interaction of three reasons, related to the way health 
care was divided during Apartheid, the relation between poverty and health seeking 
behaviour, as well as cultural norms and values impacting health seeking behaviour. 
First, during Apartheid mental health care was hardly available or accessible for black 
people, and therefore mental health is often still associated with something only for 
white people. This as well as the unequal divide of socio-economic resources still play 
a huge role in mental health care behaviour in South Africa (Sorsdahl et al., 2009). 
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Second, poor health is often associated with low income and poverty, not only in 
developing countries (Betancourt, Green, Carrillo, & Ananeh-Firempong, 2003). This 
relationship is described by Marmot (2004) as the status syndrome; people with more 
material wellbeing and status have a subjective sense of control over particular life 
circumstances resulting in more help seeking behaviour and taking less health risks 
compared to people with low status. People living in poverty have a low sense of 
control and thus may be less likely to seek help from health care professionals, or see 
the benefits of such help. A related concept is that of scarcity, in which Shafir and Mul-
lainathan (2013) describe that poverty is related to a tunnel vision by which people will 
mostly attend to solving their pressing problems and losing long-term vision. These 
same people often have a decreased capacity to deal with important but long-term 
problems, and thus are less likely to seek mental health care. 

Third, there are cultural barriers in approaches to treatment. Most psychological treat-
ments are based on Western health care models that are not only expensive and thus 
inaccessible for disadvantaged communities, but also foreign and disconnected from 
indigenous cultures and traditions. For instance, one trauma-focused CBT study for 
children in Zambia reported that participants invited for the therapy refused treatment 
because of the fear that the treatment was involved with Satanism (Murray et al., 2013). 
Although mental health care is known to be associated with negative stigma all over 
the world, these barriers to treatment also occur in the field of medicine. Mothers in 
Pakistan for instance did not comply with a free and easily available oral dehydration 
therapy that could save the lives of their children suffering from diarrhoea, because of 
cultural perspectives on diarrhoea; it was considered a natural part of growing up, or 
something caused by evil spirits that could only be treated through traditional healers 
(Mull & Mull, 1988). These barriers are complex and hard to deal with, and an increased 
understanding would help addressing them. 

Social work barriers

The social workers who in this study were providing the mental health services also 
experienced significant barriers, and they reported being underpaid, undertrained, 
and overworked. They appeared vulnerable to developing “compassion fatigue”, 
struggled to deal with the high demand of traumatized clients and the complexity 
and severity of the cases on a personal as well a professional level. Despite efforts to 
overcome some of these barriers (i.e. offering training, fundraising), staff turnover was 
very high and therefore training had to be repeated regularly and valuable skills and 
experiences were continuously lost. Brain drain is one of the serious problems in the 
developing countries, where professional workers go and seek work abroad (Labonté 
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et al., 2015). As a result of these constraints, staff commitment and motivation overall 
seemed extremely low, negatively impacting on the quality of mental health services. 

Addressing the barriers

From a researcher’s perspective, all these barriers in mental health care need to be 
considered when attempting to improve current circumstances or introducing a new 
therapeutic approach. Specifically, in the field of global health, researchers have started 
to come to an understanding of how to overcome these barriers. Although many stud-
ies have high attrition rates (i.e. Murray et al., 2013), fortunately some studies in the 
low and middle income countries do succeed in successfully delivering wide-spread 
services (McMullen et al., 2013; O’Callaghan, McMullen, Shannon, Rafferty, & Black, 
2013; O’Donnel et al., 2014). Attrition can be minimized by improving collaboration 
at all different levels of the actors involved and finding ways to include and convince 
relevant parties.  Two models that are specifically relevant in this regard are the Diffu-
sion of Innovation Model (Rogers, 2003), describing how to gradually introduce a new 
intervention into an existing community, and the Transtheoretical Model of Change 
(Prochaska, Prochaska, & Johnson, 2006) referring to the step by step process of intro-
ducing individuals to new programmes. Innovative approaches that may avoid certain 
barriers to access of mental health care can in this way be introduced. One suggestion 
that we tried was collaborating with other service providers that have high attendance 
and a good reputation within the community, such as a school. Unfortunately, this 
project had to be terminated early on due to low commitment of school staff and time 
constraints, yet it could be re-installed in future studies. Another suggestion relates 
to tapping more into online interventions, which is a potential that is still underused 
but could be optimized and implemented for the future (Arjadi, Nauta, Chowdhary, & 
Bockting, 2015). 

Based on our experiences and seeing the complexity of the context and determinants 
of access and use of mental health care facilities, we would recommend future stud-
ies in this area to first start investigating these barriers to mental health care more 
in-depth, before attempting implementation of new projects. Moreover, considering 
the complexity and cross-disciplinary challenges in the field of child maltreatment, 
research in this context should be conducted using transdisciplinary research teams.  
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The potential of creative arts therapy

Research question 3: What is the potential effect of a creative arts 
therapy intervention for traumatized children on posttraumatic stress, 
posttraumatic growth, and behaviour problems?

This pioneering study on creative arts therapy for traumatized children in South Africa 
(see Chapter 8) contributed to an extremely scarce body of knowledge on the potential 
effectiveness of creative arts therapy in reducing negative psychological consequences 
in children after trauma. Despite significant contextual barriers as mentioned above 
impeding on full implementation and attendance of the creative arts therapy pro-
gramme, we did find a decrease in hyperarousal symptoms and avoidance symptoms, 
in abused children attending the CAP intervention. Moreover, our qualitative study 
with social workers attending creative arts therapy workshops demonstrated potential 
benefits of group creative arts therapies for relieving stress, expressing difficult emo-
tions, and learning to put up boundaries within a safe and contained space (Chapter 
4). Our results also suggested that behaviour problems and increased posttraumatic 
growth improved, but these findings were not statistically significant. This could be 
due to the significant methodological challenges of the evaluation study, such as the 
high dropout rates and nonrandomization; however, it also could simply mean that this 
creative arts therapy intervention programme was insufficiently effective in addressing 
behaviour problems and increasing posttraumatic growth. It is still premature to make 
any final conclusions on this topic based on a sample of only 47 children. Yet, some 
lessons can be learned when comparing our findings to other studies. 

Stabilization and trauma-focused treatment

Research studies in the field of creative arts therapy are often incomplete and sub-
jective and there is a wide diversity in theoretical frameworks informing creative arts 
therapies that are used in different ways in practise (Chapter 2). Since the start of this 
PhD, literature supporting the effectiveness of creative arts therapy for treating child 
trauma has increased (see for instance Cassidy, Turnbull, & Gumley, 2014; Ho, 2015; 
Jiang, Rickson, & Jiang, 2016; Koch, Kunz, Lykou, & Cruz, 2014), yet it does not com-
pare to the strong evidence base of cognitive behaviour therapies, which is therefore 
considered treatment of first choice (Gillies, Taylor, Gray, O’Brien, & D’Abrew, 2013).  
Continuous research and knowledge development is needed in order to strengthen 
the foundation of creative arts therapies, which can be established through increased 
collaboration between creative arts therapists and researchers. 
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In congruence with recommendations of the International Society for Traumatic Stress 
Studies for treatment of complex PTSD (Cloitre et al., 2012), the creative arts in psy-
chotherapy (CAP) protocol included a phase-based approach to treatment, in which 
the different phases sequentially focused on establishing safety, the trauma story and 
returning to the community. Evaluation of phase-based treatment approaches by De 
Jongh and colleagues (2016), however, found insufficient evidence that a phased-
based approach to therapy is necessarily better than trauma-focused treatments for 
complex PTSD in adults. They argue that an initial stabilization phase would unneces-
sarily delay access to effective trauma-focused treatment as well as underestimate the 
capabilities of victims to handle re-exposure (De Jongh et al., 2016). These findings 
have not yet been replicated for children. Moreover, in CAP, the three phases of treat-
ment all take place over a period of ten weeks, therefore not unnecessarily delaying 
treatment, yet allowing for sufficient time in the beginning stage to create a safe space 
for children to express their traumatic experiences and emotions associated with it. 

 Recently, there is considerable debate about whether trauma-focused therapy, in 
which the primary focus is on exposing the patients to trauma-related memories, 
emotions and thoughts is more effective than a more supportive type of treatment 
not directly focused on the re-exposure of the traumatic event but rather on psycho-
social stabilisation and elevating posttraumatic stress symptoms, promoting safety 
and developing coping skills (Ter Heide, Mooren, & Kleber, 2016). It has been found 
that trauma-focused treatments show higher effect sizes compared to non-trauma-
focused treatments (Ehring et al., 2014), yet a recent meta-analysis showed this dif-
ference is rather small and not clinically meaningful (Tran & Gregor, 2016). Moreover, 
exposure therapies are also associated with an early and high dropout and patients 
having remaining symptoms (Kehle-Forbes et al., 2013; Schnurr et al., 2007). The CAP 
intervention can be considered a supportive type of treatment, generally focusing on 
aspects such as psychosocial stabilisation, alleviating posttraumatic stress symp-
toms, promoting safety and developing coping skills, combined with a few exercises 
indirectly facilitating re-exposure through drawing and drama (Chapter 6). Dropout 
rates were high, but mostly occurred in the initial phase of treatment due to practical 
problems and barriers reported above, and therefore dropout was probably unrelated 
to re-exposure elements of treatment. We encourage replication of the CAP interven-
tion study (in a well-established community setting to avoid earlier reported barriers), 
incorporating a wider variety of outcome measures in a mixed-methods design, in 
order to better establish its effectiveness.
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Psychological treatment in a context of ongoing adversity

In settings with ongoing chronic stress, such as areas of conflict and war, there has 
been two approaches with fundamentally different assumptions regarding under-
standing and addressing mental health needs (Miller & Rasmussen, 2010). Where 
trauma-focused approaches focus on the direct effects of the exposure to a certain 
traumatic event, psychosocial approaches are primarily concerned with the ongoing 
daily stressors such as extreme poverty, malnutrition, unemployment, and the HIV 
and AIDS epidemic. Although it is considered highly unlikely that solely addressing 
daily psychosocial stressors will result in resolution of severe traumatic stress, not 
all psychological treatments have been shown to be effective in a context of ongoing 
adversity either (Nickerson, Bryant, Silove, & Steel, 2011; Tol et al., 2011, 2014). 

Therefore, it is important going forward to consider both perspectives when planning 
and implementing mental health interventions in such a context, not only for war 
and conflict areas, but also for settings such as South African townships with ongoing 
exposure to daily stressors and violence. In line with the guidelines proposed by Miller 
and Rasmussen (2010), we consider it an important first step for anyone working in this 
field to develop insights into the complex cross-disciplinary challenges arising in such 
a context. A practical example from our study was that the children came to therapy 
being extremely hungry, impacting on their concentration during the therapeutic activi-
ties. We quickly realized that it was impossible to treat the traumatic stress symptoms 
in isolation of psychosocial challenges, but struggled to find the right balance between 
trauma-treatment and psychosocial support, in our capacity as psychologists and re-
searchers. Considering these complex situations in which researchers in a developing 
context find themselves, we came across a strong need for cross-disciplinary research 
initiatives working on scientific and clinical practice issues related to child maltreat-
ment and community-based mental health interventions. 

Outcome measures and mixed-methods

The instruments selected for this study were used before in studies in comparable 
settings in South Africa, and reliability and validity measures were published. Based 
on our experiences with the administration of these questionnaires, we were surprised 
not to find any previous comments on the limitations and problems concerning this 
procedure. Although it is quite common to use standardized questionnaires developed 
in the western world in non-western settings, there is serious doubt about their valid-
ity in settings that are different and that are also characterized by abuse and poverty 
(Bolton, 2001). The interplay between qualitative and quantitative forms of research 
should be utilized better, more systematic and more thoroughly. We therefore recom-
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mend that future research in a multicultural context should consist of a mixed design 
to ensure cultural validity (Boeije, Slagt, & van Wesel, 2013). 

Moreover, the outcome variables selected in our study were PTSD, PTG and behaviour 
problems. Although recent studies evaluating trauma-focused cognitive behaviour 
therapy for children in low and middle income countries reported positive results 
for reducing posttraumatic stress (McMullen et al., 2013; Morina, Malek, Nickerson, & 
Bryant, 2017; O’Callaghan, McMullen, Shannon, Rafferty, & Black, 2013; O’Donnel et 
al., 2014), most trauma treatment studies in a developing context have focused solely 
on PTSD and internalizing symptoms as outcome measures (Tol et al., 2011). Other 
outcome measures may be more relevant in a setting of poverty, hardships and crime, 
such as resilience, self-confidence, and social support. By elaborating on existing 
methods and outcome measures, we can enrich the knowledge on how to implement 
evidence-based treatment for traumatized and abuse children in developing countries 
more effectively.

Concluding remarks
The central aim of this thesis was to add knowledge on the consequences of high 
exposure to traumatic stress experiences in the South African society, to assess the 
experiences of social workers working with traumatized children and the develop and 
evaluate a creative arts therapy treatment for traumatized children. As a pioneering 
study in this field, conducting this study on child trauma and creative arts therapy in 
South Africa has been an invaluable but challenging journey at the same time. The 
different cultural, economic, political and societal influences on traumatic stress and 
mental health care were complex and substantial. Knowledge was gained on the ef-
fect of adversity on posttraumatic stress, posttraumatic growth and resilience, and 
the relationship between these variables in the South African context. Insights were 
developed into specific barriers to effective mental health care for maltreated children, 
on which we based recommendations for future studies. Lastly, the potential effec-
tiveness of creative arts therapy for traumatized children was demonstrated, which 
adds to the scarce body of literature in this field of research and practise and hopefully 
inspires more work in this area.  



Chapter 9

172

References

Alisic, E., van der Schoot, T. A. W., van Ginkel, J. R., & Kleber, R. J. (2008). Looking beyond PTSD 
in children: Posttraumatic stress reactions, posttraumatic growth, and quality of life in a 
general population sample. Journal of Clinical Psychiatry, 69, 1455-1462. doi:10.4088/
jcp.v69n0913

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders 
(5th ed.). Washington, DC: Author. 

Amstadter, A. B., & Vernon, L. L. (2008). A preliminary examination of thought suppression, 
emotion regulation, and coping in a trauma-exposed sample. Journal of aggression, 
maltreatment & trauma, 17(3), 279-295. doi:10.1080/10926770802403236

Arjadi, R., Nauta, M. H., Chowdhary, N., & Bockting, C. L. H. (2015). A systematic review of online 
interventions for mental health in low and middle income countries: a neglected field. 
Global Mental Health, 2. doi:10.1017/gmh.2015.10

Beck, J. G., Grant, D. M., Read, J. P., Clapp, J. D., Coffey, S. F., Miller, L. M., & Palyo, S. A. (2008). 
The Impact of Event Scale-Revised: Psychometric properties in a sample of motor 
vehicle accident survivors. Journal of Anxiety Disorders, 22(2), 187–198. doi:10.1016/j.
janxdis.2007.02.007

Bensimon, M. (2012). Elaboration on the association between trauma, PTSD, and posttraumatic 
growth: the role of trait resilience. Personality and Individual Differences, 52(7), 782-787. 
doi:10.1016/j.paid.2012.01.011

Betancourt, J. R., Green, A. R., Carrillo, J. E., & Ananeh-Firempong, O. (2003). Defining cultural 
competence: a practical framework for addressing racial/ethnic disparities in health and 
health care. Public health reports, 118(4), 293-302. doi:10.1016/s0033-3549(04)50253-4

Boeije, H., Slagt, M., & van Wesel, F. (2013). The contribution of mixed methods research to the 
field of childhood trauma: A narrative review focused on data integration. Journal of 
Mixed Methods Research, 7(4), 347-369. doi:10.1177/1558689813482756

Bolton, P. (2001). Cross-cultural validity and reliability testing of a standard psychiatric assess-
ment instrument without a Gold Standard. Journal of Nervous & Mental Disease, 189(4), 
238-242. doi:10.1097/00005053-200104000-00005

Briere, J., Agee, E., & Dietrich, A. (2016). Cumulative trauma and current posttraumatic stress dis-
order status in general population and inmate samples. Psychological Trauma: Theory, 
Research, Practice, and Policy, 8(4), 439–446. doi:10.1037/tra0000107

Briere, J., Kaltman, S., & Green, B. L. (2008). Accumulated childhood trauma and symptom com-
plexity. Journal of Traumatic Stress, 21(2), 223–226. doi:10.1002/jts.20317

Cassidy, S., Turnbull, S., & Gumley, A. (2014). Exploring core processes facilitating therapeutic 
change in Dramatherapy: A grounded theory analysis of published case studies. The Arts 
in Psychotherapy, 41(4), 353–365. doi:10.1016/j.aip.2014.07.003

Cloitre, M., Stolbach, B. C., Herman, J. L., van der Kolk, B., Pynoos, R., Wang, J., & Petkova, E. 
(2009). A developmental approach to complex PTSD: Childhood and adult cumulative 
trauma as predictors of symptom complexity. Journal of Traumatic Stress, 22(5), 399-408. 
doi:10.1002/jts.20444



173

Discussion

Ch
ap

te
r 9

Cloitre, M., Courtois, C. A., Ford, J. D., Green, B. L., Alexander, P., Briere, J., … Van der Hart, O. 
(2012). The ISTSS Expert Consensus Treatment Guidelines for Complex PTSD in Adults. 
Retrieved from http://www.istss.org/ ISTSS_Main/media/Documents/ISTSS-Expert-
Concesnsus-Guidelines-for-Complex-PTSD-Updated-060315.pdf 

Cluver, L., Fincham, D. S. & Seedat, S. (2009). Posttraumatic stress in AIDS orphaned children 
exposed to high levels of trauma: The protective role of perceived social support. Journal 
of Traumatic Stress, 22(2), 106-112. doi:10.1002/jts.20396

Cluver, L., & Gardner, F. (2006). The psychological well-being of children orphaned by AIDS in 
Cape Town, South Africa. Annals of General Psychiatry, 5(1), 8.

Dekel, S., Ein-Dor, T., & Solomon, Z. (2012). Posttraumatic growth and posttraumatic distress: A 
longitudinal study. Psychological Trauma: Theory, Research, Practice, and Policy, 4(1), 94.

Duan, W., Guo, P., & Gan, P. (2015). Relationships among Trait Resilience, Virtues, Post traumatic 
Stress Disorder, and Posttraumatic Growth. PLoS ONE, 10(5), e0125707. doi:10.1371/
journal.pone.0125707

Dückers, M. L., Alisic, E., & Brewin, C. R. (2016). A vulnerability paradox in the cross-national 
prevalence of post-traumatic stress disorder. The British Journal of Psychiatry, 209(4), 
300–305. doi:10.1192/bjp.bp.115.176628

Ehring, T., Welboren, R., Morina, N., Wicherts, J. M., Freitag, J., & Emmelkamp, P. M. (2014). 
Meta-analysis of psychological treatments for posttraumatic stress disorder in adult 
survivors of childhood abuse. Clinical Psychology Review, 34(8), 645-657. doi:10.1016/j.
cpr.2014.10.004

Engelhard, I. M., Van Den Hout, M. A., Weerts, J., Arntz, A., Hox, J. J., & McNally, R. J. (2007). 
Deployment-related stress and trauma in Dutch soldiers returning from Iraq. The British 
Journal of Psychiatry, 191(2), 140-145. doi:10.1192/bjp.bp.106.034884

Frazier, P., Conlon, A., & Glaser, T. (2001). Positive and negative life changes following sexual as-
sault. Journal of consulting and clinical psychology, 69(6), 1048-1055. doi:10.1037/0022-
006x.69.6.1048

Frazier, P., Tennen, H., Gavian, M., Park, C., Tomich, P., & Tashiro, T. (2009). Does self reported 
posttraumatic growth reflect genuine positive change? Psychological Science, 20(7), 912-
919. doi:10.1111/j.1467-9280.2009.02381.x

Friedman, M. J., Resick, P. A., Bryant, R. A., & Brewin, C. R. (2011). Considering PTSD for DSM 5. 
Depression and anxiety, 28(9), 750-769. doi:10.1002/da.20767

Gillies, D., Taylor, F., Gray, C., O’Brien, L., & D’Abrew, N. (2013). Psychological therapies for the treat-
ment of post-traumatic stress disorder in children and adolescents (Review). Evidence-
Based Child Health: A Cochrane Review Journal, 8(3), 1004- 1116. doi:10.1002/14651858.
cd006726.pub2

Hall, B. J., Hobfoll, S. E., Canetti, D., Johnson, R., Palmieri, P., & Galea, S. (2010). Exploring the 
association between posttraumatic growth and PTSD: A national study of Jews and Arabs 
during the 2006 Israeli-Hezbollah War. Journal of Nervous and Mental Disease, 198(3), 
180-186. doi:10.1097/nmd.0b013e3181d1411b



Chapter 9

174

Ho, R. T. H. (2015). A place and space to survive: A dance/movement therapy program for 
childhood sexual abuse survivors. The Arts in Psychotherapy, 46, 9-16. doi:10.1016/j.
aip.2015.09.004

Hobfoll, S. E., Hall, B. J., Canetti‐Nisim, D., Galea, S., Johnson, R. J., & Palmieri, P. A. (2007). 
Refining our understanding of traumatic growth in the face of terrorism: Moving from 
meaning cognitions to doing what is meaningful. Applied Psychology, 56(3), 345-366. 
doi:10.1111/j.1464-0597.2007.00292.x

Jiang, J., Rickson, D., & Jiang, C. (2016). The mechanism of music for reducing psychological 
stress: Music preference as a mediator. The Arts in Psychotherapy, 48, 62–68. doi:10.1016/j.
aip.2016.02.002

Johnson, R. J., Hobfoll, S. E., Hall, B. J., Canetti‐Nisim, D., Galea, S., & Palmieri, P. A. (2007). Post-
traumatic growth: Action and reaction. Applied Psychology, 56(3), 428 436. doi:10.1111/
j.1464-0597.2007.00296.x

Jongh, A., Resick, P. A., Zoellner, L. A., Minnen, A., Lee, C. W., Monson, C. M., ... Rauch, S. A. (2016). 
Critical analysis of the current treatment guidelines for complex PTSD in adults. Depres-
sion and anxiety, 33(5), 359–369. doi:10.1002/da.22469

Kaminer, D., Grimsrud, A., Myer, L., Stein, D. J., & Williams, D. R. (2008). Risk for post- traumatic 
stress disorder associated with different forms of interpersonal violence in South Africa. 
Social Science & Medicine, 67, 1589-1595. doi:10.1016/j.socscimed.2008.07.023

Kehle-Forbes, S. M., Polusny, M. A., MacDonald, R., Murdoch, M., Meis, L. A., & Wilt, T. J. (2013). A 
systematic review of the efficacy of adding nonexposure components to exposure therapy 
for posttraumatic stress disorder. Psychological Trauma: Theory, Research, Practice, and 
Policy, 5(4), 317–322. doi:10.1037/a0030040

Koch, S., Kunz, T., Lykou, S., & Cruz, R. (2014). Effects of dance movement therapy and dance 
on health-related psychological outcomes: A meta-analysis. The Arts in Psychotherapy, 
41(1), 46–64. doi:10.1016/j.aip.2013.10.004

Labonté, R., Sanders, D., Mathole, T., Crush, J., Chikanda, A., Dambisya, Y., … Bourgeault, I. L. 
(2015). Health worker migration from South Africa: causes, consequences and policy 
responses. Human Resources for Health, 13(1). doi:10.1186/s12960-015-0093-4

Levine, S. Z., Laufer, A., Stein, E., Hamama-Raz, Y., & Solomon, Z. (2009). Examining the relation-
ship between resilience and posttraumatic growth. Journal of Traumatic Stress, 22(4), 
282–286. doi:10.1002/jts.20409

Lowe, S. R., Manove, E. E., & Rhodes, J. E. (2013). Posttraumatic stress and posttraumatic growth 
among low-income mothers who survived Hurricane Katrina. Journal of consulting and 
clinical psychology, 81(5), 877–889. doi:10.1037/a0033252

Marmot, M. (2004). Status syndrome. London: England: Bloomsbury. 

McMullen, J., O’Callaghan, P., Shannon, C., Black, A., & Eakin, J. (2013). Group trauma focused 
cognitive-behavioural therapy with former child soldiers and other war affected boys in 
the DR Congo: A randomized controlled trial. Journal of Child Psychology and Psychiatry, 
54(11), 1231–1241. doi:10.1111/jcpp.12094



175

Discussion

Ch
ap

te
r 9

Miller, K. E., & Rasmussen, A. (2010). War exposure, daily stressors, and mental health in conflict 
and post-conflict settings: bridging the divide between trauma-focused and psychosocial 
frameworks. Social science & medicine, 70(1), 7-16. doi:10.1016/j.socscimed.2009.09.029

Morina, N., Malek, M., Nickerson, A., & Bryant, R. A. (2017). Psychological interventions for post-
traumatic stress disorder and depression in young survivors of mass violence in low- and 
middle-income countries: meta-analysis. The British Journal of Psychiatry, 210(4), 
247–254. doi:10.1192/bjp.bp.115.180265

Mull, J. D., & Mull, D. S. (1988). Mothers’ concepts of childhood diarrhea in rural Pakistan: what 
ORT program planners should know. Social science & medicine, 27(1), 53-67.

Murray, L. K., Familiar, I., Skavenski, S., Jere, E., Cohen, J., Imasiku, M., ... Bolton, P. (2013). An 
evaluation of trauma focused cognitive behavioral therapy for children in Zambia. Child 
abuse & neglect, 37(12), 1175-1185. doi:10.1016/j.chiabu.2013.04.017

Nickerson, A., Bryant, R. A., Silove, D., & Steel, Z. (2011). A critical review of psychological treat-
ments of posttraumatic stress disorder in refugees. Clinical psychology review, 31(3), 
399-417. doi:10.1016/j.cpr.2010.10.004

Nickerson, A., Garber, B., Ahmed, O., Asnaani, A., Cheung, J., Hofmann, S. G., ... Bryant, R. A. 
(2016). Emotional suppression in torture survivors: Relationship to posttraumatic stress 
symptoms and trauma-related negative affect. Psychiatry research, 242, 233- 239. 
doi:10.1016/j.psychres.2016.05.048

O’Callaghan, P., McMullen, J., Shannon, C., Rafferty, H., & Black, A. (2013). A randomized controlled 
trial of trauma-focused cognitive behavioral therapy for sexually exploited, war-affected 
Congolese girls. Journal of the American Academy of Child & Adolescent Psychiatry, 52, 
359–369. doi:10.1016/j.jaac.2013.01.013

O’Donnell, K., Dorsey, S., Gong, W., Ostermann, J., Whetten, R., Cohen, J. A., ... Whetten, K. (2014). 
Treating Maladaptive Grief and Posttraumatic Stress Symptoms in Orphaned Children 
in Tanzania: Group‐Based Trauma‐Focused Cognitive–Behavioral Therapy. Journal of 
traumatic stress, 27(6), 664-671. doi:10.1002/jts.21970

Optimus Study (2016). Sexual victimisation of children in South Africa Final report of the Op-
timus Foundation Study: South Africa. Zurich, Switzerland: UBS Optimus  Foundation.

Peltzer, K. (2000). Trauma symptom correlates of criminal victimization in an urban community 
sample, South Africa. Journal of Psychology in Africa, 10(1), 49-62. 

Prochaska, J. M., Prochaska, J. O., & Johnson, S. S. (2006). Assessing readiness for adherence 
to treatment. Promoting treatment adherence: A practical handbook for health care 
providers, 35-46. doi:10.4135/9781452225975.n3

Resilience Research Center. (2009). The child and youth resilience measure-28: User manual. 
Halifax, NS: Resilience Research Center, Dalhousie University.

Rogers, E. M. (2003). Diffusion of innovations, 5th edition. New York, NY: Free Press.

Saraceno, B., van Ommeren, M., Batniji, R., Cohen, A., Gureje, O., Mahoney, J., … & Underhill, C. 
(2007). Barriers to improvement of mental health services in low income and middle-
income countries. The Lancet, 370(9593), 1164-1174. doi:10.1016/s0140-6736(07)61263-x



Chapter 9

176

Seedat, S., Nyamai, C., Njenga, F., Vythilingum, B., & Stein, D. J. (2004). Trauma exposure and 
post-traumatic stress symptoms in urban African schools. The British Journal of Psychia-
try, 184(2), 169-175. doi:10.1192/bjp.184.2.169

Seedat, M., van Niekerk, A. van, Jewkes, R., Suffla, S. & Ratele, K. (2009). Violence and injuries in 
South Africa: prioritising an agenda for prevention. Lancet, 374, 1011- 1022. doi:10.1016/
s0140-6736(09)60948-x

Seligowski, A. V., Lee, D. J., Bardeen, J. R., & Orcutt, H. K. (2015). Emotion regulation and post-
traumatic stress symptoms: A meta-analysis. Cognitive behaviour therapy, 44(2), 87-102. 
doi:10.1080/16506073.2014.980753

Schnurr, P. P., Friedman, M. J., Engel, C. C., Foa, E. B., Shea, M. T., Chow, B. K, ... Bernardy, N. 
(2007). Cognitive behavioral therapy for posttraumatic stress disorder in women: A ran-
domized controlled trial. Journal of the American Medical Association, 297(8), 820-830. 
doi:10.1001/jama.297.8.820

Sorsdahl, K, Stein, D. J., Grimsrud, A., Seedat, S, Flisher, A.J., Williams, D., & Myer, L.  (2009). Tradi-
tional healers in the treatment of common mental disorders in South Africa. The Journal 
of Nervous and Mental Disease, 197(6), 434-441. doi:10.1097/nmd.0b013e3181a61dbc

Soto, J. A., Perez, C. R., Kim, Y. H., Lee, E. A., & Minnick, M. R. (2011). Is expressive suppression 
always associated with poorer psychological functioning? A cross-cultural comparison 
between European Americans and Hong Kong Chinese. Emotion, 11(6), 1450–1455. 
doi:10.1037/a0023340

Shafir, E., & Mullainathan, S. (2013). Scarcity: Why having too little means so much. New York, 
NY: Times Books.

Sleijpen, M., Haagen, J., Mooren, T., & Kleber, R. J. (2016). Growing from experience: an ex-
ploratory study of posttraumatic growth in adolescent refugees. European Journal of 
Psychotraumatology, 7. doi:10.3402/ejpt.v7.28698

Suliman, S., Mkabile, S. G., Fincham, D. S., Ahmed, R., Stein, D. J., & Seedat, S. (2009) Cumulative 
effect of multiple trauma on symptoms of posttraumatic stress disorder, anxiety, and 
depression in adolescents. Comprehensive Psychiatry, 50(2), 121-127. doi:10.1016/j.
comppsych.2008.06.006

Tedeschi, R. G., & Calhoun, L. G. (1995). Trauma and transformation: Growing in the aftermath of 
suffering. Thousand Oaks, CA: Sage Publications.

Ter Heide, F. J. J., Mooren, T. M., & Kleber, R. J. (2016). Complex PTSD and phased treatment in 
refugees: a debate piece. European Journal of Psychotraumatology, 7. doi:10.3402/ejpt.
v7.28687

Tran, U. S., & Gregor, B. (2016). The relative efficacy of bona fide psychotherapies for post trau-
matic stress disorder: a meta-analytical evaluation of randomized controlled trials. BMC 
psychiatry, 16(1), 266. doi:10.1186/s12888-016-0979-2

Tol, W. A., Barbui, C., Galappattti, A., Silove, D., Betancourt, T. S., Souza, R., …  van Ommeren, M. 
(2011). Mental health and psychosocial support in humanitarian settings: linking practice 
and research. Lancet, 378(9802), 1581–1591. doi:10.1016/s0140-6736(11)61094-5



177

Discussion

Ch
ap

te
r 9

Tol, W. A., Komproe, I. H., Jordans, M. J. D., Ndayisaba, A., Ntamutumba, P., Sipsma, H., ... de Jong, 
J. T. V. M. (2014). School-based mental health intervention for children in war-affected Bu-
rundi: a cluster randomized trial. BMC Medicine, 12(1), 56. doi:10.1186/1741-7015-12-56

Whiteford HA, Degenhardt L, Rehm J, Baxter AJ, Ferrari AJ, Erskine HE, et al. (2013) Global 
burden of disease attributable to mental and substance use disorders: findings from the 
Global Burden of Disease Study 2010. Lancet. 382(9904):1575–86. doi: 10.1016/S0140-
6736(13)61611-6.

Winkler, N., Ruf-Leuschner, M., Ertl, V., Pfeiffer, A., Schalinski, I., Ovuga, E., … Elbert, T. (2015). 
From War to Classroom: PTSD and Depression in Formerly Abducted Youth in Uganda. 
Frontiers in Psychiatry, 6. doi:10.3389/fpsyt.2015.00002

World Health Organization. (2011) Mental Health Atlas 2011. Geneva: World Health Organiza-
tion. http://whqlibdoc.who.int/publications/2011/9799241564359_eng.pdf Accessed 
December 17, 2016.

Zoellner, T., & Maercker, A. (2006). Posttraumatic growth in clinical psychology: A critical review 
and introduction of a two component model. Clinical Psychology Review, 26(5), 626–653. 
doi:10.1016/j.cpr.2006.01.008





 10
Summary 





181

Summary

Ch
ap

te
r 1

0

Chapter 1. Traumatic stress and specifically child trauma is a ubiquitous problem, and 
in South Africa rates of abuse and trauma exposure are one of the highest worldwide. 
Considering these high figures, there is actually limited theories available that can 
help us understand the long-term consequences of posttraumatic stress in children or 
knowledge of long term evidence-based treatment thereof. Moreover, previous studies 
are primarily based in a high-income context; in low and middle income countries 
studies are even more scarce. This dissertation described the psychological impact 
of traumatic events in South Africa, analysed current barriers in mental health care 
through the experiences of social workers, and evaluated the potential suitability and 
effectiveness of a creative arts in psychotherapy intervention that was developed, 
implemented and evaluated in the South African context. The knowledge gap on child 
trauma and creative arts therapy, and the alarming figures of children exposed to 
traumatizing events, served as motivation for this current dissertation. The overall aim 
was to contribute to an improvement in mental health care offered to children after 
trauma, specifically in a context characterized by high levels of abuse, violence, crime 
and poverty. 

Chapter 2. A review of studies published between 2000 and 2012 identified 38 articles 
describing the effect of creative arts therapy for children after trauma. Evaluation of 
the methodology concluded that only 21 articles were considered empirical and 17 
articles were merely descriptive of the therapist’s or the child’s personal experience. 
These non-empirical articles were using an unstructured method of data collection 
and were often lacking a detailed description of the case, resulting in these studies 
not adding in a pragmatic way to the already scarce knowledge base of creative arts 
therapy interventions with children after trauma. These review findings highlighted the 
need for more studies and improved research methodologies, which can be accom-
plished through increased collaboration of art therapists and researchers, resulting 
in the refinement of a theoretical framework and better alignment of evidence-based 
treatment approaches in the field of creative arts therapies. 

Chapter 3. In order to explore the experiences of social workers working in the field of 
trauma, eight semi-structured interviews were conducted with social workers. Results 
highlighted that compassion fatigue, or in this specific case the burden of the high 
case load in combination with the traumatic nature of the work, was considered a key 
barrier in their work. It was found that there was a severe lack in training and supervi-
sion impacting on the ability for social workers to cope with this case load and being 
effective in their work. Moreover, certain contradicting cultural values and traditions 
between the social workers and their clients, some of which were doing injustice to 
children’s rights, complicated treatment adherence and efficiency and formed an 



Chapter 10

182

additional source of distress. It was concluded that there is an urgent need for continu-
ous professional development, including supervision and context specific knowledge. 
This is considered a key step towards achieving high quality mental health care for the 
many victims of child trauma in South Africa. 

Chapter 4. One of the initiatives in South Africa trying to support social workers at 
risk for compassion fatigue was evaluated. This programme included nineteen so-
cial workers from nine different NGO’s, who were trained as trainers in creative arts 
therapy workshops over eleven days in total. Qualitative evaluation was conducted 
using interviews, observations, and a research journal.  Findings showed that the 
training provided a platform for communication and creativity, and through the arts 
the social workers explored their own traumatic experiences, discovered the need for 
self-care, the importance of setting personal boundaries to protect against burning 
out, and they found support within the group. Evaluation of the workshops illustrated 
that through activities embedded in indigenous systems, effective support could be 
provided to social workers, as well as their clients. 

Chapter 5. In order to explore the psychological consequences of experiencing ad-
versity in South Africa, a survey was conducted with 157 university students who had 
experienced a traumatic event. Findings showed that these students reported rela-
tive high levels of resilience and posttraumatic growth after experiencing adversity, 
but also relative high levels of posttraumatic stress with half of the group meeting 
the diagnostic criteria for posttraumatic stress disorder (PTSD). Students put a lot of 
emphasis on individual coping, scored high on avoidant behaviour, and scored low on 
social care and peer support. Results supported findings from previous studies in dif-
ferent contexts about the positive relationship between PTSD and PTG, and between 
PTSD and resilience. It was concluded that traumatic stress in South Africa is severe 
and negative consequences should be addressed in suitable treatments.  The high 
levels of resilience and the positive relationship between resilience and PTG could be 
used as resources and strengths in interventions, in order to improve mental health in 
this population.

Chapter 6. Based on the results describing the experiences of social workers and the 
responses of students to adversity in South Africa, and in collaboration with local so-
cial workers, psychologists and creative therapists, the creative arts in psychotherapy 
(CAP) treatment protocol has been developed. This protocol aimed to enhance chil-
dren’s psychological wellbeing and strengthen positive development after trauma. 
The protocol combined principles of group dynamics and multimodal arts activities 
in order to facilitate healing through the three stages of the trauma recovery model; 



183

Summary

Ch
ap

te
r 1

0

creating a safe space, telling the trauma story, and preparing the children to return to 
the community. The programme prescribed ten 90-minute sessions for groups of six 
to eight children in the age between 8 to 12 years, and can be considered an addition 
to the available (creative) treatments for traumatized children. Treatment rationale, 
outline and session breakdown are provided, supported by relevant literature, practi-
cal examples and a case study.

Chapter 7. Subsequently, the potential suitability of this programme was further 
explored in a pilot study, implementing the CAP treatment in a child abuse clinic in 
Johannesburg, South Africa. Three major challenges were identified; dropout was high 
(58.7%) based on limitations with accessibility of the therapy, some facilitator’s lacked 
skills and commitment to the programme impeding the quality of delivery, and the 
suitability of the instruments used to evaluate the programme was questioned. More-
over, it was discussed how therapeutic interventions such as the CAP treatment fit in 
an environment with chronic problems such as extreme poverty and ongoing stress. 
Lessons learned would further inform the continuous improvement of the protocol 
and implementation thereof. 

Chapter 8. The potential effects of this creative arts therapy treatment (CAP) were 
evaluated in a non-randomized controlled trial with 125 children in the age between 7 
and 13 years, comparing creative arts therapy with a low-level supportive programme 
without treatment. In total 47 children completed the programme and questionnaires 
assessing posttraumatic stress, posttraumatic growth and behaviour problems both at 
baseline and follow-up; 23 in the treatment group and 24 in the control group. In spite 
of severe challenges implementing and executing this pioneering study in underprivi-
leged areas of South Africa, support was found for creative arts therapy significantly 
reducing hyperarousal and avoidance symptoms, more than in the control group. 
Behavioural problems also reduced and posttraumatic growth slightly increased, but 
there was no significant difference between the two conditions. These results added 
to the debate on the efficiency of non-trauma-focused, or stabilizing treatments for 
traumatised children, and the potential positive outcomes of such treatments in a 
context characterized by violence and continuous trauma. 

Chapter 9. In conclusion, it seems that high levels of traumatic exposure in the South 
African society do indeed place the population at risk for developing posttraumatic 
stress disorder and other negative mental health consequences. There are several 
barriers to providing proper mental health care, pointing to a need for better support 
and training for the health care professionals and stronger collaboration within the 
communities to make treatments work. At the same time, opportunities were pointed 
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out such as high levels of resilience, transdisciplinary collaboration, and using strate-
gies that are embedded in indigenous systems such as creative arts therapy. This study 
contributed knowledge and experience towards the evidence-base on creative arts 
therapy for child trauma. The positive findings laid a first foundation for similar work 
that can be followed-up and improved in future, and hopefully inspire much more 
work in this area. 
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Hoofdstuk 1. Traumatische stress en trauma bij kinderen zijn universele problemen. 
In Zuid-Afrika is de prevalentie van misbruik en trauma een van de hoogste ter wereld. 
Ondanks deze hoge statistieken zijn er verrassend weinig theorieën beschikbaar die 
inzicht geven in de langetermijngevolgen van posttraumatische stress onder kinderen 
en is er weinig bewijs voor de mogelijke langetermijneffecten van behandelingen 
voor psychotrauma. Bovendien zijn de meeste studies tot op heden uitgevoerd in 
hoge-inkomenslanden; in lage- en middeninkomenslanden zijn dergelijke studies nog 
schaars. Dit proefschrift beschrijft de psychologische impact van traumatische erva-
ringen in Zuid-Afrika, analyseert huidige barrières in de geestelijke gezondheidszorg 
door middel van een analyse van ervaringen van maatschappelijk werkers werkzaam 
in de psychotrauma zorg en evalueert de mogelijke geschiktheid en effectiviteit van 
een programma creatieve therapie, ontwikkeld, geïmplementeerd en geëvalueerd in 
de Zuid-Afrikaanse context. Het gebrek aan wetenschappelijke kennis over trauma bij 
kinderen en creatieve therapie en de alarmerende hoge aantallen kinderen die wor-
den blootgesteld aan traumatische gebeurtenissen in Zuid-Afrika, dienen als motivatie 
voor dit proefschrift. Het primaire doel was om bij te dragen aan een verbetering in 
de geestelijke gezondheidszorg voor kinderen die een trauma hebben meegemaakt, 
specifiek in een context gekenmerkt door extreem hoge aantallen misbruik, geweld, 
criminaliteit en armoede. 

Hoofdstuk 2. Een review van studies gepubliceerd tussen 2000 en 2012 resulteerde 
in de selectie van 38 artikelen die de effecten van creatieve therapie voor getrauma-
tiseerde kinderen beschrijven. Uit de evaluatie van de methoden van deze studies 
werd geconcludeerd dat slechts 21 artikelen konden worden beschouwd als zijnde 
empirisch en 17 artikelen vooral bestonden uit een omschrijving van de persoonlijke 
ervaringen van de therapeut of van de kinderen in therapie. Deze niet-empirische 
artikelen maakten gebruik van ongestructureerde methoden van data verzamelen en 
het ontbrak vaak aan een gedetailleerde casusomschrijving, met als gevolg dat deze 
studies niet op een pragmatische manier bij konden dragen aan de reeds schaarse 
hoeveelheid kennis beschikbaar op het gebied van creatieve therapie voor kinderen 
na trauma. Bovenstaande resultaten onderschrijven de behoefte voor meer studies en 
betere onderzoeksmethoden, hetgeen onder andere kan worden bereikt door meer 
samenwerking tussen creatief therapeuten en onderzoekers. Meer onderzoek is nodig 
en kan bijdragen aan een verbetering van de wetenschappelijke onderbouwing en 
theoretische basis van het gebruik van creatieve therapie. 

Hoofdstuk 3.  Acht semigestructureerde interviews zijn afgenomen bij maatschappe-
lijk werkers met als doel om hun werkervaringen en mogelijke barrières in de huidige 
geestelijke gezondheidszorg te onderzoeken. Resultaten benadrukten dat compassion 
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fatigue, gedefinieerd als de hoge werkdruk veroorzaakt door het groot aantal cliënten 
in combinatie met de traumatische aard van hun werk, een belangrijke barrière was. 
Tevens werd gerapporteerd dat er een groot gebrek aan training en supervisie was, wat 
een negatief effect had op de efficiëntie en effectiviteit van de behandelingen. Boven-
dien werd de effectiviteit van behandeling bemoeilijkt door een verschil in culturele 
waarden en tradities tussen de maatschappelijk werkers en de cliënten en bleek dat 
sommige culturele tradities in tegenstrijd zijn met de rechten van het kind. Dit leverde 
de maatschappelijk werkers veel extra stress op. De conclusie was dat er een urgente 
behoefte is aan continue professionele ontwikkeling, inclusief supervisie en context 
specifieke kennis. Dit werd beschouwd als een belangrijke stap om een verhoogde 
kwaliteit van de geestelijke gezondheidszorg te bewerkstelligen voor de vele slachtof-
fers van trauma onder kinderen in Zuid-Afrika. 

Hoofdstuk 4. Een ondersteunend programma voor Zuid-Afrikaanse maatschappelijk 
werkers die risico lopen op compassion fatigue werd geëvalueerd. Deze studie ging 
over 19 maatschappelijk werkers van 9 verschillende NGO’s die 11 dagen lang een 
training volgden in creatieve therapie. Een kwalitatieve evaluatie werd gebruikt, met 
interviews, observaties en onderzoekaantekeningen. Resultaten illustreerden dat de 
training een platform bood voor communicatie en creativiteit en dat de maatschap-
pelijk werkers middels artistieke mediums hun traumatische ervaringen konden ver-
werken. De maatschappelijk werkers ontdekten de behoefte om beter voor hun eigen 
mentale gezondheid te zorgen, het belang van het aangeven van grenzen om zichzelf 
te beschermen tegen burn-out en ze vonden veel steun binnen de groep. Evaluatie 
van deze training demonstreerde dat creatieve activiteiten die aansluiten bij inheemse 
kennissystemen een effectieve steun kunnen bieden aan zowel maatschappelijk wer-
kers als hun cliënten. 

Hoofdstuk 5. Het doel van deze studie was om de psychologische gevolgen te onder-
zoeken van het ervaren van een traumatische gebeurtenis in Zuid-Afrika. Een vragenlijst 
werd afgenomen bij 157 studenten op de universiteit die allemaal een traumatische 
gebeurtenis hadden meegemaakt. De resultaten lieten zien dat deze studenten een 
relatief hoog niveau van veerkracht hadden, evenals posttraumatische groei (PTG) 
na het ervaren van trauma. Maar tegelijkertijd rapporteerden ze een hoog niveau van 
posttraumatische stress. Meer dan de helft van de groep voldeed aan de criteria voor 
een posttraumatische stressstoornis (PTSS). De studenten hadden individuele coping-
strategieën, toonden vermijdingsgedrag en gaven aan weinig sociale steun te onder-
vinden. De resultaten bevestigden eerdere bevindingen van studies uit verschillende 
contexten over een positieve relatie tussen PTSS en PTG, en tussen PTSS en veerkracht. 
De conclusie is dat posttraumatische stress een serieus probleem is in Zuid-Afrika en 
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dat de negatieve effecten ervan moeten leiden tot passende behandelingen. De grote 
veerkracht van de studenten en de positieve relatie tussen veerkracht en PTG zouden 
ingezet kunnen worden als hulpbron tijdens interventies om de geestelijke gezond-
heid van deze populatie te bevorderen. 

Hoofdstuk 6. In samenwerking met lokale maatschappelijk werkers, psychologen 
en creatief therapeuten en naar aanleiding van de analyse van de ervaringen van de 
maatschappelijk werkers en de reacties van de studenten in Zuid-Afrika op trauma, 
is een creatief therapieprotocol (CAP) ontwikkeld. Het doel van dit protocol is om het 
psychologisch welzijn van de kinderen na trauma te verbeteren en psychisch herstel 
te bevorderen. Het protocol combineert principes van groepstherapie en multimodale 
creatieve activiteiten om herstel te faciliteren via drie stadia: het creëren van een veilige 
omgeving, het vertellen van het traumatische verhaal en de kinderen voorbereiden om 
terug te gaan naar hun eigen leefgemeenschap. Het programma beschrijft tien sessies 
van 90 minuten voor groepen van zes tot acht kinderen in de leeftijd van 8 tot 12 jaar en 
kan worden beschouwd als een aanvulling op reeds beschikbare (creatieve) behande-
lingen voor getraumatiseerde kinderen. Motivatie voor behandeling, de opzet van de 
behandeling en de sessies worden besproken, ondersteund door relevante literatuur, 
praktische voorbeelden en een casus. 

Hoofdstuk 7. Vervolgens werd de geschiktheid van het creatief therapieprogramma 
getest in een pilotstudie in een kliniek in Johannesburg, Zuid-Afrika. Drie grote 
uitdagingen werden geïdentificeerd tijdens deze pilotstudie: er vielen veel kinderen 
uit (58.7%) vanwege problemen met de toegankelijkheid van de therapie, sommige 
behandelaren hadden onvoldoende vaardigheden en inzet, wat de kwaliteit van de 
behandeling ernstig belemmerde en de onderzoekers hadden vraagtekens bij de toe-
pasbaarheid van de vragenlijsten gebruikt voor evaluatie van de therapie. Bovendien 
werd er een kritische aantekening geplaatst bij de vraag hoe therapeutische interven-
ties zoals de CAP passen in een omgeving met chronische problemen zoals extreme 
armoede en aanhoudende stress. De ervaringen van deze pilotstudie resulteerden in 
belangrijke inzichten die gebruikt konden worden voor het verder ontwikkelen van het 
behandelprotocol en de implementatie ervan. 

Hoofdstuk 8. De potentiële effecten van de creatieve therapie werden geëvalueerd 
in een niet-gerandomiseerde controle trial met 125 kinderen in de leeftijd van 7 tot 
13 jaar, in vergelijking met een laagdrempelig ondersteunend programma zonder 
behandeling. Er waren in totaal 47 kinderen die het programma afmaakten en alle 
vragenlijsten zowel voor als na de behandeling invulden over posttraumatische stress, 
posttraumatische groei en gedragsproblemen, 23 kinderen in de therapiegroep en 24 
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kinderen in de controlegroep. Ondanks vele uitdagingen bij het implementeren en 
uitvoeren van deze innovatieve studie in kansarme wijken van Zuid-Afrika werd bewijs 
gevonden dat hyperarousal en vermijdingssymptomen van posttraumatische stress 
significant meer afnamen bij de kinderen die de creatieve therapie volgden, dan bij 
de kinderen die het ondersteunende programma zonder behandeling deden. Ge-
dragsproblemen namen ook af en posttraumatische groei nam toe, maar er was geen 
significant verschil tussen de twee condities in de studie. Deze resultaten droegen bij 
aan het debat over de efficiëntie van stabiliserende behandelingen die niet direct op 
het herbeleven van trauma focussen en de mogelijke positieve bijdrage van dergelijke 
behandelingen in een context gekenmerkt door geweld en aanhoudend trauma. 

Hoofdstuk 9. Concluderend lijkt het erop dat veel blootstelling aan traumatische 
gebeurtenissen in de Zuid-Afrikaanse populatie ervoor zorgt dat deze mensen een 
verhoogd risico hebben op het ontwikkelen van een posttraumatische stressstoornis 
en andere negatieve psychische problematiek. Er zijn verscheidene barrières in het 
huidige systeem die het verstrekken van effectieve geestelijke gezondheidszorg belem-
meren, wat duidt op een behoefte aan verbeterde steun en training voor personeel in 
de gezondheidszorg en een sterkere samenwerking tussen de verschillende belang-
hebbenden. Tegelijkertijd werden mogelijkheden aangeduid zoals het hoge niveau 
van veerkracht onder studenten, transdisciplinaire samenwerking en het inzetten van 
strategieën die ingebed zijn in inheemse kennissystemen, waaronder creatieve thera-
pie. Deze studie droeg kennis en ervaring bij aan de evidence-base van creatieve thera-
pie voor kinderen na trauma. Deze positieve bevindingen leggen een eerste basis voor 
soortgelijke studies die voort kunnen bouwen op de resultaten van dit proefschrift en 
kunnen, met een verbeterslag in de methoden voor deze uitdagende context, hopelijk 
een inspiratie vormen voor vervolgonderzoek. 
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