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ABSTRACT 

This grounded theory study describes practitioner decision-making processes regarding 

best interest determinations for granting children the power of assent to art interventions 

and the procedures used to initiate participation. Assent refers to the agreement of a 

minor to participate in activities, while recognizing the developmental limitations of 

children to render a fully reasoned decision. Twelve practitioners who use art in their 

clinical work with children participated in direct interviews. The narrative data collected 

was conceptualized, categorized, and coded using a Paradigm Model. Results link the 

present study to Awareness Context Theory, suggesting that best interest determinations 

are guided by concerns not to disrupt the existing level of child's awareness to 

intervention and to the practitioner's role. 
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1. INTRODUCTION 

Explanation of the Problem and its Context 

A shift in the status of children from property to persons is a relatively recent 

advancement. Along with this change, has been a rise in mental health services for 

children during the second half of the twentieth century. However, the development of 

ethical standards that address the unique interests of children and guide practitioners in 

mental health delivery has shown limited progression (See Ferber, DeMartino, & 

Thompson Prout, 1989 for ethical issues concerning minors). With few exceptions, the 

ethical standards of associations that provide mental health services for children do not 

specifically address minors beyond the code of protecting the client's best interests 

(American Association for Marriage and Family Therapy [AAMFT]; American 

Counseling Association [ACA], 1988;, 1991; National Association of Social Workers 

[NASW], 1993). 

In 1992, the American Psychological Association published the most significant set of 

standards that affect child-clients with regard to issues of informed consent by mandating 

that practitioners seek children as assenting clients. Assent refers to the agreement of a 

minor to participate in activities, while recognizing the developmental limitations of 

children to render a fully reasoned decision. The Ethical Principles of psychologists and 

Code of Conduct requires that children be informed and consulted, stating that 

psychologists "(1) inform those persons who are legally incapable of giving informed 

consent about the proposed interventions in a manner commensurate with the persons' 

psychological capacities, (2) seek their assent to those interventions, and (3) consider 

such persons preferences and best interests" (American Psychological Association 

[APA], 1992; section 4.02). 

Both the American Association for Play Therapy and the American Art Therapy 

Association also subscribe to these APA codes. Sufficient attention to the ethical 

procedures practiced in the field is of significant import when techniques such as play and 

art are implemented, because in general, children voluntarily and spontaneously 

participate in art and play, believing that these activities have no extrinsic goals (Vessy & 

Mahon, 1990). As a result, these child-directed approaches have potential to elicit 
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disclosure without children's knowledge and assent. The ethical implications are perhaps 

more significant in the case of art because of its inclusiveness concerning older children 

and adolescents. That is, older children and adolescents may be more inclined to 

participate in art than in symbolic play, since, the latter expressive outlet is common 

primarily amongst youngsters. To date, we lack data on the standards practiced in the 

field and information about any dilemmas that practitioners face in their attempt to follow 

ethical codes for initiating intervention. 

Review of the Literature 

Risk/Benefit Analysis of Assent Granting 

A review of the ethics and developmental literature to follow, reveals a number of 

areas that potentially affect children when their assent to intervention is sought. The 

majority of these writings support assent granting as a requisite for protecting the human 

rights advocated for children (e.g., respect for persons, privacy, and self-determination). 

Ross (1980) details four interrelated principles that honor these human rights as they 

relate to the interests of children in therapy. In Ross' view, child-clients have rights that 

include honesty, respect as persons, participation in treatment decisions, and being given 

serious regard. With respect to these principles, it is an absolute that practitioners give 

children a simplified explanation about a proposed intervention and this explanation 

must not be evasive, as Ross points out, "To equivocate is to lie" (p. 68). Any questions 

or remarks that children have about a therapeutic or diagnostic intervention, practitioners 

must take seriously and respond with full consideration (Ross, 1980). Ross explains that 

children are entitled to be treated as persons no matter how young they are. Ross adds 

that, in clinical practice, confidentiality and privacy are central to this notion of respect 

for persons. According to Ross, respect for child-clients' rights to privacy and 

confidentiality means that other persons must not observe children during therapy without 

their knowledge and that what children communicate in therapy should not be disclosed 

without client permission. 
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Other ethicists also suggest that children have a right to privacy, by proposing that in 

most instances it is ethically implicit for practitioners to seek children's permission 

before sharing confidential information and that children have a right to information 

about the limits of confidentiality (Ferber, DeMartino, & Thompson Prout, 1989; 

Koocher & Keith-Spiegel, 1990) (See Arambula, Dekraai, & Sales, 1993; DeKraai & 

Sales, 1991 for a discussion of the legal limitations of confidentiality). The 

confidentiality issue of seeking children's permission before divulging confidential 

information is similar to the issue of assent to treatment; both protect privacy rights by 

allowing the individual some control over the access to personal information, therefore, 

minimizing intrusions into the child's thoughts. Cohen (1980) describes intrusions into 

children's thoughts as an indignity done to children. It is Cohen's view that uninvited 

probing is disrespectful and can cause children pain or embarrassment. If disregard for 

children's privacy is an indignity, there is an encroachment of children's rights not to be 

wronged. Further, practitioners violate children's rights not to be harmed by a wrong if 

unwanted probing results in embarrassment or pain (See Macklin, 1992 for a discussion 

of rights not to be wronged or harmed by a wrong in research situations). 

Of equal importance to protecting children's rights is the argument that informing and 

consulting children are antiethical if the result is less effective intervention. The case 

predicting diminished efficacy of treatment is made on three grounds: first, therapists 

should not have to wait for the child's agreement before helping to alleviate the child's 

distress (Rosen, Reckers, & Bentler, 1978); second, certain therapeutic techniques depend 

on the client being unaware of the procedure; third, disclosure may have the adverse 

affect of upsetting a client (Widiger & Rorer, 1984). Having these views, Rosen, Reckers 

and Bentler (1978) and Widiger and Rorer (1984) maintain that there are instances in 

clinical practice when concealing information about an intervention and covert 

manipulation are more ethical, because the result is an increased effectiveness of 

treatment. 

Other theorists propose the opposite result and suggest that truthful information along 

with respect for the child's rights will aid in building a trust relationship, which is 

significant to providing effective therapy (Koocher, 1976; LoCiCero, 1976). To the 

extent that providing information clarifies misunderstandings, which some children 

might have about a diagnosis or treatment, it seems reasonable to predict that children 
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will have fewer fears and be more able to commit emotional resources directly toward 

making the changes needed for healthy development (LoCiCero, 1976). Developmental 

literature supports this idea that information can be a resource for helping children cope 

with uncertainty about a mental health situation. For example, Lazarus and Folkman 

(1984) explain that some children who appraise an ambiguous situation as a threat to 

themselves, attempt to reduce this ambiguity through information-seeking strategies, 

while other children cope by drawing inferences or by making arbitrary judgments. In 

order for children to respond constructively to a situation that they perceive as a threat, it 

is important that these inferences and judgments approximate the actual event (Lazarus & 

Folkman, 1984). However, Lazarus and Folkman also point out that even when children 

are given adequate information, fear and anxiety will not be reduced if children interpret 

the meaning of this information as a threat. Among the few empirical studies that 

examine the effect of informing children about therapy, Holms and Urie (1975) found 

positive outcomes of fewer premature terminations and increased improvement in target 

symptoms. Yet, another important dimension of assent that might promote the 

effectiveness of treatment is choice. For instance, Melton (1983) points to Reactance 

Theory to suggest that an increased perception of free will, can result in less resistance 

and greater commitment to achieving a successful outcome to therapy. 

Nevertheless, the impact of information and choice on the effectiveness of therapy is 

limited by both the individual and developmental vulnerabilities of children. Lazrus and 

Folkman (1984) describe vulnerability as the liability of children to react to specific 

situations as stressful. For example, individuals with low self-esteem are likely to 

become defensive if they believe that a proposed therapeutic or diagnostic evaluation will 

uncover an area of weakened self-esteem (Garbarino & Stott, 1992). Included amongst 

children with low-self esteem is a diversity of individual experiences, such as, 

maltreatment, children with disabling conditions, learning disabilities or children who 

perceive themselves as less competent (Garbarino & Stott, 1992; Thopmson, 1990). 

These individual vulnerabilities may be compounded by developmental vulnerabilities. 

For example, Garbarino and Stott (1992) point out that children with disabling conditions 

and learning disabilities have more difficulty with self-esteem during middle childhood, 

because of an increased emphasis on academic and athletic achievement during this 

period. Other developmental vulnerabilities that practitioners need to consider 
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when assessing whether to grant child assent, include the fact that during early childhood, 

children have fewer resources for coping with perceived stressful situations than do older 

children, and they are more likely to participate in activities that practitioners request 

because their self esteem is more dependent on adult approval (Garbarino & Stott, 1992). 

Also, adolescent clients may have a decreased trust in authority and an increased need for 

privacy (Thompson, 1990). It is important to note, that while much has been written on 

children's capacities to consent to treatment situations (Grisso & Virling, 1978; Group for 

the Advancement of Psychiatry, [GAP], 1989; Kaser-Boyd, Adelman & Taylor 1985, 

1986; Weithorn & Campble, 1982) assent issues are not concerned so much with the 

children's capabilities to make competent decisions, because practitioners are ultimately 

responsible for deciding whether to grant children veto power should they prefer to 

dissent from treatment (See Johnson et al., 1987, cited in Ferber, DeMartino & Thompson 

Prout, 1989 for factors to consider when determining whether to grant veto power). The 

concern for assessing the child's vulnerabilities is based not on children's cognitive 

capacities to make reasoned decisions, but rather on the child's emotional limitations. For 

example, Melton (1983) points out that even children who are capable of competent 

decision making may be overwhelmed by the dilemma involved in reaching a choice. 

If practitioners can determine that information and opportunity for decision making are 

appropriate to the needs of the individual child, assent granting opportunities might 

contribute to certain aspects of psychological development. In particular, Tremper and 

Kelly (1987) note empirical research that links autonomy to the development of 

psychological constructs (e. g., identity formation, personal causation, and self-esteem). 

Through participation in treatment decisions children might develop an increased 

perception of internal control which can lead the individual child to realize his or her own 

power to make changes necessary for positive health (Leikin, 1983). Another area of 

development is that of moral development. Since practitioner's role-model moral 

behavior when they treat their child-clients with honesty, respect and as individuals 

whose opinions are valued (LoCicero, 1976). When practitioners act in ways that respect 

the rights of child-clients, these children become a "role-taker" in moral development. 

Such experience is necessary for legal socialization because children who have 

experience exercising their rights are likely to have a greater understanding of rights 

(Melton, 1983). 
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Clearly, if children are able to participate in the assent process, protection of 

children's rights, efficacy of treatment, psychological and moral development are among 

the potential benefits. However, consider the impact on parents, specifically with respect 

to the parent's actions towards his or her own children. In particular, the practitioner's 

actions can be a key component in modeling how to deal with a child's diagnosis in an 

honest manner that demonstrates support and respect for the individual child (LoCicero, 

1973). If practitioners are to grant children veto power, parent or guardian consent must 

first be obtained, since, ultimately they are legally responsible for their child's welfare 

(Ferber, DeMartino & Thompson Prout, 1989). 

In sum, the range of potential risks and benefits involved when informing and 

consulting children about mental health intervention raise two questions. First, under 

what circumstances do practitioners determine that assent granting is in the child's best 

interest? Second, what process is used to initiate children's participation in creating art 

for intervention? The suitability of grounded theory methodology in the present research 

of these practices and decisions made by mental health professionals is supported by 

previous applications of grounded theory existing in the areas of health and illness 

(Murphy, 1992). As with qualitative approaches in general, grounded theory is well 

suited for such research where little is known about the phenomenon being studied 

(Strauss & Corbin, 1990). In addition to defining the conditions of assent granting and 

processes for initiating participation, a grounded theory methodological approach brings 

to focus existing relationships between these two variables, which is relevant to 

establishing theory (Strauss & Corbin, 1990). The purpose of the present research is to 

provide descriptions that will sensitize practitioners to the values that guide best interest 

decisions and contribute a foundation for future studies. 
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Subjects 

Participants in this study were selected from directory listings of the American Art 

Therapy Association and the American Association for play therapy. These association 

members included professional and student interns, residing in the Southwest, who use 

art in their clinical work with children ages three through adolescence. Twelve subjects 

were identified as meeting these criteria listed above and agreed to participate in an 

individual interview. The sample incorporated a diverse range of clinical backgrounds 

(including art therapists, art therapy interns, counselors, clinicians, a play 

psychotherapist, and educational psychologist). 

The general procedure for designating subjects in a grounded theory study consists of a 

combination of purposeful and theoretical sampling. Purposeful sampling refers to the 

selection of individuals based on a reasonable assumption that they will provide insight 

on the phenomenon being investigated (Sandelowski, Holditch-Davis & Harris, 1992). 

Sampling decisions made theoretically are guided by the need to develop and verify 

emerging theories found in the data (Strauss & Corbin, 1990). Although this study 

incorporated theoretical sampling of the technical literature, theoretical sampling of 

subjects was not feasible. The problem researchers face when attempting a theoretical 

sampling approach is pointed out by Sandelowski, Holdritch-Davis, and Harris (1992) 

who explain that sampling is limited to the availability of subjects, and, therefore it can 

not be expected to proceed simply according to the studies indications. 

Procedure 

Grounded theory research is characterized by theory building. The methods applied to 

generate theory are described in detail by Strauss and Corbin (1990). The grounded 

theory study implemented here consisted of a direct interview format. To begin data 

collection, an interview guide was used that included open-ended questions analytically 

based to elicit information about conditions and action/interactions (See Appendix A). 

Subjects were asked to provide an individual case study when responding to these 

questions in order to encourage concrete descriptions for greater specificity and validity. 
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Four informants with similar backgrounds (art therapy internship experience) were 

selected to be interviewed first and were asked the same general questions to increase the 

likelihood of finding similar themes or conflicts early in the study. Each of these 

interviews lasted 1 hour to 1 and 1/2 hours. Subsequent interview questions also followed 

the intial guide. However, additional questions asked during the remaining interviews 

focused on developing relevant concepts that emerged from previous interviews or the 

need to verify propositions. This emphasis on specific concepts resulted in more 

structured and briefer interview sessions as the study progressed. 

In grounded theory research much of the data analysis and verification occur 

simultaneously with data collection (Strauss & Corbin, 1990). During this process, 

significant themes were identified, analyzed, and coded. Several analytical strategies (e.g. 

open coding, axial coding and selective coding) aided in discovering patterns within the 

narrative data. Examination of the data began with open coding, a process by which the 

transcribed narratives were reduced to concepts by identifying instances, events or 

happenings, interpreting their meaning, labeling and then categorizing these 

phenomenon. Open coding of the first four interviews generated five relevant themes 

(Informing, System, Understanding, Rapport Building and Choices). These themes were 

determined to be relevant because they were consistantly present or absent throughout the 

remaining eight interviews. Further analysis of data from the initial four and subsequent 

interviews, yielded concepts that were subcategorized under these themes (See Appendix 

C for development of categories). The properties of these concepts are important to 

recognize in grounded theory because once they are dimentionalized along a continuum 

they give specificity to a concept and define the context in which a phenomenon and its 

pertaining action/ interaction strategies occure. Some of the concepts found in this study 

could not be broken down into properties and dimensions without assigning terms that 

were unsubstantiated in the data. As a result, for greater validity, only properties and 

dimensions existing in the data were used for analysis. 

Once concepts from narratives were identified, labeled and categorized, axial coding 

was used to reorganize concepts in terms of the relationships between categories and 

subcategories. The procedure followed here was to code data using Strauss and Corbin's 
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Paradigm Model denoting: 

(A) CAUSAL CONDITIONS -> (B) PHENOMENON -> (C) CONTEXT -> 

(D) INTERVENING CONDITIONS -> (E) ACTION/INTERACTION 

STRATEGIES -> CONSEQUENCES (1990, p. 99). 

Each concept was examined to see where it fit in this paradigm model. From this analysis 

statements about proposed relationships between categories were formulated. 

In selective coding these propositions were either validated by their consistent 

presence or absence in the data. If no pattern of occurrence or absence was noted in the 

data, the statements were either discarded or noted as being only propositional. In 

addition, during the selective coding process of explicating the story line, the linkage of 

this study to Glaser and Strauss' (1964) Awareness Context Theory led to the 

identification of "Awareness" as the core category. The category, Understanding, was re

labeled, Awareness, for three reasons. First, the term, awareness, more accurately 

depicted the processes represented in the data. Specifically, the term understanding 

implies that a child has attached accurate meaning to information given. Awareness, on 

the other hand, suggests only that a child has been made conscious of a certain situation. 

Second, understanding is a dimension of awareness. Therefore, along with other 

dimensions of awareness, understanding had to be subcategorized under the broader term. 

Third, understanding and additional categories which represented dimensions of 

awareness were modified to incorporate the same labels Glaser and Strauss used in their 

study so that the Awareness Context Theory could be extended to the present study with 

greater clarity. 

Through identification of the core category, integration of the data in terms of the 

story line was aided, because once the main category, Awareness, was placed in the 

paradigm model as the central phenomenon, accurate placement of other categories 

within the paradigm was more evident. The story line is the main idea of the narratives 

told analytically. An example of this integrative process is represented in Table 1. 
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Table 1 

Story Line 

Causal Conditions -> Phenomenon -> Context -> 

Drawing on Experience Awareness Closed Awareness-
Art/Non-Therapy Exp. Misunderstanding 

Belief/Info. Detrimental 
System 

Environmental Barriers 
-Normalized Cues 
Role Ambiguity 

Drawing on Experience Suspect-Pretense 
Intervention Exp. Awareness 

Belief/Info. Detrimental 
or redundant 

System 
Environmental Barriers 
-Normalized Cues 
-Therapy Cues 
Role Ambiguity 

Intervening Conditions -> Action/Interaction Strategies -> 

Introducer 
Child Informer 
Practitioner Definer 
-Family 
-Staff 

Concealment 
Deception 
Active Deception 

Informing 
Choice 
Confidentiality Maint. 

-> 

Consequences 
Closed Awareness-
Misunderstanding 

Participation 
in Mental Health 
Intervention with
out Assent or 
Defenses. 

Consequences 
Suspect-Pretense 
Awareness 

Participation 
in Mental Health 
Intervention with
out Assent. 
Defenses 

Resistance 
Refusal 
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A constant comparison method of data analysis was used to verify the fit between 

Awareness Context Theory and the story line described in this study. Thus, the 

proposition of how relationships between categories vary under conditions specified in 

Awareness Context Theory, was examined for its validity in the data collected from the 

present study. 

Results 

Practitioner's decision making processes followed a pattern of maintaining awareness 

contexts identified in Glaser and Strauss' (1964) study, Awareness of dying. The authors 

found that health care professionals avoided talk that acknowledged to patients their 

terminal illness status. Similarly, the professionals and student interns interviewed in this 

study predominately withheld information that would disclose to children their client 

status. The degree of a child's awareness concerning his or her client status and the 

practitioner's identity, plus clinician acknowledgment of this awareness, defines the 

context. The dimensions of awareness context consist of closed, suspect-pretense, and 

open. The closed awareness context means that children have either no awareness or a 

misunderstanding about the intervention, and practitioners do not knowingly act in ways 

that would reveal their clinical role. Suspect-pretense contexts differ only in the respect 

that children are suspicious or know. However in open awareness contexts, practitioners 

and children interact in ways that acknowledge the clinician-client roles (See Glaser & 

Stauss, 1964, for a discussion of awareness contexts). Consistent with the findings of 

Glaser and Strauss, at least three conditions contribute to closed awareness contexts. 

These conditions are presented in the following qualitative results. 

CONDITION NUMBER 1: Client Experience 

Closed Awareness Context. Closed awareness was supported by children's lack of 

experience with art as intervention. In contrast, for most children art itself is a familiar 

experience. Given this consideration, practitioners suggested that children's 

understanding of art is simplistic and is bound by traditional art experiences (e.g., art as a 

skill or as a kinesthetic experience). Therefore, children's perceived understandings were 
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described using positive terms, such as, "fun," "desirable," "like chocolate." 

One practitioner summed up the effect of such attributions by explaining that, "Children 

get excited to see supplies: scissors, markers, glue. Therefore, they are naive about your 

intentions and what kind of information you are going to get from them." 

Suspect-Pretense Awareness Context. Practitioners identified other children as being 

doubtful that art production was being proposed for reasons common to traditional 

experiences. Practitioners explained that these children distinguished differences, for 

example, between approaches used by art therapists and those used by art teachers. In 

addition, some of these children were reported as having a history of crisis intervention in 

which they may have had previous exposure to therapeutic and art interventions. 

Specifically noted was the use of diagnostic series, such as the House-Tree-Person, which 

are frequently used during psychiatric and psychological evaluations. Other children were 

described as knowing because they were believed to have been told by another staff 

person. 

CONDITION NUMBER 2: Environmental Barriers 

Closed Awareness Context. Interventions carried out in normalized environments 

placed restraints on the awareness context. One reason for this, according to practitioner's 

reports, is that children had certain expectations of what is supposed to take place in a 

particular environment. With respect to this premise, consider that practitioner's work

sites included schools, medical hospitals, crisis shelter playrooms and classroom 

programs within psychiatric treatment centers. Practitioner's reports indicate that children 

did not perceive therapy and diagnostic evaluations as part of the ordinary course of 

events in these settings. Equally important, children used these environmental 

expectations to interpret the role of the practitioner. As one practitioner who described 

her work-space in a psychiatric treatment center shared: 

It was like a kitchen and invariably children would ask me, did I cook there, and 

what's in the refrigerator? They kept specimens in the refrigerator because they did 

blood-work. There was a sign there that said, "Do Not Open." So I said, "No, this is 

not where I live. No, I'm not going to cook for you." 
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Expectations of what occurs in certain types of environments were not limited to 

children. Co-workers were also reported to have defined practitioner roles by the 

environment. In fact, several practitioners expressed extreme frustration as they 

perceived that their roles became lost in the expectation's of others. This situation was 

reflected in the statement of one art therapy intern, placed in a school setting, who 

explained: 

The children all thought I was the art teacher. They didn't have art. The teachers 

would kind of call us, "Art Therapy Interns," but they really didn't know what art 

therapy was about. I felt really frustrated with this role, this ambiguous role that I was 

playing. The little kids would always run up to me and say, "When do I get to do art 

with you?" 

In other instances of this type of confusion, practitioners stopped doing art therapy and 

assumed the role of an art teacher. 

Suspect-Pretense Awareness Contexts. In contrast to the misconceptions that resulted 

from normalized environments, therapeutic milieus provided children with evidence that 

his or her situation was not normal. For example, children were aware that meeting with a 

psychiatrist was not a part of the daily routine in public schools. 

CONDITION NUMBER 3: Practitioner Beliefs and Values 

Closed Awareness Context. Practitioner beliefs supported not disclosing information 

to children and these beliefs were based on three risk assumptions. Among these 

assumptions was a belief that information regarding intervention stigmatizes children. 

Therefore, withholding information was viewed as promoting a normal self-concept. 

The terms "institutionalized" and "over-therapized" were used in referring to children 

who were therapy educated. The perceived consequences of being therapy educated were 

noted by practitioners who explained that children develop a vocabulary of therapeutic 

jargon and learn which responses will satisfy practitioners. Also identified as a perceived 

adverse affect of informing children was a belief that telling children about therapy or 

evaluations evokes anxiety which impedes therapeutic and diagnostic outcomes. 

Particularly in testing situations, practitioners discussed children's desire to please and 

the view that, "testing means you've got to do right" as greatly increasing 
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anxiety levels amongst children and ultimately resulting in the failure of the individual to 

do his or her best. Practitioners expressed similar concerns about informing children in 

therapy situations, as reflected in the comments of one practitioner who shared that, 

"They might be apprehensive about just really being free to draw. They would be 

wondering what I was watching for." Other practitioners believed that children simply 

can not understand the concept of therapy and that children do not care. 

Suspect-Pretense Awareness Context. The believed adverse results of explaining an 

intervention, were no longer expressed once a practitioner perceived that a child was able 

to figure out or already knew. In these cases practitioners justified not informing children 

by explaining that telling these children about what was to take place would be redundant 

or possibly viewed by the child as a confrontational action. 

INFORMATION STRATEGIES THAT MAINTAIN NON-OPEN CONTEXTS 

When conditions for a closed awareness context existed, practitioners used information 

strategies that sustain unawareness or misconceptions amongst child-clients. These 

strategies included concealing information such as the practitioner's identity as a therapist 

or diagnostician and why the child was being asked to produce art. Clearly, the 

omission of words like therapist and psychotherapy does not alone qualify as 

concealment, because, reasonably, they lack developmental appropriateness. However, 

practitioners made no attempts to convey the meaning of these terms using words that 

children can understand. Instead, practitioners introduced themselves by name only. 

Some practitioners added misleading information by introducing themselves as the art 

teacher. Introductions were typically followed by a minimal explanation that the child 

and practitioner would be doing art together. Perhaps the most comprehensive 

explanation within the non-open context was by one practitioner who would tell children 

that, "We are going to go and use the art materials and do some drawings and we are just 

going to look at them and talk about them." 

Once practitioners began on a course of non-open awareness, information that would 

expose the true identities and intentions continued to be managed throughout the therapy 

or diagnostic session. This situation was especially evident amongst interns because of 

their requirements for supervision. As was the case of one intern who shared that when 

her supervisor came to observe a group session, he was introduced to the children only as 
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a friend. In addition, communicating to supervisors and other professionals about what 

was happening in sessions, frequently required showing the child's artwork. 

As a result, these children were told only that they needed to leave their artwork in the 

room for a certain length of time. One practitioner described how the praise and attention 

that children received by doing art motivated them to show their artwork to other 

professionals themselves. 

Even when practitioners reported children as knowing or as suspecting, no more 

information was given to these children than was given to youngsters perceived as being 

unaware. As a result, these practitioners prevented progression to an open awareness 

context. Moreover, several interns shared a belief that children were deliberately kept 

from becoming aware in some instances. These interns used the word "detective-work" to 

describe what they viewed as being expected of them from on-site supervisors. 

Specifically, one intern described the following situation where professionals attempted 

to keep her identity a secret from a seven year old boy in a psychiatric treatment center 

through the use of "active deception": 

If someone else would come into the class, a parent or another staff member, they 

would call me the art teacher. In front of the kids, that was very clear. When one of the 

kids called me an art therapist, he had kind of figured out what was going on, he said, 

"Oh, you mean the art therapist.", and they corrected him. 

INTERVENING CONDITIONS 

Decisions regarding disclosure did not always follow the three conditions discussed. 

Two other conditions identified intervened to either facilitate or impede information that 

could bring about progression to an open awareness context. Families played a role in one 

of only two instances of open awareness contexts found amongst children under the age 

of twelve. In this case, a play psychotherapist had direct contact with children's parents, 

and the practitioner explained that usually parents ask her what they should tell their 

children about coming for therapy. The practitioner shared this example of how she 

generally advises parents to disclose information: 

Tell them that Mrs. Jan plays with children all day long, children who have the same 

kind of problem, children whose daddy left or children who had to have police come 



21 

to the house because mommy was scared (whatever the child's problem is). I'm like a 

doctor. I'm not a school teacher. I help children who have problems with their temper 

or with the way they feel about themselves. That's what I do. 

In this manner children as young as three were provided information that makes them 

aware of the nature of the visit as well as to the practitioner's role and identity. 

Despite this example of how families can intervene to provide their children with 

truthful information, other practitioners reported cases where families gave their children 

misleading information. One practitioner mentioned hearing a mother warn her daughter 

who was being dropped off for a psychological evaluation, "If your not good, she's going 

to give you a shot." Another practitioner shared how the parents of one client told the 

teen that she was going on a vacation, when in fact she was being taken to a psychiatric 

treatment center. The second intervening condition was identified specifically in 

internship situations. Because interns were new to a setting, typically, practitioners were 

introduced to clients, and the introducer either presented accurate or misleading 

information concerning the role of the intern. In every case but one, the introducer 

facilitated the closed awareness context. Only one intern reported going against 

non-aware information presented by an introducer. In this case the intern referred to 

herself in front of children as the art therapist and would also make references to art 

therapy. Although children were noted as responding with resistance after hearing this 

information, the practitioner continued to use these identifying terms. The intern cited 

"ego-centric" reasons for disclosure. In particular, the practitioner explained that the 

psychiatrist was referred to as a psychiatrist and that her training and contribution as an 

art therapist deserved to be recognized. Additionally, the practitioner did not believe that 

the children would be harmed by this information and that as an intern, she had less time 

to establish rapport and develop a trust relationship with these children. 

OPEN AWARENESS CONTEXTS 

The conditions of open awareness were more broad than those contributing to closed 

awareness contexts. Clients in open awareness settings were reported to be primarily 

adolescents and sometimes children eleven and twelve years old. These children were 

described as having a history of intervention. Often, practitioners noted that these teens 

had been referred to treatment centers by the Juvenile Justice Courts. Understandably, 
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practitioners perceived that these clients knew what therapy was, as well as adjunctive 

therapies. These practitioners contributed to open awareness contexts by providing honest 

and direct information. They believed that this approach was best because many of these 

kids already distrusted adults. Therefore, they viewed disclosure as central to gaining 

trust and establishing a therapeutic relationship. The organizational structure of open 

awareness settings presented no environmental barriers. Practitioners pointed out that 

patient rights were posted on the walls in addition to therapy schedules and the name of 

the facility. As one practitioner stated, "If they could read, they knew that they were in a 

psychiatric hospital. Practitioners added that these children were present at intake where 

they were given institutional rules and rights. Although most practitioners were not 

certain what type of information clients got regarding the different types of therapy, they 

believed that there was open disclosure. Another source of information within open 

awareness settings was peer alliances. The potential for alliances to keep practitioners 

forthright was evident in the example of a clinician who gave individual House-Tree-

Person assessments to two teenage girls. The practitioner describes how she was latter 

confronted by the teens: 

"We have something to talk to you about. We feel like you've been manipulative with 

us." They didn't use the word manipulative though. I can't remember exactly what 

they said to me. "We think you've been jerking us around." I think is how they put it. 

DECISION MAKING OPPORTUNITY 

Practitioners did not permit decision making opportunities for children with respect to 

participation in therapy. However, it was not uncommon that misinformed children be 

given decision making opportunity that was based on concealed or misleading 

information. In particular, practitioners asked yes/no questions such as "Would you like 

to come to the art room?" or "Would you like to paint?" However, in all other instances 

imperative statements were made to initiate participation. Imperatives ranged according 

to awareness contexts, from, "You are going to be doing art with her," to "It's time to do 

art therapy." Although practitioners did not verbally present children with an option to 

dissent, practitioners were sensitive to signs of resistance. Resistive behaviors appear 

respected as nonverbal dissent. Practitioners emphasized that they never push children to 

participate. 
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3. INTERPRETATIONS OF THE FINDINGS 

Discussion 

This study demonstrates a complexity of processes that guide decisions made in 

practice as to whether children are informed and consulted. Presumably, practitioners are 

to weigh the benefits of assent granting against the risks in order to reach a best interest 

determination. In fact, this was not the case. The strategies used to initiate participation 

from children appear to be governed by a desire not to disrupt the degree of awareness 

perceived in a context. In this regard, the findings support Awareness Context Theory. 

Consistent with this theory, the majority of the children reported on in the present study 

were not assenting clients to the use of art in mental health interventions, because 

practitioners, generally, withheld information that would identify art as a means and the 

practitioner as a person there to help the child make changes in his or her own life. 

It was clear in analysis that significant change in an awareness context, from closed to 

open, can result from several sources. To begin, practitioner clarification of a child's 

actual understanding about coming for therapy or an evaluation is a step to avert actions 

that are based on a potentially false assumptions, that the child is unaware. Such 

clarification seems indicated for reasons that have implications for both the efficacy and 

the ethics of clinical practice. For example, in the present study some children were not 

only given mis-information from family and other professionals, but also the nature of 

this information had potential to significantly inhibit the therapeutic relationship. Equally, 

if not more important, practitioners place themselves in a position of abridged trust when 

children have heard open and honest disclosure from family or other professionals, yet 

the practitioner continues to interact with the child as though the client were unaware. 

While the case of the seven year old boy who was corrected after referring to his therapist 

as, indeed, being an art therapist, seems unconscionable, there is little difference between 

deceiving children who are known to be aware and those who are aware but unidentified 

as such. In this regard, it seems possible and even likely that the message that child-

clients receive is that their illness is too dreadful to talk about (LoCicero, 1973) or 

perhaps that it is okay for persons of authority to "trick" others into doing what they want 

them to do (Macklin, 1992). 
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There are at least two ways that changes in the organizational structure of treatment 

environments are indicated. Because practitioners could only speculate as to whether 

children were given information about art interventions during primary therapy, 

admissions, or at intakes, a need for communication between staff concerning the assent 

issue is evident. This may demonstrate a limited sense of responsibility for informing 

child-clients on the part of the practitioner. A second key factor needing attention is an 

apparent gap in our efforts to address the information needs of children who receive 

treatment services. Although further studies are necessary on the information that other 

professionals provide children in mental health settings, practitioners' descriptions from 

the present research, in general, suggest two types of treatment environments, closed and 

open (open, predominately consisting of adolescents). If this is true, it may reflect that a 

whole group of children in suspect and pretense contexts, move through a system where 

they are not adequately informed about their mental health needs until they reach 

adolescence. This study found that rethinking current beliefs about informing children 

may be in order if the mental health field is expected to produce change. It is interesting 

that when discussing children, practitioners viewed information as anxiety provoking and 

stigmatizing. Yet, for adolescents, honest and direct information was described as 

beneficial and necessary to establish trust. This finding is consistent with the notion that 

practitioners may lack knowledge on how to tell children about treatment (Koocher, 

1973; Ross, 1980), or it may suggest that developing skills at assessing a child's need for 

information is indicated. 

The role of educators in changing the presumption that information will be harmful 

seems evident. The potential effect of education is particularly evident in situations where 

several participants expressed frustration and discomfort when using a secretive approach 

to initiating therapy. It may be that with an increased understanding of the potential gains 

of informing, and adequate training in how to communicate serious information to 

children, practitioners will have stronger beliefs that they are justified in breaking a 

closed context. In addition, to the extent that role ambiguity influenced concealment or 

mis-information from practitioners or other professionals in a particular setting, this may 

suggest that the practitioner lacks certainty about his or her own professional identity. If 

this implication is true, the finding supports the theories of both Patterson (1971) and 

Barnet (1987) who suggest that professions with loosely defined roles are more 
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vulnerable to committing ethical violations. Therefore, educators may need to focus 

greater attention to preparing students in terms of their role in a given setting. It may also 

be important, when dealing with lesser known intervention types, to decrease role 

ambiguity amongst other staff persons by conducting in-services at internship sites. 

The fact that none of these practitioners interviewed mentioned the standards of the 

American Psychological Association, also subscribed to by the American Art Therapy 

Association, might indicate that practitioners were unaware of these standards. It should 

be noted that there were two instances when practitioners in a closed awareness context 

maintained this context during therapeutic intervention, however, when implementing 

their own research study in the same environment, these interns informed the children 

about the research project and obtained their written assent. Clearly, standards are useless 

if practitioners are unaware of there existence, and such findings have further 

implications for how practitioners are prepared in terms of their ethical responsibilities 

when working with children. 

Limitations and Implications for Future Research 

In grounded theory research the concern is not so much with making generalizations 

based on a representative sample of subjects but with representativeness of concepts 

(Strauss & Corbin, 1990). Generalizations to larger populations can be made only when 

the specified conditions contributing to an action and its outcome are present. This 

specificity requires collecting and identifying a wide range of concepts and varied sets of 

conditions. Although a small number of subjects were used in this study, most of these 

informants had work experience in at least two different settings, which contributed to a 

broad range of varying situations. However, almost all of the respondents actions 

followed strategies for maintaining a closed awareness context, resulting in a limited 

number of variation. Therefore, the instances of intervening conditions were insufficient 

and could not be validated in the data. As a result, the intervening conditions identified in 

the present study are only propositional. 
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In addition, there are limitations in the present description of conditions that lead to 

suspect and pretense awareness contexts. These contexts are representative of a condition 

Strauss and Corbin (1990) refer to as a state of transition. According to these 

authors there are cases where the conditions which contribute to a phenomenon 

are either in the process of change or change has occurred. The result is a context that 

incorporates conditions from at least two different contexts, making differentiation 

difficult. (Strauss & Corbin, 1990). The suspect and pretense contexts in the present study 

manifested conditions from both open and closed awareness contexts. 

Although any generalizations from the present study must be made with caution since 

the reliability of generalizations can only occur through empirical testing of the 

awareness context hypothesis, the linkage of the present study on children and assent 

granting, to Glasser and Strauss' study of dying persons is an important one. Together 

these studies suggest that professionals avoid disclosing information about a patient's 

condition, if possible, when the individual is perceived as being part of a vulnerable 

group. It is unclear what concerns practitioners about disrupting an awareness context. 

Certainly, the arguments against informing children about therapy can not be discarded. 

Before assent granting can be applied in clinical practice, it seems necessary to determine 

which contributes most to the efficacy of treatment, normalization verses disclosure of 

developmentally and emotionally appropriate information. It is interesting that in a field 

concerned with mental health, that there are so few studies on how to best prepare 

children for mental health intervention. Because the present study was limited to the 

practitioner's point of view, the consequences of the actions reported on here are 

unknown. Certainly, the perspective of child-clients would be useful in determining how 

we can best help children while respecting their rights. If assent is to be implemented as 

common practice in the field of mental health, at least with respect to art interventions, 

changes in current practice, beliefs, environmental support and education need to be 

assessed. 
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Conclusions 

In summary, the findings of this descriptive study on when practitioners seek a child's 

assent to create art in mental health interventions and the process used by practitioners to 

initiate art production provide a framework for action. The present results suggest that 

assessing understanding of mental illness, treatment, and informational needs of the 

individual child client; heightened education as to the benefits and significance of ethical 

practice, how to communicate with children; and strong professional identification will 

have a critical role in the implementation of child assent in clinical practice. Regardless 

of ethical codes that emphasize consideration of the child client's individual best 

interests, the applicability of Awareness Context Theory to practitioners initiating art 

interventions with children demonstrates the significant influence that variables 

extraneous to best interest determinations have on practitioner decisions. This finding 

indicates that balancing protection of children with their persons' status may require re

appraisal of current practices in other health related professions that provide services for 

children. 
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Interview Guide 

Date 

Subject # 

1. Tell me a little about yourself. 

2. Describe the first setting where you worked. 

(a) workspace (b) population: age, diagnosis, reason for referral. 

3. What was your tittle and your role in this setting? 

4. Think of a child that you worked with in this setting. Tell me about this child, and 

describe how you initiated therapy. Begin from how you were both introduced, 

(a) 3-5 (b) 6-12 (c) Adolescents 

(1) A. What do you think would have happened if you had told the child what your 

role and the reason why he(she) was being asked to participate in creating art? 

B. You told the child what your role was and the reason why he(she) was being 

asked to participate in creating art. Do you think this is important and why? 

(2) What happened to this child's artwork when he(she) was done? 

(a) child's participation in this decision, (b) disclosed to other persons 

with(without) child's permission. 

(3) Can you think of any child who you did(not) inform? Describe this case. 

5. Did you ever have a child that refused to participate? Tell me about this child, describe 

the situation and how you responded. 

(1) Do you think that it is important to respond this way and why? 

(2) Why do you think that this child did not want to participate? 
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Subject's Consent 

You are being invited you participate in a study titled, "Ethics of Disclosure the 

Child's Way: Assent Granting to the Use of Art in Mental Health Interventions." The 

purpose of this study is to gain a better understanding of how practitioners handle 

engaging children as assenting clients. You are being asked to participate because of your 

experience using art in clinical work with children. Approximately 20 subjects will be 

enrolled in the study. 

If you decide to participate in the study, you will be asked questions concerning your 

job setting, job responsibilities, how you initiate therapy with your child clients, and your 

personal beliefs about the interests of children in therapy. Interviews will be audio taped, 

however, recording can be stopped at any point during the interview at your request. To 

maintain confidentiality your name will be number coded. Because this is an assessment 

study, there are no foreseeable risks or benefits. 

If you have any questions, please feel free to contact me. 

Rosanna DiCenso 

327-8282 

Subject's Signature Date 
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Development of Categories 

Interviews 1-4 

Categories Properties Dimensions 

Art Therapy Imposed Supervisor Expectancy 
Non Justified 

Art Therapy Subculture Peer Educated Art Therapy Subculture 
Art Therapy Established 

Assemblyline Therapy Referral Input 
Follow-through 
Intercommunication 

Belief/Action Conflict Retrospective Change 
Routine 

Chocolate Deprived 
Fun 
Necessity 

Choice Decision Making- Imperative 
Opportunity Option/Mis-Info. 

Clarification Question Asking 
Restating 

Confidentiality Maintenance Disposition of Artwork Permission sought/ 
Outsider Observation Inaccurate Info. 
Sharing with Others 

Ideologies Informing Child Therapeutic 
Detrimental 

Information Seeking Child Initiated 
Informing Introduction Truth/ 

Non Dev. Approp. 
Explanation Deceptive 
Invitation Active Deception 
Tour 

Active Deception 

Introducer Info. Passer 
Misunderstanding Traditional Art Experience 
Rapport Building Non-Verbal Comm. 

Verbal Comm. 
Familiarity 

Role Ambiguity Objective Confusion 
Self Awareness Figure Out 
System Environmental Cues Normalized 

Normalized w/ Therapy 
Therapy 

Information Delivery Written Routine 
Verbal Routine 

Test Anxiety Control Concealment 
Minimizing Stress 

Understanding Art Therapy Experienced 
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Interviews 5-8 

Categories Properties Dimensions 

Adult Dominated Culture 

Age Assumptions 

Art Therapy Subculture 

Choice to Participate 

Clarification 

Confidentiality Maintenance 

Egocentrism 

Informing 

Introducer 

Misunderstanding 

Rapport Building 

Resignation 

Belief/Infor. Child 
and Adolescents 

Child Naivete 
History of Intervention 

Peer Alliances 
Long Term Bonding 
Art Therapy Established 
Decision Making-
Opportunity 

Question Asking 
Restating 
Disposition of Artwork 
Outsider Observation 
Sharing with Others 

Disclosure 
Therapist Personal Gain 
Introduction 
Explanation 
Invitation 
Tour 
Child Informer 
Practitioner Definer 

Drawing on Experience 
Kinesthetic/Aesthetic 
Chocolate 
-Fun 
-Spontaneous 

Non-Verbal Comm. 
Verbal Comm. 
Familiarity 

Trust 
Resistance 
Therapeutic Adoles. 
Detrimental Children 
Therapeutic Adoles. and 
Children 
Detrimental Adoles. and 
Children 
Therapy Ed. Child 
Therapy Un-Ed. Child 
Therapy Ed. Adoles. 

Imperative/Mis-Info. 
Option/Mis-Info. 
Imperative/Acc. Info. 
Initial 
Continuous 
Permission Sought/ 
Inaccurate Info. 
Permission Sought/ 
Accurate Info. 
No Permission Sought 

Truth/ Dev Approp. 
Truth/ Non Dev Approp. 
Deceptive 
Active Deception 
Practitioner Name 
Practitioner Role/ Acc 
Practitioner Role/In-Acc 
Art/Non-Therapy Exp. 
Art/ Therapy Exp. 
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Interviews 5-8 (Continued) 

Categories Properties Dimensions 

Role Ambiguity 

Self Awareness 
System 

Teaming 

Test Anxiety Control 

Understanding 

Professional Identification 
Client Defined Role 
Staff Defined Role 
Ethical Value Adherence 
Objective Confusion 
Figure Out 
Environmental Cues 

Information Delivery 

Referral Imputing 
Intercommunicating 
Follow-through 
Concealment 
Ageless Applicability 
Minimizing Stress 
Art Therapy Experienced 
Family Informed 

Teacher 
Therapist 

Normalized 
Norm, w/ Therapy 
Therapy 
Written Routine 
Verbal Routine 
Assemblyline Therapy 
Integration 
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Development of Categories (Continued) 

Interviews 9-12 

Categories Properties Dimensions 

Choice to Participate 

Confidentiality Maintenance 

Informing 

Introducer 

Misunderstanding 
(Closed Awareness) 

Decision Making-
Opportunity 

Adult Dominated Culture 
Resignation 

Rapport Building 
Non-Verbal Comm. 
Verbal Comm. 
Familiarity 

Disposition of Artwork 
Outsider Observation 
Sharing with Others 

Introduction 
Explanation 
Invitation 

Clarification 
Question Asking 
Restating 

Child Informer 
Practitioner Definer 

Staff 
Family 

Drawing on Experience 
Chocolate 
-Fun 
-Spontaneous 
Kinesthetic 
Aesthetic 

Belief/Infor. Detrimental 
Anxiety Provoking 
Stigmatizing 
Un-Needed 

Imperative/Mis-Info. 
Option/Mis-Info. 
Imperative/Acc. Info. 
Trust Compliance 
Resistance 
None 
Initial 

Permission Sought/ 
Inaccurate Info. 
Permission Sought/ 
Accurate Info. 
No Permission Sought 
Truth/ Dev Approp. 
Truth/ Non Dev Approp. 
Deceptive 
Active Deception 
Never 
Initial 
Continuous 
Practitioner Name 
Practitioner Role/ Acc 
Practitioner Role/In-Acc 

Art/Non-Therapy Exp. 
Therapy Exp. 
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Interviews 9-12 (Continued) 

Categories Properties Dimensions 

Self Awareness 
(Suspect-Pretense Awareness) 

Understanding 
(Open Awareness) 

System 
Environmental Cues 
and Barriers 
Information Delivery 
-Intake 
-Other Staff 

System 
Environmental Cues 
and Barriers 
Information Delivery 
-Intake 
-Other Staff 

Role Ambiguity 
Professional Identification 
-Client Defined Role 
-Staff Defined Role 
-Ethical Value Adherence 
-Objective Confusion 

Drawing on Experience 
History of Intervention 

Belief/Infor. 
Redundant 
Confrontational 

Drawing on Experience 
Art Therapy Exp. 
History of Intervention 

System 
Environmental Cues 
Information Delivery 
-Intake 
-Other Staff 

Art Therapy Subculture 
Peer Alliances 
Long Term Bonding 
Art Therapy Established 

Belief/Infor. Therapeutic 

Normalized 
Norm, w/ Therapy 
Therapy 
Written Routine 
Verbal Routine 

Normalized 
Norm, w/ Therapy 

Written Routine 
Verbal Routine 

Teacher 
Therapist 

Therapy 
Written Routine 
Verbal Routine 
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