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ABSTRACT 

Art related activities are frequently offered to patients in healthcare as therapy, for 
pleasure, as diversion or pastime. This research proposes that art has a more 'ancient 
purpose' which may be of significance in healthcare. Here, the vital nature of art is 
explored. Art, like work, may maintain purpose and identity, therefore sustaining 
meaning. However, art may also communicate beyond the individual. When illness 
removes the expectation, and ability, to work personal identity and purpose are 
challenged. To explore these theories, people with life-threatening illness (cancer) were 
invited to participate in making sculpture. The significance of making was measured by 
the amount of precious time they were prepared to spend, as opposed to pass. 

Over two selected time periods patients receiving palliative care took part in making 
sculpture. From an initial starting point of replication in a permanent medium, the 
sculptures were advanced, becoming temporary, fragile and more complex in concept. 
The opinion of the patients was ascertained using observation and interview, and the 
verdict of art professionals was sought to evaluate completed sculpture. 

Sculpture was found to convey patient identity better than any other object they 
possessed. Profound differences in the responses of men and women were discovered, 
suggesting that the monumental function of sculpture was of more significance for men 
than women. There was evidence to suggest that if art can maintain identity and create 
meaning then it may sustain quality of life, if not maintain life itself. While patients noted 
the importance of maintenance of identity they also reported a sense of expansion and 
elevation through making sculpture, to the extent that they were 'spiritualised'. The 
patients reported that making sculpture was more than pleasurable. They detected 
significance in the activity, comparing building sculpture to building the pyramids. 

Findings indicate that art may make a significant contribution to palliative care. The 
research also proposes an alternative way to measure the value of art. The research 
provides empirical confirmation of theories concerning the value of making, establishing 
that a vocabulary of significance, as opposed to pastime is of value when life is short. 

ii 



CONTENTS 

List of Plates VIII 

1. Introduction I 
1.1. Introduction 1 
1.2 Literature Review of the Field: 
Current Art-related Practices in Health Care 3 

1.2.1. Occupational Therapy 3 
1.2.2. Art Therapy 4 
1.2.3. Art in Hospitals 7 

1.2.3.1. Arts for Health 8 
1.2.3.2. Hospital Arts 10 
1.2.3.3. Hospice Arts 11 

1.2.4. An Alternative Model for Art in Healthcare 12 
1.3. Literature Review: 

The Importance of Making for the Seriously 111 14 
1.4. Literature Review of Theory: 

The Substantial Nature of Art 18 
1.5 Aims of Study 26 

2. Method 28 
2.1 Introduction 28 
2.2. Research Site 29 
2.3. Study Group 29 

2.3.1 Patient Inclusion 31 
2.4. Design of Sculpture 32 
2.5. Introducing the Project 33 
2.6. Methods to Determine the Value of Making 34 

2.6.1. Observation and Record 36 
2.6.2. Photographs 37 
2.6.3. Gathering Opinion 38 

2.6.3.1. Questionnaires 38 
2.6.3.2. Interviews 40 

2.7. Summary 43 

III 



3. Phase I Sculpture 44 
3.1 Introduction 44 
3.2. The Sample 44 
3.3. Beginning Phase 1 Sculpture 45 

3.3.1. Design 46 
3.3.2. Making 47 

3.4. Results of Making 55 
3.5 Discussion 58 

4. Response to Phase 1 Process 63 
4.1 Introduction 63 
4.2. Level of Patient Participation 63 

4.2.1. Participation According to Gender 64 
4.2.2. Participation According to Age 64 
4.2.3. Participation According to Occupation 65 

4.3. Participation Rate for each Sculpture 65 
4.4. The Nature of Participation 65 
4.5. Patient Perception of Making 66 

4.5.1 Pleasure 66 
4.5.2. Achievement 66 
4.5.3. On Making 67 
4.5.4. Realism 68 
4.5.5. Permanence 69 
4.5.6. Scale: 'The Big Venture' 70 
4.5.7. Transcendence 70 
4.5.8. Discussion of Phase 1 Making 71 

4.5.8.1. The Value of Making 71 
4.5.8.2. Significance of Sculpture 72 
4.5.8.3. Perceived Relationship between 
Making and Occupation 73 

5. Phase 1 Sculpture and Identity 74 
5.1. Introduction 74 
5.2. 'A Vital Occupation' 74 
5.3. Observed Patient Response 75 
5.4. The Patients' Verdict 80 
5.5 Audience Opinion 82 
5.6. Discussion 84 

IV 



6. Phase 2 Sculpture 87 
6.1 Introduction 87 
6.2. The Sample 90 
6.3 Design of Sculpture 90 
6.4. Results 115 
6.5 Discussion 117 

7. Response to Phase 2 Process 123 
7.1 Introduction 123 
7.2. Level of Patient Participation 123 

7.2.1. Participation According to Gender 124 
7.2.2. Participation According to Age and Occupation 125 

7.3. Participation Rates for each Sculpture 125 
7.4. The Nature of Participation 125 
7.5. Patients' Perceptions 126 

7.5.1 Responses Consistent with Phase 1 126 
7.5.2. Differences in Responses Between Phases 1 and 2 127 

7.5.2.1. Challenge 127 
7.5.2.2. Involvement in the Medium 128 
7.5.2.3. Relation to Work 128 
7.5.2.4. Individuality 129 
7.5.2.5. Understanding 129 

7.6. Discussion 130 

8. Phase 2 Sculpture and Identity 133 
8.1. Introduction 133 
8.2. 'Heraldry' 133 
8.3. Observed Patient Response 137 
8.4. The Patients' Verdict 138 

8.4.1. Patient Opinion of the Media used 141 
8.4.2. Identity Conveyed by Sculpture 143 
8.4.3. The Patients' Evaluation of Making 144 

8.5. Audience Responses to 'Heraldry' 148 
8.6. Discussion 149 

V 



9. Conclusions 154 
9.1. Research Design 154 
9.2. The Substantial Nature of Art 155 
9.3. Impact of Results on Palliative Care 159 
9.4. Effect of Results on Art in Health Practices 162 
9.5. Recommendations for the Future 163 

9.5.1. Introduction 163 
9.5.2. Public and Academic Status 164 
9.5.3. Authorship 164 
9.5.4. Health 165 
9.5.5. Practice 167 
9.5.6. Contribution of Further Research 168 

Appendices 170 

Bibliography 194 

Published Material end 

vi 



LIST OF PLATES 

Phase I Work in Progress and Completed Works 

1. The Wheayield 

2. Meta 

3. Meta (detail) 

4. in Advance of a Wheatfleld 

5.77ze Little Annchair 

6. List ofNames 
7. Poster for 'A Vital Occupation' 

8. Exhibition View 

9. Exhibition View 

10. Exhibition View 

51 

53 

54 

56 

60 

62 

76 

77 

78 

79 

vii 



Plates of Phase 2: Work in Progress and Completed Works 

11. The Periodic Table Drawing 92 

12. The Periodic Table (detail) 93 

13. The Periodic Table 94 

14. Messages From the Front (detail) 96 

15. Messages From the Front 97 

16. Hankies to Wave off the Sailors (detail) 98 

17. Hankies to Wave off the Sailors 99 

18. Hammered Out 101 

19. The Call to Arms 102 

20. The Common Jewel 103 

21. The Common Jewel (detail) 104 

22. Parting Gifts 106 

23. Parting Gifts (detail) 107 

24. Parting Gifts (detail) 108 

25.7hings we No Longer Use 109 

26. Tkings we No Longer Use (detail) 110 

27.7hings we No Longer Use (detail) III 

28. Tkings we No Longer Use (detail) 112 

29.7hings we No Longer Use (detail) 113 

30. Sovereignty 114 

31. Poster for 'Heraldry' 135 

32. View of Exhibition 136 

Vill 



Chapter 1 

Introduction 

1.1. Introduction 

'Art, properly so called, is no recreation, it cannot be learned at spare 

moments, nor pursued when we have nothing better to do. It is no handiwork 

for drawing room tables, no relieffor the ennui of boudoirs; it must be 

understood and taken seriously or not at all. To advance it men's lives must 
be given, and to receive it, their hearts. ' 

(Ruskin, 1905 p. 26) 

Rather than a diversion or hobby, art is said to be a significant activity, capable of 
communicating from one to another, and metaphorically extending the individual. In 

addition, art is said to reinforce the identity of the maker, allowing meaning to be forged 

in the life of both individual and community. As art may maintain identity, without 

which, it is claimed, meaning is not possible, so it may also maintain health. In the 
following research theories concerning the vital nature of art are examined by inviting 

people for whom time is precious, patients with incurable cancer who attend a hospice 

day-centre, to participate in making sculpture. It is recognised today that the worth of a 

work of art is equated with its financial value, being measured in pounds. By involving 

people with life-threatening illness in making art, another currency of evaluation is 

proposed. The value of making art is determined by the amount of precious time 

seriously ill patients are prepared to give. 

Art activities are frequently offered to groups and individual patients in a variety of 
health care settings. The purposes of these activities include resolution of psychological 

conflict, decoration of the environment, improving concentration and co-ordination, 

encouraging conversation and group interaction, building confidence, diversion and 

passing the time. Having worked in this oeuvre in a mental health setting the researcher 
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noted an innate difference in the activities offered to patients and her experience of 

making as an artist. 

While patient enjoyment of art media and techniques was apparent, they were not given 

the opportunity to experience the distinctive ambition involved in making art. The art 

activities which patients were offered had only the materials and techniques in common 

with art. While the former can be pleasurable and satisfying it does not give new 

perception or understanding. While the health worker might teach a range of art 

activities with planned, achievable aims, the artist's job is always new. It is a process of 

discovery to develop and select the best vocabulary through which to communicate a 

new insight. 

Whilst most day-care health facilities offer some kind of art activity, and there are 

organisations which exist to bring together art and health care, there is a discontinuity 

between the art techniques offered to hospital groups and the experience of making, and 
the quality of, mainstream art. This research aims to address this divide by investigating 

the responses of patients when invited to assist an artist in making sculpture. There is a 

tradition of collaboration in art. Artists and artisans have created joint projects since at 
least the Middle Ages (McCabe, 1984). Apprentices were trained through close 

attention to their master's work and more recently, professional artists have sought to 

involve the public in their work. These activities provide a model for a practice not used 

before in health care. 

A review of art in healthcare literature is first presented to describe the field and isolate 

deficiencies. A description of the difficulties faced by cancer patients delineates why this 

population is relevant for the research. A review of theory concerning the vital nature 

of art asserts that art has greater purpose beyond pastime. Through this review the 

relationship between art, identity and health is explored. This provides a framework 

with which to examine the purpose of art, as opposed to hobby, in a health care setting. 

The aims of the inquiry are defined. In the second chapter methods of investigation are 
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described. The following chapters present the results of two stages of art making and 

patient response before conclusions are drawn concerning art as a vital, as opposed to a 

pastime, activity. 

1.2. Literature Review of the Field: 

Current Art-Related Practices in Health Care 

There are a variety of practices employed in health-care settings, facilitated by a number 

of organisations. The following presents the research field and identifies the need for 

new research. Although categorised, the following practices have commonalities. 

1.2.1. Occupational Therapy 

Art-related activities are frequently employed in hospital and hospice settings by 

occupational therapists or care assistants. The activities employed are diverse, but are 

usually described as crafts (Dorner, 1985). Activities are employed in order to facilitate 

rehabilitation: 
'Some crafts (e. g. macrame, stool seating and woodwork) providefinger 

exercises which are usefulfor arthritic patients or those recoveringfrom 

strokes or accidents. Others (e. g. pottery, painting and textiles) provide an 

oppor tunity to explore the subconscious. ' 

(Domer, 1985, p. 14) 

As described, occupational therapy uses art-related activities to encourage improvement 

of health. In hospices, occupational therapists use art-related activities to 'build 

patients' confidence, improve communication skills, to alleviate anxiety, to stimulate 
interest and encourage physical stamina' (Liverpool Marie Curie Centre Occupational 

Therapy Statement of Intent). Little emphasis is put on the quality of the product. 
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Occupational therapy is 'an area where aesthetics cannot comefirst' (Domer, 1985) as 

the well-being of the patient is primary. 

There is continued debate concerning whether the activities employed by occupational 

therapists are diversional. Here 'diversion' implies that through activity the patient is 

'diverted' from being aware of problems. There is further debate concerning the value 

of diversional activities. Frampton states: 
'Some people have attempted to produce diversional programmesfor patients 

with cancer which are useful asfar as they go but diversion does seem to 

suggest the idea of looking the other way while something nasty happens. ' 

(Frampton, 1985. p. 104) 

The aim of occupational therapy is not to make art but to use art techniques to improve 

the well-being of the patient. Activities are intended to be appropriate to the interests of 
the patients. Leading craft activities is a small part of the occupational therapists role. In 

contrast the use of art is central to the practice of art therapy. 

1.2.2. Art Therapy 

Art therapy is, 

'A term used to describe a collection of diverse practices, held together by 

their practitioners' belief in the healing value of image-making. ' 

(Waller, 1991, p. 3) 

This activity is employed in health-care settings, particularly in mental health and in 

some hospices. Art therapy evolved as a result of social changes at the end of the 

nineteenth century, when artists and theorists rebelled against what they perceived to be 

academic, elite art conventions, preferring to retain 'natural' creativity (Waller, 1991). 

The art of children, the 'insane' and primitive peoples became valued for their 'natural' 

(Waller, 1991) expressive qualities and their 'outsider' status. In the 1930's art 

educationalists' ideas began to merge with psychiatrists' growing interest in the images 
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produced by patients and, by the 1940's, a link between art and medicine was 

established and the practice developed (Waller, 1991). In 1963, the British Association 

of Art Therapists (BAAT) was formed. The BAAT defines practice thus: 

'77ze focus of art therapy is the image, - and the process involves a transaction 

between the creator (the patient), the artefact and the therapist. As in all 

therapy, bringing unconsciousfeelings to a conscious level and hereafter 

exploring them hold truefor art therapy, but here the richness of artistic 

symbol and metaphor illuminates the process. ' 

(Waller, 1991, p. 3) 

The profession of art therapy and other creative therapies rest on 
'A basic assumption that people will use the medium in a way which reflects 
how they are thinking andfeeling'. 
(Payne, 1993, p. xi) 

Art therapists believe that everyone, irrespective of artistic ability or experience, is 

capable of projecting information in visual language. The client and the therapist use the 
image as the focus of discussion. 

Although less apparent now, in the history of art therapy there has been a distinct split 
between two schools of thought: one placing emphasis on the therapeutic value of 

making art, the other considering that primary importance lies in the images produced as 

therapeutic transference. Today the latter position is taken by most art therapists. There 

has also been a long-standing debate concerning the art status of the objects produced 

by patients. Lydiatt states that, 'the work produced in art therapy should never be 

viewed as art' (Waller, 199 1). Concerning the same i ssue the BAAT states: 

'Aesthetic standards are of little importance in the context of art therapy- 

rather the expression and condensation of unconscious feelings that art- 

making engenders are at the heart of therapeutic transference. ' 

(Waller, 1991, p. 4) 
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The prime aim of art therapy is to use the image as a means of communication between 

patient and therapist. As in occupational therapy, little or no emphasis is placed on the 

quality of completed work as art. However, since the 1900s there has been a tendency 

for the products of therapy and 'Outsider Art' to be valued for the lack of artistic 

sophistication associated with the work of trained artists. The interest in 'Outsider Art' 

continues, as in 'Outsiders' at the Hayward Gallery (Cardinal, 1979), 'Art Beyond 

Reason' (Hayward Gallery, 1996) and 'The Musgrave Kinley Outsider Collection' (Irish 

Museum of Modem Art, 1998). The difference between the products of art therapy and 

cultivated art continues to be explored. Maslow (1977) states that 'art therapy is 

concerned with art as a subjective experience' and, Peter Fuller demarcates the 

difference thus; 

'The mentally ill individual is solipsistic and expresses his own innerfeelings; 

the artist's work has societal meaning that evokes significant reaction in his 

audience. ' 

(Fuller, 1988, p. 229) 

Criticism of art therapy frequently comes from art therapists. Henzell (1996) criticises 

the growing use of overtly literal translation of patients' images, describing it as a 
4restrictive inventory'. He describes how this leads to meaning being confused with 

reference. Hillman (1995) criticises therapy for its 'exclusive preoccupation with the 

personal soul of the self. Hillman states that therapy does not lead one to examine ones 

place in society. He further considers that the 'interiorising of the emotions' in therapy 

leads to passivity; a way to cope with, rather than to solve, problems. 

Art therapy is used differently in hospice care because patients do not generally have a 

mental illness or an abnormal problem. Frampton (1989) records the quantity and nature 

of art therapy work in UK hospices. He lists the aims of one therapist as: 'expansion of 
life't 'creating an opportunity for non-verbal expression', 'to aid appreciation of 

objects outside ones self, 'creating opportunities for memories to be relived', 'to 

remove the patient role, if only for a short while', and 'to have created something, 
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however lowly, that can be kept, or given, to someone close'. Aldridge (1993) and 

Edwards (1993) describe the use of art therapy with AIDS and I-HV+ patients. Both 

recognise that AIDS challenges identity, and art therapy can be used to maintain 

integrity and hope, 

'To do something positive, to create, to play, is to take life seriously. The 

creative act is to take the opportunity to live. The creative act gives us the 

possibility to realise something of value in the world. ' 

(Aldridge, 1993, p. 289) 

Aldridge (1996) describes how the making of art, in this case music, is an act of identity 

construction where we 'make ourselves real'. This is recognised as being beneficial, and 

even essential for health as 'positive emotions are known to be beneficial for the 
immune system' and for maintenance of hope: 

'Purpose and meaning in life are vital, and all too often are not questioned 

when we are in good health. But should wefall ill, then purpose and meaning 
become crucial to survival. ' - 
(Aldridge, 1996, p. 224) 

Art therapists believe that all people can communicate effectively through a visual 

medium. Art therapy uses the images produced by patients as a conduit through which 

patient and therapist can explore issues. Art therapy is a private conversation between 

patient and therapist. The works produced are not to be seen as art as the quality of the 

work is irrelevant. Criticism of the profession concerns the focus on the individual's 

problems rather than their relationship to society. In contrast, the 'art in hospitals' 

movement addresses the hospital environment. 

1.2.3. Art in Hospitals 

There is a tradition of criticising the unwelcoming, clinical atmosphere of hospitals, for 

which the introduction of art is an attempted remedy (Miles, 1994). Art was 
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traditionally placed in hospitals to record patronage. One of the earliest paintings in a 
hospital was Piero Della Francesca's 'Nfisericordia' in the fifteenth century, 

commissioned by the burghers of Sansepolcro (de Vecchi, 1967). Another example is 

the painting 'Christ at the Pool of Bethesda' placed by Hogarth in St Bartholemew's 

Hospital, London in 1735 (Senior and Croall, 1993). In 1959 the Paintings in Hospitals 

scheme was introduced, enabling hospitals to rent a continually changing collection of 

paintings (Senior and Croall, 1993). 

There are several contemporary organisations which introduce art and artists-in- 

residence to hospitals. These include Arts For Health, Hospital Arts, Hospice Arts, 

British Health Care Arts and the smaller organisation Celebratory Arts for Primary 

Healthcare. While they have similar titles the roles and practices of the organisations 
differ. The following describes the activities of the two largest organisations, Arts for 
Health and Hospital Arts, and the work of Hospice Arts. 

1.2.3.1. Arts for Health 

Arts for Health is an organisation initiated by Peter Senior in 1973 (originally known as 
the Manchester Hospital's Art Project) to introduce artistic intervention in hospitals. 

Arts for Health recognises that there are historic links between art and health and cites 

the Ancient Greek practice of placing arnphitheatres next to hospitals. By introducing 

art into hospitals, Arts for Health aims to 'provide for the basic human needs, for 

beauty, humour, relaxation, harmony and spiritual uplift' (Senior and Croall, 1993). 

Its hypothesis is that a person's need for art is increased when faced with a difficult 

situation; 

'If the arts have a value in society, they must have a special part to play in 

places where people are facing unusual or distressing circumstances, 

restricted movement, birth and death. ' 

(Senior and Croall, 1993, p. 4) 
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Arts for Health considers that the improvement of the hospital environment can have a 

significant effect on the progress of healing and refers to the 1984 Urich study as 

evidence (Senior and Croall, 1993). This study proposes that patient recovery rates 

quicken when the bed faces a view through a window. Arts for Health aims to raise the 

morale and self-confidence of both patients and staff by improving the quality of the 

hospital environment. Arts for Health evaluates its projects through photographic 

documentation and the collection of opinions from a cross-section of those involved. 

The artists commissioned by Arts For Health are chosen for their popular appeal or 

admired craft rather than professional status. Peter Senior advises that, 

'Artists have to be educated to look at art in a different way. Too much of it is 

self-centred, artists are being trained who cannot communicate at a basic 

level. ' 

(Senior and Croall, 1993, p. 7) 

Senior suggests that the artists employed by Arts for Health are expected to fulfil 

different criteria from other artists, that they must communicate at a 'basic level' rather 

than have a developed, refined language. Senior implies that the works of art made for 

hospitals should perform a different function from art which is placed in galleries and 

museums. Indeed, the artists commissioned by Arts for Health are instructed to follow 

particular guidelines; 

'Avoid creating angry surrealist paintings or abstract works that might 

remind patients of internal organs or blood. ' 

(Senior and Croall, 1993, p. 32) 

The work commissioned by Arts For Health often features local scenery or it is abstract, 

with the intention of inducing a calm atmosphere for patients. John Smalley (1976) 

criticises this approach to art in hospitals, 

'The vetting of images that may disturb the patient, the ýejection offorin that 

may present analogies with subjects of an unsuitable nature (particularly 

death) has resulted in the presentation of a type of art that is almost devoid of 

any depth of meaning. ' 
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(Smalley, 1976, p. 77) 

Smalley suggests that the Arts for Health policy of avoiding confrontational or difficult 

imagery results in art which is anaesthetic and shallow. 

The aim of Arts for Health is to improve patient and staff well-being by enhancing the 

healthcare environment with the addition of art. There is debate concerning the works 

produced, suggesting that the desire to appeal to all results in works which 

communicate without profundity. Those involved in Hospital Arts were once part of 

Arts for Health, however the group splintered into two. 

1.2.3.2. Hospital Arts 

Like Arts for Health, Hospital Arts also aims to improve the health-care environment 
but it emphasises participation. In addition to the completed work of art, working 

collaboratively is seen as both aim and result. Hospital Arts works in primary care, with 

elderly residential patients and the mentally ill, in secure units and other settings. The 

artist encourages participants to initiate projects, to develop ideas, and to make works 

which remain in the hospital. Its aims are, 

'Participation and education, encouraging meaningful and enjoyable arts 

projects which crossfertilise the skills and resources within the hospital 

environment and through these projects enhance the social and physical 

environment. ' 

(Chapman, 1996) 

Like Arts for Health, Hospital Arts evaluate their projects through collection of 

comments from those involved. Arts for Health and Hospital Arts both work in a variety 

of healthcare settings. In contrast, Hospice Arts focuses on environments for care of the 

seriously ill. 
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1.2.3.3. Hospice Arts 

Unlike Hospital Arts, Hospice Arts places professional artists in hospices. The artists 

are expected to pursue independent practice, but to involve patients when interest is 

demonstrated. The process employed by Hospice Arts focuses on the artist's impact on 

people in the hospice rather than on environmental improvement. In 1989 artists Benthe 

Norheim and James Thrower, graduates from the Royal College of Art, were artists in 

residence in St John's Hospice, Lancaster (Crimmin, Shand & Thomas, 1989). The 

artists were given a bathroom in which to make and present art. The project received 

mixed reactions. Many observers felt provoked to consider the illness and death with 

which they were already surrounded. Some who were initially hostile became 

enthusiastic after spending time talking to the artists. Contact with the artists was a 
crucial part in the positive reception of the art. One hospice worker said, 

'I began to realise that they were depicting things that mattered, not pretty 
pictures. 7hey were speaking in a language which we did not really 

understand and yet it's a really basic language. ' 

(Crimmin, Shand & Thomas, 1989, p. 39) 

Unlike the two larger organisations, Hospice Arts published the results of a more 
thorough evaluation of the project at St John's. The conclusions drawn were firstly, 

that, although the work did not always elicit positive reaction, it acted as a focus for the 

consideration of difficult subjects. It was resolved that mixed reactions should not stop 
difficult imagery from being introduced in future but that it required mediation. 
Secondly, that time given to the work was recognised as influencing a positive reaction 

and, thirdly, that in-patients were more appreciative than out-patients. 
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1.2.4. An Alternative Model for Art in Healthcare 

The introduction of art to health-care settings involves diverse practices and aims. 

Occupational therapists use art techniques to aid well-being and in some cases to pass 

time. Art therapy uses the art medium as a tool through which personal conflict can be 

revealed and addressed. The 'art in hospitals' organisations aim to enhance the 

environment and improve health. Amongst the groups there are differences. Arts for 

Health criticise artists for their inability to communicate in a 'basic language'. In 

contrast patients involved in Hospice Arts projects recognise that artists depict 'things 

that matter' although it is in a 'basic language' that they do not always understand. One 

project attempts to speak in a familiar, undemanding visual language, while the other 

acknowledges the power of an unfamiliar, dense vocabulary. 

All the above activities, except those of Hospice Arts, take place outside the art 

mainstream as 'mainstream contemporary art is frequently perceived as being far 

removedfrom the concerns of the public' (Kelly 1984). It is suggested that art which 
involves the public must have different qualities to mainstream art. However, there is a 

tradition of mainstream artists involving others in their work. The Apprentice and 
Atelier systems enabled a pupil to learn by following the practice of a senior. Today a 

number of artists involve the public as an essential component in their work, including 

Anthony Gormley who invited groups to make the figures in 'Field' (Hutchinson, 

Gombrich & Njatin, 1995), Stephen Willats who designs a new art language for public 

interaction (Jones, 1994, Kearton, 1996) and Gillian Wearing who invites the public to 

collaborate in photographic projects (Savage, 1994, Bonaventura, 1995). 

'New Genre Public Artists' (Lacy, 1995) specialise in involving the public in their work 

to facilitate social change. New genre practitioners address the problem of the artist's 

role in society, and aim to make works which are of more value than 'just another class 

of consumables' (Gablik, 1995). New Genre theorists note that a public art based on 

bureaucracy and capital has lost 'the visionary potential of public art, its ability to 
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generate social meaning' (Lacy, 1995). The aim is to revive this capacity and to 

'understand the essential intertwining of seVand other' (Gablik, 1995) by involving the 

public in making art. 

'It reconnects culture and society and recognises that art is madefor 

audiences, notfor institutions of art. ' 

(Jacob, 1995. p. 54) 

Jacob (1995) argues that new genre practices present a threat to cultural institutions as 

the expected individual ownership, and sometimes authorship, is absent. The art cannot 

be collected or bought because it is owned by many. The involvement of the public is 

thought to threaten the elitist or exclusionary conventions of art establishments who 
believe that works which engage the public must, by necessity, use a less sophisticated 

vocabulary or lack universality. 

'Perhaps the greatestfear is that elitism will be destroyed, that thefunction 

of art will once again be recognised, thatfreedom of expression will carry the 
impulse and stark beauty of ourfirst breath, and that our own relevance as 
human beings will come to be seen in the meaning of our acts. ' 

(Conwill Mdjozo, 1995, p. 90) 

New genre practices involve the public but the product is intended to communicate with 

a clarity equal to works made by a single artist. Neither these practices, or the 

participatory fine art practices described have previously been used in healthcare. 

Currently, art is used in hospitals as a tool, either for transference and analysis or as a 

means of encouraging a sense of community, to improve the clinical environment, or as 

diversion or 'pastime'. No activity is utilised which involves making art for its 'ancient 

purpose' (Hamilton, 1991) as visual vocabulary, and as substantial activity beyond 

therapy. A variety of practices resemble art but do not fulfil the same purpose. While art 

may have a therapeutic function, this is not the only way to measure its value. As the art 

in health projects evaluate the health benefits for the patients, rather than the 

communicative significance of the activity, the collaborative art processes described 

above may provide a preferable model for evaluating significance. 
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People with life-threatening illness receive palliative (to cloak, or disguise) rather than 

curative treatment, enabling them to experience maximum possible quality of life and to 

maintain a sense of meaning at a critical time. When time is short, activities to 'divert' 

and 'pass the time' may not be relevant. Rather, an activity may be required which can 

imbue the moment and the future with meaning. No art-related activity used in palliative 

care fulfils this requirement at present. The following reviews the palliative care 

literature to describe the situation faced by seriously ill patients. 

1.3. Literature Review: The Importance of Making for the Seriously III 

If making has a vital function in life then when there may be little life left this may be 

when the most significant of activities is needed. When time becomes most precious and 
life presents the most final of problems, the need for making may be more urgent and 

acute. 

Patients who can no longer be offered a cure are often given palliative care, a specialist 
branch of nursing and medicine. Palliative care is: 

'The active total care ofpatients whose disease is not responsive to curative 

treatment. Control ofpain, of other symptoms and ofpsychological, social 

and spiritual problems is paramount. 77ze goal ofpalliative care is 

achievement of the best quality of lifeforpatients and theirfamilies. Many 

aspects ofpalliative care are also applicable earlier in the course of the 

illness in conjunction with anticancer treatment. 

Palliative Care: 

-affl rms life and regards dying as a normal process; 

-neither hastens nor postpones death; 

-provides relieffrom pain and other distressing symptoms; 

-integrates the psychological and spiritual aspects ofpatients care; 
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-offers a support system to help patients live as actively as possible until 

death; 

-offers a support system to help thefamily cope during the patient's illness 

and in their own bereavement. ' 

WHO definition. 

(Scottish Partnership Agency for Palliative and Cancer Care, 1995, p. vi) 

People who face life-threatening illness may undergo many changes. Palliative care 

seeks to maintain or restore quality of life throughout these changes. Frequently the 

parts of life which change are of personal importance which may only become apparent 

when lost. People who can no longer expect cure from medical intervention may 

experience 'multiple losses' (Frampton, 1985,1986). They can no longer work, their 

role in the family may change, as may their appearance. Occupation, role and 

appearance are part of the construct of identity, and the 'loss of self (Chan-naz, 1983) 

impacts on the person; 
'As his or her personal sense of identity may well have been tied up with many 

of the things which have been lost, there may cease to be much obvious 

reason for staying alive. ' 

(Frampton, 1985, p. 103) 

Repeated stays in hospital may also challenge the perception of self and the diagnosis of 

a medical complaint may result in the restructuring of identity (Aldridge, 1996). The 

construction of an individual's gender may also be affected, either through the impact 

on the ability to perform certain tasks, or through a direct effect on a particular part of 

the body, as in breast cancer, 

'In facing a potentiallyfatal disease, a woman alsojaces the loss of a 

precious part of her body that is deeply embedded in her sexuality and 
femininity' 

(Aldridge, 1996, p. 218) 
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The lack of physical strength and mobility resulting from serious illness may have a 

profound affect when the individual becomes reliant upon others, so experiencing a 

diminished sense of competence and control. Movement and function are an 'expression 

of will' (Preece, 1990), therefore a sense of autonomy may be lost. A changed 

relationship to the body may be experienced, the 'integrity' (MacNamara, 1997) of the 

body challenged, being no longer perceived as whole or reliable. 

Not only do multiple losses affect perceived self-worth, they may also remove the 

individual from social contact, resulting in isolation. This is exacerbated if the individual 

suffers pain, which may prevent focus beyond the body. Scarry (1985) and later, de 

Zegher (1998) describe how the inexpressible nature of pain removes the individual's 

ability to speak about it; 

'Since the voice is a final source of self-extension beyond the boundaries of 

the body in a much larger space, inflicted pain and blanks in speech contract 

the universe down to the immediate vicinity of the body or swell the body to 

fit the whole universe. World, self and tongue are lost through the annihilating 

power ofpain. ' 

(de Zegher, 1998, p. 9) 

Pain disassociates the individual. According to Scarry, when means are found to 

objectify or to express pain, some of its aversiveness may diminish. In de Zegher's 

(1998) essay on the work of Nancy Spero, she suggests that through art Spero aims to 

objectify pain (both her own and that of others) to diminish it. While Scarry explores 

how the expression of pain can reduce it, Sontag (1991) dissects the popular moral that 

illness, especially cancer, develops due to individual repression of communication and 

creativity. 

The accumulation of multiple losses may result in the loss or change of identity, 

consequently the individual may have difficulty finding meaning in life, prompting self- 

examination: 
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'The physical and emotional challenges faced by terminally ill people, their 

diminishing social contacts and ability to perform customary roles, raise 

perhaps the most the difficult question of all: who am P' 

(Stanworth, 1997, p. 19) 

The seriously ill person may find that the elements of life that constructed identity and 

that gave it purpose and meaning, such as work, are lost. Here meaning is defined as, 

'Having a purpose or intent, to haveformulated some value(s) that 

determine actions and imparts a significance to life. ' 

(Edwards, 1993, p. 326) 

Meaning suggests that life will continue to have value in the future and that the value of 

life will continue to be affirmed. Meaning is thus related to hope; hope is 'the 

expectation of some good in thefiture that is personally meaningful' (Scanlon, 1989). 

Factors seen to foster hope include 'interpersonal connectedness, lightheartedness, 

attainable aims, a spiritual base, uplifting memories, affirmation of worth and 

personal attributes' (Herth, 1990). Camus (Gablik, 1991) considered that humanity 

could not live without a sense of meaning; 
'I have seen many people die because lifefor them was not worth living. From 

this I conclude that the question of life's meaning is the most urgent question of 

all. ' 

(Gablik, 1991, p. 29) 

Meaning is vital. Frankl (1984) considers that 'the striving tofind meaning in one's life 

is the primary motivational force in man, described as a 'will-to-meaning'. Believing 

this to be a primary force more than Freud's 'pleasure principle' or Adler's 'will-to- 

power' (Frankl, 1984). Frankl explains that striving to build meaning is an essential task; 

'What man needs is not a tensionless state but rather the striving and 

strugglingfor a worthwhile goal, afreely chosen task. What he needs is not 

the discharge of tension at all cost but the call of a potential meaning waiting 

to befulfilled by him. ' 

(Frankl, 1984, p. 127) 

17 



People with life-threatening illness are experiencing the difficulties all must face, but at 

their most acute. The loss of meaning may be profound. Art is an activity which seeks 

and makes meaning, hence art should be valuable for people who face death. The 

immediate knowledge that death approaches may lead the individual to seek meaning 

for that situation; 
'In pondering death, the agony of self-hood is not endurablefor most of us 

without resources, be they transcendental, inspirational or existential. ' 

(Feifel, 1990, p. 541) 

What is proposed is not a new therapy specifically for the seriously ill, but a means of 

discovering the significance of making for all people through an examination of the 

needs of those who face a shortened life. The following section presents a review of 

theory concerned with art as a vital, as opposed to a pastime, activity. The theory 

explores the significance of art, which then provides a framework for the exploration of 

patient response. 

1.4. Literature Review of Theory: The Substantial Nature of Art 

The significance and value of making, 'thefitting of natural substances to human wants' 

(Fischer, 1971) has been the subject of lengthy historical debate. 'Making' encompasses 

a range of activities including both employment and leisure activities, and mechanical, 

electronic and manual methods of production. However, the term usually implies some 

physical engagement with a medium. 

The term 'significance' refers not only to 'importance', 'worthy of consideration', but 

also to the capacity for meaning to be communicated; 'that which carries a meaning', 

'indicative', 'sign' (Chambers English Dictionary, 1990). In reference to art, Barthes 

(1976) emphasises that meaning does not lie in literal translation, but in the experience 

created; 'what is significance? It is meaning, in sojar as it is sensually produced'. 
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Making art may involve similar processes to the production of utility items and in earlier 

times the distinction between art and other objects was less clear (Arnheim, 1992). 

However, while the goal of industrial making is now to produce multiple utility goods, 

the aim of making art is communication. The means of making art is part of its 

vocabulary so 'making' is of fundamental importance. Amheirn suggests that art 

remains the only arena where the meaning invested in objects through making continues 

to operate: 
'in a world like ours in which objects, limited to practicalfunction and 

endowed with artificial values, no longer speak, works of art require a special 
dispensation to do their duty. ' 

(Amheim, 1992, p. 14) 

The significance of making has been explored by artists and theorists and many describe 

art as a substantial activity, rather than as entertainment or novelty. 
'The end of art is as serious as that of all beautiful things- of the blue sky and 

the green grass, and the clouds and the dew. They are either useless, or they 

are of a much deeper significance than giving amusement. ' 

(Ruskin, 1905a, p. 144) 

By comparing art with the sky and the grass, Ruskin implied that art has a vital, life- 

sustaining value for humanity beyond 'amusement'. Ruskin also gave specific examples 

of what he considers to be the purpose of art, 

'To stay what isfleeting, and to enlighten what is incomprehensible, to 

incorporate the things that have no measure and to immortalise the things 

that have no duration. ' 

(Ruskin, 1905b, p-62) 

Morris, like Ruskin, considered art to be of vital importance. He stated that if humanity 

is prepared to live without it then it must be 'content to be less than men' (Morris, 

1883). Ruskin and Morris were associated with the Arts and Crafts Movement, an 

organisation which aimed to introduce a creative approach to daily work, 
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'The democracy of art, the ennobling of daily and common work, 

which will one day put hope and pleasure in the place offear and pain. ' 

(Morris, 1883, p. - 112) 

The Movement considered that to unite art with industry and to re-establish making as a 

beneficial part of life would provide the lives of people with meaning, since removed by 

division of labour and new industrial practices (Morris, 1883). The Movement intended 

to reduce the separation between art and work. Industrial manufacture approached with 

the care and attention required of a work of art would enable the worker to experience 

reward; while the artist's work would be recognised to be as necessary as the labour of 

the industrial worker. 

Ruskin saw this new vision of manufacture as a 'higher economy' (Triggs, 197 1) where 

the product is vital not financial. The Arts and Crafts Movement perceived in 'work' as 
6 art' 'the grand cure of all maladies' (Triggs, 1971), proposing that purpose and 
identity were essential to the health of producers, 

'Life is energy, wefeel ourselves only in doing, and when we enquire what a 

man's value is, we ask what is his performance- to do nothing is to be 

nobody. ' 

(Spalding, in Triggs, 1971, p. 180) 

The Movement aspired to return to the methods and philosophy of craft guilds (Black, 

1984), where art was produced collectively and was inseparable from the production of 

utility objects. This emphasis on the value of work may seem irrelevant in the changing 

workplace of post World War 11 Britain. However, in more recent studies, the value of 

work and its relationship to health is maintained. Littler (1985) states that, 

'For many people (though certainly not all) paid employment acts as a 

psychic glue; it holds an individual together in terms of aim, purpose and 

identity. ' 

(Littler, 1985, p. 2) 

Fischer (1971) substantiates Ruskin's argument by describing how art fulfils a human 

need. Unlike the Arts and Crafts Movement, however, Fischer states that art and work 
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are not the same. Although both are 'purposive activity', art enables the individual to 

experience the universal: 

'The permanentfiinction of art is to recreate as evely individuals' Merience 

thefullness of all that he is no thefullness of humanity at large. ' 

(Fischer, 1971, p. 223) 

Through the unique capacity of art to refer to 'something which is more than 'I" 

Fischer recognises works of art as 'moments of humanity', reaching beyond the 

contribution of the individual. Dissanayake (1995) agrees, describing art as 'a vehicle 

for group meaning', and the practice of art as 'making experience special'. Aldridge 

(1996) sees art (in this case music) as a way to connect the individual with the whole. 
He describes the problems which ensue when individuality is valued, but 'exhausted of 

significance' when disconnected from society. 

Scarry (1985) considers the vital quality of art to be social and at one with other made 

objects when exploring the value of making. Scarry proposes that the body of the maker 
is projected into the object in its construction, purpose and material. Thus fabric is a 

materialisation of skin, as a photocopier is memory. This confirms the Arts and Craft 

Movement's proposition that making is conducive to a sense of identity and health. As 

in Scarry's theory, the identity of the maker and humanity in general, is visible and 

recorded in the made object. The benefits of making are further explored in an analysis 

of the word, 'work'. Scarry (1985) credits the manufactured item with the ability to 

communicate, 
'It consists of both an extremely embodied physical act (an act, which even in 

non-physical tabour, engages the whole psyche) and of an object which was 

not previously in the world... a sentence or a poem or a paragraph where there 

had been silence. ' 

(Scarry, 1985, p. 170) 

Both Scarry, and later de Zegher (1988), trace the historical meaning of 'work' noting 
that the tenn is a 'near synonym' (de Zegher, 1998) for both labour and the created 
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object. By suggesting the projection of the maker into the object made, Scarry proposes 

that the body itself is remade, 

'The nowfree-standing made object is a projection of the live body that itself 

reciprocates the live body; regardless of the peculiarities of the object's size, 

shape or colour. ' 

(Scarry, 1985, p. 280) 

The projection of the maker into the made object causes the object to reciprocate and 

fieed back' not only to the maker but at large. Through the made object, including that 

mass produced, 'the collective human salute' is transmitted, 

'The object is only a fidcrum or lever across which the force of creation moves 
back onto the human site and remakes the maker. ' 

(Scarry, 1985, p. 307) 

As reciprocal communication becomes magnified, so what is transmitted by the object 
becomes greater than that projected into it. Not only the maker but all humanity is in 

receipt. Scarry (1985) refers specifically to the function of art in relation to the function 

of other objects. She states that objects only exist for the purpose of recreating our 

general or specific (as in art) signature, but that reciprocation is for humanity rather than 

only the maker. 

The distinction drawn by Scarry (1985) between what is called art and other objects is 

that in art the signature is that of the individual maker. The maker sees his/her identity 

reflected while in the mass-produced 'non-art' object the reflected identity is that of 

humanity. Aldridge (1996) also explores the relationship between the body ind art, 

describing the latter as 'embodiment of culture, corporeality of expression'. 

Scarry (1985) describes how, through artefacts, the presence of the individual is 

recorded, allowing it to 'inhabit a space much larger than the small circle of his 

immediately present body. Thus making reaches beyond the boundaries of the body, as 

in Browning's dictum, 'that a man's reach should exceed his grasp' (Hunter, 1996). 

Through the artefact the individual is recorded but also projected into the social; 
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'moving beyond the boundaries of his/her body into the extemal, shareable world' (de 

Zegher, 1998). Marx recorded how the embodying of the individual in the object 

enables that individual to be extended (Scarry, 1985). 

'The made world is the human being's body and having projected that body 

into the made world, men and women are themselves disembodied, 

spiritualised' 
(Scarry, 1985, p. 244) 

The function of objects, as communicator of identity but also extending beyond the 

individual, is explored by Ashford (1998) in a practical analysis of dominant museum 

practices with art students: 

'We talked about how our possessions build our identity by objectifying our 

ongoing invention of memories. By presenting the photos to each other, the 

students exposed their constructed selves and experienced a transcendent 

notion of identity that is prepared to live beyond its material life. This was 

understood literally as ourpossessions survive ourpassing, andfiguratively, 

as theformation of a description that will always precede us. In other words, 

objects both outlive and describe the subject. ' 

(Ashford, 1998, p. 33) 

Thus the process of making and the ensuing reciprocation is declared to be of 

fundamental human importance. This contrasts with Marx's analysis of capitalism where 

individuals are involved in the manufacture of objects but, being denied reciprocation, 

are alienated. In art the vital reciprocation between maker and humanity remains. 

The significance ascribed by Scarry (1985) to the relationship between the made object 

and the body verifies Nietzsche's concept of art as an 'affirmation of life' (Alcopley, 

1994). Like Scarry, he links the act of making with physiological force. He describes art 

as a conduit through which vital physiological passions such as desire and will are 

propelled as 'an outflow of blooming corporeality'. Likewise, Aldridge (1996) 

describes how art forms a channel between body and society, 'meaning provides a 
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bridge between cultural and physiological phenomenon'. Williams (Fuller, 1988) also 

notes that the relationship between art and the body is significant, 

'art work is itself, before everything else, a material process; and that, 

although differentially, the material process of the production of art includes 

certain biological processes, especially those relating to body movements and 

to the voice, which are not a mere substratum but are at times the most 

powerful elements of the work'. 
(Williams, in Fuller, 1988) 

Like members of the Arts and Crafts Movement, Joseph Beuys considered art to be the 

key to the 'survival of mankind, suggesting that art is necessary for the maintenance of 
health (Shaw & Wilkinson, 1996). Beuys used an expanded definition of art, believing 

that all activity is 'social sculpture', shaping the environment to the needs of humanity: 

'every human work has to be seen as a kind of art' (Kuoni, 19 8 1). 

Art as the search for meaning and its creation (Gordon, 1978) is further connected to 

well-being by Jung (Gablik, 1991): 

'Meaninglessness inhibitsfullness of life and is therefore equivalent to 

illness. Meaning makes many things endurable-perhaps everything. ' 

(Gablik, 1991, p. 29) 

If art is a meaning-making activity, then it, is suggested that it has an important role. 

Jung considered the 'search for meaning' (Gordon, 1978) to be an instinct, while 

Gordon refers to the instinctive desire to 'make it (the discovered meaning) flesh'. 

Collingwood declares that art has a purpose for the health of the community rather than 

the individual; 'medicine' for 'the community' (Lewis, 1995) and assigns artists a 

special responsibility, 

'It is their business to tell the audience at the risk of their displeasure, the 

secrets of their own hearts ... every work of art will contribute to the well-being 

of the community by bringing to light what people might wish to neglect or 

disdain. ' 
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(Lewis, 1995, p. 215) 

More recently, the relationship between art and health has been investigated in the field 

of psychoneuroirnmunology. It was found that the involvement of patients with 

disorders of the immune system in 'positive envisioning', a technique using drawing to 

record visions of their cells, may result in a significant increase in cell numbers 

(Achterberg, 1985, Wood, 1995). 

The substantial nature of art is indicated through different arguments. Art is credited 

with the capacity to connect the individual with others and to allow experience of the 

universal by the communication of the 'collective human salute'. Art enables the 

individual to aspire, to be metaphorically extended and elevated by projection into an 

object which acquires an existence beyond the maker. Through art, meaning is sought 

and made flesh, and vital forces which epitomise what it is to be human are transmitted 

using visual vocabulary. In addition, art, like work, is credited with maintaining the 
identity of its maker; the individual is manifest in the made object. The capacity to 

reinforce identity, and to forge meaning in the life of both individual and community 
indicates the relationship between art and health'. However it is Ruskin's comparison of 

art with the sky and grass which most succinctly presents the vital nature of making. 

These natural essentials have importance beyond good health. They signify survival and 

the meaning and significance the individual and the community finds in life. No 

empirical research based on these theories has yet been published. 

1 The definition of health is under constant debate. Fulder (1995) describes the most frequently used 
definitions. The definition used here is the WHO model; 'a state of complete physical, mental and 
social well-being' 
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1.5. Aims of Study 

In Chapter One the substantial, life-giving function of art is explored through an 

appraisal of relevant literature. The notion of art as a serious, as opposed to a pastime, 

activity is raised. It was decided to explore these theories and address the value of art in 

a hospice setting, through practical experiment. Life-threatening illness challenges 

identity and consequently the meaning an individual may find in life. By involving people 

who can no longer work in making art, the need to make, and the relationship between 

making and identity can be explored. The discipline employed is sculpture. Sculpture 

requires an involvement with materials and an investment of physical energy; it demands 

a relationship between the body of the maker and the material. The practice of sculpture 

may involve materials, processes or routine in common with industry, enabling the need 
for purposeful occupation to be explored. 

There is an historic tradition of monumental sculpture. Sculptures made in long-lasting 

materials record the life and authority of deceased illustrious figures. 

'Commemorative figurative monuments in their imperishable materials of 

stone, bronze or steel appear to guarantee eternalfame, while reminding the 

spectator of their mortality'. 
(Ades, 1995, p. 56) 

The memorial function of sculpture may be significant for those who recognise fife will 

be short. The uses of temporary and permanent sculpture mediums will explore the 

capacity of art to 'stay what is fleeting' and to 'immortalise the things that have no 

duration' (Ruskin, 1905b). 

Through this research substantial activity will be introduced to health-care to explore its 

significance. The capacity for art to be 'of much greater significance than giving 

amusement' (Ruskin, 1905a) will be evaluated in a hospice setting. This activity is new 

to palliative care and its aims are: 
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1. To establish the extent to which sculpture is a significant occupation, as opposed to a 

pastime, for people with life threatening illness. 

2. To generate sculpture. Methods of engaging people in this practice will be developed, 

and their perceptions of its value explored. 

3. To establish the relationship for the patient between the act of making and identity. 

The following chapter describes the methods used to fulfil the aims. After this, 
description and analysis of the initial making period follows, allowing early hypotheses 

concerning the significance of making sculpture to be formed. As a result of findings, 

further sculptures are made and their progress documented, enabling conclusions to be 

drawn regarding the relationship between making and identity. The final chapter draws 

ultimate conclusions and makes recommendations. 

0 

27 



Chapter 2 

Method 

2.1. Introduction 

To examine the possible vital nature of art, people with life-threatening illness were 

invited to take part in making sculpture. A suitable site and an appropriate study group 

were selected. Established qualitative research methods were considered to enable a 

systematic exploration of patient participation and opinion and to collect the opinion of 

art professionals. A number of research questions were defined, enabling the more 

penetrating research aims to be met (Table 2.1). 

Table 2.1. Research Questions 

I. To what extent do the patients value making sculpture? How much time do they commit and what 

reasons do they giveý 

11. What is the patients' perception of the longevity of the materials used in sculpture? 

III. To what extent do patients 'make themselves' when they make sculpture? 

IV. How significant do patients find the relationship between sculpture and occupation? 

V. Do patients develop a visual vocabulary and in what ways is this of value to them? 

VI. Do patients perceive any difference between the activity of making sculpture and taking part in 

other art-related activities? 

The aims of the research are described in Chapter One. Questions I, IL III, IV, V and 

VI are used to realise Aim 1, Questions 11 and V are used to achieve Aim 2, and 
Questions III, IV, V and VI are used to fulfil Aim 3 (Appendix 1, Table 1). 
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2.2. Research Site 

As the research involves making art with people who face death hospices were chosen. 

The chosen site was required to provide access to a range of seriously ill patients from 

which the study group could be selected. The required site should provide a suitable 

sculpture studio larger than ten square metres, with washable floor-coverings. It should 

not be used for other purposes. The site should be no more than ten miles from filing 

facilities for ceramics to enable movement of materials and delicate work. Academic 

support in the field of palliative care, interest in the project and assured support 

throughout was needed. 

The Liverpool Marie Curie Centre (LMCQ was chosen because the Centre 

demonstrated interest in, and commitment to, the research. The LMCC is one of eleven 

units in the Marie Curie organisation, which is a network of centres providing medical, 

social, psychological and spiritual support for people with serious illness, predominantly 

cancer. The LMCC has out-patient, day-patient and in-patient services, thus fulfilling 

the need for access to a range of patients. The Centre was only able to provide a multi- 

purpose work space, already used for craft activities with day-patients. The building 

was designed and purpose-built in 1992 and despite negotiations with management, a 
facility for serious art work could not be provided. Space would influence the nature of 

the developing work, reflecting the environment in which it was made. However, the 

commitment and academic support of the Centre was essential. The LMCC and the art 

facilities at Liverpool Art School (LAS) were chosen as joint sites of research. 

2.3. Study Group 

LMCC in-patients include those who are in tenninal stages of illness, who are too ill to 
be cared for at home or who have come to the Centre for respite for themselves or their 

carers. The out-patients attend a clinic for therapies and consultation with doctors. The 
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day-unit facility provides a social environment where people with cancer, who five at 

home, can meet other patients and receive support. Day-patients also have access to 

out-patient services. All patients receive palliative care. 

As in-patients would be too ill to participate, the day-patient group was selected. Day- 

patients live at home, alone, or are cared for by family. Day-patients, with the 

occasional exception, can no longer work due to illness. As the study was concerned 

with the relationship between work, or making, and identity, the patients inability to 

work was pertinent, allowing the value of art as purposeful occupation to be examined. 

There was an already established pattern of group attendance in the day unit, which 

provides care for a maximum of ten people per day. Most attend weekly. The groups 
include men and women except on Tuesday when only men attend and Wednesday with 

only women. As the research concerned the relationship between making and identity it 

was decided to study the two single-sex groups. Male and female work experiences 

would be likely to differ and would vary in relation to the identity of the individual. The 

importance of making for men and women might differ. The majority of patients were 

aged between thirty and eighty. 

The composition of the day-group would change with time due to death, ill-health, de- 

referral or because patients no longer wished to attend. Thus the research design 

required flexibility to allow for a changing population. The method needed to enable 

data collection at regular intervals, to maximise the amount of information which could 

be gathered in a short period. 

Before experiment could begin permission from two ethical committees was obtained. 

Liverpool John Moores University (LJMU) gave formal consent on 13 October, 1995. 

The Royal Liverpool University Hospital Ethics Committee gave formal approval for 

research when further information on patient evaluation methods was provided, on 15 

November 1995. 
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2.3.1. Patient Inclusion 

All patients in the Tuesday and Wednesday day-groups were invited to participate in the 

research. There were no inclusion or exclusion criteria. The patients who took part were 

self-selecting as the desire to participate was to be one measure of the value of the 

activity. Prior to project inception, written information describing what the study would 
involve was issued to all patients. However, owing to the rapid change in group 

composition, and patients' frequent disinclination to read, standardised verbal 
descriptions were more effective. These were given to every new day-patient. 

Initially a LJMU research subject form was used to obtain informed consent from the 

patients, as traditionally recommended by Institutional Review Boards (Rubin & Rubin, 
1995). The form explained that patients were free to refuse and that confidentiality was 
assured. However, the literature suggests that the written consent form may be 
inappropriate in some qualitative research as data collection methods may change as the 
study progresses. It may not always be appropriate or possible to tell the subject all that 
the research will involve (Punch, 1994). In addition the 'formal' and 'legal' quality of 
the consent form may confuse the subject and disrupt the research (Rubin & Rubin, 

1995). Indeed, Reiss (1979) notes that formal consent may reduce participation. In 

addition, patients' concerns about commitment might discourage them from 

participation. Patients who might gradually become involved might be discouraged by 

the form, fearing they were not skilled enough to commit to taking part. Accordingly, 

instead of written consent, verbal consent was required before any participation. This 

followed the verbal explanation of processes and methods to be used. 
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2.4. Design of Sculpture 

The initial ideas for sculptures were developed by the researcher to ensure that the 

patients would be introduced to art which reflected the aspirations of an artist. This 

would infonn the patients' understanding and expectations. Table 2.2 shows the criteria 

for sculpture determined by the researcher. 

Table 2.2. The Criteria for Sculpture determined by the Researcher 

Criteria for Sculpture 

1. The content of the sculpture will be determined by the researcher as a result 
of contact with the patients. The initial subject will be relevant to the patients, 
but through making led by the researcher, the works will gain depth and 
richness beyond the subject. 

2. The degree of craft skill required will be determined by the researcher. The 
less refined craft skill of the patients will be utilised as elements of vocabulary. 
Where patients have craft skills learned in other disciplines they will be 
encouraged to use them. The skill involved is ultimately the researcher's 
ability to utilise the patients' existing craft skills. Through making the visual 
vocabulary of the patient may develop. 

3. Precise presentation with consideration to context will ensure that sculpture 
is understood as visual language, rather than pastime or therapy. 

An initial pilot (Janesick, 1994) study involved the design of three sculptures (Phase 1). 

Following this, new sculptures (Phase 2) were designed in response to discoveries in the 

first phase. Each sculpture developed as a result of issues raised by the previous work 

and patient responses to it. This is consistent with methods employed by most artists, 

who 'problem find' in order to propel one work into the next (Getzels and 
Csikzentmihalyi, 1976). The constant appraisal of previous works to develop new ones 
is consistent with 'reflective' research practice (Schon, 1983, Smith, 1994, Stake, 

1994). Stake clarifies his use of 'reflective' by preferring to call it 'interpretive', to 

emphasise that it is not merely observing, but creating, meaning. As the development of 

new sculpture involves interpretation or analysis of the former, Stake's term is most 

accurate. 
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2.5. Introducing the Project 

Once the collaboration with the Liverpool Marie Curie Centre was established, 

preliminary contact with patients was made. The researcher attended the day unit every 

day for one week, beginning 16 October, 1995, to gain understanding of the 

environment. The project was introduced in detail to the chosen male and female groups 

as described in Section 2.3.1. 

The researcher described to the groups how help was needed to make sculpture and that 

any assistance offered was welcome. A description of possible materials and themes was 

given. A selection of slides of the researcher's previous sculptures gave an indication of 
the themes and processes which might be used. The patients were presented with an 
initial design for the first sculpture. The first design was given to define the degree of 

ambition the sculptures were to involve, and to establish that the aim was to make 

significant sculpture, as opposed to giving a therapeutic experience. The patients were 
invited to employ their varied experiences and skills in the making of sculpture. Design 

of sculpture was to remain the concern of the researcher although varying degrees of 

responsibility were devolved to patients to explore how much they wanted to affect the 

meaning of the sculpture. At various stages the patients were given decisions to make 

which would affect the final work. 

A flexible approach to making sculpture was taken to encompass the abilities of the 

rapidly changing population. Patient health would determine the speed at which 

sculpture could be completed, the scale and mediums used, and how the workspace was 

used. 
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2.6. Methods to Determine the Value of Making 

In traditional research, methods are used to ensure that an experiment can be repeated 

and the outcomes will be consistent. In this study, the methods may be repeated but the 

outcomes need not be the same as it concerns the responses of a small group. In this 

case study approach (Stake, 1994, Huberman & Miles, 1994), the designing of 
sculpture by the researcher with patient participation was a subjective process (Reason 

& Rowan, 1981). Although no other artist would or could make the same sculpture, the 

methods of making and development of ideas were recorded so to become evident. In 

addition, the responses of a particular group of day patients at a Liverpool Marie Curie 
Centre would not produce theory which could be applied generally. In this instance the 

research was an 'instrumental case study', the examination of a particular case 'to 

provide insight into an issue or refinement of theory' (Stake, 1994). 

It was recognised that sculpture would evolve as the project progressed. Patient 

participation would be affected by the researcher's actions and the design of new 

sculpture would be affected by patient participation. Hence methods to record this 

reflective or interpretive practice of 'ongoing monitoring andfeedback' (Webb, 1996) 

were required. The researcher took the position of 'Participant-as-observer' (Liptrot & 

Sanders, 1994) or 'practitioner as researcher' (Schon, 1983), making sculpture with 

patients and also recording responses. This enabled the researcher 'both to understand 

the situation and to change it at the same time' (Schon, 1983). 

As a new activity was to be introduced to the day-care patients, 'participative inquiry' 

(Reason, 1994, Oleson, 1994) methods were surveyed. To-operative inquiry' (Reason, 

1994) was not a suitable model because the patients were not to be co-researchers, but 

were guided by the researcher. In this study, the participants would be involved in 

making art, but not in the research methods. Payne (1993) notes that participatory 
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research is not the most appropriate term to describe relationships in arts therapies 

research. Rather, 

'Interdependent research might be a more appropriate claim to make or aspire 

to than participatory research. It suggests a differentiation of roles ... a two way 

exchange with different rewardsfor both groups. ' 

(Payne, 1993, p. 28) 

As patient and researcher do have different roles in this research, Payne's 

'interdependent research' is a more appropriate description. The difficulty of finding 

established methods for research in art practice is recognised (Payne, 1993). However, 

ethnographic researchers like Janesick (1994) compare the problem of research design 

to the process of art, noting that both fiorce us to think about how human beings are 

related to each other in their respective worlds'. 

Methods to evaluate the importance of making to the patients were needed. Patients 

might find making pleasurable but gratification could not be used as a measure for 

meaning, as pleasure does not necessarily equate with significance or importance. In 

capitalist systems currency is the measure of the value of an item or a service. For the 

patients time is a precious currency, therefore their willingness to spend, as opposed to 

pass, time was a prime measure of value. It was recognised (in conversation with 

patients) that they did frequently engage in activities to 'pass' the time. Therefore, 

patient verdict of the activity was used to differentiate between time 'passed' and the 

commitment to 'spending' time. A number of methods were needed to obtain patient 

response and to ensure validity. Denzin (1996) states that triangulation, or the use of 

multiple methods, is not a tool or strategy of validation but an alternative to it: 

'The use of multiple methods, or triangulation, reflects an attempt to secure 

an in-depth understanding of the phenomenon in question ...... The combination 

of multiple methods, empirical materials, perspectives and observers in a single 

study is best understood, then, as a strategy that adds rigor, breadth and depth 

to any investigation. ' 
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(Denzin & Lincoln, 1994, p. 2) 

The triangulation involved in this study is data triangulation and methodological 

triangulation (Denzin, 1994, Janesick, 1994). How each method addresses the research 

questions and ultimately the aims is reported and summarised in Table 2.3. (Appendix 

1). 

2.6.1. Observation and Record 

The time patients were prepared to commit to making was the most reliable indicator of 

the importance of the activity. How many patients participated, how long they took 

part, extra time committed outside of the Centre and desire to persist were indicators of 

value. These factors were recorded in a diary. Immediately after each workshop the 

number of patients who attended the Day Centre and the number who participated in 

making was noted in the diary (Barker, 1996). Comments by patients pertaining to the 

activity were recorded. These were not predetermined by categories of measurement or 

response such as observational rating scales (Barker, 1996) as it was uncertain at the 

outset what response was sought. Rather, 'concepts or categories arising which 

appeared meaningful to subjects' (Adler & Adler, 1994) or the researcher were noted. 

As a 'participant observer' (Liptrot & Sanders, 1994) or 'interdependent researcher' 

(Payne, 1993), the researcher understood that observation is not objective, although the 

recording of attendance times and numbers was an objective indicator. The researcher 

was not only a participant but her actions also influenced those of the group. Lipson 

(1991), Fontana & Frey (1994) and Holstein & Gubrium (1994), describe this approach 

as 'reflexive, 

'(referring to observersfinterviewers being part of, rather than separatefrom, 

the data and exploiting self-awareness as a source of insight). ' 

(Lipson, 1991 p. 75) 
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Possible problems in participation such as physical impediment, lack of co-operation 

from staff or patient and lack of desire to take part were documented. Diary entries 

noted the mood of the participants and recorded impromptu comment from patients, 

staff and volunteers. The diary was also used, with studio notebooks, to record 

significant changes in the sculpture and the patients' growing understanding. 

Continuation and completion of the research was dependent on collaboration with the 

Centre. Periodic negotiation with staff to change conditions, or to work collaboratively 

toward s specific projects and events, often for publication, were recorded in the diary as 
insight into how art intervention in health-care may proceed. Information recorded in 

the diary was not coded but was later subjected to coded content analysis (Benton, 

1996) throughout Phases I and 2. Diary notes were referred to throughout the making 

period to monitor progress and to enable reflectivity. 

2.6.2. Photographs 

Weekly photography recorded work in progress. The researcher took photographs of 

patients as they participated. Approximately five photographs were taken per session. 
The photographs provide a record of the environment in which the work was made and 
how the patients worked in it. Some photographs give an indication of the relationship 
between researcher and patient. However, most do not include the researcher as she 

was using the camera. This gives an inaccurate picture of the group, suggesting that 

they are always working independently of the researcher. It was intended that patients 

would assist by taking pictures, but none felt able to. Ultimately, photographs of 

patients were omitted from the thesis for confidentiality. The progressive construction 

of the sculptures and the works when complete are documented and included in the 

thesis. 
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2.6.3. Gathering Opinion 

The opinions of patients and art professionals were required at key stages. The 

observation of patient participation was combined with patient verdict of making to 

discover reasons for participation. Although questions were designed to be pertinent, 

patients would not necessarily have a fluent vocabulary with which to describe the new 

experience of making art. Stanworth (1997) describes a similar difficulty when patients 

seek to describe spiritual concerns. This was another reason why emphasis was placed 

on participation and commitment as a measure of value, with voiced opinion as 

supporting data. Appropriate methods for gathering opinion were selected as follows. 

Table 2.4 (Appendix 2) records when data collection took place. 

2.6.3.1. Questionnaires 

Questionnaires were used throughout the study to allow for anonymous responses and 

to avoid 'interviewer effect' (Parahoo, 1997). To introduce the researcher to the Centre 

staff and environment, a questionnaire was sent out to every member of staff in October 

1995 (Appendix 3). The questionnaire enabled initial contact with a large number of 

people and generated a defined amount of data. Otherwise questionnaires were 

primarily used to gather responses to completed works. 

In March 1996 the completed Phase I Sculpture was exhibited. A short self- 

administered questionnaire was designed to gather-patient opinion (Appendix 5) to 

afford patients confidentiality and to avoid bias. Each questionnaire was accompanied 

by an explanatory letter which had the patient's name on it. The letter was to be 

removed before the questionnaire was returned. As there was a close relationship 

between the researcher and the patients it was crucial that patients responded 

anonymously (Rubin & Rubin, 1995). The questionnaire contained only open questions 

and did not use any rating or attitude measurement scales (Parahoo, 1997, Preece, 
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1994, Edelman, 1996) as it was not to be used for quantification. No systems were used 

to suggest vocabulary to patients since their choice of words rather than the frequency 

of prescribed words would be studied. The questionnaire was administered by post, two 

weeks after the patients visited the exhibition. As described by Parahoo (1997) a postal 

questionnaire was used so patients could respond in their own time and in comfort. A 

disadvantage of this method was that patients who have difficulty in reading may not be 

able to respond. 

A short questionnaire was designed to gather the response of art professionals who 

visited the Phase 2 exhibition. This was a peer review enabling the quality of the 

sculpture to be gauged. A series of open questions was combined with a request to 

choose three words to describe the project. This would enable respondents to supply 

the vocabulary with which to describe the exhibition whilst also allowing quantification 

of the frequency of certain words. A semantic differential scale (Parahoo, 1997) to 

measure the perceived 'success' of the exhibition was used. It was recognised that 

'success' would have different meanings to respondents, which would be apparent in 

their review of the exhibition in the previous questions. The semantic differential scale 

was used to provide an instant and quantifiable measure of the professional's verdict in 

combination with the open questions (see Appendix 7). 

All responses were explored by content analysis (Benton, 1996, Denzin & Lincoln, 

1994, Manning & Cullum-Swan, 1994), seeking key words or categories. After the 

frequency of key words was examined, greater attention was given to the context in 

which the respondent used them. Barker (1996) reports that the commonest problem 

with questionnaires is low response, particularly 'blunt refusal' to respond. 

Questionnaires may be perceived as official, which can dissuade response, or prevent 

frankness (Parahoo, 1997). In this study, therefore, questionnaires are used to generate 

anonymous data to support interviews, rather than being the prime data creator. While 

such questionnaires remove 'interviewer effect' bias, they also limit the richness of the 
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data to be collected (Parahoo, 1997). Therefore, semi-structured interviews were the 

primary method of data collection. 

2.6.3.2. Interviews 

Structured interviews would generate no more depth of data than that collected in 

questionnaires (Parahoo, 1997, Barker, 1996). In addition, through observation it was 

noted that commitment to making differed from one patient to another, thus the same 

structured questions would not be appropriate for all the patients. Completely 

'unstructured' (Parahoo, 1997) interviews were considered to be potentially lacking in 

objectivity and would make it difficult to compare responses (Parahoo, 1997). Semi- 

structured interviews would provide standardisation and some 'flexibility to 
'probe" (Parahoo, 1997). The language used by the participants was important as 

associations and connections might be made which would not appear if the interviews 

were more strictly directed. 

The researcher elected to carry out interviews in person. An external interviewer was 

considered but Centre staff advised that previous experience had shown this to be 

ineffective. The Centre found that patients were suspicious that negative comments 

might jeopardise their treatment, so were cautious. This adverse consequence is noted 
in the literature (Barker, 1994). It was acknowledged that the personal characteristics of 

the researcher, and her relationship with the patients, might bias the response (Sudman 

& Bradbum, 1974, Cartwright, 1986 [cited in Parahoo, 19971, Rubin & Rubin, 1995 

and Payne, 1993). 

'Informants make judgements at many levels about what is safe and acceptable 

to tell researchers. Atfirst they mayjudge the researcher in terms of such 

external characteristics as cultural background, age, gender and social status, 

obvious personalityfeatures and, perhaps, professional background As 

40 



relationships deepen, the personality and culture of the researcher have more 

impact than 'externally obvious' characteristics. ' 

(Lispon, 1991, p. 78) 

The patients' experience of making would be inextricably linked to their perceptions'of 

the researcher. There was no means of removing this from the researcher, therefore a 

qualitative approach was chosen to encompass it. 

The familiar, close relationship that developed between the patients and the researcher 

allowed patients to feel comfortable and to give frank answers. In this situation it was 

not possible to separate the relationship between the patients and the researcher, so 

their familiarity was seen as a positive tool. As is noted by Parahoo (1997) 'trust' and 

'give and take' 'brings people closer when they know that both of them have some 

experience of the same phenomenon'. The researcher interview would also be more 

efficient since the subject area was familiar to both interviewer and interviewee. 

Explanation of techniques and other details would not be necessary. At the time of 
interview, the researcher would be sufficiently familiar with the patient that digression in 

the interview could be pursued and related to the central inquiry (Rubin & Rubin, 

1995). To avoid making patients feel obliged to give a favourable report (Lipson, 1991, 

Payne, 1993, Parahoo, 1997) a verbal statement was issued requesting honest answers 

and describing how the outcome of the research did not reflect on the researcher 

(Barker, 1997). 

Interviews were carried out in the day unit to encourage informality. If background 

noise caused difficulty a small, nearby treatment room was used. Interviews were 

recorded and transcribed the next day. Patients were free to refuse interview. For 

patient convenience the interviews were conducted over a two month period. A 

sympathetic, flexible approach allowed for occasional absence. One year after 

completion of Phase I interviews (February-March 1996), questions were repeated in 

Phase 2 (February-March 1997). This enabled comparison between the first group and a 

second. Over the year membership of the groups changed due to death, illness and 
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