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1. MAIN MESSAGES

• The introduction of artworks can contribute to modern, ‘fit for purpose’
healthcare environments, generating identified benefits and opportunities
for service users and staff as well as diminishing negative perceptions of
institutional environments. When successfully introduced, high quality
artworks are widely perceived as offering value for money and
representing a good investment for healthcare organisations.

• The realisation of these benefits in arts strategies relies on a number of
factors including: high level leadership and effective management;
partnership working; support for staff and artists; clear and accountable
lines of decision making; flexible and responsive organisational structures;
aesthetic considerations; and issues of ownership and participation.

• As well as high quality commissioned arts, participatory arts are highly
valued by stakeholders within mental healthcare settings. As well as being
therapeutic, these can create opportunities for meaningful activity and can
generate a sense of identity and ownership in relation to healthcare
environments. The provision of genuine opportunities to participate is an
essential component of any arts strategy in mental healthcare.

• Service user involvement in decision making is also key issue in mental
healthcare. A range of models exist, from ad hoc consultation to user led
approaches. Whatever the model, the goals and scope of involvement
should be made clear from the outset. Flexible, user friendly modes of
consultation are needed in mental health arts projects.

• The evidence base surrounding arts for health is in development and there
is an ongoing need for high quality outcomes studies. This study has also
demonstrated the value of robust qualitative research in generating
insights into the impact of arts strategies as well as factors affecting their
successful implementation in a particular context. Further qualitative
research is needed in order to understand these specific challenges,
opportunities and benefits of introducing artworks and arts activity in
particular settings.
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2. EXECUTIVE SUMMARY

At the start of our research, relatively little was known about the impact of arts in
mental healthcare environments. Moving On, a three year programme of
integrated public art commissions in mental healthcare provided a unique but
narrow window of opportunity to understand the impact of arts on health and the
environment. The study was undertaken across four sites within a large NHS
Trust in England, across a number of constituent settings: a rehabilitation unit; a
medium secure service; an older adult acute ward; and a large campus-style
hospital catering for a range of service users. Hence the project explored the
impact of arts in a number of different contexts upon a wide range of service
users and staff members.

The project sought to explore diverse experiences rather than clinical outcomes,
hence a qualitative mixed methods approach was adopted. This allowed
triangulation of findings from the different elements, which included a systematic
literature review of over 600 papers; discourse analysis of over 400 project
documents; and qualitative research including interviews and focus groups with
over 60 service users, staff, carers, artists and other stakeholders.

The findings from the research are summarised in this report and the full details
are provided in the series of appendices attached. Here we highlight key findings
and implications.

The literature review identified 23 reports of empirical studies that met our
inclusion criteria, the largest group being studies of the impact of design and
environment of health care facilities. We found few rigorous qualitative studies of
arts in mental healthcare. The studies outline the ways in which arts can enhance
healthcare environments and benefit patients. They also indicate some key
issues for further research, which guided our study. These were: diverse and
sometimes conflicting views and responses to arts; evidence that in mental
healthcare reactions to arts and the environment may be stronger and more
polarised reactions than in other settings; difficult faced by staff and patients in
adapting to changes in the visual environment; and the importance of
consultation and ownership in underlining successful change and transition
processes.

These issues were among those explored in our documentary analysis, which
identified key successes of the Moving On project. The project emerged as an
ambitious, evidence based programme that sought to meet the needs of service
users, drawing on broad support from a wide range of stakeholders and reflecting
the current evidence base for arts in health care. The analysis also identified
some key challenges, consideration of which guided the development of our
evaluation research. These challenges included: defining the role of NHS staff;
the aims and scope of consultation and participation; the role of patient art; the
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impact of the PFI process; the needs of artists involved in the programme; and
concerns about sustainability and resources.

These issues were further explored in the analysis of our fieldwork data. From
this we identified four levels at which arts can enhance perceptions of internal
and external healthcare environments. First, arts can enhance the sense of being
in a ‘modern, fit for purpose environment’, for example by adding light, colour,
quality and ambience. Second, arts can enhance aspects of the environment that
are valued by service users and staff, such as nature and local relevance. Third,
arts can diminish the impact of some aspects of the environment that service
users and staff dislike, such as institutionalisation. Finally, arts can reinforce the
opportunities that different environments offer, for relaxation, enjoyment and
reflection.

The research also identified four levels at which the role of art may be limited or
constrained. First, while some artworks were seen as improving functioning in the
new environments, they were generally seen as enhancing aesthetic rather than
functional aspects. Second, the realisation of the opportunities provided by the
artworks depended on day to day management practices affecting access and
use of particular spaces. Third, while the artworks improved the visual
environment, they did little to address other dimensions that were important to
service users and staff, such as changes in the aural environment following the
move to urbanised settings. Finally, while respondents were generally positive
about the quality and durability of the artwork, the artworks also created some
new challenges in the new healthcare environment, such as maintenance.

The study also examined project management issues including the impact of
decision making structures on different partners from PFI partners to artists.
From the process evaluation, we were able to gain further understanding of the
contingency of responses to artworks in healthcare settings. Three key factors
were identified that mediate responses to arts, often framed through the notion of
‘value for money’. These were: functional considerations such as utility and
patient benefit; aesthetic considerations such as locality and nature; and political
considerations including notions of participation and ownership. Where artworks
were rated positively by respondents across these dimensions they were
perceived to represent ‘a good investment’

Service user participation emerged from the study as a key theme. In general,
service users enjoyed having the opportunity to work with professional artists.
Some service users participated at the strategic level of decision making, and
while this was challenging for some, it was also often enjoyable and meaningful,
leading to a sense of being able to influence decisions and help to shape the
healthcare environment. In mental health settings, where the notion of
participation is strongly embedded, the introduction of arts projects can be
contentious. There was a difficult to resolve tension between notions of ‘prestige’
and ‘authenticity’ in defining good art. The artworks were envisaged as a thirty
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year capital investment and there was a recognised need for them to be of the
highest quality. This sometimes clashed with the desire for a service user led arts
strategy and the view among some respondents that service users as artists
needed to be more strongly recognised. Two implications can be identified from
this: the value placed on the provision of high quality facilities for displaying
service users’ art; and the need for genuine opportunities for service users to be
involved in creative processes.

From this learning we were able to identify a number of prerequisites for
successful arts strategies. These are encompassed within our Best Practice
Framework (Appendix 6) and are further elaborated in section 4 of this report.
Key issues include the roles of key partners including PFI partners, NHS staff
and artists; definitions of consultation and involvement; and providing meaningful
opportunities for service user participation.

We were also able to identify implications for further research. The study
demonstrates the utility of qualitative evaluation in increasing understanding of
the complex processes that shape responses to arts in healthcare. It highlights
the need further research, including mixed methods and robust qualitative
research, in a number of areas. These include the impact of media coverage on
the development of arts strategies in healthcare; the impact on arts interventions
of micro level practices of management of the healthcare environment; and the
role of arts and creative processes as tools for research and participation in
enhancing healthcare environments.
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3. CONTEXT

3.1 The need for the research

The value of arts in healthcare is increasingly recognised and Government
bodies are increasingly involved in sponsoring arts for health initiatives. As well
as therapeutic and personal benefits of arts in health care, a number of social
and community benefits have been identified including reducing inequalities and
addressing social exclusion through participation in the arts.

At the same time as there is increased recognition of the role of the arts, there is
a need to strengthen the evidence base for arts in healthcare. At the start of our
research, relatively little was known about the impact of arts in mental healthcare
environments.

Producing robust evidence to support the wide ranging claims that are currently
made for arts is a complex challenge, and is explored further in our literature
review. Much research is limited in methodology and scope, and evaluation is
often incorporated into arts and health programmes as an afterthought or
administrative exercise. Although there is a growing recognition that evaluation is
an essential aspect of arts and health programmes, practitioners often lack the
skills and resources to do this effectively. What often results is an evaluation
focusing on the positive effects of arts activities and programmes: there is
relatively little research that examines possible risks or negative effects. Hence
this project responds to a need for robust research in order to identify and
explore the impact of arts in mental healthcare and to contribute to the evidence
base for arts projects.

3.2 The opportunity presented by the Moving On project

Moving On, a three year programme of integrated public art commissions, sought
to enhance new facilities being developed through the PFI procurement process
across the Avon area of AWP. Moving On included 36 individual artist
commissions across 16 new units or buildings. The commissions range from
integrated flooring, windows and water features, to wall hangings, textiles and
paintings by local artists. Each commission was designed in consultation with
service users, staff and other stakeholders, and some included a participatory
element where service users became involved in the fabrication of the artwork.

As the largest project of its kind within the UK, Moving On provided a unique but
narrow window of opportunity to understand the impact of arts on health and
environment. The sites in the evaluation comprised a rehabilitation unit, medium
secure services, an older adult acute ward and a large campus-style hospital
catering for a range of service users. Hence the scope of the project offered an
opportunity to explore the impact of arts in a number of different contexts upon a
wide range of service users and staff members.
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3.3 Research aims and objectives

The project sought to explore the impact of Moving On, developing best practice
in this particular context. The qualitative approach meant that we explored
participants’ experiences rather than clinical outcomes, and this was reflected in
the aims and objectives of the study. There were five primary aims for the
research:

• To explore the impact of the arts programme on service users’ and staff
experience of the environment

• To explore the impact of the arts programme on health and wellbeing, taking
into account the diverse needs of stakeholders

• To explore experiences of involvement and ownership in relation to the project
• To identify the added value of arts based interventions in the management of

transitions to new buildings and services
• To identify implications and develop models of best practice

There were also four secondary research objectives:

• To explore the experiences of a range of user groups including service users,
carers, staff, artists and other relevant stakeholders in relation to:

o perceptions of the quality of the environment
o responses to the environment in relation to diverse needs

• To explore issues of health and well being including:
o the impact of arts on patient health
o issues of staff wellbeing and morale

• To examine service users’ opportunities and experiences of involvement and
ownership in relation to the arts programme.

• To draw implications and learning from the project as identified by in order to
inform the development of arts based interventions
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4. IMPLICATIONS

The implications of the research are discussed here. This discussion draws on
our conclusions and reflects the five dimensions of good practice identified in the
Best Practice Framework, (Appendix 6). These include: Understanding the
benefits of arts in healthcare environments; management and leadership;
partnership working; and service user involvement and participation. These are
discussed below. Following this, we identify the implications for further research
as identified by our study.

Understanding the benefits of arts in healthcare environments

A key implication of the research is the need to understand the benefits and
impacts of arts in healthcare environments. In general, service users and staff
value modern, non institutional ‘fit for purpose’ healthcare environments.
Particular features and functions of these environments, such as nature, colour,
light, interest and pleasure can all be enhanced by the careful use of integrated
commissioned artworks. Artworks can diminish negative perceptions of the
environment, such as institutionalisation. Artworks can reinforce the opportunities
that different environments offer, for relaxation, enjoyment and reflection. Finally,
participatory arts are highly valued by stakeholders within mental healthcare
settings, creating opportunities for meaningful activity and generating a sense of
identity and ownership in relation to healthcare environments.

It is also important to understand the limits of art, since artwork cannot easily
compensate for management practices and procedures that may affect
experiences of the environment, for example by restricting opportunities to make
use of outdoor spaces. Attractive visual artworks cannot address aural aspects of
urban environments, which are a concern to service users and staff.

Management and leadership

The achievement of benefits associated with artworks relies on effective
management and leadership of arts strategies. Within mental healthcare settings,
where responses to arts may sometimes be polarised, particular leadership
challenges arise. Our study demonstrates that arts interventions and strategies
need sustained support from a high level within the healthcare organisation.
Further, it is also important for all parties to have a shared vision from the
beginning of arts programmes. However, as well as vision there should be
openness and early involvement of stakeholders in order to avoid preconceptions
of work before artists, makers and service users have been involved.

The study demonstrates the importance of good operational management, led by
individuals and organisations with knowledge and experience of arts
management, in arts for health and commissioned arts projects. This includes
establishing clear lines of accountability and creating sub-groups that each have
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a clear code of practice, membership and terms of reference. Appropriate
authority should be delegated so that timely decisions can be made. Projects
need to involve people with experience of arts management in different settings
with knowledge of the key issues and processes that affect arts in healthcare.

Planning timescales can affect project delivery. The study demonstrates that
sufficient lead in time is needed to allow stakeholders to understand and address
the requirements and constraints of particular operational contexts, e.g. PFI
process, ward based practice. Sources of funding and what they are to be spent
on should be identified early on.

The introduction of an arts strategy in a healthcare setting can be challenging
and contentious. However, if key issues are addressed, such as functional
aspects of the artwork, aesthetic characteristics and issues of ownership, the
introduction of artworks can be welcomed by a wide number of stakeholders as a
good investment that can enhance healthcare environments.

Partnership working

Arts projects involve a range of partners including service users, NHS care and
art therapy staff and external partners including individual artists.
Interprofessional working is a key issue underlining the success of arts projects.
The roles and responsibilities of partners, including PFI and Estates, need to be
identified at an early stage and fully understood. Key issues include integration of
commissions and provision of support for artists. Ongoing maintenance is also an
issue. Responsibility for maintenance of commissions post project needs to be
identified at an early stage.

Artists are key partners in projects but they may be unfamiliar with healthcare
environments. They may not anticipate the requirements of consultation and
engagement with stakeholders, particularly in mental health services where these
practices are culturally embedded. Artists and staff need sufficient time to
engage in these processes, which are additional to producing any artwork, and
artists should be included in planning and discussions from an early stage. Artists
working directly with service users may benefit from training and supervision in
order to address the needs and risks they may encounter. Key issues include
confidentiality, supporting service users, eliciting feedback and reflexive
evaluation. It is important to recognise that service users may also be artists.
Artists without experience of public art commissioning or mental health should be
offered on the job training so they are not excluded.

NHS staff are also key partners whose participation can underline the success of
arts projects. Engaging staff who are involved in related areas of work, including
arts psychotherapies and occupational therapies, is a key challenge for arts
projects. These groups offer valuable knowledge and experience and may be
involved in supporting artists. Arts strategies can impact on these staff, for
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example by increasing or changing workloads as well as creating changes in the
working environment. Arts projects should endeavour to support and link with
existing staff arts activities.

Service user involvement and participation

A range of models of service user involvement are available, from ad hoc
consultation to user led approaches. Whatever the model, the goals and scope of
involvement should be made clear from the outset. It is important to acknowledge
that not everyone will agree with some decisions. Arts strategies need to provide
genuine opportunities for participation, ranging from working alongside
professional artists to service user art.

Flexible modes of consultation are needed in mental health arts projects. Service
users may be at a disadvantage in formal meetings where they are expected to
conform to professional norms and culture. Further research needs to examine
the use of flexible modes of consultation. Our research suggests that arts based
modes using music, drama, performance or visual arts may offer a useful
approach to eliciting feedback from stakeholders. Facilitators should be aware of
mental health issues when carrying out consultation.

Responsiveness to stakeholder feedback is a key issue. The development of a
successful arts strategy requires organisational structures and mechanisms that
support responsiveness and support interagency working. A shared vision
between key agencies and partners is important. Organisational structures that
facilitate engagement of a range of stakeholders are important. At the same time,
organisational structures should be simple enough to allow clear lines of
accountability and transparent decision making.

If these considerations are addressed, service users can benefit from
participation and involvement at a number of levels, from working with artists to
creating artworks themselves. Further, successful strategies for participation and
involvement mean that the knowledge and experience of a wide range of
stakeholders can be brought to bear on the development of arts strategies.

The need for an evidence based approach.

The evidence base surrounding arts for health is in development and its
development may be crucial in securing future funding. Our qualitative study has
highlighted the situated nature of arts projects and the need to understand
specific challenges and opportunities in local settings. Those involved with arts in
healthcare settings need to reflect and build on current evidence, undertaking
research and demonstrating a willingness to fund appropriate evaluation into
both the benefits and risks associated with arts in healthcare.

Implications for future research
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The study demonstrates the utility of qualitative evaluation in increasing
understanding of the complex processes that shape responses to arts in
healthcare. It highlights the need further research, including mixed methods and
robust qualitative research, in a number of areas. Three examples are given
here: the need for research on the impact of media coverage of arts in
healthcare; the need for research on the impact on arts of the micro-
management of healthcare environments; and the need for methodological
development including the use of arts based methodologies for research and
engagement.

During the period in which our study was carried out, there was a significant
amount of media reporting, much of it negative, on the arts project and some of
our respondents were clearly influenced by this. Further research is needed on
the portrayal of arts in healthcare by the media, and the impact of media
coverage on the development of arts strategies in healthcare is a key issue.

Our study also found that the realisation of benefits from investment of arts is
contingent on micro level management of the healthcare environment. Further
research is needed on the way in which artworks interact with day to day routines
and practices within healthcare settings. The capacity of art to enhance
functional aspects of these settings is a key issue that may best be understood
by observational research as opposed to interviews and focus groups.

Finally, our research generated insights for the development of qualitative
methodology. We noted that service users sometimes found it difficult to describe
their perceptions of the environment in words. This reflected a study finding, that
service users often found themselves culturally disadvantaged in formal,
professionally dominated situations that relied on particular forms of talk and text.
On the other hand, we noted that service users showed high levels of
enthusiasm and engagement when talking about their involvement in creative
processes. Further research is needed that explores the use of creative
approaches in healthcare research. These processes may offer useful tools for
eliciting feedback from service users as well as tools for encouraging
participation and involvement in the development of strategies for environmental
enhancement.
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5. RESEARCH APPROACH AND METHODOLOGY

Full details of the research approach and methodology are provided in
Appendixes 2-4. The following summary gives an overview of the methods used,
identifying key issues in relation to each component of the research.

5.1 Mixed methods approach

The project adopted a mixed methods approach including a systematic literature
review, analysis of project documents, and qualitative research using interviews
and focus groups. A qualitative approach was identified as the most suitable for
understanding the impact of the arts programme and exploring experiences of
the environment. A mixed methods approach allows for triangulation of research
findings from different elements of the study thereby strengthening and
reinforcing the impact of the research.

5.2 The systematic literature review

A search for relevant literature took place in January 2006 across 14 databases
using search terms arrived upon through an iterative process. Inclusion and
exclusion criteria were applied to each paper, reducing the total number of 600
down to 140. The papers were all published between 1985 and 2005, written in
English, with an international scope. Whilst the majority of these were contextual
literature and reportage, there were 23 reports of empirical studies that met our
inclusion criteria. These studies were subject to critical appraisal using tools from
the Critical Appraisal Skills Programme (CASP). The CASP tools interrogate
research papers for credible and appropriate research design, sampling, data
collection and analysis, and discussion of results. All papers in the critical review
were reviewed by two researchers.

The results of the literature review are summarised in section 6.1.

The full report of the literature review is provided in Appendix 2.

5.3 The documentary analysis

The documentary analysis was performed on a wide range of documents drawn
from a number of sources within AWP and Willis Newson. The initial search
identified 442 documents generated by the Moving On project over a period of
four years from June 2002 to August 2006. To facilitate a systematic approach to
the analysis of this data we developed a structured sampling frame for the
selection of different types of documents. This drew a distinction between two
types of documents: generic project documents and operational documents. The
generic documents tended to be produced early in the project. They were
produced for a relatively wide audience as part of a formal consultation process.
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We identified 11 such documents including the Arts Strategy, the Fundraising
Strategy, the artist induction packs and the artists’ briefs.

We also identified a much larger number (275) of operational documents, such
as meeting notes, updates and feedback sheets. These operational documents
relate to site specific issues and were more informal than the generic documents,
being produced for specific internal audiences.

The generic documents were analysed using Foucauldian Discourse Analysis.
This approach places particular emphasis on contextual issues surrounding a
document and identifies key themes, tensions, absences and silences. Less
formal documents, such as minutes from meetings, were analysed using content
analysis in order to identify key themes. The results of this two stage analysis
informed the conduct and analysis of the interviews and focus groups.

There was also a collection of photographs which was included in the analysis.
The photographs were taken by service users and staff, who were asked to
capture what they loved and hated about the old sites. These photographs were
analysed using a thematic approach. Our analysis focused on identifying the key
dimensions of ‘love’ and ‘hate’ elements, where it was possible to do this.

The results of the Documentary Analysis are summarised in section 6.2.

A full report of the methodology and results for the Documentary Analysis is
provided in Appendix 3.

5.4 The fieldwork interviews and focus groups

The fieldwork constituted the largest component of the research, and took place
over the period March 2006 – May 2007. In total, 55 people were interviewed.
The purposive sample included service users, staff, carers, artists and other
stakeholders. Participants were recruited from each of the sites within the three
localities, either directly or with the help of key staff such as service user
involvement workers. Each interview was based on a topic guide but was semi-
structured; this allowed participants to talk in depth about a specific issue if they
wanted to.

Three focus groups with service users took place; two with inpatients and one
with an established user reference group. The focus groups were facilitated by
two researchers (Ellie Byrne and Norma Daykin), one of whom led the discussion
and the other of whom observed and made notes. The focus groups, like the
interviews, were conducted using a topic guide, but they also used a technique of
photo-elicitation in which a range of photographs of the artwork were used to
prompt responses.
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The interviews and focus groups were tape-recorded and the data were
transcribed and imported into Nvivo 7, a software package used for analysing
qualitative data. A grounded approach to the analysis was adopted; this allowed
themes from the data to emerge through an inductive process, rather than testing
for a hypothesis or looking for predetermined theories. The preliminary coding
process involved reading the data and labelling quotations and sections
according to their content. This process continued until no new themes were
identified. A second stage of analysis grouped the material into broader topics
and identified overarching themes.

The data were analysed by Ellie Byrne and Norma Daykin with Mark Palmer.
This approach allowed the researchers to discuss and validate their analysis and
revised the coding frame in an iterative process before agreeing the key themes.

The findings from the field work are summarised in Section 6.3 of this report.

A full report of the field work methodology and results is provided in Appendix 4.
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6. SUMMARY RESEARCH FINDINGS

6.1 Summary findings from the literature review

Out of over 600 papers identified in our systematic review (see Appendix 2), we
found only 23 reports of empirical studies that met our inclusion criteria. The
studies reflect the diversity of aims of arts for health activities, which range from
environmental enhancement to participatory patient arts. The studies
encompassed the following topics:

• The impact of design and environment of health care facilities (10).
• Patient and staff perceptions of health care environments (4).
• The impact of arts interventions on patients and staff (6).
• The impact of participatory patient arts (3).

Hence our review shows that research on design and environment issues is
further developed than that on the arts, although arts and aesthetic issues are
often considered within the former. Few of the studies addressed the impact of
arts on mental health and our methodological review found that there is an
ongoing need for experimental research in this field that addresses difficulties
with randomisation, control and adequate sample sizes. While our review
identified a small number of rigorous qualitative studies of the impact of patient
arts, we found only one qualitative study exploring the impact of arts processes
as part of a programme of environmental improvement. This reinforces a point
emphasised in the published literature reviews: that there is a strong need for
rigorous qualitative research exploring the impact of arts in health care.

The review explored the role of arts in contributing to sustainable supportive and
healing environments, identifying three key issues of safety, comfort and control.
The key findings are outlined below.

• Arts can affect a range of clinical outcomes including reduced anxiety and
depression.

• Arts can influence physiological indicators including blood pressure and
changes in behaviour.

• Arts can help to reduce stress, providing a distraction from worries.
• and promote well-being.
• Particular aspects, such as nature images and sounds, natural lighting

and access to views of outside can contribute to creating uplifting
environments.

• Arts can also reinforce wayfinding and provision of information
• Arts can enhance the control and satisfaction exercised by patients within

health care environments.
• While patients and staff may not always notice artworks in health care

environments, evidence suggests that arts are generally perceived
positively by staff and patients.
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• Participatory arts can contribute towards an improved atmosphere of
health care settings. Direct participation in arts activity can help patients to
cope with hospitalisation, conferring personal benefits such as
achievement and pride as well as enhancing communication and
relationships.

The research findings indicate some diverse and sometimes conflicting views
and responses to arts. For example, patients’ responses to arts are often more
positive than staff responses, although staff are concerned about working
environments and some have a clear preference for working in modern hospitals.
There is some evidence that mental health patients may have stronger and more
polarised reactions to their environment than other groups. The research also
suggests that it can be difficult for staff and patients to adapt to changes in the
visual environment and that issues of consultation and ownership are important
in underlining successful change and transition processes.

Our literature review concluded that further research was needed into these 
areas. A number of key issues for our study emerged from the analysis of the
literature. As well as seeking to understand the impact of arts and to the
characteristics of art that is suitable for mental health environments, we sought to
understand the impact of ownership and participation on diverse responses to
the arts.

The full literature review report is included as Appendix 2.

6.2 Summary findings from the documentary analysis

The documentary analysis (see Appendix 3) identified a number of contextual
discourses and themes that have influenced the development of the Moving On
project. These include: the broader ‘arts for health’ movement; the ‘evidence
based design’ movement; professionalisation of arts and health work; and
notions of patient and public involvement.

The analysis also identified key successes of the project as follows:

• Moving On is positioned as an ambitious, responsive, flagship programme
that has broad support from stakeholders ranging from PFI partners to
service users and staff.

• The project is identified with long progressive tradition of health care
improvement that is centrally concerned with enhancing the patient
experience.

• The project reflects the current evidence base for arts in health care. In
general, the commissioning programme emphasised addressing patients’
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needs by providing art that is reassuring, calming, non-institutional and
supportive. There is an emphasis on nature, the outdoors and wildlife as
well as support e.g. in wayfinding. Further, the artworks sought to provide
interest and vibrancy, as well as reinforcing security and being durable
and hardwearing.

• The documentary analysis reveals a strong partnership and shared vision
between key stakeholders. Willis Newson (WN), the arts consultants who
managed the project, have an extensive track record involvement in
healthcare settings and were experienced in working within PFI at the start
of the project. AWP are positioned as a progressive NHS Trust that
recognises the benefits of arts in health care to patients and seeks to lead
the way in healthcare design and providing an example of best practice.

• The documents provide evidence that management practices were
reflexive and responsive to feedback from stakeholders.

• Service user consultation was regarded as important and meaningful, with
many service users commenting on how much they had gained from
consultation sessions or workshops with artists.

The documents also identify some tensions and challenges including:

The role of NHS staff within arts projects

AWP staff are a key group of stakeholders. AWP staff include art therapists, but
the strategy did not draw explicitly on the creative skills of this group. Their role
was to facilitate consultation processes as well as supporting artists, who were
selected on the basis of being ‘high calibre’ public artists and who may have
been relatively inexperienced in relation to mental health care. The documents
suggest that the workload implications of this strategy were not fully considered
at the outset and that some staff felt they did not have enough time to undertake
these roles.

The role of patient art within commissioned arts projects

Service users are also identified as key stakeholders. The documents emphasise
the need for collaboration and communication with service users as well as the
provision of a range of opportunities for involvement in the project. As well as
consultation, direct participation by service users in arts activity is a key theme.
However, the fact that the participatory elements of the project were dependent
upon unsecured funds meant that some stakeholders felt that participatory arts
were devalued.
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Definitions of consultation

A number of models of consultation emerge and no single definition dominates.
Most frequently the emphasis is on consultation to support decision making that
is the ultimate responsibility of artists and project managers. Hence the
documents do not consider the possibility of user-led commissioning. On the
other hand, the possibility of pursuing quality through purely ‘artistic’ goals and
without consultation with service users is also ruled out. While this diversity
perhaps allows a flexible response the challenges at emerge as the project
develops it may also pave the way for tension and ambiguity.

The lack of clarity about the role and scope of user involvement beyond
consultation played itself out as the project developed. Some service users,
particularly those who thought that service users should be involved directly in
the production of artwork, felt marginalised by the strategy and there is a
recurrent theme within these documents of service user voices being excluded,
or recorded but not acted upon.
Hence the documents suggest that while stakeholders were involved in
consultation this does not mean that they felt they influenced decisions. Some
service users were aware of power imbalances in consultation processes and
sometimes felt themselves to be at a disadvantage.

The impact of the PFI process

The PFI partners were generally supportive of the arts strategy and Ryhurst
donated significant sums of money to the Moving On project. Their agendas
necessarily influenced the development of the arts’ strategy. For example, this
can be seen as operating through the notion of durability. Information given to
artists emphasised the fact that the artwork was intended to have a minimum
lifespan of 30 years. However, at times, the need to observe construction
schedules and priorities made it difficult for artists to achieve the objective of fully
integrating artworks into the new buildings. Other challenges emerged, such as
the need to identify early on who should adopt long term responsibility for
maintenance of the commissions.

Support for artists

As well as seeking support from AWP staff, the documents reveal that artists
were also expected to take responsibility for themselves, including being aware
of issues of stress, risk and wellbeing. As artist in healthcare, the artists were not
expected to operate as fully autonomous professionals, but were subject to
formal requirements such as data protection and accountability. As well as
negotiating the constraints of the PFI process, they were also required to
undertake consultation with service users, modifying their designs following
consultation sessions if necessary. These requirements proved complex and
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challenging, and the provision of formal training and supervision may have
assisted some artists.

Sustainability and resources

The documents suggest that the sustained success of the arts strategy is
dependent on longer term funding. They also reveal how difficult it is to secure
funding for arts initiatives in healthcare.

In conclusion, the documents reveal the following areas of learning in relation to
implementation of commissioned arts projects in healthcare.

1. The need for responsive and reflexive management of commissioned arts
projects.

2. The importance of communication and clear lines of accountability so that
the roles and responsibilities of partners are understood.

3. The need to support artists and to ensure that they fully understand the
operational context in which they are working.

4. The need to support NHS staff and to recognise the impact of projects on
roles and workloads.

5. The need for clear definitions of service users consultation, involvement
and participation so that expectations of involvement are shared and
understood by all parties.

6. The need to identify longer term funding sources to support sustainable
arts for health strategies

The full report of the documentary analysis is provided as Appendix 3.

6.3 Summary results from the interviews and focus groups

This section provides a summary of the findings from the field work interviews
and focus groups (see Appendix 4 for the full report). Here we briefly outline the
key issues relating to the impact of the new internal and external environments.
This is followed by an overview of key process and project management issues
that emerged.

6.3.1 Impact evaluation: the role of art in mental healthcare environments

The discussion of the impact of the art work is divided into two main sections:
responses to the internal environment; and responses to the external
environment. The role of artwork is considered in relation to the key themes
emerging within each of these areas.



21

Responses to the internal environment

Three key themes emerged from the accounts of the internal environments:
modern, ‘fit for purpose’ environments; institutionalisation; and safety and risk.
The artwork was generally seen as having made a positive contribution to the
aesthetic aspects of the former two themes, and in some instances the artworks
were also identified as enhancing the functioning of the new buildings.

In summary:

• Respondents generally valued the new condition of the hospitals and some
respondents clearly would rather be in new environments and buildings than
in older ones. Internal furnishing and facilities in the old environments were
often described as worn and dirty, and the new modern environments were
viewed a welcome improvement in this respect, offering improved hygiene
and cleanliness. Comments suggest that the integrated, commissioned
artwork contributed to this general sense of modernisation.

• The importance of particular aspects of the environment were noted, such as
facilities for relaxation and entertainment. In the old environments, facilities
such as stereos were available but these weren’t always used, partly because
they were placed in rooms where smoking was allowed. The new buildings
included enhanced resources for entertainment, and the artworks were seen
as contributing to relaxation and enjoyment of the new buildings.

• The old facilities were often described as small and cramped, while the new
facilities were generally perceived as more spacious than the old ones.
Service users strongly disliked a lack of privacy. While the old environments
afforded some opportunities for privacy, the new environments were seen as
an improvement in this respect. Specific artworks were seen enhancing
privacy in the new environments.

• Institutionalisation emerged as a key theme from the service users’ accounts.
This notion had aesthetic and functional elements, that latter relating to the
way in which environments facilitated staff work practices and clinical
priorities rather than to supporting patients. While there was general support
for the new environments, not all respondents agreed that these had
successfully addressed issues of institutionalisation to achieve a ‘service user
friendly’ environment. The artworks contributed to overcoming
institutionalisation, particularly in relation to its aesthetic elements. They
created ambience and offered ‘something different’; encouraged reflection
and provided an alternative source of interest to TV.

• The theme of safety and risk emerged from the staff accounts. In general, the
old environments were seen as inadequate from the point of view of
management of risk. Key issues were observation of service users and the
ability to monitor who can enter and leave buildings. Some staff felt that
having to compensate for lack of security features in the old environments
had sometimes affected their relationships with service users. The artworks
were not usually discussed in this context.
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Responses to the external environment

Three themes emerged in relation to the external environment: nature; the
opportunities afforded by external environments; and the management of
external environments. In general, the artworks were seen as successfully
addressing some of the issues of loss associated with the transition to new
environments, although they could not necessarily compensate for the changed
aural environment or address management practices that affected opportunities
to make use of outdoor spaces.

In summary:

• Being close to nature emerged as a key theme in service users accounts.
Access to animals, wildlife and colourful plants and flowers was highly
valued by most respondents. Not all service users valued nature,
however, with some preferring urban environments that offered more
stimulus, and others feeling unsafe in expansive natural environments.
The commissioned artworks were often based on the theme of nature,
providing colour and light as well as serving as a reminder of the valued
qualities of the old environments.

• Other valued characteristics of external environments can be identified
from the accounts. For some, pleasant external spaces in the old
environments had compensated for inadequate buildings. These old
external environments were associated with valued opportunities for
freedom, unstructured interaction and privacy. While the landscaping in
the new environments was seen as successfully addressing aesthetic
qualities, the transition to new environments had resulted in a number of
lost opportunities that could not easily be addressed through artworks.

• Some of these losses may be attributable to the management of the
external spaces rather than the characteristics of these spaces. For
example, access to outside was a key issue and some service users
suggested that opportunities to be outside were restricted as a matter of
policy and practice in the new environments compared to the old ones.

• As well as losses, the new environments were associated with positive
qualities. Hence the accounts emphasised the importance of stimulation
and interest. In the new environments, the artworks were seen as making
a distinctive contribution in this respect. Another positive aspect was that
of stigma. Staff commented on the way in which the artworks helped to
challenge the stigma associated with mental health environments.

• Problems of misuse and issues of maintenance were identified in staff and
service users’ accounts. Some service users commented on the misuse of
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external spaces which may have been more apparent new environments
than in the old ones where there were more opportunities for concealment
of items such as cigarette ends. Some staff were concerned that
unaddressed maintenance issues could result in damage to the artworks
in the new environments as well as being detrimental to service users’
wellbeing. The high quality and robustness of the commissions was an
important issue for staff, and many were impressed with the durability of
the artworks.

6.3.2 Process evaluation: project management issues

This section summarises the key themes emerging from the process evaluation,
which considers the implications of the research for project management and for
the wider development of arts and health strategies. The following four key
themes emerged: value for money; implementation challenges; the aims and
scope of service user participation; and service user art.

In summary:

• The notion of value for money emerged as a key theme in the research.
While staff and service users voiced concerns about spending money on
art, these were reduced when it was felt that the artwork addressed
service users’ needs; were useful; and were created in genuine
consultation with service users. Where these characteristics were
identified, artworks were seen as a good investment offering value for
money.

• A number of challenges arose during the implementation of the arts
strategy including the perceived rigidity of bureaucratic structures and
other difficulties of decision making. A lack of clarity among stakeholders
about key areas of responsibility was identified as a key issue.

• Defining the aims and scope of service user participation emerged as a
key theme. While staff and stakeholders were committed to user centred
care, the scope and limits of participation were not clearly defined,
resulting in unresolved tensions between different perspectives. While
some service users felt dominated by staff and other stakeholders, some
staff felt that an unrepresentative minority of service users dominated
discussions. Some service users were wary of being seen as awkward
and difficult and chose to withdraw from strategic engagement for this
reason.

• In general, working with artists was a very positive experience for service
users. However, some felt that service user participation in artistic
processes should have gone further than this and that the arts strategy
failed to recognise the potential of service users as artists.
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• Service users also participated in strategic processes and decision
making. While this was meaningful and satisfying for some, others found it
to be a pressure.

• The data illustrate the ways in which experiences and perceptions of
participation can mediate responses to artwork. Hence some of those who
were frustrated with consultation processes also voiced disappointment
with the end product of the commissions.

• Aside from the issue of service user led commissioning, the importance of
service user art emerged as a key issue in the research. Art was seen by
service users and staff as therapeutic, and other benefits of arts activity
were identified. The new buildings featured good quality facilities to
display patient arts and these were highly valued by service users, staff
and other stakeholders.

A full report of the fieldwork methodology and results is provided as Appendix 4.
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7. DISSEMINATING THE RESEARCH

7.1 Dissemination strategy

The disseminated of the project is ongoing and a mixed approach is being
adopted. A journal paper based on the systematic literature review has recently
been accepted for publication. Further papers are expected to be produced by
the project team now that the research is complete.

To date Norma Daykin and Ellie Byrne have presented the research at four
international conferences. Dr Mark Palmer has developed an innovative, digital
media resource to enhance dissemination. The project is also being actively
disseminated in professional forums and to stakeholder groups. For this purpose
a newsletter has been distributed to a project mailing list. The best practice
framework is intended as a brief, discrete overview of the key learning from the
project that is relevant to a wide audience. Feedback on the project interim
findings and the best practice framework has informed the development of the
framework.

Full details of conference presentations are included in Appendix 6.

7.2 Stakeholder conference

The stakeholder conference took place on 1st October 2007 at Fromeside Unit,
Blackberry Hill Hospital. All research participants were invited to attend, along
with stakeholders who had not been involved in the research, artists, service
users and Arts and Health professionals.

The aims of the conference were to disseminate the results of the evaluation and
to discuss the draft Best Practice Framework put forward by the research team.
The Best Practice Framework is a document of recommendations for future best
practice in the Arts and Mental Health. It was borne out of the results of the
evaluation, and developed further at the stakeholder conference. The conference
included workshop sessions during which the draft Best Practice Framework was
discussed, and proved a valuable and important part of its development. The
resultant document can claim to be fully informed by relevant stakeholders.
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Executive Summary

(i) This report describes a systematic review of research literature on arts in 
mental health care that identified over 600 papers published between 
1985 and 2005. After sifting for relevance, a total of 140 full text papers 
were retrieved. The majority of these were contextual literature and 
reportage. There were 23 reports of empirical studies that met our 
inclusion criteria, these were subject to critical appraisal and are 
reviewed here, along with seven literature reviews that are discussed 
separately.

(ii) The contextual literature included a number of policy documents and the 
UK policy context is discussed in the report. Government bodies are 
increasingly involved in sponsoring arts for health initiatives. This has 
broadened the scope of the debate so that in addition to the therapeutic 
and personal benefits of arts in health care, a number of social and
community goals are identified including reducing inequalities and 
addressing social exclusion through participation in the arts. Government 
bodies have also added to calls for the strengthening of the evidence 
base for arts based approaches.

(iii) The report includes a methodological review of the 23 empirical studies 
we identified. The studies reflect the diversity of arts for health activities, 
which range from inclusion of arts in design and environmental 
enhancement; inclusion of commissioned artworks in health care 
settings; and participatory and therapeutic patient arts. The studies 
included the following topics:

�  The impact of arts interventions on patients and staff (6). 
� The impact of design and environment of health care facilities (10).
� The impact of participatory patient arts (3).
� Patient and staff perceptions of health care environments (4).

(iv) In general, research on design and environment issues is further 
developed than that on arts, although arts and aesthetic issues are 
considered within the former. Few of the studies addressed the impact of 
arts on mental health and there is an ongoing need for experimental 
research in this field that addresses difficulties with randomisation, 
control and adequate sample sizes. While our review identified a small 
number of rigorous qualitative studies of the impact of patient arts, we 
found only one qualitative study exploring the impact of arts processes as 
part of a programme of environmental improvement. This reinforces a 
point emphasised in the published literature reviews: that there is a 
strong need for rigorous qualitative research exploring the impact of arts 
in health care.

(v) The findings from research are also discussed in our report. Evidence 
suggests that arts can affect a range of clinical outcomes including 
reduced anxiety and depression, changes in physiological indicators 
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including blood pressure and changes in behaviour. Other impacts of 
arts are noted. While patients and staff may not always notice artworks 
in health care environments, evidence suggests that arts are generally 
perceived positively by staff and patients. Arts are viewed as enhancing 
well-being, reducing stress, and distracting patients from worries.

(vi) The research findings suggest that there are diverse and sometimes 
conflicting views and responses to arts. Hence patients’ responses to 
arts are often more positive than staff responses, although staff are 
concerned about working environments and some have a clear 
preference for working in modern hospitals. The research also suggests 
that it can be difficult to adapt to changes in the visual environment and 
that issues of consultation and ownership are important in underlining 
successful change and transition processes.

(vii) The review also examined the impact of the design and environment of 
health care facilities on patients and staff. Some of the studies address 
the needs of specific groups of patients. In general, the studies show 
that arts can contribute to the enhancement of health care environments 
in a number of ways including creating uplifting environments and 
reinforcing aesthetic qualities that have been found to reduce stress and 
promote well-being, such as nature images and sounds and natural 
lighting. Arts can also reinforce wayfinding and provision of information,
as well as enhancing the control exercised by patients within health care 
environments.

(viii) The review identified a small number of studies of participatory arts in 
health care. A number of benefits of participatory arts are identified 
including: achievement, pride and engagement; enhanced 
communication, relationships, compassion for others; improved 
atmosphere of health care settings; empowerment and personal 
transformation; feelings of energy, capability and enhanced coping with 
hospitalisation.

(ix) Finally, the review included four non-intervention studies that examined 
characteristics and perceptions of patients and staff of different health
care environments. This research reinforces findings that arts are seen 
as contributing to sustainable supportive and healing environments. 
Three key issues of safety, comfort and control were identified in these 
studies as underlining perceptions and satisfaction with the health care 
environment. Further factors relating directly to aesthetic qualities of the 
environment are discussed, including the importance of nature, gardens 
and access to views of outside. The research also suggests that 
involvement of patients in social and community activities, including arts 
activities, can support positive outcomes in mental health care.

(x) There is some evidence that mental health patients may have stronger 
and more polarised reactions to their environment than other groups. 
Further research is needed into this area.  This finding further underlines 
the importance of consultation and participation in arts programmes that 
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are unlikely to receive consensual support and may arouse strong 
feelings in different stakeholders. The research identifies the importance 
of transparent participatory processes that allow stakeholders to explore, 
contribute to and understand decisions about improvement of health care 
environments.

(xi) The implications of the review are considered in relation to the evaluation 
of ‘Moving On’. These include the need to explore the benefits and risks 
of arts interventions and the contribution of arts to enhancement of the 
environment.  There is also a need to recognise the tensions that exist 
between public, participatory and therapeutic arts and the diverse 
accounts of different stakeholders.  Our research also needs to draw on 
appropriate models of health in order to understand the impact of the arts 
project, which has diverse aims that reflect the complexity of arts in 
health care. Qualitative research lends itself more appropriately than 
does quantitative research to exploring these process and outcome 
issues. Our review has identified a need to strengthen qualitative 
research on the impact of arts on health and it is to this area that our 
research seeks to contribute.

(xii) The review identifies seven key themes, which are discussed in relation 
to the ‘Moving On’ evaluation. These include:

� Key impacts and outcomes of arts in health care.
� The contribution of arts to health care environments.
� The benefits of patient participation in arts.
� Appropriate and inappropriate art.
� Tensions between ‘art’, ‘participation’ and ‘health’.
� The importance of participatory processes and the role of consultation 

and control in mediating complex responses to the arts.
� The need for robust research, including qualitative research, which

draws on appropriate models of arts processes.
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1. Introduction

This literature review was compiled by Norma Daykin and Ellie Byrne for the 
project team as part of the research evaluation of ‘Moving On’, a 
commissioned arts programme within Avon and Wiltshire Partnership Mental 
Health NHS Trust (AWP). The research project was funded by The Estates 
and Facilities Division of the Department of Health as part of the 2005 
Pathfinder initiative, which supports research on programmes seeking to 
enhance health care environments. The project team is drawn from three 
organisations: the University of the West of England (UWE), Bristol, AWP and 
Moving On (Bristol arts consultancy that led the process of commissioning 
artworks for a number of new AWP facilities). 

The report is divided into four main parts: 

� Systematic review methodology and procedures (Section 2).
� Overview of contextual literature and discussion of the UK Policy 

context on arts in mental health (Sections 3 and 4).
� A discussion of recent literature reviews addressing the role of arts and 

mental health (Section 5).
� Discussion of quantitative and qualitative research studies exploring 

the impact of arts and environment in mental health care, including a 
methodological review (Sections 6-10).

The review identifies seven key themes in relation to researching the impact 
of arts in health care environments. These include:

� Key impacts and outcomes of arts in health care.
� The contribution of arts to health care environments.
� The benefits of patient participation in arts.
� Appropriate and inappropriate art.
� Tensions between ‘art’, ‘participation’ and ‘health’.
� The importance of participatory processes and the role of consultation 

and control in mediating complex responses to the arts.
� The need for robust research, including qualitative research, which

draws on appropriate models of arts processes.

These themes are discussed in relation to evaluation of ‘Moving On’ and 
questions and issues for our research are presented in Section 11.
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2. Systematic Review Methodology and Procedures

This section describes the procedures and results of our systematic review of 
research literature on arts in mental health care. This review included 582 
papers including 23 studies, 19 of which were intervention studies on the
impact of design, environment and arts in mental health care settings. The 
process and results are presented below.

2.1 Search strategy and results

The search strategy entailed several phases and involved electronic and 
manual searches using defined inclusion and exclusion criteria, as well as 
critical appraisal of studies.

Phase 1: Electronic search

An electronic search of fourteen databases (see Appendix 1) was undertaken 
using the search terms outlined in Appendix 2. These terms were arrived 
upon after an iterative process of refinement, which involved excluding 
irrelevant phrases, such as “state-of-the-art” and “the art of nursing”, which 
generated large numbers of papers. Where possible, only papers published 
since 1985 were requested. However, this was not possible for all databases, 
so papers dating back further than 1985 were manually removed. The search 
was run on 26th January 2006 and the results saved to a RefWorks folder.  In 
total there were 600 papers, 525 after the removal of duplicates. An overview 
of the results of this search is presented in Appendix 1. 

Phase 2: Relevance screening of titles and abstracts

This took place during February-April 2006. The following inclusion and 
exclusion criteria were used to determine which papers to include in the 
literature review.

Inclusion criteria
Papers on arts, architecture or design initiatives in health care
Papers on participatory arts in health care
Patient arts
Artists in residence
Intervention studies and other sorts of literature 
International research
English language
1985 onwards

Exclusion criteria
Not relevant to arts or design initiatives in health care
Not relevant to participatory arts in health care
Art therapy (incl. music, drama, play and dance) where art was a purely 
clinical or diagnostic intervention
Not English language
Pre 1985
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This process led to the exclusion of 440 papers leaving 85 inclusions. These 
were grouped into three categories: contextual documents (21), journalistic 
reportage (16) and research studies (48). The research studies were grouped 
by topic, with the majority focusing on design and environment issues (28) 
and a smaller number focusing on visual arts (10), patient arts (6) and 
other/mixed art forms (4). 

Phase 3: Full text screening

During April-May 2006 the full text versions of each paper were obtained and 
further checks for relevance took place. One paper was unobtainable: this 
was a review of good practice in community based art in health initiatives, 
published by the now non-existent Health Development Agency. Hence, full 
text screening of 84 papers was undertaken, during which some papers were 
reclassified as reportage or contextual literature, and others were merged if 
they were reporting on the same study. The exclusion criteria were also
modified at this stage to remove papers on poetry and creative writing, as well 
as dissertation theses, which were difficult to obtain. The full text screening 
was undertaken by Ellie Byrne (EB) and Norma Daykin (ND) following a 
meeting of a subgroup (EB, ND and Mark Palmer) in which a sample of 
papers was screened.

A total of 12 papers were excluded at this stage leaving 72 papers in the 
review.  These included 19 studies and three literature reviews identified 
through full text screening. These results are presented in Appendix 3. 

Phase 4: Manual search

To make the search as comprehensive as possible, searches were done on 
key authors as well as citation searches on significant papers. This phase 
was concurrent with phase 2. Key government publications were also sought.
In total there were 67 items of additional literature identified. The full text 
papers of these were reviewed using the inclusion and exclusion criteria. The 
majority of these papers were contextual literature and reportage (58). These 
are discussed along with the contextual literature in Section 3 below.  This 
phase also identified four additional literature reviews and five additional 
research studies.

2.2 Overview of results

An overview of the results is presented in Appendix 4 and a breakdown of all 
studies is presented in Appendix 3. The literature reviews are identified in 
Appendix 5. The majority of intervention studies focus on design and 
environment issues (10), with six studies focusing on arts initiatives in health
care. There were also four intervention studies of patient arts. We also 
included four non-intervention studies that surveyed patients’ and staff 
perceptions of art and environmental issues in health care. An overview of 
these studies and their findings is presented in Appendixes 6-10. A data 
extraction sheet (Appendix 6) was used to summarise the papers and critical 
appraisal of the studies was undertaken by ND and EB using standard critical 
appraisal tools.
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3. Overview of Contextual Literature

The contextual literature addresses papers on a number of topics including:

� The role of arts in health care.
� Appropriate and inappropriate arts in health care.
� The diversity of arts and health activity.
� The evidence base for arts and health.
� Conceptualising the impact of arts and health.

3.1 The role of arts in health care

Since the early 1980s arts have occupied an increasingly prominent position 
within UK health care settings. The role of arts has been defined in relation to 
general changes in patterns of illness and health care in Western societies. 
Arts may have a key role to play in response to increased prevalence of 
mental health conditions, such as depression and anxiety (Philipp, 2002), 
which demand new ways of thinking about treatment and care. As Richard 
Smith, the then editor of the British Medical Journal, suggested:

‘More and more of life’s processes and difficulties – birth, death, 
sexuality, ageing, unhappiness, tiredness, loneliness, perceived 
imperfections in our bodies – are being medicalised… If health 
is about adaptation, understanding and acceptance, then the 
arts may be more potent than anything medicine has to offer.’
(Smith, 2002)

This theme of countering medicalisation is an emergent one in research. 
Hence, Coultier (2005) suggests that pleasurable aesthetic experiences can 
raise patients’ awareness and responsiveness to health care environments, 
making them seem less clinical, diminishing anxiety and enhancing emotional 
well-being of patients and staff. While a high quality environment cannot 
compensate for negative experiences of clinical care, attractive, clean and 
well maintained environments can give confidence to patients and relatives, 
contributing to a positive impression of the organisation and its management 
(Coultier, 2005).

Links between the arts and health can be traced back hundreds of years. 
Hugh Baron’s synopsis (1999) of the history of art in hospitals goes as far 
back as the fourteenth century when art took the form of images of the deity in 
the hospital chapel. The aim of this art was to help patients pray for recovery 
or forgiveness of their sins. From the fifteenth century ornate religious 
paintings donned the walls of hospitals like the Hospital of St Wulstan in 
Worcester. Baron describes sculptures marking the entrance to hospitals, 
specially commissioned painted ceilings and enormous oil on canvas 
paintings, all of which suggest that art was an important part of the hospital
environment throughout history. However, from the early twentieth century 
until the 1960s, architectural fashion dismissed colour and decoration and 
hospital walls were left plain and bare. Baron puts this partly down to the 
influence of representations of Greek sculptures and temples, as well as 
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Romanesque and Gothic cathedrals as beautifully white, which influenced 
hospital interior design (Baron, 1999: 11). These changes also coincided with 
economic and social changes in western societies, including the emergence 
of medical science as the dominant discourse in health care (Lee and 
Jackson, 2002: 116). Hence, arts based approaches to healing took a back 
seat until the 1960s when there was a re-emergence of the concept of healing 
arts.

3.2 Appropriate and inappropriate art in health care

The notion of appropriate and inappropriate arts in health care features 
strongly in the contextual literature. While individual differences, as well as 
cultural differences and gender, influence preferences for the form and 
content of art (Zuckerman et al., 1993), there is also a sense that art in health 
care should address specific concerns. In particular, the restorative functions 
of nature images are contrasted with the negative impact of abstract, 
ambiguous or disturbing images (Ulrich, 1992).

The notion that hospital environments should be bright and avoid gloom is 
also echoed throughout history. Barry Edginton (2003) traces the beginnings 
of ‘moral architecture’ back to the design of The York Retreat. Built in 1796, 
The York Retreat was constructed on the premise that the asylum was a 
mode of treatment, and that the physical environment was a crucial part of the 
healing process. Quakers Tuke and Bevans wanted to create an environment 
that provided sanctuary, representing homeliness, order and calm to aid 
recovery. Nature was a central theme in the design of The York Retreat; Tuke 
felt strongly that the design should feature large windows in the galleries and 
unobstructed views of the surrounding countryside. Cheerfulness was also a 
valued feature of The Retreat and was attempted through carpets, paintings 
and wallpaper – quite revolutionary at the time. Overall, treatment of mental ill 
health was viewed as requiring a humanistic rather than medicine-based 
approach to treatment (Edginton, 2003).

Since the 1960s, these notions have re-emerged through schemes like 
Paintings in Hospitals, which consists of a collection of 1400 paintings that are 
rented out to hospitals for display.  The emphasis is on positive and cheering 
images, not challenging ones, as Raphael Eban, a member of the committee 
explains:

‘The policy is not to consider works which are gloomy or 
disturbing in content or excessively sombre in colour… care is 
taken to exclude those which might be considered to have a 
disturbing interpretation. The general tone of the collection is 
therefore positive and bright…’ (Eban, 1997: 36)

Hence, hospital arts projects often tend to involve intense preparatory stages 
where not only are patients consulted, but also staff and other stakeholders. 
Similarly, increasing numbers of arts interventions taking place within 
hospitals are subject to some sort of evaluation, often in the form of a survey 
completed by patients and staff.
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Notions of appropriate and inappropriate art in health care feature strongly in 
the literature reviews we identified and are discussed in Section 5 below.

3.3 The diversity of arts and health activity

The review of the literature identified a diverse range of arts for health 
activities, including: aesthetic considerations in building design, inclusion of 
commissioned artworks in health care settings, and participatory and 
therapeutic patient arts.  Hence, arts for health encompasses a broad range of 
disciplines including: evidence based design, public arts, arts for health and 
established arts therapies.

Design and environment

The impact of building design and environment is a key theme. Key aesthetic 
and functional considerations include:

� Engendering a welcoming, calming and non-institutional atmosphere.
� Distracting patients from stress and anxiety.
� Helping people to navigate their way round hospitals.
� Fostering a sense of ownership and pride in public buildings.

(Scher, 1996; Scher, 2000; Miles, 1994; NHS Estates, 2002a).

Participatory and patient arts

Patient arts in the form of art and music therapy are well established in the 
NHS, with music therapy the most recent discipline to gain the state 
registration status through the Health Professions Council in 1997.  Other 
participatory arts are more emergent and less well regulated. The aims of 
therapeutic and patient arts to some extent overlap, although the review has 
identified a need for a clearer understanding of their respective contributions 
(Arts Council England, 2004). While therapeutic arts are often linked with 
clinical outcomes, some patient participatory arts emphasise aesthetic goals. 
For example, organisations like START (Sheltered Training in Art) in 
Manchester focus on developing artistic ability in mental health service users. 
At START’s inception, none of the staff had psychiatric qualifications so 
therapy was not an objective. The focus has been very much on the 
production of high-quality artwork and it is claimed that START’s artistic output 
alone makes them directly comparable to other arts and environmental arts 
agencies (Brown, 1997). Work produced in START’s studios has been 
exhibited in diverse arenas and has won numerous prizes, including the 
recent University College London Arts in Health Award for 2004.

In some documents, tensions between public, participatory and therapeutic 
arts emerge. Hence, key questions arise about the value of participation, the 
judgement of quality, and the role of professional artists in health care. Peter 
Senior, who leads the Manchester Arts for Health organisation, which helps to 
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organise arts projects at the request of health authorities, individual hospitals 
or health units, explains the need to balance these elements:

‘We always try to encourage the highest quality of art… but this 
has to be balanced by the quality of the activity itself. It should 
involve everyone who wishes to participate in the project. We 
don’t feel it is sufficient for someone to paint paintings, prints, 
photographs etc. on the wall...’ (Senior, 1992: 150)

3.4 Conceptualising the impact of arts and health

Underlying the themes discussed in this review is the fact that there are 
different ways of conceptualising the impact of arts on health. Our review has
identified three broad approaches including:

� Medical and biological models, including evolutionary and physiological 
explanations of the impact of arts on health.

� Therapeutic models drawing on psychological and psychodynamic 
understandings of the impact of arts on individuals.

� Sociological approaches, including theories of social and cultural capital as 
well as reflexivity and identity, which emphasise the construction of 
meaning through identification with arts and arts activity.

These different approaches influence different arts and health sectors in 
different ways. Hence, evolutionary theories have to some extent influenced 
the development of the evidence based design movement (Ulrich, 1984); 
biomedical approaches have influenced the clinical and medical literature 
(Staricoff, 2004); and the broader arts for health movement has been 
influenced by social models (Angus, 2002).

These approaches frame different approaches to arts and health and 
emphasise different impacts. Some of these are elaborated in the typology of 
arts and health approaches offered by Tom Smith (2003: 3), which includes 
the following notions:

� Creative expression as intrinsically healthy – aiding expression 
(seen as central to health), developing individual’s sense of their 
own health.

� Art as therapeutic – enhancing individual well-being, reducing 
stress. Individual health improvement.

� Supporting and improving health care – easing burden on staff, 
improving recuperative environment.

� Creative learning – the development of more engaging information 
about health (arts as a perspective, messenger and research tool) 
for communities and health services.

� Community arts – influencing health behaviour through raising 
awareness/exploring health issues in communities through creative 
activity.

� Social arts – improving self-assessed health status, strengthening 
relationships, producing social experiences.
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Identifying these different dimensions contributes to the understanding of the 
impact of arts on health and is therefore a key issue for our research.
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4. The UK Policy Context

The diversity of arts and health interventions is also reflected in publications 
by Government bodies that have been increasingly involved in sponsoring arts 
for health initiatives. These include the Department of Health (DH), the 
Department for Culture, Media and Sport (DCMS), The Estates and Facilities 
Division of the Department of Health (formerly NHS Estates) and the Social 
Exclusion Unit (SEU).

In addition to the therapeutic and personal benefits of arts in health care, a 
number of key themes emerge from analysis of policy documents produced 
since the 1990s:

� Reducing inequalities and addressing social exclusion through 
participation in the arts.

� The impact of physical environments and building design on patient 
outcomes.

� Patient and public involvement.
� Strengthening the evidence base for arts based approaches.

4.1 Reducing inequalities and addressing social exclusion through 

participation in the arts

The establishment of the Social Exclusion Unit and 18 Policy Action Teams in 
1997 reflected a new approach to tackling social exclusion that encompassed 
a multitude of factors including: unemployment, discrimination, poor housing, 
ill health and family breakdown.  The role of arts within this strategy was 
articulated in the 1998 Social Exclusion Unit document, Bringing Britain 
Together, which outlines the government’s strategy for neighbourhood 
renewal:

‘The arts have sometimes played a surprisingly important role in 
turning around poor neighbourhoods.’ (SEU, 1998: 62)

Policy Action Team 10 investigated how the impact of community participation 
in the arts and sport could impact on neighbourhood regeneration, claiming in 
1999 that:

‘There are various distinctive contributions that the arts and 
sport have to offer to tackling the causes of social exclusion.’
(DCMS, 1999: 28) 

 
This report identified positive benefits of the arts including: participation, 
personal development, and community and economic growth. The report also 
identified obstacles facing the promotion of arts for health initiatives including:
lack of co-ordination between agencies, lack of mainstream funding and the 
low status of the arts. The report also called for greater ‘hard’ evidence that 
the arts and sport are beneficial, as well as which types of project are cost-
efficient (DCMS, 1999).
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Support for the role of arts in health care has been reinforced more recently, 
for example by Hazel Blears MP in a speech in February 2003 discussing 
large-scale capital investment in the arts (Blears, 2003).  Blears linked 
investment in the arts to wider regeneration and investment, using The Lowry 
Art Gallery in Manchester as an example of how arts projects can contribute 
to local investment and employment as well as community engagement. She 
also suggested that further research was needed to identify benefits and risks 
of arts interventions in order to ensure best use of future opportunities for 
investment.

While links between mental ill health and social exclusion have been 
emphasised in a number of policy documents, the role of arts has only 
recently been discussed in any depth (DH, 1998; SEU, 2004a; SEU, 2004b).  
Hence, in the 1998 document, Modernising Mental Health Services (DH, 
1998), the government’s plans for the development of mental health services 
were set out. There was a clear focus upon tackling the causes of mental ill 
health, including social exclusion, although the role of arts-based interventions 
was not discussed directly. The emphasis was on medical treatment as well 
as reducing social exclusion in key areas such as crime, employment and 
education.

More recently the role of arts, alongside leisure and sport, has been 
recognised in terms of community participation and therapeutic benefit.
However, it is also suggested that more research into the effectiveness of art-
based interventions is needed (SEU, 2004b).

4.2 The impact of physical environments and building design on patient 

outcomes

The Estates and Facilities Division of the Department of Health is a key 
organisation that has increasingly recognised the impact of the physical 
environment on health. On the DH website, its role is described as:

‘Strategic development of a flexible and responsive environment 
for health and social care, delivering improved health outcomes 
through innovative estates and facilities solutions which enable 
high quality, safe patient care.’ (NHS Estates and facilities 
management 16/01/06)

Much of the advice offered by The Estates and Facilities Division of the 
Department of Health centres on issues such as safety, maintenance, energy
efficiency and environmental awareness. However, there is a clear 
assumption that the hospital environment can have an impact on the morale 
and well-being of service users, staff and visitors. The role of the arts is 
discussed in a series of publications providing guidance for the development 
of building projects (NHS Estates, 2002a; NHS Estates, 2002b; NHS Estates, 
2003a; NHS Estates, 2003b).
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A number of themes emerge from these documents. There is a strong feeling 
that NHS buildings should evoke feelings of civic pride, confidence and 
comfort. Using arts to create a non-institutional atmosphere and community 
links is also emphasised along with the role of arts in raising spirits, creating 
calm atmospheres and a sense of space (NHS Estates, 2002a).

While the contribution of arts to good health care design is recognised in 
these documents, the arts are not a major focus. Hence, a 2004 publication 
from Hyett and Jenner (2004), which gives eleven case studies of recent 
building programmes, only includes two cases in which the arts are explicitly 
mentioned. Nevertheless, the overall feeling from these documents is that the 
arts are an important consideration in health care design and can potentially 
contribute a significant amount to the creation of healing environments.

4.3 Patient and public involvement

These documents reflect the growing emphasis in UK health policy on patient 
and public involvement. Hence, the Department of Health has emphasised 
the role of arts in offering opportunities for service user and staff involvement, 
with Alan Milburn quoted as saying:

“… future new projects will need to provide evidence of the 
involvement of staff, patients and the public in planning their 
design.”  (NHS Estates, 2002b: 11)

Similarly, participation and service user involvement are strongly emphasised 
in the Mental Health and Social Exclusion Report (SEU, 2004b). Department 
of Health guidance for the commissioning of day services in mental health 
also focuses on involving service users in the set-up and management of their 
own services, although detailed guidance on how to do this is not given.
Rather, commissioning processes should seek to:

‘… increase the extent to which services are led and run by 
people who have mental health problems themselves… (to) 
enable people with mental health problems to determine what is 
provided via user-led services… (and to) maximise use of the 
expertise of those with personal experience of mental health 
problems in designing and developing services…’ (DH, 2006: 
5)

4.4 Strengthening the evidence base for arts based approaches

A key theme running through the policy documents regarding the impact of 
the arts upon health and mental health is a need for more research and 
evaluation of arts-based interventions (DCMS, 1999; Blears, 2003; SEU, 
2004b).

A number of organisations, such as the National Institute for Mental Health in 
England (NIMHE); the UK Mental Health Research Network (UK MHRN); the 
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Arts Council England; the recently disbanded National Network for Arts in 
Health (NNAH); and the Centre for Arts and Humanities in Health and 
Medicine (CAHHM) have contributed to the development of a research 
agenda for arts and health. At the local level, organisations such as Arts and 
Health South West have also identified the need for further research in this 
area. A recent report by Ruth Hecht (2005), commissioned by South West 
Arts, highlights the diversity of projects but also identifies problems, such as 
short term funding and lack of sustainability, which make it difficult to generate 
robust evidence. Many current evaluations are qualitative, and some 
practitioners have suggested that what the field needs is a qualitative method 
of evaluation equivalent to the randomised controlled trial – the ‘gold standard’
in quantitative health research.

The development of the evidence base for arts and health interventions is a 
key theme addressed in recent literature reviews on arts and health and this 
issue is discussed in more detail in Section 5 below.
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5. Recent Literature Reviews on Arts in Health Care

In addition to the contextual and empirical literatures, our literature search 
generated seven published literature reviews (see Appendix 5).  Only one of 
the reviews focuses specifically on arts and mental health (White and Angus,
2003). The other reviews span a number of areas ranging from the impact of 
the environment and the design of health care facilities, through to the impact 
of community based art for health activity. They include a recent review of the 
arts and medical humanities literature by Rosalia Staricoff (2004). While not 
all the material discussed is directly relevant to our project, we have included 
those aspects that have a bearing on our research, including aesthetic and 
design issues, as well evaluation methodologies in the arts and health field. 
This section ends with a discussion of the implications of the findings from 
these reviews for the evaluation of ‘Moving On’.

5.1 Literature review on arts and mental health

This section discusses the 2003 Arts and Adult Mental Health Literature 
Review by Mike White and John Angus (2003). This review was carried out 
by the CAHHM at the University of Durham.  It is the only review specifically 
addressing mental health issues and therefore is directly relevant to our 
project. The review focused mainly on community based arts in mental health 
projects rather than on arts projects in psychiatric institutions, and issues of 
social exclusion were a strong concern. The reviewers did not follow 
systematic review methodology but drew on previous reviews by CAHHM, as 
well as electronic searches, site visits and face-to-face interviews with 
practitioners in arts in mental health in order to gain an overview of current 
practice and assess key issues for the field.

The breadth of arts and health activity is apparent from the discussion of 
projects. The importance of evaluation to those in the field is noted and three 
general approaches to evaluation are identified as follows:

1. Health based approaches testing what the arts contribute to self-esteem 
and its effect on qualitative self-assessments of well-being.

2. Socio-cultural approaches adapted from recent assessments of the social 
impact of the arts.

3. Community based approaches adapted from social capital theory on 
health improvement.

Nevertheless, the report notes that relatively little empirical evidence exists 
regarding the impact of arts in mental health. Hence, the reviewers were 
unable to identify any systematic reviews or formal longitudinal studies of the 
social, clinical and cost benefits of participation in arts and mental health 
programmes. They also note widespread uncertainty about what evaluation 
methods to use as well as a perception among some arts practitioners that 
quantitative evaluation will affect and damage the delivery of their work.

The authors note some further challenges of evaluation methodology,
including lack of clarity about the aims of arts for health projects and a 
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consequent difficulty of relating aims to evidence. The lack of appropriate 
measurement tools that are both robust enough to delineate outcomes and 
sensitive to the processes of arts for health work is also noted. The small size 
and limited scope of many projects presents an ongoing difficulty for research 
and evaluation: it is suggested that joint funding applications might be needed 
to achieve critical mass and enable longer term programmes of research and 
evaluation. The authors conclude that evaluation is not yet culturally central 
to arts for health work. Further, there is a need to strengthen qualitative 
research in this area:

‘… more grounded research and greater engagement with 
projects over long periods is necessary to explore impact and 
evidence in these complex interactions.’ (White and Angus, 
2003: 6)

In summary, the review identifies a number of key themes as follows:

� There is a strong concern with issues of social exclusion in research on 
arts and mental health.

� Arts for health activity in mental health care includes a diverse range of
practices and approaches.

� Most evaluations of arts and mental health activity use qualitative 
methodologies and draw on social as opposed to medical models of 
health. There are relatively few high quality empirical studies in this field 
and evaluation is not yet culturally central to arts in mental health.

� There is uncertainty among practitioners about what evaluation methods to 
use and a need to strengthen qualitative research in this area.

5.2 Art, design and the role of the physical environment

Four of the reviews address design and environment issues in health care 
provision. Two of these (Ulrich et al., 2004; Devlin and Arneill, 2003) are 
generic, focusing on hospitals and health care settings in general. One review 
(Day et al., 2000) examines the specific needs of patients with dementia,
while the systematic review by Dettenkofer et al. (2004) also addresses a 
specific concern: the influence of hospital architecture on nosocomial infection 
rates.

The 2004 review by Roger Ulrich and colleagues (Ulrich et al., 2004) is the 
result of an extensive search of databases and libraries for rigorous research 
linking the physical environment to patient and staff outcomes. The authors 
report a screening process in which the research studies were assessed 
according to rigour, quality of research design, sample sizes and degree of 
control.

The research team reported that they found rigorous studies documenting 
patient and staff outcomes in four areas:
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� Staff stress and fatigue and effectiveness in delivering care;
� Patient safety;
� Stress and clinical outcomes;
� Overall health care quality.

For example, studies are cited linking environmental factors to infection rates, 
stress and other outcomes caused by poor management of noise and lighting, 
medical errors, falls and other staff and patient injuries.  Issues of privacy and 
confidentiality are also discussed, with evidence suggesting that design 
features may often lead to breaches of patient confidentiality in clinical 
environments, with patients likely to withhold important information if 
conditions of privacy are not met.  The authors conclude that making hospital 
environments more comfortable, aesthetically pleasing and informative can 
reduce stress among staff and patients, as well as increasing patient 
satisfaction with their overall care.

A small number of studies addressing art and aesthetic issues are reported. 
A key focus of these is different responses by patients to different types of art 
in hospitals (Ulrich and Gilpin, 2003).  One study of 300 randomly selected 
inpatients examined their preferences for different images, concluding that 
patients preferred nature images but disliked abstract art (Carpman and
Grant, 1993). Another study reported (Ulrich et al., 1991), suggests that 
inappropriate art styles can increase stress and worsen other outcomes. 
Interviews with patients in a psychiatric unit furnished with diverse paintings 
and prints revealed strongly negative attitudes towards artworks that were 
ambiguous, surreal or could be interpreted in multiple ways. The same 
patients reported having positive feelings and associations with respect to 
nature paintings and prints.

The 2003 review, Health Care Environments and Patient Outcomes – a
review of the literature (Devlin and Arneill, 2003) provides a thematic overview 
of mainly US evidence on the effects of health care environments and patient 
outcomes. This is not a systematic review and selection criteria for studies 
are not reported.  There is relatively little discussion of the methodologies 
used in the studies, although there is an acknowledgement of a lack of high 
quality scientific research in the area.  This makes it difficult to assess the 
quality of the evidence presented. Nevertheless, the review does highlight 
some useful themes including:

� The importance of patient involvement in their health care.
� The impact of the ambient environment.
� The needs of special populations and specialised buildings.

In relation to patient centred care, the issue of control emerges as a key factor 
influencing patients’ responses to the care environment. Control can be 
diminished by a number of factors such as lack of privacy, noise, and choice 
over issues such as television viewing, as well as environmental factors such 
as the lack of a view from a window and confusing wayfinding cues (Ulrich,
1992). Ultimately, lack of control can contribute to a range of negative 
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outcomes including depression, elevated blood pressure and reduced 
immune functioning (Ulrich et al., 1991).

Environmental features that affect patient outcomes include noise, lighting, 
colour, windows, views and art.  Research suggests a number of negative 
effects of excessive or unwanted sound, including sleep deprivation (Simpson
et al., 1996), are associated with a number of negative physiological 
outcomes (Topf and Davis, 1993). The review highlights earlier research that 
has demonstrated that patients’ experiences in hospital are affected by the 
presence or absence of a window (see for example Ulrich, 1984). Work by 
Ulrich (1992) on the role of art in hospital is also discussed. Artworks that 
feature images that hold the attention and create a positive distraction from 
worries and invasive thoughts are seen as of most benefit. These include:

� Nature elements, such as trees, plants and water.
� Happy, laughing or caring human faces.
� Benign animals, such as pets.

The 2000 review by Day et al., (2000) focuses on design and dementia,
including facility planning, environmental attributes, building organisation, all 
of which are increasingly recognised as an important aid in caring for people 
with dementia. The review includes 71 empirical studies published from 1980
onwards.

The review identifies a number of characteristics of the environment that can 
have an impact on this group. For example, residents’ orientation can be 
affected by factors such as noise and lighting, while orientation can be 
improved by design features such as colour.  While there is relatively little 
emphasis on arts, the review does consider other planning principles relevant 
to our research including relocation to new environments. A number of 
studies cited in the review suggest that when people are moved together as 
an intact group, to residents and staff there are few negative effects of 
relocation (Anthony et al., 1987; McAuslane and Sperlinger, 1994). However, 
residents with dementia who are moved individually appear to suffer higher 
rates of depression and mortality (Anthony et al., 1987; Robertson et al., 
1993). The extent to which these studies considered the quality of the 
environment in relation to the effects of relocation is unclear, although one 
study suggests that the more pleasant environment of a new facility may 
partially explain the lack of negative impact for relocated residents 
(McAuslane and Sperlinger, 1994).

The review notes that the majority of studies were based on small sample 
sizes. These are included as they reflect the limited populations of residents 
at single facilities in which most of the research took place. Nevertheless, the 
authors conclude that further research is needed to build on these exploratory 
studies in order to investigate the therapeutic use of design in dementia care.

The final review discussed in this section focuses specifically on the evidence 
regarding the effects of improvements in hospital design and construction on 
the occurrence of nosocomial infections (Dettenkofer et al., 2004). Although it 
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does not address arts or mental health issues, it has been included because it 
is a systematic review addressing the links between environment and care 
outcomes and as such, offers some important methodological insights. The 
authors searched for papers published between 1975 and 2001 reporting 
experimental or observational approaches to examine the effect of 
modifications to hospital architecture. Interventions were defined as a move 
to other premises or the renovation of, or physical changes to, hospital 
construction and design. Most of the changes resulted in the provision of 
more space per hospital bed, single rooms, or easily accessible hand washing 
facilities. The authors identified 178 scientific papers but only 17 of these met 
the methodological criteria for inclusion. Most of these are described as non-
randomised historical cohort comparison studies or case series without 
control. None reported a meta-analysis, systematic review or randomised 
controlled trial. Hence, while a small number of the studies reported a 
reduction in nosocomial infection following an architectural intervention, the 
authors suggest that methodological limitations make it difficult to specify the 
nature and extent of reductions in nosocomial infection rates resulting from 
specific improvements in hospital design or construction.

5.3 Summary: Key themes arising from recent literature reviews on art, 

design and the role of the physical environment

� Four reviews address the impact of health care design and environment 
issues on patient outcomes.

� In general, procedures for screening and critical appraisal are not reported,
with the exception of the systematic review by Dettenkofer et al. (2004),
and the paper by Ulrich et al. (2004), which report screening of papers for 
quality.  Other methodological issues reported include the use of small 
samples in research, as well as a lack of randomisation and control in 
many studies.

� Key themes are identified as:
� The impact of design on staff outcomes (stress, fatigue and 

effectiveness).
� The impact of design on patient outcomes (safety, stress and 

clinical outcomes).
� The impact of design on overall health care quality and patient 

satisfaction with care.
� The importance of patient involvement and control in mediating the 

impact of arts on health and well-being.
� The needs of special populations (e.g. patients with dementia).
� The quality of the environment can help reduce negative effects of 

relocation from old to newer facilities.

A small number of studies address arts issues. Key themes include:

� Art should be appropriate, i.e. engaging and distracting.  Hence,
nature images and benign images of people or pets are viewed as 
more suitable than abstract art.
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� Inappropriate art can worsen patient outcomes.

5.4 Community arts, patient art and therapeutic arts for health activity

The final two reviews encompass a wide range of art for health research in 
community and health care settings.  While neither focuses specifically on 
visual arts or mental health, both offer comprehensive accounts of research 
and useful discussion of key issues for the development of this field.

The 2002 Review of evaluation in community-based art for health activity in 
the UK (Angus, 2002) was commissioned by the Health Development Agency 
(HDA) from the CAHHM. While the report does not follow systematic review 
methodology, it offers a comprehensive discussion of arts for health 
evaluation drawing on an extensive review of over 150 recent documents 
describing 64 separate projects on community based art for health activity in 
the UK. The projects included 34 in community settings, as well as 13 in 
community based health organisations, five in care homes and 14 in hospitals.

Four of the projects with a specific target population were in the field of mental 
health. The report highlights the diversity of community based arts for health 
activity, which includes: participatory arts, therapeutic arts, health promotion, 
community development, environmental enhancement, exhibitions and 
performances, and staff development. Projects also involve a wide range of 
stakeholders with diverse backgrounds, skills and intentions. The aims of arts 
for health interventions do not necessarily include improvements in health 
using clinical indicators.  Rather, they address a variety of aspects of health 
and well-being including psychological, social and even spiritual dimensions. 
Common aims of arts for health projects include:

� Raising awareness of health issues and encouraging people to take 
responsibility for their health.

� Personal development.
� Aesthetic improvements of buildings and environments.
� Acquisition of art and craft skills.
� Social activity and participation.
� Staff development for health professionals.
� Health needs assessment.
� Communication between consumers and the health and social care 

agencies.
� Cross sector partnership working.

The report discusses methodological issues that characterise what is an 
emergent and multidisciplinary field. The current limited evidence does not 
adequately reflect these underlying holistic as opposed to medical models of 
health that underpin many art for health initiatives. These recognise social 
determinants of health, invoking notions of cultural capital and empowerment 
to describe the benefits of participation. Most evaluations are basic and 
unstructured, drawing on qualitative information but providing negligible 
information about the use of procedures and making little attempt at data 
analysis.
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Despite an emphasis on the importance of processes in arts and health work, 
most projects focus on outcomes, using simple survey instruments that often 
produce limited information. While many practitioners recognise the 
importance of evaluation, the report also notes concerns among arts workers 
that evaluation might distort the purpose of projects. Hence, a concern with 
monitoring and an over emphasis on a quantitative approach are sometimes 
seen as limiting investigation of humanistic aspects of arts. There is also a 
concern that attempts to meet the requirements of methodologies acceptable 
within scientific and medical discourses might compromise or even negate 
arts for health work.

A number of concerns relating to art in health care are raised in the report. 
These include an emphasis on the quality of art produced, since it is this that 
generates positive outcomes.  Attempts to link arts projects too closely with 
social or educational ‘messages’ are often seen as unlikely to be successful 
and that using art to deliver specific health outcomes will simply result in bad 
art.  Nevertheless, there is a concern among many artists to develop a role as 
responsible citizen, and so perhaps to produce a different kind of art.  Angus 
(2002) also notes a tendency among medical staff to assume that art for 
health contexts should be ‘safe’ and have a calming effect. This view is not 
necessarily shared with patients. While some art has a calming effect, art can 
also be effective in stimulating thought, activity and dealing with difficult 
emotions.

The issue of risk is raised by art therapists who draw attention to the potential 
for complex emotional issues to arise from participation in the arts. There is a 
concern that these issues are adequately supported and followed up if 
necessary, this support being seen as important for workers as well as for 
participants:

‘Art for health workers may become deeply involved in people’s 
lives around times of great stress, distress and disturbance and 
are bound to be affected by these experiences.  It is important 
that they look after themselves.’  (Angus, 2002: 11)

The second review to be discussed in this section is Staricoff’s (2004) Arts in 
Health: A Review of the Medical Literature, commissioned by the Arts Council 
England. This review examines medical literature published between 1990 
and 2004. Staricoff’s contribution is widely known and considered to be an 
important addition to the growing Arts in Health evidence base. The selection 
criteria for studies to be reviewed included randomised and non-randomised
controlled trials, peer reviewed studies from a reputable source and studies 
performed before and after the intervention of the arts. Staricoff reports a 
range of positive effects of the arts including clinical outcomes, staff outcomes 
and the effects of arts and humanities on the education and training of health 
practitioners. Examples include: reduced anxiety and depression among 
chemotherapy patients, reduced anxiety and changes in blood pressure, heart 
rate and demands for myocardial oxygen among heart patients, reduced 
length of stay and other clinical improvements in neonatal care. Staff 
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outcomes are also addressed, although the evidence base is significantly less 
than other areas. The review identifies evidence of reduced stress and 
improvements in job satisfaction, as well as enhanced performance, sensitivity 
and observational skills among medical and nursing staff.

The review includes a discussion on the effect of different types of art forms 
and mechanisms of art perception. There is extensive discussion on the 
effects of art and music on processes of the brain and the therapeutic 
implications of this debate are explored. Individual cultural experiences also 
influence the interpretation of meaning and aesthetics (Koster, 1998; Rhodes
et al., 1990).

Staricoff’s review offers the most comprehensive account to date of arts and 
health research, and a sizeable portion of the review is devoted to the arts in 
mental health. The review identifies clinical outcomes of arts including:

� Improved well-being and quality of life.
� Adjustment to living in care settings.
� Improvements in behaviour, such as agitation.
� Reduced risk.
� Enhanced cognitive function.
� Enhanced communication and expression.
� Improved mood.
� Enhanced self-esteem.
� Preservation of emotional and functional motor activities.
� Reduced levels of depression.
� Reduced levels of stress among care staff.
� Enhanced diagnostic procedures.

These effects often relate to specific genres, user groups and settings. Music 
is the most extensively researched area covered by the review and there is 
relatively little research reported into the effects of visual arts in mental health 
care. The most notable study is that by Kincaid and Peacock (2003) who 
assessed the impact of wall murals painted over an exit door, suggesting that 
these visual images can positively affect behaviour of people with dementia, 
reducing agitation and risk. Patient art is also used as a diagnostic tool in 
mental health care: studies suggest that there are differences in patients’ work 
relating to psychiatric conditions. Recognition of these allows diagnosis 
where verbal material is not available (Hacking et al., 1996; Lev-Weisel and
Shvero, 2003).

5.5 Summary: Key themes arising from literature reviews on community, 

patient, and therapeutic arts for health activity

� Positive impacts of art, including clinical outcomes in mental health 
care, have been identified.  Music is the most extensively researched 
art form, although the role of visual arts has also been explored.

� Community based art for health activity in the UK is a diverse and 
growing field with multiple aims, stakeholders and approaches. This 
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type of activity tends to address social as opposed to medical aspects 
of health and there is less concern with clinical outcomes.  There is a 
greater emphasis on visual arts in this field than in the medical 
literature, which reflects extensive research on music and health. A 
number of challenges arise in relation to research and evaluation of 
arts in this emergent field, including the development of appropriate 
methodologies for researching arts activities.

� Tensions exist between notions of ‘art’, ‘participation’ and ‘health’. 
Hence, linking arts too closely with health and social objectives is seen 
by some as diminishing the quality of art. On the other hand, others 
see engagement by artists with processes of participation and health 
care as contributing to the development of new art forms.

� Tensions also surround notions of ‘appropriate art’, with community 
based projects more likely to value the role of art in stimulating thought, 
activity and dealing with difficult emotions.

� Issues of risk arise when artists in health care attempt to engage with 
complex emotional issues. Art for health workers, as well as 
participants, need to be adequately supported.
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6. Methodological Characteristics of the Studies Included in 

the Review

A total of twenty three studies were included in the review. These are listed in 
Appendix 11. The methodologies and findings from these studies are 
described in Appendixes 7-10. 

The majority of the intervention studies focused on the impact of design and 
environment in health care. There were ten studies in this category including 
seven experimental studies, one of which also used qualitative interviews, and 
a further three mixed methods evaluation studies.

Six studies focused on the impact of arts interventions on health care 
environments. These included one control study, two studies using pre and 
post-test designs, and three surveys exploring responses to arts interventions.

We also identified three studies of patient arts. Two of these used qualitative 
methods and one was a quantitative study of the impact of involvement in arts 
processes.

The remaining four studies were descriptive surveys of different health care 
environments.

6.1 Experimental studies of the impact of design and environment in 

health care

Of the seven experimental studies, most were control studies and naturalistic 
experiments investigating the impact of an intervention within a health care 
setting, although one study by Ulrich (1991) drew on volunteer students in a 
university setting (Ulrich et al., 1991). All of the studies took place in the 
context of developed countries, mostly the US and the UK.

Interventions investigated in the studies 

A wide range of interventions and settings are reported in the studies.  One 
study used videotapes to investigate the impact of stress and recovery with 
volunteer recruits in a university setting (Ulrich et al., 1991). The remainder of 
the studies took place in hospital settings with a diverse range of patient 
groups. One of these investigated the impact of changes to the furniture 
arrangements in wards within a high security hospital (Baldwin, 1985). 
Another investigated responses by patients with dementia to a wayfinding task 
in a large hospital (Passini et al., 1998). The other studies included:
investigation of exposure of healthy participants to different environmental 
conditions during blood donation (Ulrich et al., 2003); changes from sound 
absorbing to sound reflecting ceilings in a coronary care unit (Blomkvist et al., 
2005); a Snoezelen multi-sensory environment in a palliative care hospital 
setting (Schofield, 2003); and a comparison of the impact of vinyl flooring and 
carpet on falls in patients in an elderly care rehabilitation ward in a community 
hospital (Donald et al., 2000).
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Sampling, data collection and analysis

Several authors report the difficulties of random sampling, exact matching and 
blinding in health care environments. Sample sizes in the studies reported 
ranged from 26 to 872. Four of the studies used some form of randomisation 
of participants to intervention or comparison group (Ulrich et al., 2003; 
Schofield, 2003; Donald et al., 2000; Ulrich et al., 1991), although two of these 
(Schofield, 2003; Donald, 2003) were knowingly underpowered with sample 
sizes of 26 and 54 respectively.  Issues of randomisation were discussed in 
the other studies and attempts were made to ensure representative samples, 
with matching of participants in experimental and control groups (Baldwin, 
1985; Passini et al., 1998).  One study (Blomkvist et al., 2005), which 
assessed the impact of changes in acoustic conditions on work stress, drew 
on a population-based sample of 36 nurses in a coronary care unit and 
reported statistically significant differences in favour of sound absorbing as 
opposed to sound reflecting ceiling tiles.

A larger sample was used in the study comparing natural with urban settings 
on recovery following a stressful experience (Ulrich et al., 1991).  A total of 
120 undergraduate volunteers (60 males and 60 females) were randomly 
assigned to groups of 20 and then exposed to different recovery 
environments. No further information is given about how subjects were 
recruited or on calculation of sample sizes. Data analysis involved a series of 
analyses of variance (ANOVAS) and statistically significant results in favour of 
natural settings were reported.

The largest study in this group was a naturalistic experiment (a post-test only 
comparison group design) with repeated measures to assess the effects of 
environmental conditions, such as nature and urban environments, on stress 
in health care consumers undergoing blood donation (Ulrich et al., 2003). The 
sample was drawn from 942 would be blood donators arriving at a Delaware 
clinic. Less than 10% declined to take part and complete data were available 
for a total of 872 consenting participants. Semi-random procedures were 
used to determine which stimulus to use on a given day. Data analysis 
involved a mixed model analysis of variance (ANOVA). Significant differences 
favouring nature conditions were reported.

In general, most reports included fairly detailed reporting of a series of 
statistical analyses of difference and validity tests, although the diversity and 
specificity of the measures means that it would be inappropriate to attempt to 
synthesise this data. Measures used included: physiological indicators of 
stress and recovery (Ulrich et al., 2003; Ulrich et al., 1991); clinical indicators,
such as medication rates, seclusion rates, casualty incidents (Baldwin, 1985); 
and falls (Donald et al., 2000). Behavioural measures such as wayfinding 
were also examined (Passini et al., 1998). The remaining measures were 
self-report measures of psychosocial items (Blomkvist et al., 2005; Ulrich et 
al., 2003; Schofield, 2003; Ulrich et al., 1991; Baldwin, 1985).
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General issues

The research on the impact of health care design and environment is further 
developed than that on the impact of arts on health care environments, and 
this body of research includes some large, randomised and semi-randomised 
control studies (Ulrich et al., 2003; Ulrich et al., 1991). Nevertheless, the 
remainder of the research uses relatively small samples or analyses small 
numbers of reported incidents. Lack of randomisation; lack of homogeneity 
between experimental and control groups and difficulties of matching and 
blinding are all discussed. There is also a lack of power calculations to 
ascertain the correct sample size for generating significant results.

Despite these difficulties, there are examples of robust research design such 
as that adopted by Ulrich et al., who conclude that:

‘… it is sometimes possible in real health care settings to 
perform research according to an experimental design, employ 
multiple measures of health outcomes, yet use procedures that 
are largely unobtrusive, have minimal impact on patients, and 
cause negligible disruption to the normal operations of the 
facility.’ (2003: 45)

6.2 Mixed methods studies evaluating the impact of design and 

environment on health care

Two studies used mixed methods to examine the perceptions of patients and 
staff following the development of new health care facilities. One of these 
used a questionnaire and focus groups to examine the views of 125 patients 
in general medicine and mental health following the transfer of treatment 
regimes in from old to new accommodation in two UK hospitals (Lawson et al., 
2003). The other was a case study of the development of a new community 
health care facility in the US State of Louisiana (Verderber and Refuerzo, 
1999).  This used a post-test questionnaire and feedback from 19 staff and 34 
patients and visitors and also drew on pre-intervention survey data from 138 
sites. The study explored the development of a new community health care 
facility in the US State of Louisiana.  The questionnaire addressed 
perceptions of interior and exterior spaces in terms of maintenance and 
upkeep; aesthetics; patterns of use; environmental control systems and 
human comfort.

A third study was a report of the Evaluation of the Kings Fund’s Enhancing the 
Healing Environment (EHE) Programme (Francis et al., 2003), which included 
a wide variety of projects in London hospitals ranging from integrated art and 
interior design to commissioned and purchased artworks.  Finally, the study 
by Schofield (2003), which explored the impact of the Snoezelen multi-
sensory environment and is discussed above, used qualitative interviews to 
explore the meaning of the environment to patients.
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The qualitative methods used in these studies included interviews and focus 
groups. However, there was a lack of detailed reporting of procedures for 
data collection and analysis. The main method of analysis used in the studies 
seemed to be that of content analysis, but only one study (Schofield, 2003) 
reported in any detail the methods used to extract themes from the data.

6.3 Studies of the impact of arts interventions in health care

Six studies examined the impact of arts in health care following an 
intervention. Five of these were UK based and included one study using a
naturalistic experimental model based at the Chelsea and Westminster 
Hospital (Staricoff et al., 2001; Staricoff and Loppert, 2003). This study 
included visual arts and music with samples of between 25 and 77 drawn from 
chemotherapy and antenatal patients.  Randomisation was sought by 
collecting data at the same time and day each week during two month 
intervention and non-intervention periods. Quantitative data, including 
psychosocial items and physiological measures of blood pressure and foetal 
heartbeat, were collected at the same time and day each week for 6 months. 
The study included detailed data analysis procedures, although the authors 
note that the small sample size in some instances make it difficult to detect
significant results.

Two studies used pre and post-test designs to assess the effects of art 
installations on patient behaviour and responses to the environment in health 
care settings. The first, a US study by Kincaid and Peacock (2003), assessed 
the effects of installation of a wall mural painted to disguise an entrance/exit 
doorway on door testing behaviour among residents aged 65 in a nursing 
home in North Carolina. Twelve out of 20 residents took part and quantitative 
and qualitative data were collected by a single observer for 12 weeks, six 
before and six after the wall mural was painted. Different levels of door 
testing were measured including behaviours demonstrating agitation or 
hostility. The authors note several limitations of the study including lack of a 
control group, and the possible impact of the observer’s presence on door 
testing behaviour, and the fact that it was not possible to measure inter-rater 
reliability.

One other study used a pre and post-test evaluation method (Duncan, 2003). 
This study used a survey questionnaire developed with Chelsea and 
Westminster Research Project to assess ratings of the environment by a non-
random sample of staff before, one month after, and three months after the 
installation of a commissioned art installation in a hydrotherapy room.

The remaining three studies in this group used post-test surveys exploring the 
perceptions of service users, visitors and staff following a hospital arts 
intervention.  Two of these are linked to the mixed methods Chelsea and 
Westminster Research Project (Staricoff et al., 2001; Staricoff and Loppert,
2003). The first was an opinion-based survey exploring attitudes of 1001 
patients, staff and visitors to arts in hospital. While the sample was large and 
included a cross section of the population under study, it is difficult to assess 
patterns of response and non-response from the data. The second survey 
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was an opinion survey or 2200 staff exploring attitudes to working in the 
Chelsea and Westminster Hospital, with its active arts programme. While the 
sample was large, the response rate (15%) was low.

The final study in this group is the mixed methods evaluation of the Exeter 
Health Care Arts Project (EHCAP), which involved the introduction of 348 
artworks and performances in a newly-built district hospital in Exeter (Scher 
and Senior, 2000). A series of attitude surveys of patients, staff and visitors 
were undertaken, focusing on four locations including three hospital 
departments (radiotherapy, orthodontics and orthopaedics) and a restaurant. 
The samples included a practical (unrepresentative) sample of 378 users 
interviewed in situ and questionnaires sent to a sample of 348 frontline staff 
20% clinical staff drawing a response rate of 36%.

While some of the studies in this group drew on large samples, a number of 
validity issues are noted in relation to evaluating the impact of arts 
interventions in health care. These include: lack of randomisation, lack of 
control groups, low response rates and limited discussion of patterns of non-
response and their impact on the reported results.

6.4 Studies of patient arts interventions

Three studies examined the impact of patient arts, including a pre and post-
test study of the effects of a sheltered art training scheme for mental health 
patients. The study was a pilot study, knowingly underpowered, and included 
26 patients, non-randomly selected from 47 members of the scheme, each of 
whom acted as their own control (Colgan, 1991). Quantitative data on 
diagnosis, service utilisation (duration of inpatient admissions, number of 
outpatient appointments), and referrals to other agencies were collected for 
100 weeks pre and 100 weeks post-membership.

The other two studies in this group were qualitative studies. One of these was 
a phenomenological study of the lived experience of art and healing with over 
60 patients, carers, staff and artists in a Florida Hospital (Lane, 2005). The 
study drew on extensive data and rigorous application of an identified 
hermeneutic and phenomenological method in order to draw out key 
metaphors and themes. Another qualitative study used thematic content 
analysis to identify key themes from accounts of seven adult patients and 
seven nurses in an inpatient oncology unit in New England participating in an 
arts programme (Ferszt et al., 2000).

6.5 Descriptive studies of health care environments

Finally, the review included four studies using survey methodology to assess 
health care environments, three of which focused on perceptions of staff and 
patients. While these studies were not carried out in response to a specific 
intervention, they are included here because they contain useful information 
concerning the preferences of different stakeholders for different 
environmental conditions.
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In terms of methodological reporting, the fullest account is available from the 
US study of 164 psychiatric and substance abuse residential treatment 
programmes for adults in six San Francisco Bay Area counties (Timko, 1996). 
A stratified sample was drawn from 204 facilities, of which 100 responded 
(76%). A validated tool, the Physical and Architectural Characteristics 
Inventory (PACI), was used to assess the facilities.

The largest study in this group is a survey of 785 past patients in a UK inner 
city hospital exploring perceptions of health care built environments, which 
also used qualitative methods to explore patients’ views (Douglas and
Douglas, 2005). Another study examined the perceptions of the environment 
on 60 staff and patients at a US hospital (Chen and Sanoff, 1988).  Although 
small for a survey, the questionnaire generated 55 returns, a high response 
rate of 90%.

These three studies focus on perceptions of the environment. The final study 
in this group (Benjamin and Spector, 1990) used a specialist tool, the 
Mulitphasic Environmental Assessment Procedure (MEAP), on a British 
sample of four specialised environments for the dementing and elderly.

With the exception of the final study that focused on the needs of a particular 
group (Benjamin and Spector, 1990), the studies are relatively homogeneous 
in that they focus on staff and patient perceptions of health care built 
environments.  There are also differences between them and in relation to 
methodology, a number of issues including small samples in some cases, 
and, with the exception of Chen and Sanoff (1988), a general lack of reporting 
of sampling procedures and response rates makes it difficult to generalise 
from the results.

6.6 Summary: Key issues arising from the methodological review

A number of issues arise from this methodological review. The majority of 
studies identified in the review are pre and post-test surveys without 
randomisation or control.  In general there are more studies of the impact of 
design and environment than there are of the impact of arts in health care, 
although there is some overlap between these areas. Within the design and 
environment field, the majority of studies use experimental research designs 
and there are examples of high quality experimental research models within 
this field.

Experimental research on the impact of design and environment in health care 
is further developed than that in other areas, including arts in health care. 
With some notable exceptions, such as the study by Ulrich et al. (2003), a 
number of limitations affect research in this field. These include: limitations of 
sample size, the small numbers of incidents reported, lack of randomisation, 
lack of homogeneity between experimental and control groups, lack of 
blinding and a lack of power calculations to ascertain the correct sample size 
for generating significant results.
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There are several non-experimental studies that examine the perceptions of 
patients and staff of the health care environment following the development of 
new health care facilities or after arts initiatives. A number of limitations affect 
this field including: lack of randomisation, small samples sizes and lack of 
detailed reporting of sampling procedures and responses.

A general tendency to under report methodological aspects is also present in 
the qualitative research. While we found good examples of research on 
patient arts (Lane, 2005), qualitative research on the impact of arts more 
generally needs to pay greater attention to procedures of, and reporting of,
data collection and analysis.

In summary, our review of methodological issues suggests that further 
research on arts and health care interventions is needed, and that there is a 
need for further high quality experimental studies as well as qualitative 
research on the impact of arts interventions in health care.

While we found some good examples of research, the diversity of settings, 
interventions and outcome measures used in these studies means that 
attempts to synthesise this data would be premature. Instead, a narrative 
summary of the results of these studies is presented in the following section.
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7. Review of Findings from Research on Arts Interventions in 

Health Care Environments

Of the nineteen intervention studies the review identified six that specifically 
examined the impact of arts interventions in health care (see Appendix 7), 
although arts and aesthetic issues are addressed in some of the studies of 
design and environment. Of the six arts studies discussed here, three
(Staricoff and Loppert, 2003; Kincaid and Peacock, 2003; Duncan, 2003)
evaluated clinical indicators using experimental or pre and post-test methods. 
The remaining three (Scher and Senior, 2000; and two studies by Staricoff 
and Loppert, 2003) used survey methods to examine attitudes to the arts 
following an intervention.

7.1 Experimental research on clinical outcomes following an arts 

intervention

Two studies examined clinical outcomes following an arts intervention in 
health care. The first to be discussed (Staricoff and Loppert, 2003; Staricoff 
et al., 2001) did not include a particular focus on mental health but it provides 
a good example of a naturalistic experiment within a hospital setting (see 
Section 6 for a fuller discussion of methodological issues). The study 
investigated the impact of live music and displays of various styles of artwork 
on chemotherapy and antenatal patients at Chelsea and Westminster 
Hospital. The study measured psychosocial items, including anxiety and 
depression, as well as physiological indicators, including blood pressure and 
monitoring of foetal heartbeat.

The results suggest that exposure to the arts can reduce anxiety and 
depression in specific groups of patients.  In relation to visual arts, depression 
levels were 34% and anxiety levels 20% lower in the experimental group than 
in controls not exposed to arts. Even stronger effects were found for live 
music, particularly in relation to anxiety. Study findings also included a 
significant reduction in anxiety and depression for pregnant women who 
attended a relaxation class, and reduced blood pressure among antenatal 
patients with high blood pressure who tended compared with mothers in the
control group.

Two studies used pre and post-test measures to assess the impact of arts 
installations in health care settings. The study by Kincaid and Peacock (2002) 
of door testing behaviour among residents aged over 65 in a nursing home 
found that the installation of a wall mural led to a significant reduction in two 
types of door testing behaviours: calmly pulling at doors and working teams. 
While the study was small and some behaviour accounted for by the actions 
of a small numbers of individuals, the authors conclude that wall murals are 
an effective intervention to decrease door testing behaviours.  They also 
caution that these behaviours may not cease altogether following an art 
installation. They note a tendency among some staff to over rely on the effect 
of the mural, reducing monitoring of the door area (Kincaid and Peacock, 
2003).
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Another study by Duncan (2003) used a pre and post-test design to evaluate
responses to a commissioned art installation in a hydrotherapy room in an 
NHS hospital. The study measured responses to the artwork by patients and 
staff using a survey questionnaire developed with Chelsea and Westminster 
Research Project. The study found that there was no significant change in 
approval ratings of either patients or staff one month after the installation.
After three months patients rated the changes to the environment more 
positively than in the first month, although there was no significant change in 
staff responses after three months. The author discusses the reasons for the 
differences in patient and staff responses, suggesting that staff responses 
may reflect the difficulty of adapting to changes in the visual environment. 
She also suggests that there is a need for consultation and ownership to 
ensure approval of arts based interventions to improve health care 
environments.

7.2 Attitude surveys following an arts intervention

The remaining three studies in this group were cross sectional surveys 
following an arts intervention. Two of these were part of the evaluation of the 
Chelsea and Westminster Hospital Research Project discussed above 
(Staricoff and Loppert, 2003). First, an anonymous evaluation questionnaire 
was distributed to respondents in public areas and wards where works of art 
were permanently displayed and during live performances over a one year 
period (1999-2000). The non-random sample included 1001 people and 
reflected a cross section of each population of patients (425), visitors (395) 
and staff (181). The questionnaire used a rating scale of 1-10 to score each 
question, 1 indicating very low effect or no effect, 10 being very positive or 
positive response.

The study found that arts are perceived positively and are seen by service 
users and staff as enhancing well-being. Over 95% of all groups noticed the 
works of art and the majority in each population stated that the visual and 
performing arts diminished their stress levels, changed their mood for the 
better and helped take their minds off immediate worries or medical problems. 
The study compared visual art with live music, reporting that the latter was 
significantly more effective than visual art in distracting patients from 
immediate worries. Further differences in responses were noted between 
groups, with female patients valuing the use of arts in hospital more than 
males, and staff rating live performances lower than patients.

A further study that took place as part of the Chelsea and Westminster 
Hospital Research Project used a postal attitude survey to assess the impact 
of an active hospital arts programme on staff recruitment and retention 
(Staricoff and Loppert, 2003). All staff of the hospital were included and 2200 
questionnaires were distributed in payslips. There were 325 respondents 
(15%), over half of whom were clinical staff, the remainder being 
administrators, managers and scientists. The questionnaire focused on staff 
reported intention to stay or leave the hospital.  The study found that 
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respondents were concerned about their working environments and had a 
clear preference for working in modern hospitals.

The impact of arts on well-being and staff experiences were also explored in a 
study evaluating the Exeter Health Care Arts Project (EHCA), which included 
the introduction of 348 artworks and performances in a newly-built district 
hospital in the UK (Scher and Senior, 2000). A series of attitude surveys were
undertaken to evaluate the responses to specific artwork by patients, staff and 
visitors to a hospital.  The evaluation of the artworks was focused in four 
locations (3 hospital departments, including radiotherapy, orthodontics and 
orthopaedics) and a restaurant. Three questionnaires were distributed among 
various groups, including a non-random sample of 378 service users and a 
random sample of 20% of clinical staff, from which there were 125 responses 
(36%). The questionnaires explored perceptions of the attributes of the arts,
as well as experiences of the EHCA project and staff observations of its 
effects on users. The authors note the low response rates: questionnaire and 
interview data were combined to bring staff responses up to 9% of all staff. 
They also note that response rates were consistently higher among females 
than males.

In contrast to the study by Staricoff and Loppert (2003), the study found that a 
marked proportion of respondents had not noticed the artwork before being 
interviewed. On the other hand, the majority of respondents approved of 
money being raised for the arts in health care, with patients voicing stronger 
support than clinical staff, a finding also reported in other studies (Duncan,
2003; Staricoff and Loppert, 2003). This was reinforced by the finding that 
90% of users agreed that arts in health care settings make a positive 
difference to their experiences; compared with 64% of staff who agreed that 
arts make a positive difference to their experiences of working in health care 
settings. Some differences in response may be a result of the methods used, 
with more positive responses more likely to be voiced in interviews than in 
anonymous questionnaires. Among the clinical staff, 88% of the postal 
sample considered that the quality of the environment had observable effects 
on users compared with 92.5% of those interviewed in situ.

7.3. Summary: Key findings from research on arts interventions in health 

care environments

While at an early stage of development, research on arts interventions on 
patients and staff has indicated a number of effects including:

� Reduced anxiety and depression.
� Changes in behaviour and impact on risk.
� Changes in physiological indicators, including blood pressure.
� Reduced stress, enhanced mood and distraction from worries.
� Enhanced environment and increased satisfaction with care.
� Enhancing staff morale and motivation and improving working 

environments for staff.
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The research also suggests a number of issues for further exploration. For 
example, patients and staff may not always notice artworks in health care 
environments.  Different types of art may have different effects, with live music 
emerging as more effective than art in producing clinical and therapeutic 
effects. Further, responses to art may be different for different groups with 
factors such as gender and age affecting perceptions. The research has 
shown that patients are sometimes more positive than staff about arts in 
health care environments. It also suggests that it can be challenging to adapt 
to changes in the visual environment, further underlining the need for 
consultation and ownership to ensure approval of arts based interventions to 
improve health care environments.
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8. Findings from Research on Health Care Design and 

Environments

Our review included ten studies of the impact of the design and environment 
of health care facilities on patients and staff (see Appendix 8). This was the 
most extensively researched area, and also the area that included the 
greatest number of experimental studies (see section 5 for a methodological 
discussion of the studies). A wide range of outcomes were examined 
including: physiological effects, clinical outcomes, behavioural responses to 
the environment and psychosocial items. The impact of the environment was 
also examined in qualitative research (Francis et al., 2003).

8.1 Physiological effects of health care environments 

The largest study was an investigation of the effects of environmental 
conditions on 872 blood donors drawn from 942 would be blood donators 
arriving at a US clinic (Ulrich et al., 2003). The study used physiological 
measures, including blood pressure and pulse rate, as well as self-report 
measures of psychosocial items.  The study found that stress was higher 
during periods of exposure to certain environments, including television and 
urban settings. In contrast, nature images and sounds were associated with 
lower levels of stress as measured by physiological indicators. The authors 
conclude that the common practice of playing uncontrollable daytime 
television in health care waiting areas may increase stress for patients.

Support for the healing effects of nature is also found in an earlier control 
study of the effects of natural versus urban settings on recovery following a 
stressful experience (Ulrich et al., 1991). This study involved 60 male and 60 
female undergraduates at a university in the US, who were randomised into 
groups exposed to stress through viewing a film about the prevention of work 
accidents followed by exposure to one of six different everyday outdoor 
settings (two natural, two urban). Physiological measures, including 
cardiovascular activity and pulse rates, were taken continuously throughout 
the stressor and recovery periods and the study also measured psychosocial 
items three points (pre-stressor, post-stressor and post-recovery). Significant 
differences as a function of environment were found for all three physiological 
stress measures in the recovery period. Recovery from stress was faster and 
more complete when subjects were exposed to natural settings as opposed to 
the other environments. Self-report data also indicated that the different 
exposures had markedly different effects on psychosocial states.

8.2 The impact of the environment on clinical indicators

Three studies examined the impact of the environment on clinical indicators. 
For example, a study in a maximum-security hospital in the UK measured 
changes in medication rates, seclusion rates and casualty incidents, as well 
as perceptions of the ward following rearrangement of the physical 
environment of the ward dayrooms from non-social to group arrangements 
(Baldwin, 1985). The study population included residents from seven male 
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wards and three female wards, including people with mental disabilities, 
psycho geriatric patients and those with various psychiatric disorders.  The 
study found a reduction in seclusion following the experimental condition,
although the results are non-significant. Casualty incidents were also reduced 
following the intervention, but very small numbers of incidents were reported 
overall. No change in medication rates were found in either intervention or 
control ward. The self-report data showed that staff and patients perceived 
minor improvements in relationships, although staff also reported minor 
deterioration on the personal development scales. Nursing reports generally 
reflected favourable attitudes to the intervention. The authors conclude that 
modest results may be achieved by using low-cost methods in difficult settings 
with difficult client populations, and that the provision of social seating may 
reduce the hostility of the maximum-security hospital environment.

Clinical indicators were also assessed in a control study comparing two floor 
types and two types of physiotherapy in avoiding falls in elderly patients in a 
community hospital (Donald et al., 2000). The study included 54 patients who 
were randomly allocated to vinyl flooring or carpet and falls were measured 
during the trial. The study found vinyl flooring and additional exercises to be 
associated with fewer falls although the results are non-significant. The study 
is knowingly underpowered, making it difficult to assess the impact of the 
intervention. The author notes that falls were reduced in both intervention and 
control groups during the trial, a result possibly attributed to staff awareness 
that the research was being carried out.

The impact of the environment on psychosocial items in patients with 
advanced cancer in palliative care was investigated in a pilot study using RCT 
design and semi-structured interviews to investigate the use of the Snoezelen 
multi-sensory environment (Schofield, 2003).  The experimental group of 26 
patients were given access to the Snoezelen for one hour on two occasions 
and members of the control group were given access to a quiet room for the 
same amount of time. The study used the Hospital Anxiety and Depression 
scale (HAD), reporting a significant reduction in anxiety in the experimental 
group following the intervention. While the study is underpowered, the author 
concludes that Snoezelen is worthy of further investigation as an environment 
that can promote relaxation, reduced anxiety and reduced use of medication. 
This interpretation is reinforced in thematic content analysis of qualitative 
interview data, which identified key themes of calm, sleep, continued effect 
and environment from patients’ accounts.

8.3 Behavioural responses to the environment

Another control study focused on behavioural responses to the environment, 
investigating the impact of architectural design on wayfinding in patients with 
dementia in a large hospital (Passini et al., 1998). The study compared 
fourteen patients with dementia of the Alzheimer’s type (DAT) and a control 
group of 28 subjects, matched in terms of age, sex and education. 
Participants were asked to find their way to a named destination in a large 
hospital and observational measures of wayfinding based on participants’
verbalisations of their actions were used. The study found that DAT patients 
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were incapable of developing an overall plan to solve the wayfinding task and
incapable of producing decisions involving memory or inferences. Conversely 
they were better able to make decisions based on information of explicit 
architectural nature. Exploratory behaviour was more prevalent in DAT 
patients compared to normal subjects. Patients performed poorly when forced 
to extract relevant information from graphic displays and tended to be 
confused by irrelevant information displays. The author concludes that 
settings for DAT patients should feature simple spatial organisation, patients 
should be able to proceed from one decision point to the next without having 
to plan for future decisions. These settings should allow for safe wandering 
and freedom of movement. Entrances to buildings, exits and other important 
zones should be well articulated and should not need to be signed. The use 
of artworks and landmarks are seen as contributing to clear articulation of 
circulation routes.

8.4 The impact of the health care environment on staff

One experimental study examined the impact of environmental features on 
staff, focusing on psychosocial measures of stress following a change in 
ceiling tiles from sound reflective to sound absorbing materials in a coronary 
care unit (CCU) (Blomkvist et al., 2005). The study used a questionnaire 
focusing on perceptions of work and the work environment, as well as an 
assessment of mood. It was given to all 36 nurses working regularly at the 
ward.  The study found significant improvements in perceptions of the pace of 
work, the quantity of work and demands on the quality of work during the 
sound absorbing period. Conversely, the study found increased pressure and 
strain in the sound reflecting period. The authors conclude that improved 
acoustic conditions and speech intelligibility enhanced staff well-being, 
reducing risks of conflicts and errors.

8.5 Mixed methods studies of perceptions of health care environments

Two mixed methods studies focused on the perceptions of patients and staff 
to health care environments. For example, a comparison study of patients’ 
views of old and new facilities (Lawson et al., 2003) included 140 general 
medicine and 75 mental health patients in two hospitals that were in the 
process of transferring treatment regimes from old to new accommodation. 
The study used a questionnaire in four settings (an old and new ward in each 
clinical area), as well as focus groups to assess perceptions of the 
environment.

The research found that the views expressed by some staff, that patients are 
often too ill to be aware of quality of the environment, is not supported by the 
data. Patients in the newer buildings expressed significantly more satisfaction 
with the appearance, layout and overall design of their wards. There were no 
significant improvements reported in specific areas (lighting, noise, air quality 
and temperature). Rather, the gains seem to relate to spatial and visual 
differences. A key issue to emerge from the research is the lack of control
exercised by patients in both old and new environments. Hence, the design of 
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the new wards did not allow patients to control aspects of lighting, noise, air 
quality and temperature. Nevertheless, patients rated their health 
improvement better in the newer wards than in the older ones. They also 
gave higher rating to the treatment they received and the staff who delivered 
it. Clinical differences emerged, including significant reductions in length of 
stay for some conditions and reductions in requests for pain killing medication. 
Staff gave more positive staff ratings of patient progress in the new facilities. 
Finally, a key finding reinforces that of other studies: that patients preferred 
natural lighting and a view from a window.

These findings were reinforced in an earlier case study that examined 
perceptions of hospital patients, staff and visitors following establishment of a 
new community health care facility in the US State of Louisiana (Verderber 
and Refuerzo, 1999). The development of a new facility was informed by 
design principles influenced by data collected from staff in 138 sites across 
the State of Louisiana Department of Health.  A small post-intervention survey 
of 19 staff and 34 patients and visitors explored perceptions of interior and 
exterior spaces including aesthetics. Data analysis is not discussed in any 
detail but the study does report strengths and weaknesses identified by staff 
and patients. Strengths included aesthetic qualities such as colour, views 
from windows and the amount of natural daylight in the interior.

8.6 Qualitative research on the impact of arts in health care

Artworks were included in the UK Evaluation of the King’s Fund’s Enhancing 
the Healing Environment Programme (Francis et al., 2003), which examined 
the impact of grants awarded to 32 NHS Trusts for environmental 
improvements to patient areas.  The improvements ranged from simple 
refurbishment of walls, curtains or furnishings to the introduction of artworks, 
minor building works or landscaping. The underlying ethos was that any 
changes must be conceived to promote patient well-being and to foster a 
healing environment. Detailed programme criteria included: the fact that 
projects had to have the support of patients, project teams must be nurse-led 
and must involve the estates department and, where possible, they should 
have an arts co-ordinator.

The research used in-depth interviews with project teams, sponsors and any 
artists, architects or designers involved, as well as follow-up interviews in six 
case study sites. A focus group was conducted, which included a cross 
section of those involved in the programme, as well as nursing, estates, and 
design professionals and trust sponsors. The interviews focused on 
identifying key factors that have supported or hindered projects.

The study found that while many projects were initially perceived as “the icing 
on the cake”, sponsors commented on how much had been achieved for so 
little money. The scheme was therefore effective in persuading NHS Trusts 
that a high impact could be made for relatively small sums. Key benefits of
arts were identified including:
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� Therapeutic benefits (communication; stress relief and positive 
distraction).

� Enhanced experiences of care (wayfinding; humanising the hospital 
environment; creating uplifting environments; reducing vandalism and 
aggression; providing greater privacy and dignity for patients; 
promoting a sense of identity, welcome and reassurance; enhancing 
staff morale and motivation).

� Community and public benefits (cultural links between hospitals and 
other institutions; celebrating heritage and culture).

The authors conclude that education and training for design awareness and 
commissioning is needed by health care staff, while artists, designers and 
architects need training on how to work in health care.

8.7 Summary: Key findings from research on the impact of health care 

design and environments

More studies were found in this area than in other areas, and research on the 
impact of the design and environment of health care facilities is further 
developed than research in other areas. The research explores a wide range 
of outcomes affected by environmental factors including: physiological effects, 
clinical outcomes, behavioural responses and psychosocial items.

The research has identified a number of benefits of arts in the context of 
environmental improvement programmes.  These include enhanced 
experiences of care as well as community and public benefits:

Enhanced experiences of care

� Wayfinding, information and communication.
� Humanising the hospital environment; creating uplifting environments.
� Reducing vandalism and aggression.
� Providing greater privacy and dignity for patients.
� Identity, welcome and reassurance.

Community and public benefits

� Community and cultural links.
� Celebrating heritage and culture.

Some of the research findings relate to particular groups of patients. These 
include: 

� Patients in high security hospitals may benefit from relatively small 
changes to the environment, such as rearranging furniture to allow 
more social interaction and access to leisure resources, which reduce 
hostility in these settings.

� Falls in vulnerable groups, such as elderly patients, may be reduced by 
changes in design features such as flooring.
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� Patients with stressful conditions, such as advanced cancer, prefer 
calm and relaxing environments which may contribute to reduced 
anxiety and reduced use of medication in these groups.

� People with dementia perform poorly in wayfinding in environments that 
require planning and interpretation of signage. This group benefits 
from architectural features that allow safe wandering and promote 
progress from one decision point to the next without having to plan for 
future decisions.

The research also raises some other issues that may contribute to 
understanding of the impact of arts. For example, exposure to certain 
environments including background television and settings may be stressful 
for patients. On the other hand, nature images and sounds can reduce stress 
as measured both by physiological and self-report indicators. The provision of 
natural lighting and access to views from outside are key issues for patients 
responding to surveys. Environmental changes that reduce excessive noise 
can enhance working conditions for staff as well as contribute to reduced risks 
of conflicts and errors. Finally, the research shows that patients are aware of 
their environment even when very ill, and express greater satisfaction in new 
facilities with enhanced spatial and visual features. However, the lack of 
control exercised by patients is a key issue associated with both old and new 
environments.
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9. Findings from Research on Patient Arts

9.1 Quantitative research on patient arts

Our review identified three studies, two qualitative and one quantitative, of
patient arts (see Appendix 9). The quantitative study was a pilot study using 
pre and post comparison, with each participant acting as their own control. 
The intervention was membership of START, a programme enabling mental 
health patients to participate in a broad range of craft activities (Colgan,
1991). The non-random sample included 26 out of 47 members of START 
and data were collected for 100 weeks pre and 100 weeks post-membership. 
The study measured diagnosis, service utilisation (duration of inpatient 
admissions, number of outpatient appointments) and referrals to other 
agencies. The study reported reduced uptake of psychiatric services among 
people with chronic mental health problems following membership of a 
supported arts and craft activity programme. The benefits of the programme 
are discussed including achievement, enhanced relationships and improved 
atmosphere.

9.2 Qualitative research on patient arts

Our review also found two qualitative studies of patient arts, both of which 
were from the US. The most detailed of these was a phenomenological, 
hermeneutic study using interviews and ethnographic methods to examine the 
lived experience of art and healing among inpatients, family, artists and health
care providers at Shands Hospital in Florida (Lane, 2005). The study 
explored the impact of Arts in Medicine: a programme incorporating artistic 
materials and activities into patient care involving 350 artists on 15 units of the 
hospital. The study drew on accounts of a purposive sample of 23 inpatients, 
18 artists, 12 family members and 10 health care providers. Participants were 
selected if they had significant experience of art and healing, and if they could 
articulate their experiences. Data collection included in-depth interviewing 
and observation of patient arts processes, as well as clinical artist rounds 
where artists and patients would share their experiences at the bedside. The 
data were analysed using Van Manen’s hermeneutic and phenomenological 
method, which involves rewriting stories repeatedly to reveal themes and to 
allow the researcher to understand the perspective of the participant.  Several 
themes that encapsulate experiences of engagement with the arts emerged 
from the results. A key metaphor was that of a journey which encompass 
several overlapping stages including:

� Darkness: pain/loneliness/fear/grief;
� A pause in the darkness: starting to leave the pain behind;
� A turning point: arts and creative process;
� ‘Slipping through the veil’: immersion into oneself;
� Feeling compassion for oneself and others through the creative 

process; surrendering to the process: understanding what is needed to 
heal; embodying spirit: merging of attention, breath and spirit;

� Transcendence: feeling changed, powerful and connected to 
something larger than oneself.
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The author suggests that participation in arts can benefit patients by offering 
empowerment, the experience of ‘authenticity’, as well as through feelings of 
energy, compassion and deepening attention.

The second study explored the impact of weekly participation in an art 
programme facilitated by an art teacher on adult patients in an inpatient 
oncology unit in New England (Ferszt et al., 2000).  The sample included 
seven patients who had participated in the programme and seven nurses who 
had cared for them. Semi-structured interviews were undertaken within 36 
hours of the patients’ completion of the programme. Thematic content 
analysis was undertaken and positive responses to the arts programme by 
participants and nurses were reported.  These accounts identified a number of 
impacts including: the effects of arts on clinical outcomes, such as pain relief; 
mood and enhanced communication between nurses and patients.  The 
authors identified a number of benefits of participation in arts including:
achievement and producing attractive products; relationships and improved 
dialogue between nurses and patients; increased ability to cope with 
hospitalisation; distraction from illness; expression of humanness; and an 
engaging relationship with the art therapist.

9.3 Summary: The benefits of patient participation in arts

These studies identify a number of benefits of patient participation in arts. 
These include:

� Achievement, pride and engagement leading to clinical benefits, such 
as reduced need for services; 

� Enhanced communication, relationships, compassion for others and 
improved atmosphere of health care settings;

� Empowerment and personal transformation through experiences of 
enhanced identity and self awareness;

� Feelings of energy, capability and enhanced coping with 
hospitalisation;

� Compassion for others.
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10. Results of Non-intervention Studies of Health Care 

Environments

10.1 Physical characteristics of health care environments

Our review identified four non-intervention studies of health care environments 
(Douglas and Douglas, 2005; Chen and Sanoff, 1988; Timko, 1996; Benjamin 
and Spector, 1990). These are described in Appendix 10. Two of these used 
validated assessment tools to examine the characteristics of existing health
care built environments. For example, Timko (1996) carried out a study of 
psychiatric and substance abuse residential treatment programmes for adults 
in six San Francisco Bay Area counties. A stratified random sample of 164 
out of 204 hospital and community based facilities was included, with a 
response rate of 76% reported. The physical characteristics of the facilities 
discussed in relation to the development of the Physical and Architectural 
Characteristics Inventory (PACI), which assesses the physical characteristics 
of the facilities. The PACI has 7 dimensions that assess: community 
accessibility, physical features that add convenience, aid recreation and 
provide support for patients, and space for patient and staff functions.

The study found that programmes with more physical amenities had patients 
who were more involved in self-initiated and community activities. Further, 
patients in these programmes had better outcomes than in other settings, 
measured in terms of programme completion and discharge into independent 
living situations and paid jobs. Programmes with more social-recreational and 
prosthetic aids, space, and access to community resources also had better 
patient outcomes.

While the study does not focus directly on the arts, it suggests that arts 
activities as part of a social-recreational programme can support positive 
outcomes (Timko, 1996).

The second study (Benjamin and Spector, 1990) is an earlier case study 
analysis of a British sample of specialised environments for the dementing 
and elderly using the Mulitphasic Environmental Assessment Procedure 
(MEAP). The study included four facilities in Hertfordshire, one of which was 
a brand new purpose built facility. The survey demonstrates neglect during 
the late 1980s of the needs of prospective residents when facilities are 
designed.  Hence, all the facilities were lacking in features that would make 
them suitable for wheelchair residents. Sites were also found to be poor in 
relation to safety features, prosthetic aids and orientation aids. The study 
found all the facilities to be limited in the extent to which residents were 
involved in events taking place in the outside community.

10.2 Studies of patient and staff perceptions of health care environments

Two of the non-intervention studies have explored patients’ perceptions of 
health care built environments. For example, a recent survey of past patients 
in a UK inner city hospital trust drew on data from 785 respondents (Douglas 
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and Douglas, 2005). Qualitative methods were also used in the study. These 
included a method known as futures group conferencing, auto photographic
study (involving use of digital cameras by patients to produce photographs of 
what they found good and bad about the hospital environment), and a 
methodology of novice-expert exchange to prioritise elements of the design 
environment.

The main finding from the study was that patients favoured those aspects of 
the environment that made them feel comfortable and able to keep a sense of 
normality. While the project did not focus directly on the arts, aesthetic 
qualities of the environment were included in a range of factors identified as 
being liked and disliked by patients. Features that patients liked included:

� Space around beds allowing privacy and accessibility for families and 
visitors;

� Windows that provided a view outside;
� TV, which provided something to do;
� Modern, private and spacious facilities, such as showers;
� Cafes and shops that gave a feeling of normality and somewhere to go 

with families and visitors.

The presence of cheerful staff members was also seen as an important part of
the environment.

The study also identified aspects of the environment that patients disliked 
including:

� Long corridors with lots of obstacles, which made it difficult to find the 
way and to get outside;

� Long open wards that offered little privacy; 
� Busy and noisy conditions;
� Windows with high sills that do not provide a view of outside;
� Cold empty spaces, such as day rooms;
� Lockers with insufficient space to keep belongings;
� Drab, poorly designed furnishings;
� Cramped, poorly kept washrooms.

These findings were also reinforced in the analysis of the novice-expert 
exchanges, which suggested further positive features of health care
environments including:

� Good signage and wayfinding;
� Controllable lighting for a natural and homely environment;
� Privacy for patients dignity, confidence and assurance;
� Reduced noise levels in internal and external areas;
� Temperature control for personal comfort and relaxation;
� Access to the natural environment, including views of nature;
� Safety and security in internal and external areas;
� Internal and external children’s play areas;
� Accommodation for visitors and relatives;
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� Shops and personal services;
� Good around the clock catering facilities;
� Good landscape designs with seating and garden areas.

The authors advocate the creation of sustainable supportive environments, 
which minimise anxiety and promote healing by producing inviting, calming 
and engaging effects.

‘Patients require environments that support homely normal 
lifestyle and family functioning.  They require environments that 
are supportive of privacy and dignity, ownership of territory, 
accessibility needs and travel movements through transitional 
and public spaces.’ (Douglas and Douglas, 2005: 8)

Perceptions of the environment were also examined in an earlier US survey of 
staff and patients’ perceptions of patient areas (Chen and Sanoff, 1988). A 
total of 60 respondents were each asked to rate 20 photographs of different 
room types. A total of 55 questionnaires were returned.  In this study, patients 
expressed a greater need for privacy than staff believed they needed, and the 
majority of medical and mental health patients preferred a private room. 
However, the majority of these would also rather be elsewhere than in their 
room at key times.

The study identified some differences between different types of patients. For 
example, mental health patients appeared to have more definitive reactions to 
their environment than other groups. Hence, mental health patients tended to 
rate their environment by using the extreme end of each scale, compared to 
obstetric and medical patients and staff, who tended to respond by selecting 
more neutral positions.

The study departs from the view that the façade is the first and foremost 
consideration in the design of health care environments, examining the inside 
of a facility from the users’ perspective.  It also acknowledged the diversity of 
views and some important differences between staff and patients as well as 
between patients. The authors note that consensus is difficult to achieve, 
hence, the importance of participatory processes that allow stakeholders to 
support their judgements and clarify their intentions in programmes of 
hospital improvement (Chen and Sanoff, 1988).

10.3 Key themes arising from non-intervention studies of health care 

environments

While the studies discussed here do not focus directly on the arts in health
care, we can draw some implications from the research for the evaluation of 
‘Moving On’. First, arts can contribute to sustainable supportive and healing 
environments. Emphasis is placed in the literature on minimising anxiety, 
promoting inviting, calming and engaging effects, as well as promoting a 
sense of normality. Three key issues of safety, comfort and control have been 
identified in these studies as underlining perceptions and satisfaction with the 
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health care environment, issues also highlighted in the wider literature. 
Further factors relating directly to aesthetic qualities of the environment can 
be identified in the research, including the importance of nature; hence, the 
emphasis on good landscape designs with seating and garden areas as well 
as access to views of outside (Douglas and Douglas, 2005).

The studies also have implications for issues of patient involvement in arts 
and health care environment improvement programmes. Involvement of 
patients in social and community activities is an important concern (Benjamin 
and Spector, 1990; Timko, 1996). Patient involvement in arts activities as part 
of a social-recreational programme can support positive outcomes in mental 
health care (Timko, 1996).

Key questions arise from the literature about possible differences in 
perception between particular groups of health care service users and staff. 
Further research is needed in this area, although there is some evidence that 
mental health patients may have stronger and more polarised reactions to 
their environment than other groups (Chen and Sanoff, 1988). This further 
underlines the importance of consultation and participation. The existence of 
diverse views and perceptions means that arts initiatives designed as part of 
health care improvement programmes are unlikely to receive consensual 
support and may arouse strong feelings in different stakeholders.  For 
example, questions of identity and pride as expressed in the façades and 
entrances to buildings may be a lower priority for residents than for other 
groups; while day to day experiences within the building may be a stronger 
focus for service users and staff than for other stakeholders. While there is no 
easy way of addressing these possible tensions, the research identifies the 
importance of transparent participatory processes that allow stakeholders to 
explore, contribute to and understand decisions about improvement of health
care environments (Chen and Sanoff, 1988).
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11. Summary and Discussion

This discussion of the literature reviews highlights a number of key issues and
questions that relate to our own research exploring the impact of arts in 
mental health care. These include: key impacts and outcomes of arts; the 
contribution of arts to health care environments; the benefits of patient 
participation in arts; appropriate and inappropriate art; tensions between ‘art’, 
‘participation’ and ‘health’; the importance of participatory processes; and the 
need for robust research.

11.1 Key impacts and outcomes of arts

While not seeking to generate quantitative outcomes, our study does seek to 
explore the impact of arts on patients and staff affected by the ‘Moving On’
project. The review highlights a number of issues:

� Arts can affect clinical outcomes, such as anxiety, depression, stress 
and behaviour, as well as perceptions of well-being and satisfaction 
with care.

� Arts can contribute to enhanced experiences of care in a number of 
ways, such as: creating uplifting environments; providing greater 
privacy and dignity for patients; and creating a sense of identity, 
welcome and reassurance.

� The different responses to the arts of different groups need to be 
explored. Patients sometimes voice greater approval of arts than staff, 
although staff voice concern about their working environment. 
Enhancing staff morale and motivation and improved working 
environments are identified benefits of arts in health care.

� Mental health patients may have stronger reactions to arts and 
environment than other groups: the extent of patient involvement and 
control may be a key factor in mediating the impact of arts on health 
and well-being.

� Adapting to ‘changed’ or new environments may be challenging for 
staff and patients. The arts can play a role in enhancing the quality of 
the new environments, which can help facilitate adjustment to new 
facilities.

� Issues of consultation and ownership seem important in underlining 
positive adjustment experiences.

� Arts can provide community and public benefits by celebrating culture 
and heritage, as well as creating links with local communities.

11.2 The contribution of arts to health care environments

Our research also examined the impact of the design and environment of 
health care facilities on patients and staff. This research shows that arts can 
contribute to the enhancement of health care environments in a number of 
ways. These include:
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� Creating uplifting environments and reinforcing aesthetic qualities that 
have been found to reduce stress and promote well-being, including 
nature images and sounds.

� Enhancing the control exercised by patients within health care 
environments.

� Reinforcing wayfinding and appropriate information.
� Reducing vandalism and aggression.
� Addressing the needs of specific groups of patients, e.g. by promoting 

social interaction; addressing safety concerns; contributing to relaxing 
and calm environments.

11.3 The benefits of patient participation in arts

Our review identified a small number of studies, including two qualitative 
studies, of the impact on patients of participation in arts. A number of benefits 
of participatory arts are identified in these studies including:

� Achievement, pride and engagement leading to clinical benefits, such 
as reduced need for services;

� Enhanced communication, relationships, compassion for others and 
improved atmosphere of health care settings;

� Empowerment and personal transformation through experiences of 
enhanced identity and self awareness;

� Feelings of energy, capability and enhanced coping with 
hospitalisation;

� Compassion for others.

11.4 Appropriate and inappropriate art

The notion of appropriate art emerges as a key theme from the literature 
reviews. Appropriate art can contribute to sustainable, supportive and healing 
environments. Emphasis is placed in the literature on minimising anxiety, 
promoting inviting, calming and engaging effects, as well as promoting a 
sense of normality. Hence, appropriate art is that which is capable of 
engaging and distracting but not disturbing.  Images of nature in particular, as 
well as benign images of people or pets, are viewed as more suitable in health 
care environments than abstract art.

On the other hand, some arts for health projects, particularly community
based approaches, value more challenging art processes. Two further issues 
arise when considering the impact of different art forms. The first of these is 
the way in which issues of control have been identified as underlining 
perceptions and satisfaction within the health care environment. Hence, if 
service users are able to exercise control and choice in the development of 
arts projects it is likely that levels of satisfaction with these will be higher.

Secondly, issues of risk are seen to arise when artists in health care attempt 
to engage with complex emotional issues.  Our research needs to explore 
these questions in the context of the ‘Moving On’ project.
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11.5 Tensions between ‘art’, ‘participation’ and ‘health’

Tensions between notions of ‘art’, ‘participation’ and ‘health’ have been 
identified in the literature. Patient involvement in arts activities as part of a 
social-recreational programme can support positive outcomes in mental health 
care.  Further, processes that facilitate involvement and control by service 
users in relation to the arts and environment seem to promote greater 
satisfaction. Yet questions arise when patients’ role in arts extends beyond 
therapeutic goals. Hence, the over emphasis on social processes in art is 
seen by some as diminishing the quality of art, although attempts to define the 
aesthetic qualities of ‘pure’ art are also challenged in the literature.

11.6 The importance of participatory processes

Related questions surround the impact of participatory processes in arts and 
health. Processes of consultation and participation are critical in addressing 
the challenges of diverse views and strong reactions by different stakeholders 
to different art forms. Further research is needed to explore the impact of 
participatory processes in arts based strategies to improve health care 
environments.

11.7 Limitations of the review

The search has been comprehensive and systematic. A large amount of 
literature was retrieved and it was a labour intensive process to reduce this to 
a relevant body of work. The use of bibliographic software (RefWorks) was 
extremely useful for ensuring this process was systematic, transparent and 
valid.

The search strategy was focused towards mental health services and 
although searches of the wider literature drew in studies of visual arts in 
health care, some relevant studies outside of mental health settings may have 
been excluded. Further, the search strategy was focused towards use of arts 
to enhance patient and staff experiences of health care environments and 
excluded studies of art and music therapies where these were used primarily 
for therapeutic or diagnostic processes.

The literature review includes a number of different interventions including:
building design, visual arts and participatory patient arts. While our own 
project is focused on the role of visual arts, the ‘Moving On’ project is part of a 
broader building design initiative and includes a focus on participation. All 
three types of intervention are therefore relevant to the review. While there 
are overlaps between these areas there are also differences and we have 
taken care to differentiate the findings from each group of studies.

Finally, the study only included published literature; some of the ‘grey’ 
literature may have been excluded along with US dissertation abstracts. The 
review applied broad methodological inclusion criteria to encompass 
randomised control trials as well as a range of quantitative and qualitative 
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research. Critical appraisal of the studies was undertaken and we have 
sought to recognise validity issues when presenting the findings.

11.8 Conclusions

While there are a number of literature reviews focusing on the impact of arts 
and environment on health, very few of these adopt systematic review 
methodology. By undertaking a systematic review of the literature we hope to 
contribute to the development of the evidence base surrounding the impact of 
arts and environment on health care.

As well as reviewing the findings from empirical studies of arts and health 
interventions, encompassing quantitative and qualitative research, our review 
included a methodological discussion of studies.  A number of characteristics 
of the current evidence base have been identified. First, there are fewer 
studies of the impact of arts interventions on health care environments than 
there are examining the impact of design and environment on patients and 
staff. This research includes examples demonstrating that outcome measures 
can be assessed with relatively large samples using robust procedures for 
control and randomisation.  In general, however, the quantitative research is 
limited by issues of small sample sizes, small numbers of incidents reported, 
lack of randomisation, lack of homogeneity between experimental and control 
groups, lack of blinding and a lack of power calculations to ascertain the 
correct sample size for generating significant results.  The diversity of settings, 
interventions and outcome measures used in these studies means that it is 
not possible to synthesise these data, although our report does draw attention 
to common findings within this literature.

In relation to qualitative research, our review found a very small number of 
robust qualitative research studies, although we also noted a general 
tendency to under report methodological procedures. Hence, there is a need 
for more qualitative research in this field that pays attention to data collection 
and analysis procedures and reporting.  While there is also a need for high 
quality experimental studies of the effects of arts, our research seeks to 
address these gaps in qualitative research. Hence, our project seeks to use
qualitative methodology to explore perceptions, meanings and impacts of an 
arts intervention on patients and staff in mental health care.
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Appendix 1. Electronic databases searched*

Database Number of 
initial hits

AMED 21
ARTbibliographies Modern 31
ASSIA 14
Avery Index to Architectural Periodicals 16
BNI: British Nursing Index 2
CAB Extracts 13
CINAHL 135
DAAI: Design and Applied Arts Index 7
HMIC 63
IBSS 1
LISA: Library and Information Science 
Abstracts

16

PsycINFO 173
SPORTdiscuss 4
Web of Science (SSCI; AHCI) 104
TOTAL (including duplicates) 600
TOTAL (excluding duplicates) 525

* After some preliminary searching it was agreed to exclude the following:
• Embase (154 hits, out of 1st 20 only 1 or 2 relevant)
• EBM (140 hits, out of 1st 20 none relevant)
• Medline combined (864 hits, 1st 20 1 relevant but this had been picked 

up elsewhere)
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Appendix 2. Search terms used in the electronic search

Word Group 
1

Word Group 
2

Word Group 
3

Word Group 
4

Art
Arts
Artist*
Painting*
Architectur*
Sculpture*

Patient*
User
Users
“mental 
health” 
“mental* ill*”
psychiatr*

Hospital
Ward
Wards
Unit
Units

Evaluat*
Research
Qualitative 
Quantitative
Evidence



65

Appendix 3. Combined results of electronic and manual searches

Electronic 
Screening

Manual 
Screening

Total

Context 28 27 55
Reportage 21 31 52
Studies 19 4 23
Literature Reviews 3 5 8
Total 72 67 140
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Appendix 4. Overview of the search strategy

525 initial hits in electronic search

Full text scrutiny of 84 papers that met inclusion criteria

72 papers selected for full text scrutiny

Additional screening of 68 further papers identified

Full text scrutiny of 140 papers

Critical appraisal of 23 empirical studies identified
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Appendix 5. Overview of literature reviews included

1. Ulrich, R., Quan, X., Zimring, C., Joseph, A. and Choudhary, R. (2004) 
The role of the physical environment in the hospital of the 21st century: 
a once-in-a-lifetime opportunity.  Report to the Center for Health Design 
for the Designing the 21st Century Hospital Programme.  Concord, Ca: 
Center for Health Design.

2. Staricoff, R.L. (2004) Arts in health: a review of the medical literature.  
London: Arts Council England.

3. Dettenkofer, M., Seegers, S., Antes, G., Motschall, E., Schumacher, M. 
and Daschner, F.D. (2004) Does the architecture of hospital facilities 
influence nosocomial infection rates?  A systematic review.  Infection 
Control and Hospital Epidemiology, 25(1), 21-25.

4. Devlin, A. and Arneill, A.B. (2003) Health care environments and 
patient outcomes - a review of the literature.  Environment and 
Behavior, 35(5), 665-694.

5. White, M. and Angus, J. (2003) Arts and adult mental health literature 
review.  Durham: Centre for Arts and Humanities in Health and 
Medicine, University of Durham.

6. Angus, J. (2002) A review of evaluation in community-based art for 
health activity in the UK: a report by the CAHHM for the Health 
Development Agency.  London: Health Development Agency.

7. Day, K., Carreon, D. and Stump, C. (2000) The therapeutic design of 
environments for people with dementia: a review of the empirical 
research.  Gerontologist, 40(4), 397-416.
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Appendix 6: Data Extraction Sheet

Study aims and design

Population/setting

Intervention

Methods

Sample

Data collection

Measures used

Data analysis

Main findings

Implications for evaluation of ‘Moving On’ 
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Appendix 7. Overview of studies of the impact of arts on health and well-being (6 studies)

Study Study Design Validity issues Key outcomes and implications for the evaluation 
of ‘Moving On’

Staricoff 
and Loppert 
(2003)

Control study of visual art 
and music on pregnant 
women and chemotherapy 
patients.

Some randomisation.  Full 
blinding not possible. Small 
sample sizes noted affecting 
some results.

Art can affect clinical and therapeutic outcomes,
including anxiety and depression.

Duncan 
(2003)

Pre and post-test survey of 
patients and staff following 
a commissioned art 
installation in a 
hydrotherapy room. 

No randomisation or control. No change in approval ratings of patients or staff after 
one month, although patients expressed greater 
approval after three months. Stronger approval from 
patients than for staff, who might be challenged by 
changes in the visual environment.  Importance of 
consultation, ownership and control. 

Kincaid and 
Peacock 
(2003)

Pre-test post-test design to 
test the hypothesis that 
there will be a significant 
decrease in door testing 
behaviour observed after 
the installation of the wall 
mural. 

Non-random, no control group;
Observer presence may have 
affected door testing;
The observer was not blind to 
the study’s prediction; 
No measure of inter-rater
reliability as there was only 
one observer.

Two types of door testing behaviours decreased 
significantly: calmly pulling at doors and working 
teams. Noted a tendency among staff to over rely on 
the effect of the mural, reducing monitoring of the 
door area and increasing risk.

Staricoff 
and Loppert 
(2003)

Opinion based survey 
exploring attitudes of 1001 
patients, staff and visitors 
to arts in hospital. 

Large convenience sample, 
featuring a cross section of 
each population was included. 
No discussion of patterns of 
non-response.

The majority of respondents noticed the art enhanced 
well-being, particularly live music. Staff rated 
performances lower than patients or visitors.

Scher and
Senior 
(2000)

Mixed methods evaluation 
of a hospital arts project 
involving practical 

36% response rate to staff 
survey (7% of all staff). May 
be difficult to compare 

Some users were unaware of the arts project. The
majority of service users and staff approved of money 
being used for the arts and believed the arts had a 
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(unrepresentative) sample 
of 378 users; and a 
random sample of 348 
staff. 

interview and questionnaire 
data.

positive impact.  Higher levels of approval among 
patients than for staff.

Staricoff 
and Loppert 
(2003)

Opinion survey of 2200 
staff exploring attitudes to 
working in a hospital with 
an active arts programme. 

Low response rate (15%).  No 
discussion of patterns of non-
response.

Staff consider art and the environment when making 
decisions about where to work.  Arts interventions are 
valued by some staff.
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Appendix 8. Overview of studies of the impact of design and environment on health and well-being (10 studies)

Study Study Design Validity issues Key outcomes and implications for the 
evaluation of ‘Moving On’

Ulrich et 
al. (1991)

Control study of 120 US students’ 
responses to natural versus 
urban settings following a 
stressful experience.

Random allocation of 
volunteer sample to 
interventions (no detail of 
initial selection procedures). 

Recovery from stress was affected by the 
environment. Recovery was faster and more 
complete when participants were exposed to 
natural settings as opposed to urban environments. 

Ulrich et 
al. (2003)

Naturalistic experiment with post-
test measures of stress in 872 
participants following different 
environmental conditions (nature; 
urban; television; no television) 
during blood donation.

Semi-random allocation. 
Rationale for sample size not 
discussed. 

Stress was lower during no television than 
television. Pulse rates were markedly lower during 
nature exposure than urban exposure.  Playing 
uncontrollable daytime television in health care 
settings may increase stress for patients.

Donald et 
al. (2000)

RCT 2 x 2 comparing vinyl 
flooring vs. carpet; and standard 
physiotherapy vs. additional 
exercises in avoiding falls in 54 
patients in an elderly care 
rehabilitation ward in a 
community hospital.

Random allocation.
Knowingly underpowered.

Non-significant differences favouring vinyl flooring 
and additional exercises. Some benefits of 
additional exercises but these did not shorten 
length of stay or reduce falls. Need to consider 
aspects of risk reduction in relation to materials 
used in health care environments.

Blomkvist 
et al. 
(2005)

Experimental study of the effects 
of sound absorbing vs. sound 
reflecting ceilings on 75 patients 
in a coronary care unit. 

Included all nurses working 
on the ward.  Full blinding not 
possible. Small numbers.

Introduction of sound absorbing ceiling tiles was 
followed by reduced strain and increased 
satisfaction and performance by nurses. 
Intelligibility of speech and stress of noise are 
important factors influencing staff stress and 
safety.

Baldwin 
(1985)

ABAB experimental design 
examining changes in furniture 
arrangements in 10 wards (200 

Non-random, matching of 
wards not possible. Small 
number of incidents reported.

Intervention followed by modest reduction in 
seclusion and casualty incidents and enhanced 
social interaction. No changes in medication rates. 
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residents in total) in a maximum 
security prison in the UK.

Arrangement of furniture into group formation may 
encourage interaction and reduce hostility in the 
environment in secure settings. 

Passini et 
al. (1998)

Controlled study in a hospital of 
the impact of architectural design 
on wayfinding in 14 patients with 
dementia compared with 28 
controls.

Intervention controls matched 
for age, sex and education. 
No further information about 
subject selection. Needs 
further discussion of observer 
role.

Dementia patients were incapable of planning and 
making decisions involving memory to solve a 
wayfinding task. DAT patients were better able to 
make decisions based on architectural information. 
Patients performed poorly when forced to extract 
relevant information from graphic displays. 
Landmarks can promote wayfinding. Good spatial 
organisation is important for DAT patients, for 
whom unnecessary signage is confusing.

Schofield 
(2003)

Mixed methods study, including 
RCT and semi-structured 
interviews, to investigate the use 
of the Snoezelen multi-sensory
environment in 26 palliative day
care patients.

RCT is a pilot study, 
knowingly underpowered. 
Experimental and control 
groups were not 
homogenous. Thematic 
content analysis of the 
qualitative data reported. 

Significant reduction in anxiety in experimental 
group. Snoezelen is worthy of further investigation.
Four main themes emerged from the semi-
structured interviews: calm; sleep; continued effect 
and environment.

Lawson 
et al.
(2003)

Non-experimental cross sectional 
comparison study of 215 patients 
in old and new facilities two 
hospitals. Data includes 
questionnaire and focus groups. 
No further information on 
sampling.

Exact matching not possible 
but care was taken to assess 
the comparability of the 
samples.

Patients are aware of quality of the environment. 
Patients in newer buildings expressed more 
satisfaction with the environment, staff and their 
treatment than those in older ones. Clinical 
outcomes including length of stay and requests for 
pain killing medication affected by the environment. 
Patients preferred natural lighting and a view from 
a window. Lack of control exercised by patients 
was a feature of both environments.
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Verderber 
and
Refuerzo 
(1999)

Case study of the development of 
a new community health care 
facility in the US State of 
Louisiana. Post-test 
questionnaire and feedback from 
19 staff and 34 patients and 
visitors. 

No, small non-randomised 
sample, insufficient 
information about sample 
selection and data analysis.

Strengths of the new facility included: durable 
materials and furnishings; absence of noisy spaces 
and aesthetic qualities including: colour, views from 
windows and the amount of natural daylight in the 
interior. Weaknesses identified by staff included: 
cleaning and maintenance of the grounds; repairs 
to the interior; provision of space and facilities. 

Francis et 
al. (2003)

Evaluation of the Kings Fund 
Enhancing the Healing 
Environment (EHE) Programme. 
Qualitative interviews in 32 trusts,
including 6 case study sites. 
Focus groups.

Data collection and analysis 
not discussed in detail. Wide 
variety of projects from 
integrated art and interior 
design, to commissioned and 
purchased artworks.

Wide ranging personal, therapeutic and community 
benefits were associated with arts in health care 
environments. Aesthetic and therapeutic benefits 
include: identity, wayfinding, privacy, distraction, 
visual calmness, stress relief and communication. 
Education and training for health and art/design 
personnel needed.
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Appendix 9. Overview of studies of the effects of patient arts on health and well-being (3 studies)

Study Study Design Validity issues Key outcomes and implications for the 
evaluation of ‘Moving On’

Colgan 
(1991)

Pre and post-test study to assess 
the effects of START (sheltered 
training in art) on mental health 
patients. 26 participants, each
acting as their own control. 

Non-random, pilot study, 
underpowered.

Membership of START followed by a reduction in 
re-admission to psychiatric services.  Benefits of 
patient art include: achievement; relationships; 
health care environment/atmosphere; relapse 
prevention; personal gain and sense of community.

Lane 
(2005)

Phenomenological study of lived 
experience of art and healing with 
over 60 patients, carers, staff and 
artists in a Florida Hospital.

Detailed reporting of data 
collection and analysis using 
Van Manen’s hermeneutic 
and phenomenological 
method.

Participants in arts experienced a shift in 
consciousness which promoted healing.  
Participants commonly reported undergoing a 
‘journey’, described by metaphors of movement 
from darkness/fear/illness to luminosity and feeling 
intensely alive/transformed. Key metaphors in 
considering the impact of arts in health care are: 
transformation, journey, process, creativity, 
spirituality and embodiment.

Ferszt et 
al. (2000)

Semi-structured interviews with 7 
patients participating in arts 
programme facilitated by an art 
teacher, and 7 nurses.

Thematic content analysis. Key themes include:
• Pain relief;
• Enhanced communication between nurses 

and patients;
• Easing care provision/behavioural;
• Improved patients’ mood.

Benefits of patient art may include: clinical 
outcomes, communication, behavioural outcomes 
and mood. 
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Appendix 10. Overview of descriptive studies of staff and patient perceptions of health care environments (4 studies)

Study Study Design Validity issues Key outcomes and implications for the evaluation of 
‘Moving On’

Chen 
and
Sanoff 
(1988)

Survey of 60 staff and 
patients at a US hospital to 
assess perceptions of the 
environment.

Descriptive survey, not an 
interventions study. No further 
information about sampling 
procedures.  Response rate: 
90% (n=55) questionnaires 
returned.

Patients expressed a greater need for privacy than staff 
believed they needed. Mental health patients appeared 
to have more definitive reactions to photographs of 
different environments, using the extreme end of 
measurement scales to rate environments. Opinions 
about the environment in mental health care may be 
more polarised than in other areas. Highlights the 
importance of participatory processes in gaining 
approval for hospital improvement. 

Douglas 
and
Douglas 
(2005)

Survey of 785 past 
patients in a UK inner city 
hospital exploring 
perceptions of health care 
built environments. 
Qualitative methods were 
also used. 

Descriptive survey, not an 
interventions study. No further 
information about sampling 
procedures or responses.

Patients favoured aspects of the environment that made 
them feel comfortable and reinforced normality. Patients 
liked windows that provided a view outside. Patients 
disliked: long corridors with lots of obstacles; long open 
wards that offered little privacy; busy and noisy 
conditions; windows with high sills that do not provide a 
view of outside; drab, poorly designed furnishings; and 
cramped, poorly kept washrooms.

Timko 
(1996)

Survey of 164 hospital and 
community based 
psychiatric and substance 
abuse residential treatment 
programmes for adults in 
six San Francisco Bay 
Area counties. 

Descriptive survey, not an 
intervention study. Stratified 
sample from 204 facilities. 100 
responded (76%). Used the
Physical and Architectural 
Characteristics Inventory 
(PACI) to assess facilities. 

Better patient outcomes were found for programmes with 
more physical amenities and involvement in self-initiated 
and community activities, as well as those with social-
recreational facilities. Participation in arts may support 
patient outcomes.
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Benjamin 
and
Spector 
(1990)

Assessment of a British 
sample of specialised 
environments for the 
dementing and elderly 
using the Mulitphasic 
Environmental 
Assessment Procedure 
(MEAP; Moos and 
Lempke, 1984).

Descriptive survey, not an 
intervention study. Small 
sample (four facilities in 
Hertfordshire), but one was a 
brand new purpose built 
facility.

Limited involvement by residents in community events in 
all facilities. All facilities lacked of features that would 
make them suitable for wheelchair residents. Sites were 
poor in relation to safety features, prosthetic aids and 
orientation aids. Neglect in recognition of the needs of 
prospective residents when facilities are designed. 
Design of facilities for particular groups, such as 
dementing elderly patients, requires revision. Old study, 
things are likely to have improved since the late 1980s.
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Building on the Evidence:
Qualitative Research on the impact of the Arts in Mental Health Care

Report of the Documentary Analysis

Ellie Byrne and Norma Daykin
University of the West of England

Executive summary

Our research identified 442 documents generated by the project over a period
of four years from June 2002 to August 2006. A structured sampling frame was
used to select documents for analysis. This distinguished between a small
number of generic project documents relating to the project as a whole and
informal operational documents such as meeting notes and minutes. All of the
generic documents were included while a representative sample of operational
documents (including 246 stakeholder feedback comment sheets) was drawn
up.

The sample also included 291 photographic images collected as part of the
project. These “love-hate” photographs were taken by service users and staff in
four settings before relocation and the images were used to inform the
development of the arts strategy.

A methodology of discourse analysis was adopted for the analysis of the
generic documents whilst content analysis identified key themes from the
operational documents.

The analysis identified a number of contextual discourses and themes that
have influenced the development of the Moving On project. These include: the
broader ‘arts for health’ movement; the ‘evidence based design’ movement;
professionalisation of arts and health work; and notions of patient and public
involvement.

Successes of the project

The documents identify key successes of the project including the following:

• Moving On is positioned as an ambitious, responsive, flagship
programme that has broad support from stakeholders ranging from PFI
partners to service users and staff.

• The project is identified with a long progressive tradition of health care
improvement that is centrally concerned with enhancing the patient
experience.

• The project reflects the current evidence base for arts in health care. In
general, the commissioning programme emphasised addressing
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patients’ needs by providing art that is reassuring, calming, non-
institutional and supportive. There is an emphasis on nature, the
outdoors and wildlife as well as support e.g. in wayfinding. Further, the
artworks sought to provide interest and vibrancy, as well as reinforcing
security and being durable and hardwearing.

• The documentary analysis reveals a strong partnership and shared
vision between key stakeholders. Willis Newson (WN), the arts
consultants who managed the project, have an extensive track record
involvement in healthcare settings and were experienced in working
within PFI at the start of the project. AWP are positioned as a
progressive NHS Trust that recognises the benefits of arts in health care
to patients and seeks to lead the way in healthcare design and providing
an example of best practice.

• The documents provide evidence that management practices were
reflexive and responsive to feedback from stakeholders.

• Service user consultation was regarded as important and meaningful,
with many service users commenting on how much they had gained
from consultation sessions or workshops with artists.

Tensions and challenges

The documents also identify some tensions and challenges including:

The role of NHS staff within arts projects

AWP staff are a key group of stakeholders. AWP staff include art therapists, but
the strategy did not draw explicitly on the creative skills of this group. Their role
was to facilitate consultation processes as well as supporting artists, who were
selected on the basis of being ‘high calibre’ public artists and who may have
been relatively inexperienced in relation to mental health care. The documents
suggest that the workload implications of this strategy were not fully considered
at the outset and that some staff felt they did not have enough time to
undertake these roles.

The role of patient art within commissioned arts projects

Service users are also identified as key stakeholders. The documents
emphasise the need for collaboration and communication with service users as
well as the provision of a range of opportunities for involvement in the project.
As well as consultation, direct participation by service users in arts activity is a
key theme. However, the fact that the participatory elements of the project were
dependent upon unsecured funds meant that some stakeholders felt that
participatory arts were devalued.
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Definitions of consultation
A number of models of consultation emerge and no single definition dominates.
Most frequently the emphasis is on consultation to support decision making that
is the ultimate responsibility of artists and project managers. Hence the
documents do not consider the possibility of user-led commissioning. On the
other hand, the possibility of pursuing quality through purely ‘artistic’ goals and
without consultation with service users is also ruled out. While this diversity
perhaps allows a flexible response the challenges at emerge as the project
develops it may also pave the way for tension and ambiguity.

The lack of clarity about the role and scope of user involvement beyond
consultation played itself out as the project developed. Some service users,
particularly those who thought that service users should be involved directly in
the production of artwork, felt marginalised by the strategy and there is a
recurrent theme within these documents of service user voices being excluded,
or recorded but not acted upon.
Hence the documents suggest that while stakeholders were involved in
consultation this does not mean that they felt that they influenced decisions.
Some service users were aware of power imbalances in consultation processes
and sometimes felt themselves to be at a disadvantage.

The impact of the PFI process

The PFI partners were generally supportive of the arts strategy and Ryhurst
donated significant sums of money to the Moving On project. Their agendas
necessarily influenced the development of the arts’ strategy. For example, this
can be seen as operating through the notion of durability. Information given to
artists emphasised the fact that the artwork was intended to have a minimum
lifespan of 30 years. However, at times, the need to observe construction
schedules and priorities made it difficult for artists to achieve the objective of
fully integrating artworks into the new buildings. Other challenges emerged,
such as the need to identify early on who should adopt long term responsibility
for maintenance of the commissions.

Support for artists

As well as seeking support from AWP staff, the documents reveal that artists
were also expected to take responsibility for themselves, including being aware
of issues of stress, risk and wellbeing. As artists in healthcare, the artists were
not expected to operate as fully autonomous professionals, but were subject to
formal requirements such as data protection and accountability. As well as
negotiating the constraints of the PFI process, they were also required to
undertake consultation with service users, modifying their designs following
consultation sessions if necessary. These requirements proved complex and
challenging, and the provision of formal training and supervision may have
assisted some artists.
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Sustainability and resources

The documents suggest that the sustained success of the arts strategy is
dependent on longer term funding. They also reveal how difficult it is to secure
funding for arts initiatives in healthcare.

Key learning from the project

The documents reveal the following areas of learning in relation to
implementation of commissioned arts projects in healthcare.

1. The need for responsive and reflexive management of commissioned
arts projects.

2. The importance of communication and clear lines of accountability so
that the roles and responsibilities of partners are understood.

3. The need to support artists and to ensure that they fully understand the
operational context in which they are working.

4. The need to support NHS staff and to recognise the impact of projects
on roles and workloads.

5. The need for clear definitions of service users consultation, involvement
and participation so that expectations of involvement are shared and
understood by all parties.

6. The need to identify longer term funding sources to support sustainable
arts for health strategies
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1. Introduction

This report discusses the results of a documentary analysis undertaken as part
of the evaluation of the Moving On project. The methodology for the analysis is
discussed in Section 2. This is followed by a contextual discussion in which the
broader discourses surrounding the Moving On project (Section 3).

The analysis of the Moving On documents is presented in two parts. First there
is an analysis of generic documents created as part of the project. This
discussion is presented in Section 4 and is organised around five key themes:

• Appropriate and inappropriate arts (including transition)
• Stakeholder relations
• Service user participation and involvement
• Management issues and processes
• Sustainability/resources

This section also discusses a number of tensions, absences and silences that
emerge from the analysis.

The themes provide a framework for the analysis of the specific documents
discussed in Section 5. They also contribute to the analytic framework for our
qualitative research on the impact of Moving On. An overall summary and
conclusions from the documentary analysis is presented in Section 7.
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2. Overview of documents and methodology

The volume and range of documentary data is wide: our initial search identified
442 documents generated by the project over a period of four years from June
2002 to August 2006. To facilitate a systematic approach to the analysis of this
data we developed a structured sampling frame for the selection of different
types of documents.

2.1 Sampling strategy

A structured sampling frame was developed for the documentary analysis. This
drew a distinction between two types of documents: generic project documents
and operational documents.

The generic project documents.

Firstly, we identified formal or generic documents relating to the project as a
whole, such as the Arts Strategy Document and the Fundraising Strategy.
These documents tended to be produced early in the project. Some of these
documents were intended for a wide or public audience and are therefore
produced to a relatively high standard. Others, including artist induction packs
and artists briefs produced early in the project were part of central management
process and are therefore classed as generic documents. The final sample
included 11 key project documents (see Figure 1).

Figure 1 Generic documents included in the sample

• Moving On AWP Arts Strategy
• AWP Arts Advisory Group Terms of Reference
• Moving On Fundraising Strategy
• Confirmation of Appointment letter from AWP to Willis Newson
• Artist induction packs: a sample of three documents providing artists with

background to the site they will be working in, as well as guidelines for
consultation and documentation processes.

• Artist and maker briefs: a sample of four out of 13 documents outlining the
parameters within which each commission is to be produced.

The operational documents

Secondly, we identified site specific or operational documents, such as meeting
notes, updates and feedback sheets. These operational documents were often
produced for internal audiences. They map the progress of the project over
time and they tend to be more informally produced than the generic documents.
Where there were large numbers of operational documents, for example
meeting minutes, a 10% or 20% sample of these was drawn up. There also
exist other documents including anonymous notes taken during consultation
sessions, schedules of work and summaries of consultation sessions – these
documents often have no author or date, or the information contained within
them is duplicated in other documents. They have therefore not been included
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in the sample of documents. The final sample of operational documents
includes 275 documents (see Figure 2). Further details of the operational
documents are provided in appendix 1.

Figure 2 Operational documents included in the sample

• 23 meeting minutes from Trust-wide and Locality groups
• Three trust-wide Fundraising Updates for the Arts Strategy Group
• Three updates to the Charitable Funds Committee
• 246 completed draft design comment sheets – filled in by stakeholders having

attended workshops or consultation sessions.

Love-hate photographs

The analysis also included 291 photographic images collected as part of the
project. These “love-hate” photographs were taken by service users and staff in
four settings following a pre-relocation artist led workshop. Participants were
given disposable cameras and asked to take open shots of their surroundings.
The images of the old environments were used to inform the development of
the arts strategy. Due to the nature of the love-hate photographs, they have
been analysed separately to the rest of the data.

2.2 Data analysis

The analysis took place at two levels. First, a methodology of discourse
analysis was adopted for the analysis of the generic documents. Discourse
Analysis can accommodate a wide variety of texts including images and
photographs and is therefore suitable for our project. This approach to
documentary analysis moves beyond a ‘face value’ reading of a text. As well as
key themes, tensions, absences and silences are identified. Hence discourse
analysis is undertaken with reference to a wider social and political context from
which documents draw meaning

Discourse analysis challenges us to move from seeing language
as abstract to seeing our words as having meaning in a particular
historical, social and political condition

(McGregor, 2003: 2)

There are several different approaches to discourse analysis. In our project we
adopted a Foucauldian Discourse Analysis (FDA), which places particular
emphasis on contextual issues rather than focusing solely on the meanings
generated from a specific text. An overview of procedures used in FDA is
provided by Carabine (2001).

Within FDA, the word ‘discourse’ has two meanings. As well as a piece of text
or an image, a discourse is a set of words, thoughts and actions surrounding a
particular topic. Hence discourses impact on our collective values and
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assumptions, helping to maintain the status of social institutions such as
medicine or law. A central premise of FDA is that knowledge and power are
intimately bound; so much so that they cannot be divorced from each other in
any analysis. FDA therefore looks at the way that knowledge and power are
discursively incorporated our ways of thinking and speaking through the ways
they are textually represented. It helps to unmask how dominant groups in
society promote their own interests by constructing a fitting version of reality
through texts and images. It also reveals ways in which dominant versions of
reality are challenged.

The generic documents lend themselves well to FDA as they are well
produced, intended for a wider readership and constructed to incorporate a
range of voices surrounding the Moving On project. Some of the site specific
documents, such as the Artists and Makers Briefs, were also produced to high
levels and these were also subjected to FDA procedures.

The operational documents are less sophisticated in production and not
necessarily intended for a wide readership. Some of these are filled in
spontaneously at the end of a consultation session, and others are notes taken
at meetings which were not intended as formal minutes. They are therefore less
conducive to detailed analysis than the generic documents and have been
analysed in less depth. However we have still interrogated these documents for
themes and trends. The meeting notes have also been used to back up
interview data, or check for accurate reporting. In this way, these documents
have been used as a point of reference throughout the research.

Comment and feedback forms were categorised according to the commission
they referred to, resulting in a group of forms for each commission. Each group
of forms was analysed for themes, paying particular attention to who completed
the form (i.e. staff, service user, PFI Partner etc)

There are many difficulties that need to be recognised in the analysis of
documentary data. For example, informal meeting notes and minutes cannot
always provide a complete record of all discussions and views expressed.
Similarly, data taken from comment and feedback forms may be influenced by
a range of factors including group dynamics, confidentiality and emotional or
mental wellbeing. The nature of the project means that there are conflicting
views, with claims that some views, particularly negative ones, are not always
recorded. We have presented general themes for analysis from the operational
documents and our use of a structured sampling frame allows us to present a
reasonably comprehensive picture.
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3. Contextual discourses

The starting point of the analysis is to recognise the wider social and political
discourses that influenced the project. We have identified five key socio-political
discourses that provide the context for the analysis of the Moving On
documents:

Arts and Health

The investment of over half a million pounds of public money into art
commissions across 15 new units and buildings reflects a growing body of
literature - both academic and journalistic – asserting the benefits of arts for
health and wellbeing. The Arts Strategy opens with a quote from NHS Estates
(as they were formerly known):

The arts can enrich the healthcare environment. They help to
reduce patients’ stress levels by offering visual stimulation and
distracting them from their health problems.
(AS: 2)

This is a reminder of the broader policy context, which is supportive of Arts for
Health projects.

Evidence based design

Evidence-based design works on the premise that building design can have a
significant impact upon medical, financial and safety outcomes. It involves a
design process which is informed by credible research and evaluation as well
as consultation with client and user groups. This discourse is increasingly
influential and is reflected in advice to planners and managers in a series of
publications (NHS Estates, 2002a; 2002b; 2003a; 2003b). While there is some
resistance, for example from sections of the media, to spending scarce
resources for health on arts, the notion of evidence based design reflects the
view that enhanced environments can provide value for money by reducing
some of the hidden and unintended costs of poor design.

Professionalisation

This refers to bureaucratic and administrative practices, as well as codes of
conduct and regulatory procedures, which characterise most organisations and
service industries including the NHS. It also refers to processes of collective
advancement of occupational groups including arts for health workers and arts
therapists as well as traditional health care providers (Freidson, 1994, Witz,
1992)

Patient and public involvement

The last 30 years has seen a considerable shift towards encouraging greater
patient and public involvement in health care services (DH 2000, 2001, 2005;
Crawford et al 2002; Baggot 2005; Daykin et al 2006). A series of initiatives,
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such as the introduction of the Patient Advocacy and Liaison Services and the
Commission for Patient and Public Involvement in Health reflect a discourse
whereby patients’ opinions are valued and incorporated into decision-making.
User involvement is a strong theme in mental health services, where it relates
to particular issues of empowerment and rights (Truman & Raine 2002).
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4. Results: key themes identified from the generic documents

This discussion is organised around five key themes:

• The Project
• Appropriate and inappropriate arts
• Stakeholder relations
• Service user participation and involvement
• Sustainability and resources

4.1 Moving On

The generic documents set out the broader aims and scope of the project. In
particular, the Arts Strategy (AS), authored by Willis Newson at a relatively
advanced stage of planning, provides a strategic blueprint for the arts strategy
and a ‘wish list’, with some items conditional on unsecured funding.

The document describes Moving On as:

a four year arts programme that seeks to enhance the new
facilities being developed across the Avon area of AWP.
(AS: 13)

Three elements of the programme are outlined. The first of these is a
commissions programme of integrated arts across the new buildings.
The second is a three-year transitions programme of participatory
arts. The document also recommends an ongoing arts programme:

… to manage the new artworks, support existing creative
activity and develop new, Trust wide initiatives.

(AS: 39)

The document outlines the commitment by Avon and Wiltshire Partnership
Mental Health Trust (AWP) to the integration of arts into the new facilities. From
the perspective of AWP the project seeks to create:

… the best possible healthcare environments for service users
and staff, as well as a strong, coherent and reassuring identity
for the new mental health services in the community.

(AS: 4)

The project is positioned within the wider modernisation of mental health
services. Hence the handout entitled “The History of Blackberry Hill: From
Incarceration to Caring”, which appears in the Artist Induction Pack (AIP) for
Medium Secure Services, situates Moving On as part of a long history of
progressive development since its opening in 1741.
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The expansion of the medium secure service is just the latest
development in the hospital’s history and another step in the
ongoing care and treatment of people with mental health needs
in this area of Bristol.

(AIP: appendix 6.0.e)

The documents situate the project in relation to a range of stakeholders,
indicating broad support from these diverse groups. As well as Willis Newson,
AWP and PFI partners Ryhurst and Rydon stakeholders include care staff, art
therapy staff and service users.

The document details responses from service users and staff to the arts
strategy. Most of these comments are positive:

• Wide ranging and ambitious programme
• High levels of trust in WN; coordination, project management,

planning and budgeting
• A flagship project: offering an example to other Trusts
• Value of collaboration
• de-stigmatising processes
• Reducing trauma of the move to new facilities
• Sensitivity to users’ needs
• Spiritual qualities

(AS: 9-12)

There are also some ambiguous or negative comments. These relate to three
issues. The first concerns the nature of art in healthcare and extends to the
definition of ‘artist’ invoked in the documents. On the one hand there is the
notion of the artist as being of ‘highest calibre’ able to produce quality outputs
but not necessarily connected with the context of mental health care or the
processes of participatory art. Challenges to this emerge from two groups of
stakeholders: art therapists and patients who see themselves as artists. These
challenges are developed in the operational documents and are discussed
below.

Second, concerns are voiced that the funding might not be adequate for the
project aims. Finally, there are concerns expressed about issues of cultural
diversity and representation of minority groups. These questions are left open,
although the document does indicate the responsiveness of the strategy to
feedback. Hence details are given of elements that have been changed in
response to comments from stakeholders. For example, the name of the
proposed “multi-faith-room”, was changed to the “room for reflection” following
concerns about possible ethnocentrism.

In summary, Moving On is positioned as an ambitious, responsive, flagship
programme that has broad support from stakeholders. Moving On emerges as
part of a long progressive tradition of health care improvement that is centrally
concerned with enhancing the patient experience.
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4.2 Appropriate arts in mental health settings

The generic documents invoke notions of appropriate and inappropriate art in
healthcare that reflect the broader ‘evidence based design’ literature. They also
reflect the specific theme of transition since a key aim of the project was to
assist in the transition from old and familiar environments to new ones.

The purpose of the artworks is outlined in the Arts Strategy document. Key
priorities are to:

enhance the architecture of the new buildings
(AS: 39)

and to

enhance the external environment and landscaping of the sites
(AS: 39)

The importance of meeting the needs of service users for sanctuary and
wayfinding is emphasised, as well as the need to reflect familiar and local
connections and create:

a coherent and reassuring identity and presence for the new
facilities
(AS: 39)

There are many references to what constitutes appropriate art for the new
builds. Some of these are highlighted in the Glossary to Commissions in the
Arts Strategy. Characteristics include:

• Welcoming, dispel fears, links with community
• Soften, restful, calming, relaxing, non-threatening
• Homely, domesticate, non-institutional
• Wayfinding, reminiscence (Older Adults)
• Interest, vibrancy, colour, stimulate, entertain
• Sanctuary, spirituality (Room for reflection)
• Sensitive to light, space, height, reflecting time, movement and change
• Security, reinforced, durable, hardwearing (Secure services)
• Distraction, diversion (Older Adults)
• Nature, water, wildlife

(AS: 61-74)

These themes are reinforced in the other generic documents. For example, the
Fundraising Strategy (FS) emphasises the role of arts as enhancement,
innovation, high calibre, meeting specific needs of users, sanctuary, welcoming,
humanity, local connections, creating identity and improving the working
environment (FS: 5). The section detailing project by project goes on to further
articulate a definition of appropriate art, using words such as beautiful,
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interesting, calming, tactile, stimulating, surprising, interacting with nature,
helping to navigate, reassuring and homely (FS: 27-32).

Characteristics of appropriate art are also articulated in the Artist Briefs. These
documents were written at a different phase of the strategy, following a
developmental phase during which service users, staff and carers were
consulted about the type of art they would like in the new facilities. Hence
service users and other stakeholders are seen to be in agreement about these
definitions.

In summary, the purpose of the artworks is seen as enhancing the physical
environment and meeting patients’ needs for a coherent and reassuring setting.
This includes use of appropriate art, characterised by notions of naturalism and
domesticity.

4.3 Stakeholder relations

The contract between Willis Newson and AWP identifies a wide range of
stakeholders in the project. As well as WN and AWP these include NHS
Inventures, PFI partners, staff and service users. These interests are
represented through various groups (the Arts Strategy Group, Locality Groups,
Avon Project Board, Trust Board, AWP Charitable Trust and Arts Advisory
Group), as well as through the individual voices of service users, staff and
carers. The generic documents outline the roles and characteristics of the key
stakeholders.

Willis Newson

The Arts Strategy document introduces Willis Newson (WN), arts consultants
experienced in working within PFI. WN are identified as suitable project
managers with expertise, experience and a track record of involvement in
research and consultation. While the Moving On project is collaborative, the
project management role includes fundraising and making strategic decisions in
relation to established and wish list projects:

We will be fundraising directly for some of the items on the wish
list which we deem to be the most attractive to outside funders.
However, other wish list projects will not be so attractive to
funders. We will therefore fundraise for some of the Priority
Projects and release priority funds to cover wish list projects
once money is raised.
(FS: 8)

The role also includes supporting commissioned artists. Strengths of WN in
areas such as documentation and evaluation feature in the Artist’s Induction
Packs, designed to orient and support artists. In relation to mental health, less
direct expertise is presented and the document draws on web based and other
resources for supporting information.
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AWP

In the Arts Strategy document AWP are positioned as a progressive NHS Trust
that recognises the benefits of arts in health care to patients. The document
places AWP and Moving On at the cutting edge of this field, leading the way in
healthcare design and providing an example of best practice:

By placing itself at the forefront of design innovation, AWP will
demonstrate its leading edge status, raise its profile, attract
quality staff and develop positive relationships with its local
population.
(AS: 27)

The importance of a strong partnership between AWP and WN is signalled as
critical to the success or failure of the fundraising strategy:

Sponsors will only be interested in supporting Moving On if they
perceive the art programme to be embedded within AWP from
the top down. In order for fundraising to succeed, the
fundraising strategy will need active input from the Board, Arts
Strategy Group and Locality Groups.
(FS: 13)

PFI Partners

The documents outline the way in which the strategy was developed in
conjunction with various partner companies including PFI Partners Ryhurst,
who were consulted on the draft strategy before the final version was produced.
Ryhurst are presented as generally supportive of the arts strategy.

Ryhurst is very supportive of these proposals and looks forward
to working with the Trust over the coming years to help make
them a reality
(AS: 9)

Ryhurst donated significant sums of money to the Moving On project. They
were also involved in initial discussions about potential arts and business
projects, although these plans were not taken forward.

A key issue for Ryhurst is that of durability:

There is a strong emphasis throughout the document of this
needing to be an ongoing strategy and this is something we
welcome. Ryhurst will have care of these buildings for 30yrs and
would want to see an ongoing promotion of Art for the buildings
and their surroundings

Although Ryhurst are not explicitly mentioned in other documents, their
interests continue to be represented through this notion of durability. Hence the
artists are advised:
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It is intended that this artwork should have a minimum lifespan
of 30 years
(AB: 2)

Other references to PFI partners relate to fabrication or installation issues.
Sometimes these lead to constraints on artistic processes. Hence artists should
work around the PFI process, not the other way around.

The details of the fabrication contract will be developed to
harmonise with the terms and conditions of the AWP PFI
contract.
(AB: 4)

Artists are also reminded of their responsibility to liaise closely with Rydon
Construction in order to ensure integration:

…the artist will need to ensure they fabricate the commission to fit
with the subcontractor’s fabrication process and that the
subcontractor understands fully the implications of the integrating
the arts piece…
(AB: 1)

The PFI process is also influential in terms of the Fundraising Strategy, and
time-sensitivity of commissions is one of the factors shaping the way funds are
raised:

A selection of commissions … need to be installed within a limited
time frame in order to integrate with PFI schedules … Therefore
fundraising will prioritise the time sensitive commissions to ensure
they can go ahead.
(FS: 11)

This reinforces the constraining role of the PFI process.

Inventures

AWP subcontracts its estates management function to Inventures, a national
organisation with local offices throughout the country. In terms of the arts
project, Inventures acted as an intermediary between Moving On and the PFI
partners. This role was affected by a number of organisational and staffing
changes took place through the life of the project. Representatives from
Inventures are identified as key contacts for all sites in the Arts Strategy and
Artist Induction Packs. However, discussion of the role of Inventures does not
extend beyond this, and their part in Moving On is not clearly defined within the
generic documents.
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NHS Staff

The Artist Induction Packs contain information about the role of Trust staff in
the project. AWP staff are too involved in the monitoring of consultation and
brief development:

The AWP staff member accompanying you during your session
will take notes of the debrief. These will be used as part of the
project documentation
(AIP: 13)

AWP staff are also to be involved in supporting artists, who may be
inexperienced in relation to mental health care (AIP). Artists are advised to talk
to AWP staff for ten minutes after each session. At the same time, artists are
reminded that NHS staff are very busy, hence they should also rely on other
strategies, such as keeping diaries, for maintaining their own wellbeing.

AWP staff include art therapists, who are mentioned in the Artist Briefs as
possible sources of support for artists. However, it is made clear that the
commissioning process is not conceptualised as a form of art therapy. While
the strategy does not draw explicitly on the creative skills of art therapists this
group are, as NHS staff, represented in the range of committees set up to
oversee the implementation of the project. Some comments in the feedback
section of the Arts Strategy indicate a strong desire on the part of art therapy
staff to be closely involved in the project:

Requests to involve Art Therapists more fully

Great initiative - but must work in close liaison with existing
creative therapists (as well as users, other staff etc).

Please do liaise with us arts therapists - don’t forget the‘s’ in arts
therapies - we have music, drama and dance/movement
therapy in the Trust.

Please liaise with the arts therapists and OTs in this work and
be sensitive and aware around ongoing therapeutic work

(AS: 12)

Artists

The Arts Strategy document emphasises the importance of artistic quality, to be
achieved by including the involvement of artists:

of the highest calibre
(AS: 39)

From the documents it is clear that some artists are likely to have relatively little
experience of mental health services. Hence in the Artist Induction Pack artists
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are reassured that service users do not pose a “grave and immediate threat to
the public”. The Artist Induction Pack offers advice to artists as follows:

Always try to use sensitive language, for example instead of
saying ‘suffering from mental illness problems’ say ‘experiencing
mental health problems’

Artists are advised to seek support from AWP staff, but they are also expected
to take responsibility for themselves, including being aware of issues of stress
and wellbeing:

Staff are used to working in this environment. You are not. This
may mean that you are affected in ways that people who work in
the hospital are not. No matter what you feel or what your
concerns are, they are valid.
(AIP: 11)

Although artists are selected for their ‘high calibre’ and creativity the nature of
the project means that they, like other NHS employees, are subject to
regulation, management and accountability and not expected to operate as
autonomous professionals. They are subject to formal requirements such as
data protection and accountability.

The Artist Briefs outline the responsibilities of artists to gain approval for draft
and final designs from various groups, including PFI representatives. In order
for a design to be successfully approved, it has to fulfil:

… all health and safety, maintenance, technical and durability
considerations. The artist will also need to demonstrate that the
designs have been fully costed and can be produced within the
budget.
(AB: 3)

Hence consultation with service users is a key requirement for artists, who are
expected to modify designs if needed following consultation sessions.

Service Users

Service users are positioned in various ways throughout the documents. On the
one hand, they are people whose ‘needs’ are to be met through the arts
programme. On the other hand, these needs can only be met through
consultation. In the Arts Strategy document relative equality between artists
and service users is suggested, with commissions structured to provide:

opportunities for Service Users to work alongside artists to
make artworks for the new buildings
(AS: 13)
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On the other hand, project briefs are to be developed by Willis Newson and
approved by AWP and user groups. Hence service users are presented both as
recipients of care as well as active participants in the arts programme.

In summary, the documents emphasise the need for collaboration and
communication between diverse stakeholders. Implementation of the project is
contingent on relationships and negotiation rather than enforcement of
dominant ideas, and the consultation process provides space for service users
and staff to voice their opinions about the artworks and shape the progress of
the project.

4.4 Consultation, participation and service user involvement

The concepts of consultation, user involvement and participation all feature at
different times within the document and no single model of involvement
emerges. Nevertheless, great value attached to consultation. Consultation is
constructed in at least five ways in the documents:

Consultation as a requirement

The contract between AWP and Willis Newson stipulates that WN must:

Develop in conjunction with each artist a suitable consultation
process to involve service users, carers and staff in the design
and development of each arts commission.
(Contract: 2)

Further:

The briefs must be developed through full consultation with
service users, carers and staff.
(Contract: 1)

Hence consultation appears as a requirement placed by AWP on Willis Newson
and subsequently handed down through groups and individuals. In the contract
between AWP and Willis Newson, consultation appears as a serious and
important aspect of the commissioning process, although the techniques for
consultation are left relatively open. The Arts Advisory Group Terms of
Reference outlines the responsibility of this group for ensuring a “high level of
involvement and ownership of the arts project”, with responsibility for
consultation handed down to each Locality Group.

The need for consultation is also a mandatory part of the individual artist,
reinforced in the Artist Induction Pack and Artists Briefs, which include details of
how much consultation and documentation is required for each particular
commission. One of the commissions is ear-marked as specifically
participatory, with this requirement reflected in the artist’s brief. In general,
while some aspects of the process are prescribed, such as offering a weekly
consultation slot and a venue, there is scope for diversity in levels and styles of
consultation.
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Consultation and need

In the documents, consultation and involvement are also presented not just as
ways of making staff and service users feel included in the project. Consultation
is also presented as a way of ensuring that the artwork meets the needs of
service users:

Service user consultation and involvement is a key part of the
design process in order to ensure that the commissioned works
reflect the needs and wishes of all users.
(AS: 67)

Consultation and quality

Consultation is also seen as underpinning the creation of high quality arts.
Hence it is the responsibility of WN to …

…. ensure that through a program of consultation and
engagement that the arts commissions for the new buildings are
progressed to completion with high quality arts.
(Contract: 1)

Consultation and risk

The documents suggest both optimism and a sense of challenge in relation to
user involvement. Hence feedback comments include

It all sounds very exciting and meaningful. I feel that it is
imperative that effort is put towards harnessing views of service
users and work done to motivate them, thus ensuring input.
(AS: 9-10)

Some risks of consultation are acknowledged. Hence individual artists are
warned not to raise unrealistic expectations:

Never promise anything you are not sure you can deliver –
Service Users should not have their expectations raised and
then be let down.
(AIP: 9)

Other models of involvement: participation in the arts

Consultation is not the only model of involvement represented in the
documents. Participation in arts activity is also a key theme, although this is
less prominent as a theme than notions of consultation and involvement in
decision making. Participation is presented as offering personal benefits for
service users:
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…provide service users with meaningful and rewarding activity
and enable service users to learn new skills.
(AS: 68)

There are some tensions between participatory and commissioned arts. A key
example is that the participatory Transitions and Ongoing Arts Programmes,
which were reliant on additional fundraising, did not go ahead. The Fundraising
Strategy notes that secured funds are capital funds and as such were allocated
to the integrated commissions. This meant that the Transitions and Ongoing
Arts programmes were contingent upon unsecured funds. This was a point of
tension for the project. Some documents suggest that some stakeholders saw
this as prioritising commissioning over participatory arts and devaluing service
users’ artistic capabilities. For example, feedback on the Arts Strategy one
comment notes a perceived lack of recognition of patients as artists:

The strategy did not acknowledge sufficiently the number of
service users who also have the experience of being successful
artists and having show etc.
(AS: 12)

In summary, there is a strong emphasis on consultation, presented both as a
requirement imposed by AWP and a benefit, providing individual artists with a
means of ensuring that the artwork meets the needs of service users. Some
risks of consultation are acknowledged, especially for individual artists.

A number of models of consultation emerge and no single definition appears,
perhaps allowing for diverse practices to emerge as the project develops.
Notions of user involvement and participation in the arts are invoked, although
most frequently the emphasis is on consultation to support decision making that
is the ultimate responsibility of artists and project managers. Hence the
documents do not consider the possibility of user-led commissioning. On the
other hand, the possibility of pursuing quality through purely ‘artistic’ goals and
without consultation with service users is also ruled out.

4.5 Sustainability and resources

Sustainability of the arts is a key theme, although the Arts Strategy also
indicates that the resource framework to support a sustainable programme is
not currently in place. The Arts Strategy document makes the case for
resourcing of the arts: this draws mainly on notions of quality and calibre with
other discourses (such as potential cost savings to the NHS) less strongly
present.

Hence the case is made for the appointment of an Arts Coordinator, Arts
Liaison Worker and Support Worker to ensure sustainability:

It is crucial that the Ongoing Programme is led by a high calibre,
dynamic, and committed Arts Coordinator. This person will be
responsible for the ongoing sustainability, funding and
management of the programme, as well as for ensuring that the
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high standards of quality set by the commissions programme
are carried forward into future projects.
(AS: 40)

Lack of funding for ongoing work is identified as a threat to the arts programme

The Arts Team will be expected to fundraise towards project
costs, but not towards salaries. It is proposed that AWP
Charitable Trust be approached towards the end of 2005 to
support the core costs of the arts programme on a three year
basis from 2005 - 2006 until 2008 - 2009.
(AS: 40)

Although resources for the programme are not currently in place, the issue of
fundraising is addressed in the Fundraising Strategy.

A further £264,000 is needed to achieve all the commissions
wished for across all the Avon localities. The rest of this
document sets out how we will achieve this target.
(FS: 4)

The use of language here reflects a sense of optimism that the fundraising
strategy will be successful. Hence the phrase once money is raised is used
rather that if money is raised.

Concern about the funding risks is articulated in the feedback section of the
Arts Strategy, reported as:

Concern over the funding targets?

I think that ALL three of these proposed programmes need to be
implemented. I like the idea of ongoing arts development into
services and the close working with staff and service users
(AS: 9)

In summary, the success of the arts strategy is seen as dependent on longer
term funding, although there is acknowledgement of concerns that the
resources for the programme are not currently in place. This is an unresolved
issue in this sample of documents.
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5 Analysis of the operational documents

The operational documents reflect similar themes to those emerging from the
generic documents. However, this part of the analysis also focuses on the way
in which these themes were shaped and reshaped as the project progressed.

5.1 Project management: key themes

While there are implications for project management of all the themes, some
specific project management issues emerged as the project developed.

Operational context: Multi agency collaboration

The documents reveal the influence of the operational context in which the
project took place. The arts project needed to engage in complex processes
including applying for grants from charitable organisations, as well as those
arising from compliance with NHS procedures, such as obtaining clearance for
artists to work in mental health settings. This meant that sometimes progress
appeared to be slow and bound up in bureaucratic procedures. Several actions
associated with fundraising were delayed. The Fundraising Update for the Arts
Strategy group (December 2004) notes that several deadlines for applications
for grants were missed due to delays in the application process.

The fact that the project was a collaboration between public and private sector
interests created a number of challenges, requiring a reflexivity response. This
is illustrated in the following extract from a Fundraising Update (FU).

The first response from Chase charity has indicated that our
application is unlikely to be successful … This is due to the
application not coming from a charity with a specific function,
and because the application is perceived as on behalf of a
large NHS Trust … It does raise concerns about the best way
to approach trusts as we proceed, and whether AWP should
consider setting up an arts trust with its own charity number.
(FU November 2004)

After an initial preparatory period, it was suggested that a fundraising sub-group
be established to oversee the Fundraising Strategy, with representation from
the Arts Strategy Group and the Charitable Funds Committee. However, this
group was not established.

Working within the PFI had an impact of the progression of the project. The
themes of constraint and lack of flexibility are present in these documents, as
this extract from an Arts Strategy meeting exemplifies:

…it would not be possible to change any of the bench
positions as there were no resources for extra concrete
footings etc… The design of the benches needed to co-
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ordinate with the PFI landscaping design and must not result
in any changes to the approved landscaping design.
(ASG 7.2.5)

Communication

While the documents reveal good communication between key stakeholders, a
number of communication difficulties are also identified. For example, there
was also a lack of clarity over issues such as long term responsibility of the
commissions, as this extract from an Arts Strategy Group meeting shows:

There are some technical contractual issues to be ironed out
as well as the interface with the PFI contract and the
responsibility of the art works in the long term. It was
imperative to know who was responsible in the long term and
CB asked for an urgent meeting to resolve this issue…
(ASG 7.2.5)

Issues such as this were so central to the project that “PFI Contract
Arrangements” became a standing item on the Arts Strategy Group meeting
agenda. Locality Subgroups minutes indicate that it was established that
Ryhurst would be responsible for the ongoing maintenance of some integrated
commissions (Fromeside Arts Subgroup (FAS) 14.12.5).

There were some difficulties relating to communication between Inventures and
other stakeholders. The construction process was sometimes complex,
involving unforeseen challenges that required problem solving and artists did
not always have access to up to date information, making them unsure about
how their work would integrate with the buildings:

…(Artist) had been to Elmham Way and that the … layout was
different to the plan he had received and which the final
designs had been approved on

(North Somerset Arts Subgroup (NSAS): 19.1.6)

In instances like this, the artists had to compromise by changing their designs,
incurring additional costs to the project:

(Artist) will have to re-do his design – no dramatic changes as
only a simple design to begin with but (artist) will charge for
the extra time it will take him …
(NSAS: 19.1.6)

Support for artists and staff

The meeting minutes show that considerable efforts were made into supporting
commissioned artists. There was extensive planning of an artists’ induction day
as well as efforts to link artists to individual members of AWP staff during their
time with the Trust:
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Staff agreeing to support artists must accompany the artist,
take notes of the session and document it on the consultation
documentation sheets and also do a debriefing
(BAS: 12.1.5)

Support for AWP staff is less clear, and as the project developed it became
clear that some staff felt that they were too busy to fully engage in the project:

…it [the consultation process] had given staff the opportunity
to be involved in the project. If they had not attended it was
because of time constraints
(ASG: 1.11.4)

At this point these workload issues for staff were recognised and the
consultation procedures were amended accordingly:

Agreed that the [consultation summary forms] could be used
as a guide and that in come cases simple summarised notes
would be sufficient. Noted that in some cases it is difficult for
staff to both support and document at the same time – agreed
that notes could be taken after the sessions
(BAS: 9.3.5)

In summary, the documents suggest that management practices were reflexive,
but it was not always possible to respond speedily to external demands, such
as the requirements of fundraising. There is evidence of high levels of
collaboration as well as a shared vision between partners, although the
operational context and the PFI process sometimes constrained the project.

There were also some specific challenges, such as identifying who should
adopt long term responsibility for maintenance of the commissions. While
artists were well supported, communication difficulties that meant that they
were not always in tune with the demands of the PFI process. This sometimes
led to changes in designs previously agreed, undermining consultation as well
as increasing costs. Finally, support for staff emerged as a key issue, with the
demands of project on them needing to be fully recognised as the project
developed.

5.2 Appropriate arts in mental health settings

The documents present many different notions of what constitutes appropriate
and inappropriate art. While there is huge range of opinion concerning the
artworks, and diverse responses to each single commission, the documents
reveal some strong common notions of what constitutes appropriate art in a
mental healthcare setting.

Artists were required to show their designs or samples for each commission to
a group of mixed stakeholders. The comment and feedback forms for each
commission captured both positive and negative reactions to the designs and
from these seven general themes have been identified:
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� Definition, clarity and confusion
� Nature
� Impact
� Health and safety
� Durability
� Maintenance
� Service user and community involvement

Definition and confusion

Except for the artists, all stakeholder groups commented on some designs
being too ambiguous or confusing and therefore inappropriate for mental health
settings. A service user regarded one design as “too abstract”, and a number of
healthcare professionals and carers thought some designs would be confusing
to service users, particularly flooring designs. A main concern was whether
service users might mistake patterns for actual objects and try to pick up the
designs, or avoid walking on them. This was felt to be more pertinent when
considering designs for wards for older adults.

Nature

Designs were often praised for reflecting aspects of nature, especially water,
trees and animals. At one site in particular, the theme of nature was reflected in
most of the commissions, a characteristic deemed desirable by many attendees
of consultation sessions. Artworks featuring water were described as calming
and therapeutic, and those depicting animals or flowers were universally liked.
However, if a design was too ambiguous the fact that it reflected nature was not
enough to overcome this.

Impact

The impact of commissions was clearly captured in the comment and feedback
forms (FF). There was a variety of reactions, depending on the design in
question. A wide range of adjectives were used to describe the commissions,
and there was no single theme that captured these responses, which
sometimes seemed paradoxical. For example, the same commission evoked
the following reactions, all from AWP staff:

richness, simplicity, softness, natural, calming, uplifting,
vibrancy, impact, boldness, local connections, warm colours,
cold colours, cheerful, vivacious, raising spirits
(FF: various, from presentation of draft design on 28.9.4)

Stakeholders used a variety of positive words to describe the artworks, the
most popular being:

beautiful, inspiring, good, welcoming, bright, impressive,
relaxing
(FF: various)
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Many words and phrases were used to convey how the art could raise people’s
spirits. These included:

brightening, stunning, exciting, interesting,
(FF: various)

Further, it was clear that some commissions would engage service users,
encouraging movement and activity:

tempts you outside, encourages looking upwards, draws people
into central space, taps into old memories, tactile, stimulating,
will make people like spending time in the garden
(FF: various)

Negative reactions to the designs were also recorded, and although they were
less prevalent, evocative words were used to convey how people felt:

depressing, insipid colours, gloomy, confusing, institutional
(FF: various)

Hence designs reflecting an institutional environment, or those depicting
experiences of mental ill health, were considered by most if not all stakeholders
to be inappropriate for Moving On. Similarly designs with too much ambiguity or
intricacy - particularly on flooring – were considered inappropriate. Designs
perceived as uplifting, engaging and generally pleasing to the eye were
regarded as completely appropriate for the project.

Health and safety

This was probably the main concern for AWP staff, but issues surrounding
health and safety were raised by all stakeholders. For example, service users
were concerned about some commissions being broken and used for self-
harm, and violence to others was a concern also shared by other stakeholders.
Some sculptural designs were deemed possible means of escape by AWP staff
and PFI partners, and recommendations to change the height or location of
some commissions were noted. AWP staff also commented that some
commissions could be used as hiding places for drugs or weapons. Visibility
was also a concern, especially in areas of high security.

Durability

PFI partners were anxious that commissions should be durable enough to last
25-30 years, and that they were unlikely to be vandalised. AWP staff, carers
and service users shared concerns that some aspects of commissions were too
fragile and could be broken or picked off, leaving sharp edges and risks to
health and safety.
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Maintenance

Questions were raised by PFI partners about who would supply spare parts
should commissions need maintenance. AWP staff also raised issues such as
cleaning and repair of commissions.

Service User and Community Involvement

Perceived levels of service user involvement seemed to influence judgements
about the appropriateness of the art. Hence commissions that were seen to
actively include service users in the design process were praised, with a
minority receiving feedback suggesting more could be done to involve users.

In summary, while there were diverse responses to the arts, positive and
negative responses recorded all reinforce a particular view of what constitutes
‘appropriate’ art in mental health settings. This encompasses a number of
features including clear, unambiguous design that is uplifting, non-institutional
and makes use of naturalistic images. Also important are designs that are
durable and easy to maintain, facilitating the management of safety. Finally,
where service users perceived high levels of ownership in relation to the art
they were more likely to view it as appropriate. The issue of service user
involvement is discussed further below.

5.3 Stakeholder relations

Stakeholder relations emerge as a key theme within the operational
documents. The Fundraising Updates show that the key stakeholders were
generally working towards common goals. A range of AWP staff, including
some ward staff who demonstrated a high level of commitment to the project,
were involved in making grant applications. Rydon and Ryhurst also made
initial approaches to their sponsors and suppliers.

The documents also suggest that formal responsibility for decision making was
shared by stakeholders. Hence interview panels were constructed to include
representatives of service users, AWP, Ryhurst and Willis Newson. Selection
reports following the interviews were reviewed by the Subgroup. Other
decisions were made via multi-agency groups such as the Locality Arts
Subgroups or Arts Strategy Group.

The decision making process in these groups was sometimes a point of
tension. In general, decisions were made by consensus, but where there was
disagreement, voting took place. This led to some stakeholders, particularly
service users, feeling that their presence in these meetings was not sufficient to
influence decisions. For example, some users reported that the opinions they
expressed on interview panels were not taken into account in the appointment
of a particular artist (BAS 12.1.5).

The interaction between other stakeholders reveals the particular context of the
PFI process. It was important that artists, designers and builders worked
together to ensure that the commissions could be integrated successfully.
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Problems that arose during the installation stage sometimes meant the
negotiation of variations to contracts, a process that needed to be managed
within tight timescales. On one occasion a deadline was missed meaning that it
was not possible for an artists’ flooring commission to be laid while the building
was being built. The options were either lay the flooring after the building had
been handed over to the Trust, or to abandon the commission completely and
re-allocate the funds to items on the Locality’s Wish List. The meeting notes
reveal that this situation reached a point of some urgency:

(Inventures rep) to write a proposal to AWP Project Board and
present within 10 days – the plain contract flooring is due to be
laid and will need to be stopped if the decision is made that the
artists flooring will be laid post completion.
(NSAS: 19.1.6)

In the end the flooring commission did not go ahead, and the example
illustrates the difficulty of integrating artwork within a complex PFI process.

The operational documents also provide more information about the role of
artists, revealing the ways in which the requirements of consultation and the
constraints of the PFI process framed their work. Artists were expected to work
closely with Locality Arts Subgroups, providing drafts of their designs for
comment and feedback on issues such as health and safety, aesthetics and
service user involvement. They were also expected to liaise with interior
designers and provide written information about their commissions for
dissemination to stakeholders. Ryhurst produced a document outlining the
various constraints facing artists in their work. In some cases, artists were
shown around the building sites by stakeholders with technical roles, such as
the architects and the construction company. The artists may have discussed
their responses to these conditions with key staff, but their responses are not
recorded and there was no consistent artist presence at the various subgroup
meetings.

The documents record relations between service users and AWP staff in more
detail. Whilst some minor differences of opinion were resolved within meetings,
others needed further work. Following a meeting in which service users and a
Service User Involvement Worker presented a report, the service users
commented that:

…at times, staff behaved aggressively and inappropriately and
with a lack of respect, and that they were seen to joke
amongst themselves.
(BGG: 9.11.5)

Other members of the group responded:

JMD hoped that any such behaviour would have been
challenged at the time … AB added that he thought it would be
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unnatural for staff not to joke and confer amongst themselves.
(BGG: 9.11.5)

Resolution was offered in the following form:

Service users were asked to raise issues as soon as they
occurred and it was agreed that in future, any such behaviour
will be challenged immediately.
(BGG: 9.11.5)

This rather puts the onus on service users to identify and challenge what they
see as unacceptable behaviour, and illustrates the complexity of involving
service users in formal meetings where they may not be familiar with the
established culture.

In summary, the documents suggest that responsibility for decision making was
shared by the key stakeholders rather than held by any particular group.
However, the presence of stakeholders does not mean that they influenced
decisions. Service users perceived there to be power imbalances and
sometimes felt themselves to be at a disadvantage.

The influence of the operational context is revealed in the documents. While
artists had some scope to manage and interpret the requirements of
consultation with service users, the PFI process was less flexible. When PFI
and commissioning processes were in tension, it was difficult to prioritise the
latter. Little is revealed about the responses of the artists to the commissioning
process.

5.4 Consultation, participation and service user involvement

As in the generic documents, the operational documents reveal a number of
different models of consultation, participation and involvement. Consultation
and participation took place at a number of levels, including the commissioning
level and the strategic level of project management.

Service users were consulted about the PFI process in workshops and
discussions where they were asked what they thought of design issues, such
as colour schemes:

(SU involvement worker) asked if the samples had been
shared with the residents … . [It was] confirmed they had
(BGG: 16.3.5).

Where service users had not been consulted, this was remedied following
interventions by key staff:

(SU Involvement Worker) asked whether patients in the Older
Adult wards had input to these samples. (AWP manager)
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agreed to share the boards with the inpatient and Day Hospital
units for feedback
(BGG: 16.3.5).

Service users were also represented in decision-making forums. Hence the
following extract from Bristol Global Group minutes:

(SU rep) did not agree with the sample provided for curtains in
these units. The meeting agreed to sign off the boards,
excluding curtains, which are to be taken back and rethought.
(BGG: 16.3.5)

Similarly:

(SU rep) passed round a photo of what the wildflower meadow
might look like. She asked how the Trust would stop service
users lying in the grass. (AWP staff) asked why they should be
stopped. (SU rep) thought it was (Locality Global Group)
desire to have this as a botanical garden. (AWP staff) said that
paths will be mown through the grass so people can walk
through it. (SU rep) asked if there would be any restriction.
(AWP staff) to confirm with the management plan.
(BGG: 22.12.4)

Service users also participated in the arts strategy in a number of ways, for
example in workshops and consultation sessions. Feedback forms reveal that
in these sessions service users’ needs were considered by the artists:

It was a lovely and refreshing change for SU involvement to be
a pleasure … She listened to us and seemed to understand
SU points and insights … for once SU’s ‘need’ e.g. for calming
influence and beauty, was taken on board. Really hope this
mood will prevail in further consultations.
(FF: CTLM Projection commission workshop, Callington Road
Hospital)

The project also involved some participatory elements, with some service users
having the opportunity to get involved in the design and production of artworks.

(Staff member) said the workshops have been brilliant and it is
an example of participation.
(BGG: 12.2.6)

(Staff member) stated how pleased SUs had been to have
been asked to attend and be involved
(Secure Services Arts Subgroup (SSAS): 8.6.4)

Feedback forms completed by service users reveal a range of responses to
participation, most of which are positive:
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This session has been completely up my street. I have
definitely benefited … I think the experience could not have
been better.
(FF: Older Adults Day Unit Textiles, Callington Road Hospital)

Service users benefited from working with skilled, professional artists:

I am not artistic, but (artist’s) enthusiasm for her art was so
infectious that I really enjoyed the session
(FF: 5.4.5 Older Adults Day Unit Textiles workshop, Callington
Road Hospital)

(artist) was so easy to work with, lots of patience and a lovely
personality shone through.
(FF: 5.4.5 Older Adults Day Unit Textiles workshop, Callington
Road Hospital)

They also enjoyed the opportunity to learn new skills and complete pieces of
work themselves.

(Artist) came to us and turned our day into a surprising treat of
information, skills and fun. I stopped saying “I can’t do that”
and did it and was pleasantly surprised by the finished article
(FF: 5.4.5 Older Adults Day Unit Textiles workshop, Callington
Road Hospital)

Hence for many service users, involvement in consultation and participatory
arts processes were positive and meaningful experiences.

Consultation also took place at the strategic level of project management.
Service users had a voice at this level through representation on various
groups and participation in meetings. The Arts Strategy Group (ASG) was the
Trust wide group overseeing the development of the project. The role of service
user representatives sitting on the Arts Strategy Group was defined as follows
in February 2005:

The different roles and opportunities were clarified:
a) Service User Reps attending the various meetings (Locality

Global Groups; Locality Art Strategy Subgroups; Art Strategy
Group) where the emphasis was on the representation of
users in the design of processes that were appropriate to the
work element, feeding in views of the wider groups and
cascading information to the various groups

(ASG: 7.2.5)

The role of service user representatives is defined as including advice and
dissemination of information, not necessarily decision making. At other times
the voice of service users is incorporated within that of AWP, one of the three
key partners driving the project forward:
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The aims and objects of the Arts Strategy will be mapped out
with the aims and objectives of AWP, Willis Newson and
Ryhurst. These will be different for each organisation but will all
be moving in the same direction.
(ASG: 6.9.4)

A recurrent theme within these documents is the perception by service users
that their concerns are downplayed or silenced. For example, in an Arts
Strategy Group meeting in August 2004:

(SU rep) reported some concerns from the … User Group
around the amount of money and design of the floor for the …
Unit. (Willis Newson) and (AWP staff) stated that there had
been a disagreement at the meeting around the flooring but
that a decision to move forward with the commission had been
made.
(ASG: 4.8.4)

It is not clear from this extract how the decision was made but service users
interpreted this as evidence that their concerns had been overridden. This
disappointment was articulated and efforts were made by the group to address
the issue:

It was highlighted that although this decision had been made
that Service Users would be involved with the actual choosing
of the design for the flooring.
(ASG: 4.8.4)

The theme recurs in other extracts, such as that relating to the artist selection
procedure for the same commission in January 2005 (five months later), the
following was recorded in the minutes for the Bristol Arts Subgroup (BAS):

(SU rep) stated that both he and (other SU rep) felt the wrong
decision had been made in the appointment of (artist) for the
(flooring commission). As panel members on this interview
they felt their views had been unheard and over-ruled
(BAS: 12.1.5)

This concern was acknowledged by the group, but since the appointment had
already been made, resolution was offered in the form of extra support for the
artist and efforts to allay the fears of service users.

Later, in the Bristol Arts Subgroup meeting regarding the flooring commission in
August 2005, the following was recorded in the minutes:

Service user concerns were voiced over the overall design
and the artist not taking into account everyone’s views
(BAS: 10.8.5)
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Hence some service users involved at the strategic level of decision making felt
that their views were dismissed, and at least one service user representative
withdrew from attendance at meetings because of this.

Overall, it seems that service user consultation was regarded as important and
meaningful, with many service users commenting on how much they had
gained from consultation sessions or workshops with artists. However, there
was less clarity about the role and scope of user involvement beyond
consultation and this lack of clarity played itself out at the strategic level as the
project developed. Some service users, particularly those who thought that
service users should be involved directly in the production of artwork, felt
marginalised by the strategy, which prioritised commissioned over participatory
arts. Hence there is a recurrent theme within these documents of service user
voices being excluded, or recorded but not acted upon.

5.5 Sustainability and resources

As noted earlier, fundraising was an ongoing challenge to the project. This
came to a head when it emerged that the Transitions programme (a set of
participatory projects aimed at easing the transition from old to new hospitals)
and the Ongoing Arts Programme, with a combined value of £75000, were both
not going ahead due to unexpected extra decommissioning costs.

A discussion about this issue is reported in the minutes of the Arts Strategy
Group meeting in February 2005. Early in the meeting service user
representatives and the Service User Involvement Co-ordinator for the Trust
had expressed disappointment at the lack of opportunities for direct service
user participation in the arts project:

(SU involvement co-ordinator) stated that he was under the
impression that there would be a much more active role for
Service users. Where Service users would actually be working
with the various Artists and for Users to produce some of their
own art works.

The Projects and Estates Director responded by pointing out that it had always
been agreed that the commissioning strategy was the main priority for the
project:

(Projects and Estates Director) stated that it had been agreed
that the Project would deliver the Priority Commission
Strategy, with the priorities agreed with each locality group.
Each Locality Group had also prioritised their “Wish List” and
these commissions were subject to the success of the
fundraising strategy. However, resources were limited and the
fundraising strategy set out the priorities for Willis Newson.
(ASG: 7.2.5)

Hence some stakeholders saw responses to resource constraints as reinforcing
the prioritising of commissioned over participatory arts. These stakeholders,
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who were concerned to encourage participatory arts, were keen to suggest that
further funds be raised in order to increase opportunities for service user
participation. However, this proved more difficult than expected and once the
commissioning process was in place it was beyond the scope of the subgroup
meetings to challenge fundamental priorities.
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6. Love-hate photographs

291 photographs were taken as part of the development of the Arts Strategy
document. They are divided into those taken by service users and those taken
by staff. There are no photographs for North Somerset.

The photographs have no narrative, so whilst most appear straightforward in
terms of their meaning, there are some which are more ambiguous. A simple
form of content analysis was performed on the photographs, drawing out the
following themes:

� Nature vs. Urban
� Dirt and deterioration
� Being at work
� Being in hospital

Nature vs. Urban

Throughout the ‘love’ photographs there is a strong sense that nature is
important to both service users and staff. Many images depict countryside
scenes and open space, as well as photographs of trees, the grass and the
sky. In contrast, many ‘hate’ pictures show concrete structures such as roads,
walls, car parks and power stations.

Dirt and deterioration

Many of the ‘hate’ photographs show areas of the hospital in a poor state of
cleanliness or in need of maintenance. These include dirty carpets and sink
areas, broken garden furniture and overflowing ashtrays.

Being at work

Most images taken by staff depict their working experience, either in terms of
what they loved or what they hated. ‘Love’ photographs included images such
as people washing up and service user art, but also included symbolic images
like the stereo, the gymnasium and the television, indicating activities as being
loved rather than the object itself. With some photographs, for example a tin of
biscuits, it was difficult to tell if the emphasis was on the item itself or whether
the item was a metaphor for something else. ‘Hate’ images in this category
included photographs of cramped and dark working spaces, cluttered desks
and inadequate shelving space.

Being in hospital

Service users used the cameras to capture aspects of being in hospital they
loved and hated. For example, there were photographs of the television, plates
of food and a decorative message board in the ‘love’ images. Hate images
seemed more dominated by images of the physical characteristics of the
internal and external environments, but as acknowledged earlier it is difficult to
know the true meaning of these images without narratives.
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7 Summary and Discussion

The documents evoke a number of themes and discourses, analysis of which
can help to interpret the impact of Moving On. This section discusses the
Moving On documents using discourse analysis (DA) to identify key themes as
well as tensions, absences and silences within them in order to further
understanding of the impact of the arts strategy. The context of the discussion
is informed by wider social and political discourses that have influenced the
project including arts for health; evidence based design; value for money;
professionalisation; and patient and public involvement.

The discussion is organised around five key themes:

• Project management issues and processes
• Appropriate and inappropriate arts
• Stakeholder relations
• Consultation and service user involvement
• Sustainability and resources

7.1 Project management: issues and processes

Overall, the project is positioned as a well managed project that reflects the
goals of modernisation and innovation as well as participation. This is
underlined by expertise and experience in managing arts projects and an
understanding of the nature of appropriate arts in mental healthcare settings.

Some key themes emerge in relation to project management, including
responsiveness and reflexivity. The strategy was in general responsive to
stakeholder feedback, although the operational context and the demands of the
PFI process created constraints. When PFI and arts commissioning processes
were in tension, it was difficult to retain a focus on the latter. Hence PFI
priorities held sway over artistic discourses and practices and the rigidity of the
PFI process sometimes undermined consultation processes and financial
management.

Communication also emerges as a key theme. This extends from identifying the
responsibilities of partners, for example in relation to long term maintenance of
the commissions, through to ensuring that individual artists understand the
operational context in which they are working. This highlights the need for
responsive and reflexive management of commissioned arts projects as well as
clear lines of accountability and strategies for ensuring good communication
between partners with diverse backgrounds, experiences and priorities.

Finally, support for staff emerged as a key issue. During the initial planning
stage, the impact of the project on staff workloads may not have been fully
recognised. This issue needed to be addressed as the project developed.
Hence there is a need to recognise the demands of arts projects on staff early
in the process.
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7.2 Appropriate arts in mental health settings

A key discourse is that surrounding appropriate art in mental healthcare
settings. The arts related discourses that are strongly present in the generic
documents are in broad agreement with the wider ‘evidence based design’
agenda. Hence the purpose of the artworks is to enhance the physical
environment and meet patients’ needs for naturalistic and domestic as opposed
to abstract or institutional settings.

The operational documents support these notions of appropriateness. While
these reflect diverse responses to the arts, there seems to be widespread
support for clear, unambiguous, uplifting, naturalistic and non-institutional
designs. Also valued are designs that are safe, durable and easy to maintain.
These notions seem to be reinforced in the ‘love/hate’ photographs, although
further research is needed to understand how such data can inform research.

Alternative constructions that are present in the wider arts for health literature
(Daykin & Byrne 2006), such as arts as complex, challenging, ambiguous or
cathartic are absent from the documents. Nevertheless, the operational
documents do indicate that among service users, levels of approval for
artworks are to some extent contingent upon perceived levels of involvement
and ownership.

Further tensions surround the definition of artist. The documents emphasise the
importance of using artists of the ‘highest calibre’. Knowledge or experience of
mental health issues is not a core element in this definition. The practices of
some stakeholder groups, such as art therapists and service user artists, may
invoke alternative constructions of the artist. These include notions of art as
‘citizenship’ and ‘healing’ that are present in the wider arts and health literature
(Daykin & Byrne 2006).

Art therapists and service users are included in the strategy through notions of
‘support’ and ‘participation’, but their involvement is not defined through their
arts practice. This indicates a series of discursive separations: of ‘art’ and
‘therapy’; and of ‘art’ and ‘participation’ that is challenged by stakeholders who
argue that commissioned art should not be prioritised over participatory arts.
This suggests that notions of ‘highest calibre’ can be seen to operate to the
exclusion of other public art discourses, creating tensions in collaborative public
arts projects.

7.3 Stakeholder relations

Stakeholder relations emerge as a key theme. Cooperation and negotiation
between diverse interests seems central the success of arts projects like
‘Moving On’. The documents characterise the key players as well as describe
the relationships between them, providing evidence of successful collaboration
and a shared vision between partners. Willis Newson offer experienced and
knowledgeable leadership while AWP are a progressive, modern healthcare
provider.
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Relationships of trust between the key players are emphasised in the generic
documents. The operational documents reinforce these themes, indicating that
power and control were spread among partners rather than being concentrated
in any particular source. While the voices of some stakeholders (AWP, Willis
Newson, service user representatives) were prominent in the documents, other
stakeholders, including Ryhurst, Inventures, and artists, were less visible.
Nevertheless, PFI processes and discourses did have a significant affect on the
project, hence the influence of notions of durability on the commissions as well
as the apparently inflexible nature of the building process.

This suggests that the presence and visibility of stakeholders did not
necessarily lead to them influencing decisions. The operational documents
reveal some power imbalances between the different groups, adding weight to
the suggestion that visibility does not necessarily translate directly into
influence. Hence some service users felt that being represented in meetings did
not necessarily enable them to influence decisions. The data reveal the way in
which service users can be at a disadvantage in formal meetings where the
may not be familiar with the established culture. This highlights the importance
in complex arts projects of making expectations and possible limitations of user
involvement clear to all parties from the outset.

7.4 Consultation, participation and service user involvement

Consultation is consistently presented as central to the development of the arts
strategy, with consultation exercises at various levels documented throughout
the documents. Consultation was defined in various ways. Service users and
staff were able to express their views about specific commissions, and they
were also represented in strategic level decision making through membership
of various groups and subgroups. The project also involved service users in
participatory arts activity. Some stakeholders felt that service users should be
more directly involved in the production of artwork, and this group reported
themselves as marginalised by the strategy.

This relates to the broader question of definitions of user involvement
underpinning the strategy. In the generic documents, service users are
presented in a number of ways: as active participants in the arts programme; as
people who must be consulted about the strategy; and as people with needs
that must be met through the strategy. The operational documents further
reveal the diversity of forms of consultation and participation. There are several
different ways in consultation is presented, such as underlining ownership,
ensuring quality and meeting needs.

These different discourses can be mapped against the widely used notion of a
‘ladder of participation’ (Arnstein 1969). This represents participation as a
continuum, at one end of which is user control and user led decision making
and at the other “tokenism”, which allows service users to have a voice but
does not necessarily allow them to influence outcomes. In the generic
documents, a number of models of participation emerge and no single definition
appears. However, most frequently the emphasis is on consultation, with
decision making the ultimate responsibility of artists and project managers
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rather than service users. Further, responsibility for ensuring adequate
consultation seems to pass in a chain through stakeholders. Artists are warned
not to raise expectations that cannot be met, but apart from this, techniques for
consultation are left relatively open and artists are given some scope to
respond in diverse ways to the requirements.

The lack of a consistent model of participation may have impacted on the
project in a number or ways. On the one hand, this could have led to raised or
confused expectations on the part of stakeholders. There is evidence for this in
the operational documents through the recurring notion that service users’
concerns were not taken seriously and that the project did not recognise the
artistic merits of service users’ work.

On the other hand, the lack of a single model of participation could have
created flexibility, allowing for diverse forms and practices of involvement to
emerge as the project developed. The operational documents also reveal
evidence of this. Hence the impact made by service users varied, with
instances of some service users influencing decisions. Involvement and
participation that fell short of direct decision making was nevertheless a positive
and meaningful experience for many service users who enjoyed take part in
arts activities, learn new skills and work alongside professional artists.

7.5 Sustainability and resources

Finally, the documents suggest that sustainability is a key challenge for arts
projects such as ‘Moving On’. Financial considerations did not drive the
strategy to the exclusion of other concerns. Hence notions of quality and calibre
justify the arts project rather than simple notions of value for money, although
the theme of durability that emerges in the operational documents reflects the
latter discourse to some degree.

The difficulty of securing resources for sustainable arts for health activity is
acknowledged, despite initial optimism about fundraising. The issue of resource
may have been compounded by aspects of the operational context, such as the
need to work within the organisational requirements of multiple partners at the
same time as responding quickly to external demands and opportunities. These
problems of resourcing may have compounded internal divisions. Hence some
stakeholders saw responses to resource constraints as reinforcing a particular
perspective (the prioritising of commissioned over participatory arts) with which
they disagreed.
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OVERVIEW

This report discusses the field work results in three parts, beginning with an
account of the methodology adopted and a discussion of methodological
issues. In Part Two the study results are outlined. This is divided into three
topics: participants’ responses to the internal environment; the impact of art in
the external environment; and the implications of the process evaluation for
project management. Part Three presents a discussion of the findings and the
main conclusions from the study. The identities of individual respondents have
been anonymised in this report.

PART ONE: METHODOLOGY

1.1 Introduction

The fieldwork for the project took place over the period March 2006 – May
2007. Ethics approval for the conduct of the fieldwork was obtained from Bath
Research Ethics Committee and from UWE, Bristol Ethics Committee.

The fieldwork sought to explore perceptions of the visual environment, health
and wellbeing within mental healthcare settings, and to discuss respondents’
experiences of involvement in the arts programme. This situated the research
within a qualitative framework and influenced the methods we used. In order
to access participants’ attitudes, experiences and feelings we used a flexible
semi-structured method, conducting interviews and focus groups.

Written informed consent was obtained from all participants who were
assured that their responses would remain anonymous. Participants were
reminded that they could withdraw from the study at any time without giving a
reason. One participant withdrew from the study.

1.2 Data Collection

This section describes the data collection process. We used qualitative
interviews and focus groups to collect the data, all of which were tape-
recorded and transcribed verbatim. All identifying data were erased from the
transcripts, and each participant was given an ID number corresponding to
their tape.

Sample

In total, 55 participants were interviewed. This number comprises 47 in-depth
interviews and eight informal interviews with staff and stakeholders. The eight
informal interviews took place after participants had attended a focus group
but numbers were too small to run the group.

Three focus groups with service users also took place. Group sizes ranged
from three to six participants.
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The initial sampling model was pre and post relocation. However, due to a
delayed start to the research, there was not enough time to recruit and
interview all the pre relocation service users. This was in part due to there
being no pre relocation equivalent for one of the new sites; the new
rehabilitation unit in North Somerset was a brand new service and did not
move from a prior setting. Hence there is no strong distinction made between
pre and post relocation interviews.

Recruitment

Recruitment took place continuously throughout the data collection period.
Several strategies were adopted. Contact was made with all locality leads and
site visits took place in the early stages of the project. Key members of staff
were made aware that the evaluation was taking place, and were asked to
help spread awareness to their colleagues and service users. Posters and
information sheets about the research were circulated to each site via the
locality lead or ward manager, and the research team made efforts to contact
key staff regularly.

Sometimes it was necessary to adopt a proactive strategy of directly involving
key staff in the recruitment process. In areas where such key staff could not
be identified, for example in North Somerset where there was no dedicated
service user involvement worker, recruitment was more difficult.

A key issue that emerged during the fieldwork was whether service users
should be paid for their participation in the research. It was made clear that
some service users would not participate unless payment was offered. On the
other hand, some service uses were happy to volunteer their time. It was
agreed that service users would be paid and following this decision there was
a much greater response from service users to the call for participants.

Another key issue that emerged was the difficulty of recruiting carers to the
research regardless of whether payment was offered. Carers were less likely
to be in daily contact with the service and therefore unlikely to respond to
posters and flyers on the wards. Individual carers were contacted by post and
discussions took place with organisers of local carers’ groups. Despite these
efforts it remained difficult to recruit large numbers of carers for interviews.
However, carers were represented in the final stakeholder conference and
their views were carefully recorded and incorporated into the Best Practice
Framework.

Service users were generally keen to take part in focus groups, especially
when these were organised on the wards. Staff and stakeholders found it
more difficult to find time to attend a focus group and the numbers attending
these groups were relatively small. In cases where less than four people
attended participants were offered the choice of a one-to-one informal
interview as it was felt that focus groups with such low numbers might be
awkward for participants. Most people expressed a preference for an
interview at this stage. Ethics approval for this change in methodology was
obtained from Bath Research Ethics Committee.
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The final sample of interview participants is presented below.

Final sample of interview participants

The in depth interviews

In total, 55 interviews took place, 47 of which were in-depth. The interviews
were carried out either in the hospitals or in participants’ homes. One
interview took place at UWE, and three were conducted on the telephone.
Each interview was based on a topic guide but was semi-structured and
hence retained some flexibility; this allowed participants to talk in depth about
a specific issue if they wanted to. Participants who had experience of both the
old and new environments were invited to describe both, drawing
comparisons between the two. Those who had been involved in the arts
programme were asked to share their experiences with the researchers.

The Focus Groups

Three focus groups with service users took place; two with inpatients and one
with an established reference group. The focus groups were facilitated by two
researchers and were based upon a topic guide, although there was flexibility
in the topic guide to allow full discussion of issues.

1.3 Data Analysis

The anonymised transcripts were imported into Nvivo 7, a software package
used for qualitative data analysis. This allowed us to view each transcript
electronically and perform a multi-level analysis on the data, beginning with
open coding to assign codes to the material. Open coding was followed by
thematic analysis to identify key and link themes. This grounded approach
allowed themes from the data to emerge through an inductive process, rather
than testing for a hypothesis or looking for predetermined themes. Analysis
continued until the data were saturated i.e. no new themes could be identified.
Three researchers were involved in this iterative process of data analysis,
allowing validation of the process at each stage.

Locality Service
users

Staff Carers Other
stakeholders
and artists

Bristol 7 5 1
North Somerset 2 8 2
South
Gloucestershire

11 5 0

Total 26 18 3 8
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PART TWO: RESULTS

2.1 Responses to the internal environment

Three themes emerged from these accounts of the internal environment:
modern, ‘fit for purpose’ environments; institutionalisation; and safety and risk
(in staff accounts). These themes, and the role of the artwork in relation to
each theme, are discussed in more detail below.

2.1(a) Modern, ‘fit for purpose’ environments

For service users and staff, attractive, modern environments included the
following elements: well designed, modern buildings; furnishings and facilities
in good condition; hygienic and clean environments; space and privacy; and
resources for relaxation and entertainment. The general notion of ‘fitness for
purpose’ encapsulates these elements. Accounts of the artwork revealed the
ways in which this contributed to modern ‘fit for purpose’ environments.

Well designed, modern buildings

Several respondents preferred the new environments, contrasting these with
the deteriorating condition of the old buildings:

I: Right, so generally, what do you think the difference is between
the old building and this new one here, if any?

R: Well, it’s a newer building with a few more additions, I suppose.
I: Would you rather be here?
R: I would rather be here but I can see it would get quite run down

eventually.
I: So when you were here at XX what did you think of the

environment you were in, what do you think of the Ward?
R: Not too good is it, it’s deteriorated over the years.
SU07

While the new environments were not seen as perfect, in general respondents
valued the new condition of the hospital.

I: What do you think about the hospital?
R: I think it’s very posh, a bit small in some areas, but
I: Yes, a lot of people have said that, actually, that the living room

is a bit small and dark?
R: Yes, yes, the living room. They haven’t got enough chairs, too,

and facilities for the patients. Apart from that, I reckon it’s in tip
top condition.

SU01 

Post relocation comments suggest that the artwork made an important
contribution to modernisation:
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Yea its lovely I mean its quite unusual I think all the sculptures and
artwork around the place are unusual but its um it just gives a feel of
being a bit more modern and a bit more up to date …I quite like it.
ST05

The artworks added brightness and ambience:

R: makes the building look a bit new. It makes it look newer… makes
it look brighter, I think.

I: Newer and brighter?
R: Yes.
I: And so do you think it has had an impact on the way the building

looks.
R: Yes. Well some of it, it just makes it look more modern.
I: So some of the art gives the building a modern feel?
R: Yes.
SU31

The artworks were also described as creating identity for the buildings:

Well I think, I do think, (pause) I do think a lot of the architecture and
interiors would be quite bland and anonymous without the artwork. I do
think they add identity and hopefully humanity to the buildings
SH06

Integrated artworks

Respondents also commented on the fact that the artworks were well
integrated into the new buildings:

I think it’s a combination of them being really part of the fabric of the
building, they look like they’ve been there forever and they will look like
they’ve been there forever and they are there forever, because they
were there from the start. But they somehow don’t look added on or
stuck on
SH07

However, it was felt that some commissions were not well integrated in that
their design did not seem to have considered the conditions in which they
would be used:

Well it’s a waste of time, telling us it gets dark, because somebody
forgot about putting up blackout curtains so you could see it. Today I
could see it when I came in… it’s a much duller day. If there’s too
much light there’s no way you can see xxxx And also it’s too high.
Somebody didn’t think that one through. It’s right where all the light
comes. It will be great in the winter after about 5-o’clock. Seasonal!
ST09
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Furnishings and facilities in good condition

Several accounts emphasise the fact that they preferred the new, modern
facilities within the new environments:

I: Are there any bits of the Ward or the hospital that you
particularly do like?

R: Yes, my room.
I: Your room? Oh, right, what’s your room like?
R: En suite shower.
SU01

Respondents also commented on the poor condition of furnishings and
facilities in the old environments:

I: So you were over at the old XX Clinic?
R: Yes, I was at XX, yes.
I: And what was it like over there?
R: It was really dirty, it was.
I: Was it?
R: Yes, it was really dirty, yes. All the sofas and the carpets were

all stained, all back and that. It was really disgusting, really,
SU03

The fact that the art commissions were made to a high standard was noticed
by many respondents, particularly staff.

Oh yeah, I really like the furniture (……….) and the fact that they used
um ash wood from the tree that was on site there. A lot of care went
into, well a lot of care went into the commissions um but their
craftsmanship is really great
SH01

Hygienic and clean environments

Service users emphasised the importance of hygiene and cleanliness in their
comparisons of old and new environments.

I: Right, okay, and what were your first impressions when you
came here compared to the other hospital?

R: When I got here, well, it was obviously a lot more hygienic and
quite new and ..

I: So did it seem cleaner than the other hospital?
R: Yes, yes and I found it quite sort of pleasant after the other

hospital I was in.
SU02
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Space

The old facilities were often described as small and cramped:

I: what (was it) like inside the building there?
R: Yeah just like any other psychiatric unit to be honest. I found

there wasn’t a lot of room there.
I: There wasn’t a lot of room?
R: Not a lot of room.
SU08

The new facilities were generally perceived as more spacious than the old
ones.

R: … and it was quite small as well.
I: Was it a lot smaller than here?
R: Yes, a lot smaller than here, yes. Much better here.
SU03

Privacy

A characteristic of the old environment that was disliked by service users was
that of lack of privacy:

I: What was your room like?
R: not very nice.
I: Were you sharing with someone else?
R: It could be that I’ve been on the wards in XX we had to share a

dormitory.
I: Right that was that like, the Dormitory like?
R: Oh it was horrible..
I: Was it? In what ways did you find it horrible, was it the lack of

privacy?
R: Yeah.
I: So you spent time on a dormitory and you spent time in a

shared bedroom.
R: I also had a bedroom on my own.
I: Oh did you so out of those three which one did you prefer best.
R: Oh my own.
I: On your own, is that because of having more privacy?
R: Yeah I’d been on XX and they’re all single rooms.
SU07

On the other hand, the old environments afforded some opportunities of
privacy:

I: Were there any parts of the inside that you particularly liked.
You mentioned that you were fond of some…



9

R: The inside? Yes. I liked the bathroom so I could lock the door.
Nobody could come in.

SU09 
 
In general, however, the new environments were seen as offering more
privacy than the old ones to service users:

I: And what do you think of the actual buildings?
R: What the new one?
I: Yea the new one
R: Well I think it’s fantastic … there just comes a time when you’ve

got to chill out and if you can’t chill out in your room and you’ve
got to be on the ward all day, it’s very, very discomforting at
times

I: So you’ve got more access to your bedroom here?
R: Yea, yea and I think that’s an important part yeah. 
SU21

Some respondents noted the way in which particular artworks enhanced the
sense of privacy within the internal environment:

R: I do like the glass bricks on the wall, I think um I think they’re
pretty um they’re not in your face, they’re not garish um and I do
like that but I don’t know what it is that I like about it, um I think it
gives it that kind of quite an open feel but also

I: Can you see through the wall then?
R: You can see shadows and so on um but it’s almost like um it

gives the lounge cosiness um and a bit of privacy without it
being absolutely enclosed

ST13

The provision of resources for relaxation and entertainment

The new environments contained resources for relaxation and entertainment
that were valued by service users such as stereos:

But I’m not just saying I like the hospital just to keep people happy. I
think it’s quite sort of, the settees, especially that room with the stereo
in and there’s three settees, it’s nice, yes, because you can sit there at
night and it’s a nice room, listen to the radio.
SU02

While the old environments provided entertainment resources, these weren’t
always attractive to service users:

I:  What was it like in the communal areas, did you have like a
communal room?

R: Yes, they had a room for smoking, unfortunately, it was also the
music room so if you wanted to listen to some music, you had to
put up with smoking.
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I: Right. So did that discourage you from wanted to listen to
music?

R: mmmm.
SU07

The artworks contributed to this sense of relaxation, offering something
soothing:

And the imagery and the colours are, I think, soothing and calming and
you could look at them every day and not become tired of them.
SH07

Fitness for purpose

In summary, the new facilities were described by service users as ‘fit for
purpose’

R: I think it’s very fit for the purpose. I think it’s a fairly attractive …
I hope… it’s shaking down… and it’s settling down and being of
benefit to everybody.

SU13

Staff accounts reinforced this notion of fitness for purpose and staff discussed
the impact of working in old environments that had not been designed for their
current usage:

I: Do you know what it was designed for originally?
R: Well I think those wards were actually used for ex-servicemen or

something like that or TB years and years ago, I think that was
the idea of having all the big windows and doors out the back
was for the light and the fresh air.

ST01

Pre relocation comments suggest that respondents anticipated that the art
would contribute towards this general sense of ‘fitness for purpose’:

I think it’s great that money was acquired for an arts strategy to
produce commissioned pieces of art and I just feel sure that they will
enhance the overall environment for all visitors… well anybody that
uses the building
SU13

The post relocation comments suggest that the artworks contributed to ‘fitness
for purpose’ in a number of ways, creating a sense of space and privacy and
providing opportunities for relaxation as well as a bright, modern appearance
for the new buildings. However, some staff members commented on the limits
of art, which could not alone overcome problems inherent in the management
and use of the buildings. Hence the following member of staff suggested a
piece of art was ‘wasted’ in a room that was not utilised appropriately.
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And then there’s another piece of work that isn’t seen because the
room isn’t used very much… and that’s not the fault of the artist or
the… and may be that room doesn’t have an identity… it’s sort of a
games room and there are lots of books, I notice, and bits of furniture
underneath, in that room. It has less of an identity than… and I think
those pieces of work aren’t really noticed or seen and I don’t know
whether that’s because they’re placed in that room and that room
doesn’t have an identity or isn’t being looked after, but that feels like it’s
a waste… because it’s beautiful art work… but it feels like it’s not
noticed or seen or valued
ST19

2.2 (b) Institutionalisation

The old environments were described as institutional, and a definition
emerged which included aesthetic elements (being dull) and functional
elements (staff centred as opposed to user friendly). The art works were
generally seen as helping to create a less institutional aesthetic internal
environment.

Aesthetic characteristics of institutional internal environments

The notion of institutional internal environments encompassed a number of
characteristics including being ‘dull’, ‘boring’, ‘uninspiring’:

R: I think it feels dull. It feels like a prison… it’s typical of that type
of institution. Really dull and boring and it made me feel
depressed just being in the place. … Um, the games room
where they play table tennis and stuff. Um, reminds me of mm a
throw back of, um reminds me of sort of church youth club, you
know? They’ve got drinks machines there, you’ve got telly in the
place and they’ve got. That’s the only impressions I’m left with. I
didn’t feel that it was necessarily comfortable or inspiring or
anything else.

C01

Functional characteristics of institutional internal environments

A key characteristic of institutional environments functioned to facilitate staff
work practices and clinical priorities rather than to support patients.

R: Em…I didn’t much like the em…where the beds were, the
dormitories, they were too noisy, very noisy which I could never
understand why.

I: What sort of noises were they?
R: Well like the staff going to and fro….
I: Oh so you could hear them walking?
R: Oh yeah banging doors and god knows what… During the day…

like trying to relax….I don’t know why they do that, I suppose in
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a way you can’t sort of separate the sleeping area from like the
sort of recreational area of em…of a unit, because I think it's
there as a purpose.

I: Oh really, to have the recreation area close to the sleeping
area?

R: It's all there instead of separating it all out, where you have quiet
area where you can relax. It’s probably so they can know where
you are. Which I can understand that.

SU08 
 
Institutionalisation in the new environments

While there was general support for the new environments, not all
respondents agreed that these had successfully addressed issues of
institutionalisation:

I’m well personally not that impressed and the feedback I’ve had from
other service users were not that impressed. We thought it would be a
more um service user friendly building and from um the way I’ve
interpreted it is there must be a big difference between what the
professionals thought was service user friendly and what the service
user considered more service user friendly. And the best way I can
analysis and put into real terms such as the reception of the resource
centre…… now in comparison to the waiting area of the XX unit when
that used to be for out patients, yea…. that waiting room … was more
service user friendly than what the new resource centre is. The
reception is very, very clinical and that’s what they’ve done to it.
SU05

The role of commissioned arts

Comments about the artwork indicate that for some this contributed to a less
institutional environment.

So I think they will look beautiful, actually, and I think they will take that
sort of stark, slightly clinical building edge off completely, really. Yes
SU13

Post relocation comments suggest that the artworks contributed by changing
or enhancing the ambience of the healthcare setting:

R: I’ve seen certain parts… Have you been in the Riverside Café
and see that triangle where they’ve got… on the walls they’ve
got those lights?

I: Are they on the tiles.
R: On xxxx yes… and it lights up. That’s really effective at night

because they change the density and they come on at different
times as well.

SU22
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The artworks also provided stimulation and interest, providing:

…literally just something to look at and ponder about
SU13

Hence the artworks encouraged reflection, with some service users relating
strongly to particular pieces:

I: Right. Sounds like this one’s had the most impact on you?
R: Yes, because I could relate to it, really. Relate to it.
I: That’s interesting. What do you mean, how can you relate to it?
R: Well, really, I thought if I had the opportunity, if I was to do

anything like that, it would have been something abstract, along
those lines.

I: So you like abstract art?
R: Yes, definitely, yes. Even if it looks a bit like, how can I put it,

even if it’s not that professional looking.
SU02

The artworks offered an alternative source of interest to TV:

I: So do you think it will…….do you think um your experience of being
here would be different if the art wasn’t here?

R: Um, yeah maybe, maybe I probably wouldn’t be looking at the art, I
probably would be just watching TV or something

I: I see, so it provides you with some sort of stimulus
R: Yeah
SU25

The artworks also provided ‘something different’:

I: And so do you think that having the art there has made the
environment a bit nicer to live in?

R: Yes.
I: Yes?
R: Definitely. If you’re living somewhere on a day to day basis and

you’re seeing the same things, it’s nice to see something out of
the ordinary, something that you don’t usually see, know what I
mean

SU01

Some spoke passionately about the power that art has to change the
atmosphere of a space:

I think its nice if you go into any place and you go into an empty room
and there is a picture or there are pictures arranged on the wall, it
immediately brings life, it brings colour, it brings perspective, it brings
depth, it brings something to look at and dream and imagine around.
They can evoke feelings, emotions, it can evoke memories, which is
why sometimes images are important, you don’t want unhappy
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memories um it can bring pleasure and to thinking that much art, much,
much art is very beautiful and beauty in itself can bring pleasure
ST10

In general, staff perceived the artworks as reducing institutionalisation.

So um because if you think about going into buildings or look at
buildings I mean some buildings are horrible aren’t they, grey and sort
of dank and ……but I think this is quite an inviting
ST08

However, a small number of staff felt that specific artworks did not help to
make the environment less institutional:

But I think overall I don’t think the reception in terms of art has worked
apart from the visual stuff um I just think it looks, it looks like a vacuum
really, there’s nothing there. I just personally think the floor looks really
odd
SH02

Similarly, it was felt by some that the art could not transform/give identity to an
environment on its own:

I think there’s also a hell of lot room for improvement still and it’s not
just about the artwork, its about the whole environment you know which
is just the whole look of the whole place. I mean you can’t just have a
building with two blocks of art and say well this is a really nice homely
environment or this is a nice environment for elderly people
ST14

The notion of homeliness and comparisons between the use of artwork at
home and its use in hospital featured in several accounts:

I: And do you feel that the … arts strategy has made that
contribution?

R: I don’t see how it has, no there’s three pieces um I think in terms of
what we’ve got is three pieces of art, one that’s appalling and two
that are ok um placed on clinical white walls. Well if we think about
how we use art at home and how we use art to create an
environment which is ourselves we aim to create a mood or a
theme in a room and we’d do that by way of colour and fabric and
texture, so we would then be looking at what we’ve got to say well
how can we, that hasn’t been done. Well I don’t think it’s been
done

ST15

The same staff member described how they had added their own touches to
the internal environment to make it more homely:
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I: and what type of thing have you and members of staff brought in to
put up yourself?

R: Lots of pictures, pictures of like local um like there’s one of the local
boatyard, seascapes and some (……..) there’s nothing like I would
have at home but in terms of the client group they quite like them
you know, so and we’ve got some photographs of flowers and
things that have been framed in and they’re all themed in colour, so
they’re quite nice. Um,

I: And was that, was the onus to do that completely up to staff
R: Yeah we just choose to do it, yeah, a couple of people have brought

in specifically for the ward and other people, and some of our
patients have donated work they’ve (……..) we brought that over as
well

I: And what difference do you think that’s made to the environment?
R: I think it makes it more homely……
ST15

2.3(c) Safety and risk

The theme of safety and risk emerged from the staff accounts. In general, the
old environments were seen as inadequate from the point of view of
management of risk. A key issue was that of being unable to observe service
users inside the old buildings:

R: Em…the physical environment, well it was pretty awful really,
I: I’ve never been there…
R: Right so its em…two storey building, most of the bedrooms are

upstairs, and have very poor observation, I mean the grounds are
beautiful, but basically the upkeep of the building has been pretty
poor over the years, its not conducive to actually working on an Acute
ward, there’s lots of risks.

I: What sort of risks?
R: Well in a sense that the patients are sleeping upstairs and staff is

based downstairs, we’ve got very poor observation. You’ve got lots
of exits and entrances to the ward, whereas with a new hospital there
would just be one.

ST01

As well as observation, security was a key issue for staff, including the ability
to monitor who can enter and leave the building:

I: So it’s giving you more time to do your actual job, rather than...
R: Yeah, and also in XX over the years, I mean they’ve got

security now, but you never know who’s coming in, you can’t monitor
who’s coming in and out of the wards; and there have been incidents
that have been sort of difficult, so its also very difficult to guarantee
people’s safety really from the general public so…

ST04
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Some staff felt that having to compensate for lack of security features in the
old environments had sometimes compromised their relationships with service
users:

I: So it sounds like things like observation and security are quite
important factors in staff members’ working environment.

R: Yeah and the safety environment is import. It’s important to
actually have the sort of, you know if you want relaxed staff, you want
them to feel safe. If you want service users to feel safe, then you can
build up better relationships with the patients really because you’re
not running around doing all sorts of security bits, on the observation
you can actually do it in an area convenient to service users and
actually get a better relationship going with them.

ST04

2. 2. Responses to the external environment and art

Three themes emerged in relation to the external environment. These were:
the importance of nature; opportunities in the external environment; and the
management of external environments. These themes, and the role that the
artworks played in relation to each, are discussed below.

2.2(a) The value of nature

For many service users, there was a strong sense that being close to nature
was an important aspect of being in hospital. The accounts give an insight into
the appeal of nature.

The appeal of nature

In particular, service user’s accounts emphasised the appeal of the old
environments which were seen as close to nature:

The trees were just absolutely stunning. There was wild life… SU09

The accounts from participants in the old environments stress the value of
being able to encounter animals and wildlife such as birds, squirrels, deer,
cows and dogs, as well as having access to a wooded area dense with trees
and wild plants and flowers:

I:  Are there any bits of XX that you particularly like?
R: The woods.
I:  The woods? There’s woods sort of all the way round isn’t there?

And what is it about the woods that appeals to you
R: Squirrels and…
I:  Oh really?
R: Yes.
I:  So you get to see the squirrels?
R Yeah, they run all over.
I:  Wow, are there any other animals that you see?
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R: Deer
SU07

Respondents also described scents and sounds of nature which were a
notable aspect of the external environment for some:

R: Er… yes… well… certainly you… driving in to the main entrance of
the building… some of the flower beds were quite nice. One had…
especially quite near the entrance… had Christmas box growing
which is…

I: Is that a type of plant?
R: Yes. It sort of… well it looked like a hedge, really… and in itself it’s

attractive and when it’s in flower it has the most delicious scent that
just wafts through the air. So that was very nice.

SU13

Most staff concurred with service users’ views about the importance of being
close to nature. The following quote by an artist emphasises aspects of nature
such as animals and flowers:

I: And so you say you also went on walks around the grounds. What
did you think about the grounds at Barrow?

R: Very special and I think that is probably the (……….) that it had,
that a hospital had the grounds and it…….this wilderness and um
we saw the animals or the birds and the trees and flowers and all
that, so it didn’t feel like a city hospital

A03

Many service users commented on the lovely gardens and pleasant external
spaces of the old environments.

R: The garden’s great.
I: The garden, I never went in the garden. What was that like?
R: Didn’t you? Well, it’s quite pleasant really, I suppose it depends

on the day you’re there, but the sun was shining so it was quite
nice to be outside.

C01

It was evident that in the old environments nice gardens were seen as
compensating for dull or inadequate buildings:

Well, I was happier outside than in. I think my wife was as well. I know
there’s lots of things going on there but I do think it’s the fact that the
buildings are so boring and dull.
C01

Because, around the old Unit, over there, I was there a while ago, but it
got quite sort of, it had a nice garden but they got really run down, the
building.
SU02
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Some of these garden and outdoor areas had been lost in the transition to
new facilities, where the gardens were more enclosed and landscaped than at
the old sites:

I: And what do you think of the garden? Do you like it? Do you think
it’s been designed well?

R: No… Too many bushes out there… too many trees… and you
can’t really… like… I don’t know… kick a ball around, if you’ve got
one or something like that.

SU30

Staff members were generally aware of service users’ views about the old
environments. Some staff liked the new gardens and expressed some
surprise at how quiet and non-institutional the external areas were, despite
being located in a far more urban area:

They have put little mounds and hills and wavy paths that are not so
wavy that you feel you are going the long way round but are wavy
enough to give the journey some interest and there’s plants there’s the
OT garden, there’s some trees, there’s things to look at and you do
actually get a feel of walking through a garden and its not
institutionalised... Now whether this is good design or good luck or both
um its actually fairly quiet...
ST17

Service user accounts also emphasised successful aspects of landscaping:

I guess so… I mean… I suppose from my own perspective… I have
been an in-patient a few times, but not for a number of years… and
certainly, yes, it’s much nicer… I personally think… to have a
fence…sort of a boundary… softened and disguised by… you know…
shrubs and hedging rather than just starkly looking a t a fence and
thinking: “Oh, I really am boxed in,” kind of thing.
SU13

Nature as therapeutic

Some staff emphasised the therapeutic aspects of natural environments:
I: It sounds like nature seems to be a big thing.
R: That’s right. It’s quite contemplative… those water features

particularly. We have xxxxxx with water. Yes, nature themes
in most of them… I think that was part of the brief being xxxxx
the water. But that, for me, is what xxxxx did and I think
enhances the treatment that we can offer here at the hospital,
definitely.

ST19
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Nature, animals and flowers were regarded as having an important impact on
staff. They were used during breaks, during OT sessions or as a distraction
from pressure:

Um and I think also, just for me personally, I like the garden space
and I use it and I obviously facilitate a small amount of ground we
have for the residents to do the gardening and I’m often out there
and that’s great for my personal wellbeing, go out and do
deadheading, especially if I have a headache
ST10

Nature as threatening

Not all service users and staff valued nature. The following account offers an
alternative perspective that favours urban settings, describing the external
environments of the old settings as:

R: boring.
I: What made it boring?
R: Rural life.
I: The countryside?
R: Yes.
I: I see. So you didn’t like the fact that it was in the countryside?
R: No.
I: And what was it like outside?
R: Boring.
I: So what would you have liked it to be… how would you have liked it

to be different?
R: Urban.
I: In the town.
R: Yes.
I: And how do you think that would have made a difference?
R: Because I like it.
SU12

Some service users felt that the expansive rural location was a source of
threat and danger:

I: What do you like about the town?
R: There’s not so much witchcraft going on, is there, in the town.
I: Right. So does that make you feel a bit safer?
R: Yes.
I: So at Barrow, then, did you feel you were a bit less safe?
R: Yes. It’s like… what… the dark secrets of nature xxxxxx craft…
SU12

The notion of nature as dangerous also emerged in staff accounts:

…when we came out there were trees everywhere and there, you
know when you pull a cork out of a bottle, how its suddenly goes
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… when the trees came out of the ground, that’s exactly what they
were like, they were like corks coming out of the bottles … it was
the most incredibly dangerous place ... But there is a sense which
is rather unknown, very forbidding and I know some people felt
that, it was very beautiful but it was as though … potentially
dangerous.
SH04

The role of artworks addressing the ‘loss of nature’ in the new environments

In relation to the commissioned artworks, a key aspect was they way in which
they worked to compensate for the loss of ‘nature’ in the new environments.
Several respondents, particularly staff, noticed and appreciated that fact that
many of the commissioned artworks were based on the theme of nature,
providing a reminder of the qualities of the old environments:

And I do like the wood reception desk; I do think that looks really nice
and becoming from the ash tree. I suppose I don’t really notice the
(……..) whether that’s because I just walk into the unit every day, it
probably does look nicer than it would do if it was just plain bark
ST05

One way in which the commissions addressed the theme of nature was by
creating colour and light in the new environments. The notion that a range of
colours is important in one’s external environment was common:

R: A lot of the vegetation and stuff like that… the plants… are green.
Everything is green from the start… you know… and you need
colour and variety in the gardens so you can appreciate what nature
is… you know.

I: So do you think there isn’t enough variety of colour and plants?
R: Oh yes. Well… on this ward that’s the case… there’s a couple of

flowers whereby there are different colours. But it’s minimal. It’s
not maximum… so… but on the other wards there are different
varieties of flowers and stuff like that… although there are areas of
garden that you can’t to… the ward people can’t get to… but they’re
just there as a presentation, really. So that’s not too bad.

SU22

The following member of staff described how one commissions looked in
different types of weather:

I think its wonderful, I think its great um it makes such a difference the
entrance, the front entrance and having the art commissions in there
(………) I think he’s great and you know the fact that you can see it
from quite a distance when you walk through the front entrance you’ll
find a……..there’s a wash of blue, beautiful blue around you, um it
changes such a lot with the light and the time of day and season um I
think, I think it looks great
SH01
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The following comment by an artist also focuses on art as compensate for the
loss of nature:

R: Yeah I really um I think I saw all of it, I went up to it when
(……..) on the opening and I think that the all of services linked
really well together um because they have all this (………)
elements, I mean it’s a lot of (………) um the nature from Barrow
is very present

I: Yes
R: and I think people were concerned about missing (……….) so I

feel that all the artwork is somehow they’re linking
I: I see yeah
R: with each other and that was really interesting to see because

you’re in the process, I didn’t know what the others were
working on um so I think yeah the art was really good result
together.

A03

2.2(b) Opportunities in the external environment

As well as aesthetic qualities and nature, the opportunities offered by
particular external environments were highlighted. These included
opportunities to enjoy peace and tranquillity, relaxation, freedom, interaction,
privacy and stimulation. The artworks enhanced many of the valued
contributions of the external environment and were also identified as helping
to challenge the stigma associated with mental healthcare settings.

Peace and tranquillity

When describing pleasant external environments, respondents commented on
the importance of relaxation. They enjoyed spending time in external spaces
that afforded opportunities to walking around, relax in the sun and spend time
alone in nature, especially in the summer. For example, commenting on the
old environment, one respondent said:

I: And did a lot of people tend to go in the garden?
R: Yeah they did sort of just relax and be on their own yeah.
I: Right so you tended to use it to relax in?
R: Yeah that’s right yeah, when the sun was out, go there in the

summer.
SU08

One of the old sites was set in a particularly rural location and had large
gardens and wooded areas surrounding the buildings. This was experienced
by some respondents as a very tranquil and peaceful environment:

R: The grounds were really peaceful as well.
I: In what way were they peaceful?
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R: Well… it was basically sort of like… countryside… with lots of trees
and stuff.

I: So having those trees and the countryside there made you feel
more peaceful?

R: Yes… therapeutic sort of thing.
SU11

Peace and tranquillity were also emphasised in staff accounts:

So that… I mean… just the space and the quiet… it was always so
quiet and there was space to walk about and be on your own, be quiet
and not bump into anyone. You could sit and watch the trees or watch
the clouds and… so that level of peace and quiet and tranquillity was…
had quite a big impact on me
ST19

Relaxation

The new environments were also described as providing opportunities for
relaxation:

R: Yes, we’ve got a garden out there and benches and that.
I:  And how do you find that? Do you spend much time there?
R: It’s nice. Well, it doesn’t open that much but the scenery is quite

good because you see the woods and that.
SU02

Staff also commented that the new, landscaped gardens were well designed
to cater for the diverse needs of those using them:

R: I was concerned about the fact of the size of the grounds, but
looking, like I said, looking at the landscaping I think it should be as
good, as here, in a sense, apart from the you know the space really
I think. There’s lots of different bits that have been designed well so
there should be something for everybody, yes.

I:  What do you mean something for everybody.
R: Well I was just thinking outside in the landscaping, you’ve got bits of

places where they’ve got benches where you can sit and you’ve got
meadowland where you know possibly be in there and yes sort of…

ST01

Comments about the artwork suggested that this contributed to wellbeing by
enhancing valued qualities of the external environment such as peace and
tranquillity.

I: OK. Do you think the art work has improved the quality of the
environment here?

R: I suppose it’s sort of like… gives you more of a wellbeing…
that’s basically it, really.
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I: How would you say that piece… that sculpture there… has an
effect on your wellbeing?

R: Sort of like a… it’s tranquil… sort of thing… peaceful… apart
from the traffic.

SU11

Facilitating freedom

Another characteristic of external environments was that of supporting
freedom. At the old site, free use was made of the large gardens by service
users who used these to take gentle exercise:

Well we were encouraged to walk the mile, it's a mile all the way round
and we are encouraged by physio to walk early in the morning and
then go to gym.
SU07

Some service users commented that access to the gardens in the new sites
was limited to certain times of the day.

I: Right. So do you tend to spend much time in the garden?
R: Yes, 15 minutes once an hour for a cigarette, so… not a lot, really.
I: So you can’t sit out there for as long as you like?
R: Some staff open it for a little bit longer but you don’t get too much

time out there so…
SU31

Hence these service users felt that the transition had resulted in a loss of
freedom:

… only allowed out in the garden once every hour on the half-hour for a
cigarette… whereas in the other hospital there was a smoking room
like this where you could sit and chat or you could go out… you had
garden access all day.
SU33

Many staff members were also aware of this issue of freedom, and one staff
member commented that the creation of separate gardens compounded the
view that people with mental illness should be contained:

I guess the people that had experienced XX where you could just walk
out of the wards and walk… Here every garden is separate and has a
big fence around it and I think that does add to that enclosed feeling of
being separate from the world… and being dangerous, perhaps…
feeling that people with mental illness are dangerous and need to be
locked in and curtailed… you know… there’s no freedom of movement.
ST19

In contrast, some staff felt that contained environments were not necessarily
negative, commenting that while the new site had less external space, there
was evidence to suggest that this was better utilised:
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I thought xxxxx’s isolation was too edged has it did feel very
private but it also felt quite closed in, forbidding, big trees and I
think here you can get a sense of being quite cut off, its quite
enclosing the gardens and funny enough although it’s a much
smaller space, people didn’t use the space in xxxxx anyway
because how could you? You couldn’t creep around in those
woods anyway. The actual usable space isn’t so much less here
SH04

Facilitating Interaction

Another valued characteristic of external environments was that of facilitating
interaction. One of the main differences between the gardens in the old and
new sites was that in the new sites the external spaces included separate
gardens for each ward that were only accessed by service users on that ward.
Although the sites retained some communal garden areas, some staff and
service users disliked the creation of individual gardens, which reduced
opportunities for unstructured interaction:

R: I suppose it would be good to have a kind of communal setting,
kind of thing… something like that… where you and other patients
from other wards can sit and meet and all that kind of stuff.

I: So at the moment there’s no communal garden… is that right?
R: No. Everybody seems to be segregated still round the wards. You

can’t visit people and… So that would be nice…to have
somewhere where you could visit people, and all that… like…
they’ve got the café and they’ve got doors leading out to the
garden. Perhaps they could have those open for the summer and
people could sit our there and mingle.

SU30

Privacy

The new environments were seen by some staff members as offering reduced
opportunities for privacy. The following staff member felt that at one site
privacy was compromised for service users whose gardens were overlooked
by buildings other than their ward:

Um, one of the issues that people and patients have been raising is
that there’s a particular gardens that ……..because the buildings are so
much closer together there’s particular gardens that are overlooked by
other windows than wards
ST12

Stimulation and interest

It was clear that providing a stimulus was an important aspect, particularly
enhanced by the artwork:
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I think that the bricks that have been put along the edge of the path… I
think they’re great fun. I just love the idea behind them because… you
do have to look at them quite closely to get the details… but they’re
sort of things like bourbon biscuits and various things like that. So I
just think they’re wonderful, yes… very attractive.
SU13

Other respondents, such as the following artist, discussed the ways in which
the commissions stimulated interest and engagement:

Yes, one of the factors that I built into the seats that I specifically made
was the idea of sitting there and feeling that first of all it’s comfortable
and that you can run your hand along, just underneath where your
fingers might…you know… walk along the edge of the seats… and
actually find that there are carvings on there… just lines… so that you
can explore in different ways… that it’s smooth… the smoothness of
the wood… there’s something about the presence of the side of the
wood… and that you could… that it could be tactile and therapeutic in a
not obvious way.
A01

Challenging stigma

Staff commented on the way the artworks helped to challenge the stigma
associated with mental healthcare environments:

Um it creates a very, very different atmosphere. You go to secure
services and your first impression is this amazing depth of blue glazing,
your first impression is not a big fence and that it’s a secure unit. Or
you go to say Callington Road and your first impression is the blue sky
fence it’s very different and it challenges what you think about mental
health, it’s good
SH05

There were also suggestions that engaging the local community in the project
had improved perceptions of mental health care and that the quality of the
new hospitals had impressed the local community at open days:

I don’t know if you take the destigmatisation for instance, the
opportunity for participating in some of the development of the arts
either by local schools or other local groups that bought people in to
our environment and helped encourage the understanding of mental
health issues. Um if you take some of the open days we have had for
the arts strategy then participants that came and had a look around the
buildings, I mean often we did receive comments that was crikey I
didn’t realise that this kind of quality of facility or quality of arts
provision was associated with mental health so that was a good thing.
I mean also the first impressions about how you feel when you walk
into a building they change dramatically if there is something that
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softens the building or changes, becoming a different to think about in
terms of the arts
SH05

2.2(c) The management of external environments

During the transition to new environments a number of management issues
emerged in relation to the external spaces. Service users commented on
patterns of misuse which were more evident in the new, relatively confined
external spaces, while staff commented on maintenance issues in relation to
the environments and the commissions.

Misuse of external spaces

In some accounts, service users described how others misused external
spaces. The garden in the new environment:

Outside’s alright but everyone uses it as an ashtray. There’s fag butts
everywhere and it just messes up the garden. Everyone’s puking in
the garden.
SU31

Maintenance of gardens: staff accounts

One of the main difficulties with the old sites was the problem of maintenance,
particularly of the internal environment. There was evidence of some concern
the new sites had created an external problem of maintenance. Some staff felt
that the new gardens and external areas were not being properly maintained,
and that this aspect had not been given enough thought from the outset:

And there’s an issue about the trees, there’s been quite a lot of patients
that are really concerned about the trees because obviously they were
young trees planted, quite a lot of (………) and they’ve got white rings
around them, which patients found out, um that may not be neglect, it
may be because of the hot summer but people were concerned
because there was a band around the trees which apparently is
supposed to be loosened as the tree grows and there was a lot of
concern about these trees not being looked after properly because they
hadn’t been loosened. In fact, I know somebody went and took some
of them off but not all of them because so many trees. So a lot of
concern about the care/neglect of what’s here
ST12

Some staff felt that the artwork was not being shown off to its full potential due
to lack of maintenance of external areas:

…and the gardens that they’re in, it’s only full of weeds now but it’s
quite embarrassing to show them to people.
ST05
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Some staff also felt that poor maintenance of external environments may be
detrimental to service users’ wellbeing:

I think one fact is if they’re (…….) through the evaluation is please,
please, please encourage RPML and AWP to make sure the contract is
(…….) fortnightly to mow the lawn in you know in grass growing time
because there was a time when that grass looked like a meadow. It
was also true of (…….) and what does (…….) of service users turn up
at the (…….) honestly every day to see a doctor be it at outpatients
and they are so nervous, I sometimes follow them in, you can see the
nerves almost dripping out of them and you know to come into a place
which almost knee high like a meadow, just because its not ……… its
not because the grass was new, it was because it hadn’t been mown
um its wrong, it sadly doesn’t lead to wellbeing
ST10

Given this concern with maintenance, some staff noted that they were
impressed with the ability of some commissions to withstand the challenges of
the external environment:

R: tree of light (………..) moving wildly with the very strong
winds that we’ve just had and it took on another dimension

I: Really I haven’t seen it moving, I’ve seen it (……….)
R: Its wild you know, it really moves wonderfully and it’s obviously

very robust
SH01

Hence quality was an important dimension, particularly for staff:

I think some of the um work in the old adult garden is very good, the
coping on the plant and things like that, that’s another example of
something that looks nice and is of a high quality. I think those two
things together if you can get a nice design and then you’ve got the
artist has got the skills to produce that design to a very high standard
that makes a massive difference I think.
SH03

However, staff also voiced concern about particular commissions that were
not working properly a few months after installation:

I did used to really like the fountain but the fact that a lot of the bits at
the top fell off and were replaced by water … if that makes sense, and I
was actually trying to think this morning whether it was actually lit up
last night because I was here quite late last night and I when I walked
through the corridor it was starting to get dark but I don’t remember
seeing it alight. Now I always used to always notice it so I don’t know if
the lighting is not working either because it always kind of reminded me
of the kind dalek (……) and there’s no water coming out it and it seems
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like months and I love water, its kind of I really like the idea of a water
feature.
ST05

2.3 Process evaluation

This section discusses the key issues arising from the process evaluation. It is
divided into four main topics: value for money; challenges of implementation;
service user participation, and the role of service user art.

2.3(a) Value for money

One of the issues most frequently mentioned by service users and staff was
that of ‘value for money’. This notion was influenced by a perceived tension
between ‘art’ and care’, as well as awareness of public sensitivity and media
portrayal of the arts strategy which had been at the time of the interviews,
negative. On the other hand, anxieties about spending money on art were
mitigated if the artwork in question was seen to have been developed in
consultation with stakeholders and was seen to meet service user’s needs.
Where these criteria were met, art was seen as offering ‘a good investment’.

Art vs. Care

Some staff were concerned that the artwork was expensive given the
restrictions on NHS budgets:

when I learned how much this artwork actually cost us um it just made
me so angry that we’ve spent um a huge amount of money on artwork
and we’ve not been able to open one of the wards that we intended to
do so and I feel that the money would have been better spent on
buying nice pictures and things that could be put on the wall and
interchanged if and when you know if that was required.
ST13

Staff understood that the artwork was not funded directly from patient care
budgets, but some nevertheless felt that the money for the commissions
should have been directed elsewhere:

R: I think the money should have been used for other things than
commissions

I: Other things like separate to art completely, I see, what sort of
things would you have

R: Well my only opinion at the moment is that recently we’ve been
trying to get um equipment for the wards, for patient safety

I: Right I see
R: and there isn’t any money
I: And what sort of safety things
R: Um sensor mats for beds, for people getting up in the

night and this sort of thing and there isn’t any money. Now I
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know it probably comes under a separate pot of money to what
came out of the new building but it just doesn’t seem right that
all this money was spent on commissioning artists to do nice

pieces of work which are then locked in rooms and not really
benefiting people and we can’t access money for pieces of
equipment that is identified has being needed.

ST07

Public and media perceptions of arts for health

Others were concerned that members of the public might not support
spending money on art:

R: And the bench is only just arrived so I can’t say except its
obviously very beautiful, um I think we’re all a bit amazed of how
expensive it is.

I: Do you know how much it was?
R: I believe its £3,000 and obviously maybe its money from a totally

separate kitty um I think it’s very hard to understand I think the
public might find it hard to understand how you spend £3,000 on
admittedly a gorgeous piece of work, um when you have the
headlines every other day saying you know there’s
redundancies, there’s crisis, people are dying in ………

ST10

Mitigating factors: Consultation, locality and utility

Concerns about spending money on art seemed to be mitigated if the artwork
was seen as having been developed in consultation with service users.
Conversely, respondents voiced little support for artwork when they believed
consultation had been inadequate.

R: … they admit it was a bad process and there was a recognition that
um they hadn’t consulted properly on it …what happened is there
was an agreement to spend a sum of money on flooring for the
reception area … without consulting with service users about a)
whether that’s a good use of money and b) whether it could have
been spent on something else. What happened then is that the
artist already had quite clear ideas and then late in the day went to
service users and a lot of service users said a) … why don’t you just
put an ordinary nice wood flooring down and why waste the money
on an art floor … and the artist I don’t think um reflected enough on
different perspectives. Um I think if you look at it I mean I don’t
know if you’ve seen it

I: The floor down the …….yeah
R: yeah, personally I think its really odd, I don’t think it makes any

sense, I think … better having a plain floor, wood flooring or a
flooring which is more colourful… but I just think it looks really odd
and I think there was a lot of concerns … about a) wasting the
money on it and b) … not thinking they’d heard… In the end it went
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ahead and you know some people say it looks fine and personally I
think it looks absolutely awful and it was a waste of money.

SH02

Similarly, there was support for spending money on art if this was seen to
directly benefit service users:

…I don’t know if I’ve got this quite right but, was to have a mosaic on
the front of the buildings you know mosaics on all the front of the
buildings and they said well you know its better to have the artwork
inside because of the healing thing that we talked about, this was
service users advice which I think well if there was choice it was taken
anyway because they said why waste money on the outside when it’s
the inside that people need to have the better environment you know.
ST12

There was also a concern with locality and utility, with those artworks
emphasising local themes and usefulness preferred in some accounts to more
abstract pieces:

I: What is it about those that you particularly like, then?
R: Because they made it from the tree what was there before, and

the benches are nice and that, they’re useful, but this is not
useful, you know, really.

I: So, do you like those because they’re made out of something
from the local area?

R: Yes, and it’s useful, you sit on it, don’t you? This is, this is just
total rubbish and they spent loads of money on all the art work
and it’s really rubbish. Like, over there, they’ve got men stuck
on poles like they’re flying in the air, and that.

SU03

As well as benefit, locality and utility, the notion of consultation seemed to
mitigate concerns about spending money on art.

Art as a good Investment

Finally, these positive dimensions of artwork were encapsulated in the notion
of artworks as ‘a good investment’

I feel certainly that the Moving On part of the overall process was…
perhaps some people might see it as frippery… you know… sort of Joe
Bloggs on the high street might say: “Waste of money,” kind of thing,
not knowing anything about it… I think it’s an integral part of an overall
process and, you know, it’s here to stay for a long time. So I see it also
as an investment for the future and I think the environment… the new
build environment… is really so much better than things used to be for
service users, carers, staff… everybody really… so I think it’s… from
my point of view… a success.
SU13
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2.3(b) Challenges of implementation

This section discusses key challenges of implementation, including structures
that were perceived to be bureaucratic and inflexible; difficulties of decision
making; and uncertainty about key areas of responsibility

Bureaucratic structures

Artists sometimes found the organisational structure that had been put in
place to implement the project frustrating to work with, reporting issues of
bureaucracy and delay caused by meeting agendas being overloaded and a
lack of clarity about decision making powers:

I think that was one of the main obstacles towards clear
communication. When we were trying at the later stages to get
meetings to discuss things it was much harder. We discovered, for
example, that the drawings had to be approved. They’d gone to a
meeting and they hadn’t been approved at that meeting because the
agenda was too long so they had to wait for another fortnight until the
meeting where that group got back together again because it wasn’t a
priority. There were much more important things for them to be doing.
So I felt that that transition did actually… did affect the quality of the
communication that we had. OK?
A01

Other difficulties of decision making

The difficulties were compounded by communication difficulties and problems
in accessing decision makers:

… generally one person at Ryhurst who would then deal with the
contract at Rydon, so we couldn’t always talk directly to the contractor,
which made it more convoluted. We couldn’t talk directly to the
landscape architects either. We had to go through other people. So
that in itself took longer and in itself felt a bit… what’s the word… its
one step removed, so there was real scope for Chinese whispers, I
guess.
SH07

Some identified a lack of flexibility within decision making structures as well as
a lack of time for discussion:

I: So there was almost that culture of almost followed through then
down into the sort of sub processes that you set up because what we
were talking about before just to sort of capture that discussion was
the… something about the PFI structure and the way that it worked, the
fact that it was a pre-existing structure, it wasn’t necessarily that
flexible,
SH06
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Other stakeholders also associated lack of flexibility with the PFI process

I: So do you think that was something to do with working with PFI
or do you think it would have been the same if it would have
been a NHS project?

R: I think… No, I think it is more to do with PFI because they have
everything signed and it’s pretty much signed and sealed. So if
you want to make any changes to that it’s quite a complex
procedure to go through. And pretty much the design of the
building was in place when we were on… when we came on
board...

SH07

Lack of time for discussion was also a consequence of overloaded meetings.
This was also seen as affecting the quality of decision making.

the fact that the meetings had long agendas, lots of stakeholders but
also a real emphasis on having to make decisions quickly which didn’t
necessarily allow…
SH06

Uncertainty about key areas of responsibility

Problems arose when artists and staff were unclear about who should answer
particular questions that arose as the commissions developed:

…to give you an example um in previous projects if we required plans
or technical queries answered or information supplied sometimes it’s
the Trust project manager who will go to the PFI company get that
information and give it to us and take responsibility for ensuring that
that happens. Whereas we spent weeks, months, hours, hundreds and
hundreds and hundreds of hours chasing answers to questions that
were just never answered.
SH05

This stakeholder felt that the problem of identifying key areas of responsibility
was present from the beginning:

If there were queries or questions or information that we needed like
you know dimensions of a wall or type of brickwork or even copies of
the latest plans there were, there were potentially up to 5 or 6 people
that we could go to for that information. So… the Trust ……… from
…………..Ryhurst to Rydon and I think there wasn’t clarity from the
beginning about whose responsibility it was to deliver that information
to the arts project.
SH05
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2.3(c) Service user participation

This section discusses service user participation in relation to the following
themes: aims and scope of participation; working with artists; and strategic
level involvement in the development of the arts strategy.

Aims and scope of participation

Service user participation was emphasised strongly within the Moving On
project and the accounts made reference to a wide range of approaches to
participation that were encompassed by the arts strategy. Several staff and
stakeholders spoke about why service user participation in the project was
important. The notion of user centred service development emerged from
these accounts:

I: And do you, personally, think that it was a good idea to involve
service users in a project like this?

R: Yes, I think so, yes. I think that is important. That’s the reason why
the hospital is here… because people are needing support and
treatment during a period of mental illness and distress in their
lives. So it has to feel that their experience issues are included and
are set up to look after them during that time. So I think that is
important and to have contact with… the reason why we’re here…
which is the service users… is important in all the aspects of the
work that we do here.

ST19

There was a general commitment among staff and stakeholders to
participation and to drawing in the views of service users from a range of
backgrounds:

I asked extra two people that were black to come in which they were
very much pleased that they did it and one in particular still remembers
doing it. And often what they said was the same as what the white
service users were saying about particular art designs, but that’s not
the point, the point was that it was important to think about that
because of the number of black service users that will be coming to
these wards and obviously there’s different cultures and different
cultures have different arts
ST12

The scope of service user participation was less clearly defined. Some
ambiguity arose in the early stages. The project was initially to comprise three
strands: the integrated commissions, a transitional programme of participatory
projects, and an ongoing arts strategy. As the guaranteed funding was only
available for the first strand, some respondents felt that this led to all the
projects’ aspirations around participation being concentrated, perhaps
inappropriately within this strand:
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…it wasn’t clearly articulated that all we were doing was the first strand,
we weren’t able to proceed with the second two because the funding
wasn’t there. So I think there is ongoing expectation that the one
strand of work would try and cover all three bases which was never
going to be the case um and because we were doing the installation
programme and it was very much integrated with the building.
SH05

Service user led approaches

There was no single model of participation and experiences ranged from
working with individual artists through to being involved in the strategic
development with the arts project. In some accounts, there was a view that
the strategy should explicitly draw on service users’ artistic talents rather than
relying on external commissioned artists:

… the art strategy was commissioned artists which then involved some
service users rather than building on the you know how much richness
of patients you know there’s a lot of people in the service that are
known because they’ve got exhibitions that you know do interesting art
and there’s also other people and um so it just felt there was no
connection with that
ST12

Further, it was suggested that in the move to new premises, the influence of
service user art was reduced:

R: They also had artwork all over XX, there was artwork
done by patients. When I got there about seven years
ago … everywhere there was art in the reception area
that had been done by patients, just art you know
dotted around all over the place, you know frames put
up. And you know people were sad to lose it and
worry about where it was going to go to, staff as well
other people.

I: And did it come here?
R: I don’t know where, I haven’t seen any of it here.
ST12

However, in other accounts there was a sense that commissioned art by
professional artists was of higher quality than art produced by service user in
hospital.

They’ve got metalwork where people do make things like… out
in the garden… that way, kind of thing… some the patients put
together a kind of wind thing… which is pretty good. It’s not as
good as this kind of stuff.
SU30
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Nevertheless, some service users attached value to the process and
meanings behind the construction of art, which meant that they related more
strongly to the final product:

I think because patients’ art work was missing… I just feel that
the quality of the people that come and use the service was
missing from those areas. So I guess for people who don’t
have… or don’t feel they have a connection to art… perhaps it
feels a bit alienating that there are big, expensive things here
that were commissioned or happened as part of the new build
and they don’t feel that they have been part of that process,
whereas with service users’ work… they can relate to that… I
think that feels more personal.
ST19

Working with artists

The artists were expected to consult with service users as the commissions
developed. At the time of the interviews, the majority of which took place after
relocation, not all service users in the new environments were aware that an
arts strategy had taken place. However, those who could recall the strategy
generally spoke positively about experiences of participation.

Service users particularly enjoyed working with artists:

R: A few of us from xxxxx set out… they took us in a mini-bus to where
the stonemason was working and we basically looked around his
workshop and… that’s basically it, really.

I: What was it like? Did you enjoy yourself?
R: Yes, it was… they had like different jobs that they were doing at the

time.
I: OK. And what was it like working with the artists?
R: What… like the stonemason and stuff?
I: Yes, and the people who came about the bench.
R: Yes, it was good.
SU11

For some artists, consulting service users was a new experience and one that
sometimes got in the way of the artistic process:

….just sort of drop everything to go and discuss with service users
another aspect of the benches when really we wanted to just make
them.
AO1

However, the artists were generally found to be reflexive in their approach and
took service users’ contributions seriously:
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I: And did they use similar methods in getting your opinions and
brainstorming… getting people to talk?

R: Well, she basically… the lady… and she said: “These are the designs I
thought of.” So she put them on the table and she said: “Just help
yourselves and I’ll give you pens and you can draw round them or about
them, or cross them out and do your own design.”

I: So you could amend them?
R: Yes, that’s right. And that was really good. And then in another portfolio

she had other designs that she’d scribbled down as time had gone on.
And it’s surprising how her designs… and some other people round the
table xxxxxx … had put the same thing down, yes. She said: “Well this is
a training course so this is of common consent… yes… We’re working in
these perimeters,” which was really wonderful… you know… because
instead of just tracking it out and you doing your own thing she really
integrated everything that she was doing outside as well as us in here.
SU22

Service users were also positive about the processes of consultation
instigated by the artists:

I: So what was your overall impression of the artists and how they
involved you in the process?

R: I thought it was brilliant. Firstly I’d never been to anything like
that before and because you’re talking about actual things that
are going to happen. That was nice, rather than just putting
them down as… you know… on apiece of paper.

I: It was nice to verbally say…
R: That’s right, yes. So… and we saw some samples of what the

wood… the texture of the wood, as well.
SU22

Staff worked hard to support these processes of participation:

I think that went well um we organised a lot of consultation sessions so
that for each of the commission there were um interviews, workshops
with each of the artists with services users and staff. We publicised
them widely around the unit and encouraged on the day, encouraged
people to go um and you know quite a few people did get involved and
service users came up to me with their ideas and (……..) you know
(……..) wanting to get involved then um I think they quite enjoyed
meeting the artists
SH01

Other service users were involved in sustained strategic development of the
project, such as membership of formal and informal groups and committees.

Several described involvement in this strategic level of participation as a very
meaningful experience:
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I: How do you think your suggestions were taken on board? Do you
feel that your opinion was valued?

R: Yes, I think so. Obviously I’m not naïve enough to think that
everything I sort of said happened… but certainly if people felt it
was unrealistic or it wasn’t workable I was told, and that was great
because you felt then it was meaningful user involvement rather
than just ticking your box, kind of thing.

SU13

One aspect of participation that was widely appreciated was that of seeing
results take shape over a period of time:

… but that is something I am looking forward to, because I was part of
choosing all the art commissions, even though I haven’t been involved,
I do want the invite to go and see them when they’re done, you know, I
chose that artist I want to see her work and I want to see the stain
glass window like you know, so it's like I chose, I helped choose them
all, so they’ll be nice to see, you know so…
SU05

Diverse experiences of participation

While service users did not always find it easy to engage, some of those that
did participate in decision making felt that they were successful in being heard

R: …you know and it was being there to remind them of that
opinion, but I was having got be persistent with it.

I: Did they take that on board>
R: Eventually they did, (laugh)
SU05

However, not all service users wanted to participate in decisions about the
environment. Some felt under pressure to provide a response and
commented that there was too much emphasis on consultation:

R: Well our group… I’m just remembering now… we were actually
involved in all sorts of decisions, including things like curtains… you
know… what pattern of curtains do you use in people’s rooms and
stuff… which really should have been a designer’s job, I think,
because… you know… one person likes that flowery one and
another person likes that stripy one and nobody was really able to
visualise the whole room and what colour is this going to be
anyway… do you know what I mean. So really the curtains should
have been part of the design and I think it was and then somebody
said: “I think we’d better ask service users what they think,” and it
got into a bit of a funny thing for a little while.

I: Does service user involvement sometimes… it sounds like that was
an unnecessary decision.
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R: Yes, I think that it was a little bit because it’s so much on opinion…
you know what I mean…

SU09

Conversely, some respondents found participation, particularly in formal
meetings, intimidating:

… her exact words were, we need a service user, that’s brave enough
to speak up at these meetings, and they are very official and they can
be intimidating, and there were quite a few times I felt intimidated with
the Directors, they were speaking in anachronism, you know and even
though I appreciate architecture, I can’t understand the technical
conversations about what went on you know
SU05

A key challenge for participation was that of managing diverse views, as
different stakeholders often reacted strongly to particular commissions:

R:… there were many instances where one group of representatives
would hate an emerging art commission where another group of
representatives would love it and how you reconcile that is very
difficult.

I: So can you think of an example where that happened?
R: It had to be the flooring at Callington Road, um some of the

commissions at secure services...
I: And do you think those pieces were compromised as a result of

polarised views?
R: Um to an extent yes and equally lots of people felt very unhappy

that they felt their views weren’t taken into account because in
some instances their views weren’t whilst others were or vice versa.

SH05

Finally, some service users felt that participation had not gone far enough. In
the following extract from a focus group discussion service users suggest that
staff dominated service users in decision making fora:

R2: We knew it was wrong xxxxxxxxx but the staff overruled us
again and again.

R1: We just seemed to be and empty voice, really. We never ever
seemed to get our voice heard… not on that particular part,
anyway. I hate it. I really do.

FG1

Frustrations about participation came to ahead in relation to the process of
appointing artists. There was one particular artist, who was strongly favoured
by service users on the recruitment panel, who was not in the end selected by
the panel:
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We were on an interview panel and one (candidate)… said: “I’ve had
mental health aspects in my own life and I felt I wanted to put
something back to thank them for what they’d done.” Then one of the
other people on the panel said: “If you wouldn’t have had this mental
illness, would you have applied for this commission?” And he said:
“No.” And he was completely dismissed.…..
SU17

This service user felt that the fact that the artist had a mental health
background meant that they were devalued and seen by staff as unsuitable
for the post. Other service users also commented on this incident as providing
evidence of their participation as tokenism.

Some staff recognised this sense of frustration among service users:

R: Well there were lots of issues that were raised from service
users

who felt like their views and their preferences weren’t
necessarily given the weight that they should have done in the
appointment of the artists.

I: Right I see and were you or as far as you are aware was that
issue ever resolved?

R: I don’t know that it was ever resolved but that there was a line
drawn underneath it is probably the best way to describe it.

ST10

Some staff concurred with service users that participation was tokenistic,
failing to embrace the notion of service user led art:

The outcome of the strategy was you had a strategy that was very top
down and the involvement of the service users was through the
steering group and maybe being interviewed, interviewing their artists.
I think the commissions were down through recruitment mainstream
which potentially service users could have applied for and it may well
be some did, but I’m not aware that any actually got the commission,
so the involvement was very much through the level of the artists
involving service users
SH02

Other staff commented that it was difficult for service users who supported the
process to challenge vocal peers who had rigid views about the project:

….My impression was there were one or two people who felt very
strongly and with that view so strongly held that it was impossible for
other people to feel that … I’m not saying that they shouldn’t have
listened to that, I’m saying that it was … a view that couldn’t be altered
at all or worked with very easily.
SH04
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These staff suggested that service users attending the strategic meetings
were not necessarily representative of service users in the Trust, and that
they were involved in order to advance their own political agendas:

R: But for a lot of people it went straight over their heads, you know I
don’t think that we skilled enough people up, we ended up with the
same people over and over again at the meetings who maybe had
a small political axe to grind...

I: Mmm so they weren’t necessarily representative of...?
R: I don’t think they were representative of the service user

community, I think what they were, were lobbyists.
ST18

Some respondents felt that the difficulties arose because the notion of service
user participation was not clearly defined at the beginning of the project. The
fact that there was not a shared understanding about the scope and limits of
service user involvement sometimes resulted in conflicting and unclear
expectations:

Um I think there was some confusion and maybe we didn’t set out the
objectives clearly enough that it wasn’t an art therapy programme, nor
was it a wholly um... nor was there an objective that each and every
arts commission would be the product of purely service user or
participants contributions, we were commissioning artists to provide
their expertise and their art work and absolutely they would consult with
people and they would have participation where participation was part
of the brief. But it wasn’t a... if I kind of use a shorthand, it wasn’t an
exercise in art therapy for everyone to participate in a therapeutic
design process.
SH05

Other stakeholders commented on this problem of expectations:

So I think there was this expectation from service users that the arts
programme was going to be this wonderful thing that would engage
them creatively, that would give them a real voice and say. That would
allow them a certain degree of freedom and control over expressing
their ideas, taking them forward through creative projects and because
it ended up only being the public arts side of things I don’t think, I don’t
think that was every properly addressed it was almost like a footnote
on an agenda.
SH06

For some service users who had invested heavily in participation, the fact that
expectations were clear led ultimately to disappointment in the outcome.

So its like um we’ve been short changed. ….. After all the thought and
the work and the hopes they put up you know built up, its like you know
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and its like the amount of money and time that was spent and all the
money on just arranging the commissions and arranging all the
interviews and the meetings to sort all that out, its like, its um they
really, really have been short changed… you know being completely
ripped off on the commissions that haven’t been done at all. It doesn’t
seem to have existed.
SU05a

Another consequence of the difficulties of participation was that some service
users withdrew from the process of engagement:

…. I…you know for diplomatic reasons, and for ethical reasons, backed
off. Like you know, because I didn’t want to ruin my own mental health
career (laugh) after staying in people’s good books do you know what I
mean like….
SU05

2.3(d) The role of service user art

This section discusses the role of service user art, including the notions of
therapeutic arts; ambience of art spaces; and other benefits of service user
arts. We end by noting the importance of having high quality facilities to
display service users’ art; a feature of the new builds that was universally
welcomed.

Art as therapeutic

There was also a strong sense that creative processes aid healing and are
important aspects of therapy and rehabilitation. This was expressed with
reference to discourses surrounding arts and health:

I mean it's known throughout, through psychiatry, occupational
therapy does wonders, art does wonders, if you’re doing it for
the services of the institution you’re living in, I mean you know
that’s just therapeutic all over
SU05

Arts were also thought to be therapeutic in group settings. One service user
explained how being part of an arts group helped him talk about his
experiences of illness:

R: It's a less pressuring way of talking about stuff. I did
anyway, talk about problems.

I: So you feel like, it sounds like you feel like you can
really express yourself through your art and help get
through difficulties.

R: Yeah I think that's what it's there for. I think a lot of
people find that. As if anybody makes anything, want
to display it or in a group that are interested in that
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sort of thing was to form kind of a social group that will
talk about stuff and problems.

SU08

Ambience of art spaces

The majority of service user art in mental health settings is created during
Occupational Therapy (OT) sessions, and for some service users these
sessions represented an important part of their experience in hospital in both
old and new environments. The ambience of arts environments in the old
hospitals was commented on positively by service users. These art rooms
were associated with calmness:

R: The two art rooms are really sort of chilling out places,
the … really good, em….

I: What are the art rooms like?
R: Just a really nice atmosphere, especially the one for

the in-patients, its just, I don’t know, when things are a
bit stressy on the wards, go up there, it feels really
calm and….

SU04

The art rooms were homely, relaxing environments:

R: … Well the pottery room was just like a pottery room,
you could relax in there because it was surrounded by
sort of er….junk and jumble and cupboards and bits
and pieces of pottery.

I: So that made you feel relaxed?
R: Yeah relaxed.
I: Oh right, do you have any idea why that might be?
R: Well because it's not clinical is it? It's the opposite.
SU08

The art rooms in the new hospitals were well resourced, offering a diverse
range of activities:

I: So what sort of activities do they offer here at the
moment?

R: I know that they’ve got a wood workshop, a [ ]
shop, they’ve got an art centre, a school centre as
well, music room. Music room’s quite good, actually.

I: What’s in there?
R: Piano, keyboard, guitars, bongo drums.
SU01
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Other benefits of service user arts: inspiration and pride

Many participants recognised the potential of art created by service users to
inspire others. Some suggested that seeing others’ work on display could
inspire them to achieve something in the face of their illness, and others felt
that it was uplifting to look at artwork created by a service user:

Um, but the other thing is the impact that it had on the people
who didn’t do it but the people who actually saw it and you
know its actually quite uplifting to know that, not for everyone,
but some people are uplifted to know that someone they know
or somebody else who has been a patient has done something
that is so interesting or good or colourful or whatever.
ST12

Producing attractive objects was a source of pride for some service
users:

I: And what stuff is it? What did you make?
R: It was pottery, plates, so it's vases, plates and various

other plates, a ceramic clock, which I’ve done a few
of. I done one for xxxxx …

I: So what are you going to do with it at home, are you
going to display it?

R: Well I’ll give it to me sisters, friends and I’ve got some
in the cupboard, plates so I need to make room for all
my other stuff, because I’ve only got a small flat.

I: It sounds like you get quite a sense of achievement
from the pottery and having it on display.

R: Yeah I do….yeah.
SU08

Facilities to display service user art

Moving On included a number of high-quality display cabinets in which service
users’ art could be presented. This was welcomed by staff who had struggled
in the old environments to find for places to display service user artwork:

R: …there is art work already going in there, we’ve also
now got cabinets that we can put artwork in so
hopefully its going to be more positive to actually do it
rather than now somebody’s got a piece of work what
are we going to do with it.

I:  Right so you don’t have display cabinets here?
R: Well not here no, so hopefully its going to be owned

more and … do you know what I mean so its just the
whole culture I think should better.

ST04
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Staff members were positive about the facilities for displaying service users’
art in the new environments:

There’s quite a lot. I like… I particularly like the open frames that are
on some of the wards… like xxxxx and xxxxx… I like the open frames
that the service users are able to put their work in and it becomes part
of the unit. And we’re very proud of that. I really like that
ST19

Service users also felt that the display cabinets provided a good opportunity to
showcase service users’ art work:

In the corridor down to the xxxxx centre and that there’s
cabinets with bits of pottery… things that people have made at
metalwork… they’re all in glass cabinets. It’s nice to stay and
look at them… you know… see what people have made… the
patients have made
SU33

Having facilities to display their work in hospital was clearly a benefit for
service users:

I: So what is it about having your art displayed that feels
good?

R: Um, it makes me feel proud cos I achieved something
and

I: I see
R: and I get to display it, so other people can look at it

and comment
SU25
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PART THREE: DISCUSSION AND CONCLUSIONS

3.1 The impact of art and the healthcare environment

A number of key issues emerge from this discussion of the impact of the
healthcare environment. The research has identified key aspects of the
internal environment that are valued to service users and staff, encapsulated
in the notion of ‘modern, fit for purpose environments’. In relation to the
external environments, the research confirms a common finding in research
on healthcare environments: the importance of nature. However, support for
nature was not universal and some associations with nature, such as danger
and risk, were raised. Other key issues include opportunities in the external
environment; and the management of external environments.

The transition to new environments threw up challenges in relation to all of
these themes. In relation to the internal environments, the transition was
generally seen as positive, with the move to new, attractive buildings
welcomed by most participants. Further, the artworks were generally seen as
enhancing these environments, being of high quality and well integrated,
adding brightness, ambience, a sense of space and privacy and a source of
stimulation that was a welcome alternative to TV. Another key issue was that
of institutionalisation. While not everyone agreed that the new environments
had successfully addressed this issue, the artworks were often seen as
helping to reduce the sense of aesthetic institutionalisation. However, they
were not generally seen as addressing functional institutionalisation (a
characteristic of environments that prioritise staff routines rather than service
user preferences). Finally, safety and risk were key issues in staff accounts,
with the new environments generally seen as offering opportunities for
increased observation and better risk management. The artworks were
seldom mentioned in relation to this functional aspect. Hence the contribution
of the artworks was mainly aesthetic, although in some instances, the
artworks did contribute to improved functioning in the new environments.

In relation to the external environment, the transition also threw up
challenges. One of these was a widely perceive sense of loss in relation to
nature, only partially offset by landscaping in the new environments. These
losses included sights, sounds and smells as well as opportunities for escape
and the sense of healing provided by large, unstructured external
environments. Not all respondents concurred with this view: a small number
viewed nature as threatening and boring, preferring urban spaces. The
artworks sought to compensate for the loss of ‘nature’ in the new
environments and they were generally seen as successful in this respect.
They did this by adding colour and light; as well as using natural materials that
were reminiscent of the old environments. However, they could not easily
compensate for the changed aural environment.

The artworks in some instances also helped to address some of the lost
opportunities such as the enjoyment of peace and tranquillity that was a
feature of the old environments. It is worth noting that some of these
perceived losses may have been associated with the way in which the new
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external spaces were managed, rather than the characteristics of the
environment per se.

The management of new external environments emerged as a key issue, with
service users noting some patterns of misuse that had become apparent, and
staff raising a concern that the move had created as yet unaddressed
problems of maintenance. This also applied to some of the commissions,
although respondents were generally positive about the quality and durability
of the artwork.

3.2 Managing arts projects in mental healthcare

This report has identified the key issues arising from the process evaluation,
including perceptions about value for money and their impact on the arts
strategy. It has also identified a number of implementation challenges that
were encountered during the Moving On project, highlighting in particular the
way in which issues of service user participation affected the strategy.

Value for money was a key issue raised by service users and staff.
Perceptions that the commissioned artwork was expensive were only partially
mitigated by the information that the artwork was not funded directly from
patient care budgets. Respondents were aware of some public and media
perceptions concerning public art.

The research identified a number of factors that mitigated concerns about
‘value’. First, the notion of consultation was important. Hence participants
were more likely to support spending on artwork if they thought that its
creation involved adequate consultation with stakeholders. Further, the notion
of utility emerged as important. Hence there was support for artwork where
this was identified as benefiting service users. Particular artworks seemed to
meet these criteria for consultation and utility, such as those emphasising
local themes as opposed to more abstract pieces.

Finally, these positive dimensions of artwork were encapsulated in the notion
of artworks as ‘a good investment’

Key challenges of implementation are identified in the data. These include
perceptions of bureaucratic, inflexible structures and decision making as well
as uncertainty about key areas of responsibility. Artists sometimes found the
organisational structure that had been put in place to implement the project
difficult to work with, and other stakeholders often reported problems in
accessing decision makers. Lack of time for discussion, identified as a
consequence of overloaded meetings, was seen as affecting the quality of
decision making.

Service user participation also emerged as a key theme. While there was a
commitment to participation across the strategy, this was not clearly defined
and a number of models coexisted. While this diversity created a number of
opportunities for service users to be involved in different ways it did not
address the criticisms of those who favoured a particular model. Hence
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stakeholders advocating user led approaches felt that the strategy fell short of
this ideal. The scope of service user participation was not always clearly
defined, leading to a sense of ambiguity for some participants. The tension
between notions of ‘prestige’ and ‘authenticity’ in defining good art, which was
identified in the documentary analysis, was also strongly present in the
interview and focus group data. This was frequently articulated through the
notion that service users as artists were not recognised within the arts
strategy.

Service users’ diverse experiences of participation are discussed in the
analysis. In general, service users enjoyed having the opportunity to work with
professional artists. The artists were generally found to be reflexive in their
approach and took service users’ contributions seriously and staff worked
hard to support these processes of participation. Participation at the strategic
level of decision making was also enjoyable and meaningful for some service
users, leading to a sense of being able to influence decisions and help to
shape the healthcare environment. However, not all service users found it
easy to engage in strategic processes, and a common response was that of
‘not being heard’. Further, not all service users wanted to participate in
decisions about the environment and some felt pressurised by the demands
of consultation. Others found participation, particularly in formal meetings,
intimidating.

A key challenge for participation was that of managing diverse views, as
different stakeholders often reacted strongly to particular commissions. Some
staff also found consultation processes challenging, confounded by lack of
clarity about expectations. There was a concern among some staff that
service users attending the strategic meetings were not necessarily
representative of service users in the Trust, and that they were involved in
order to advance particular agendas.

Finally, service user art emerged as a key theme. There was also a strong
sense that creative processes can aid healing, as well as an appreciation of
what spaces dedicated to art activity could add to the ambience of the health
care setting. The art rooms in the new hospitals were seen as well resourced,
offering a diverse range of valued activities. Service users took pride in the
artworks they created in these spaces and it was important that high quality
facilities for displaying service user’s art were provided.

This finding about the value of involvement in creative processes paralleled a
methodological finding: those service users who found it difficult to engage
with traditional processes of engagement based on talk and text seemed to
find it relatively easy to describe and discuss issues through the medium of
their creative activity. For example, interviews and focus groups often
underwent a change in mood and pace when the topic was service users’ art
and its contribution to the environment, rather than the impact of arts and the
environment per se. Our methodology meant that we were unable to explore
this issue in depth: further research is needed into the role of creative
processes in research and participatory processes.
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3.3 Conclusions

This research has drawn on interview and focus group data to explore the
impact of art in a mental healthcare environment, identifying key learning for
the development of practice. The study shows that arts can contribute to high
quality healthcare environments by enhancing modernisation, underlining
fitness for purpose and reinforcing valued themes such as quality, ambience,
space, stimulation and nature. Further, the research shows that using
commissioned artworks can be a critical element of a strategy designed to
ease transition to new environments as part of modernisation. For example,
the Moving On artworks were generally successful in addressing a perceived
loss of ‘nature’ in the new environments, adding colour and light and using
natural materials that were reminiscent of the old environments. Artworks can
also reduce the sense of institutionalisation that can affect healthcare
environments. However, artworks cannot easily challenge difficult functional
aspects or misuse of healthcare environments, as this depends both on
strategic and day to day management of these settings. Neither can purely
visual artworks compensate the changed aural environment which is noticed
by staff and service users.

The research has identified some key challenges for the developments of arts
for health strategies within the public sector. A common concern is that of
‘value for money’, influenced in part by negative media reporting of arts
projects. These concerns were mitigated by notions of consultation, utility and
locality. Hence artworks that were developed in consultation to meet the
needs of stakeholders were supported. Where these positive dimensions
were identified, artworks were perceived as ‘a good investment’

The research highlights other challenges of implementation including the
impact of decision making structures and the roles of key partners. Effective
strategic and operational management together with transparent, responsive
structures can be seen as prerequisites for successful of arts strategies.
Defining the scope of service user participation is also a key issue. A number
of models exist and these can sometimes clash as a result of underlying
tensions, for example between notions of ‘prestige’ and ‘authenticity’ in
defining good art.

Finally, service users’ diverse experiences of participation are discussed in
the analysis. The existence of a range of meaningful opportunities to
participate in the creation of art, from working alongside professional artists to
service users creating art themselves is a highly valued feature of mental
healthcare environments. The role and value of creative arts in enhancing a
range of processes of engagement, including research, requires further
exploration.
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ARTS IN MENTAL HEALTHCARE, A FRAMEWORK FOR PRACTICE

This framework has been developed from our two year evaluation of
‘Moving On’, an arts in mental health project. The framework identifies five
dimensions of good practice for consideration by healthcare organisations
and partners seeking to develop strategies for arts in healthcare. The
framework has been developed in consultation with a wide range of
stakeholders in mental health care including staff, service users,
policy makers and external partners.

Five dimensions of good practice for the development of arts in
mental health strategies

1. Understanding the benefits of arts

Arts interventions can generate a range of benefits for service users
and staff in mental health care. Commissioned artworks can contribute
to modern, non institutional ‘fit for purpose’ healthcare environments.
Participatory arts create opportunities for meaningful activity and can
generate a sense of identity and ownership in relation to healthcare
environments.

2. Management, leadership and vision

The achievement of these benefits requires effective management and
high level leadership of arts strategies. Good operational management,
led by individuals and organisations with knowledge and experience of
arts management, is also important arts for health and commissioned
arts projects. While it is important for all parties to have a shared vision,
there should also be openness and early involvement of stakeholders
in order to avoid preconceptions of work before artists, makers and
service users have been involved. Decision making processes should
be clearly defined and understood, and planning timescales need to
take into account consultation requirements as well as situational
constraints.

3. Partnership working

Arts projects involve a range of partners including service users, NHS
care and art therapy staff and external partners including individual
artists. The roles and responsibilities of partners, including PFI and
Estates, need to be identified and understood at an early stage. Artists
are key partners in projects but they may be unfamiliar with healthcare
environments and may need time and support in order to engage in
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processes of decision making and consultation. It is important to
recognise that service users may also be artists. Artists without
experience of public art or mental health may need to be offered
additional training if they are to be included in commissioning
processes. NHS staff groups, including arts psychotherapy and
occupational therapy staff, are also key partners and the impact of arts
strategies on these groups needs to be considered. Arts projects
should endeavour to support and link with existing staff arts activities.

4. Service user involvement and participation

This can range from ad hoc consultation to user led approaches.
Whatever the model, the goals and scope of involvement should be
made clear from the outset and it is important to acknowledge that not
everyone will agree with some decisions. Flexible modes of
consultation are needed along with organisational structures that
facilitate engagement of a range of stakeholders while allowing clear
lines of accountability and transparent decision making.

5. Developing an evidence based approach

It is important to recognise the situated nature of arts projects and
specific challenges and opportunities in local settings. Those involved
with arts in healthcare settings need to reflect and build on current
evidence, undertaking research and demonstrating a willingness to
support appropriate evaluation into both the benefits and risks
associated with arts in healthcare.

Daykin, N.; Byrne, E.; Davis, N.; O’Connor, S., Palmer, M., Soteriou, S.
& Willis, J. University of the West of England/Avon and Wiltshire
Mental Health Partnership NHS Trust. January 2008
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APPENDIX 6

CONFERENCE PRESENTATIONS AND PUBLICATIONS

Conference presentations

1. “The role of arts in mental health care: qualitative research”. Norma
Daykin, Ellie Byrne and Nola Davis. 6th European Qualitative Research
Conference, September, 2006, Bournemouth University.

2. “Building on the Evidence: qualitative research into the impact of an
arts programme in mental health services”. Presented by Ellie Byrne
and Norma Daykin at the BSA Medical Sociology Group 38th Annual
Conference, September 2006, Herriot Watt University.

3. “Evaluating Arts and Health: a mixed methods study”. Ellie Byrne and
Norma Daykin. Mixed Methods Conference, 2007, Cambridge
University.

4. “Exploring the impact of the arts: qualitative research in the mental
healthcare environment” Ellie Byrne and Norma Daykin. 8th Annual
Conference of the European Sociological Association, September
2007, Glasgow Caledonian University.

Publications

Daykin, N. Byrne, E. Soteriou, T. O’Connor, S. “The impact of art, design and
environment in mental healthcare: a systematic review of the literature” in The
Journal for the Royal Society for the Promotion of Health, in publication.



.



C:\WINDOWS\apsdoc\nettemp\1568\$ASQAppendix 7 artwork.doc

APPENDIX 7
Selection of artwork from Moving On

Title: Tree of Light

Artist: Kate Munro

Location: Fromeside
Unit, Medium Secure
Services

Photo: Nigel Noyes

Title: Textile commission

Artist: Older Adult
service users, led by
textile artist June Heap

Location: Older Adult
Unit, The Coppice,
Callington Road
Hospital

Photo: Willis Newson
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Title: Stained Glass
commission

Artist: Stuart Low

Location: Older Adult
Unit reception, The
Coppice, Callington
Road Hospital

Photo: Paul Highnam

Title: Winter – one of
four wall pieces

Artist: Lucy Turner

Location: Birch & Lime
Adult Acute Units,
Callington Road
Hospital

Photo: Paul Highnam
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Title: Stained glass
entrance commission

Artist: Martin Donlin

Location: Fromeside
Clinic, Medium Secure
Services

Photo: Nigel Noyes

Title: Growing I and
Growing II

Artist: Kiran Chahal

Location: Lime & Birch
Adult Acute Units,
Callington Road
Hospital

Photo: Paul Highnam
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Title: Café furniture

Artist: Angus Ross

Location: Woodside
CTLM reception,
Callington Road
Hospital

Photo: Paul Highnam

Title: Functional garden
artworks

Artist: Marion Brandis

Location: The Coppice,
Callington Road
Hospital

Photo: Paul Highnam
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Title: Walnut Tree
seating

Artist: Angus Ross

Location: Grounds of
Callington Road
Hospital

Photo: Paul Highnam

As above
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