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Metaphors of loss and transition: An appreciative inquiry

John Graham-Polea* and Dorothy Landerb

aDepartment of Pediatrics, University of Florida, Gainesville, Florida, USA; bSt Francis Xavier University,
Antigonish, Nova Scotia, Canada

(Received 22 May 2008; final version received 10 September 2008 )

In this qualitative research study, we have used the arts-based research methodology,
Appreciative Inquiry, to conduct a broadly based thematic and narrative analysis of art,
loss/transition, and healing in formal/institutional and informal/family healthcare settings.
Drawing on 21 loosely structured 1-hour interviews with African, British, Canadian and US
caregivers, we have identified 13 overlapping themes of loss and healing. We use these
themes to assess the broad scope of art in formal and informal care and palliation; to embed
loss as an intrinsic health issue; and to consider art’s capacity to offer insight and resolution in
professional/family care partnerships as well as population health. We suggest that
experiential and narrative data offer as valid an “evidence base” as quantitative data to explore
the many critical dimensions of art-for-health theory and practice. Our findings underscore the
vital and welcome interaction of art and science in global healthcare practice, education,
research and policy.
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One day her mother said to her, “Come Little Red Cap. Here is a piece of cake and a bottle of wine.
Take them to your grandmother. She is sick and weak, and they will do her well.”

Little Red Cap, Jacob and Wilhelm Grimm
1

The Brothers Grimm’s version of this ancient folktale highlights the care archetype that suffuses

the arts-for-health movement (Lander, 2007). In Blood, bread, and roses (1993), poet/feminist

scholar Judy Grahn uncovers the story’s deeper mythic dimensions: creativity, rites of passage,

loss/transition and the healing power of gifts (p. 140). Her reappraisal of human creation stories

transforms myths and metaphors into “the physical form that ‘holds’ an idea” (p. 20).

As arts-for-health researchers, we, like Grahn, view “myths, anthropological reports,

personal memories and observations, historic accounts, and creation stories as equally valid

sources of information from which to construct a pan-human mythology” (p. 4). The huntsman

in “Little Red Cap” is the caregiver who ritually “frees the sacrificial victims by substituting

stones” (pp. 141–142). “Ritual, from Sanskrit r’tu, is any act of magic toward a purpose.

Rita means a proper course. . . . The root of r’tu is in ‘arithmetic’ and ‘rhythm’; I hear it also in

‘art’ [and] ‘theater’” (p. 5).

Metaphor, according to arts-based researcher Elliot Eisner (1991), “is regarded as a sign of

imprecision; yet, for making public the ineffable, nothing is more precise than the artistic use
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of language. Metaphoric precision is the central vehicle for revealing the qualitative aspects of

life” (p. 227). Our narrative/experiential research into loss and transition develops the evidence

base for this human universal of metaphor in the synergy between art and science in care.

Background

This paper presents cross-cultural exemplars of art epitomizing loss and healing – rehearsals for

everyone’s final transition. Borrowing from transitions scholar William Bridges’ (2001)

The Way of Transition, we use “ending,” “loss,” and “transition” to “represent different facets of

the same experience. ‘Ending’ . . . refer[s] to the break between you and whatever you have been

identifying with. ‘Losing’ . . . emphasizes the experience of having to make that ending. . . .

[Transition is] what you have to do to deal with the ending and the loss” (p. 223). “Grieving,”

from the ancient root word meaning “heavy,” refers to “the feeling that accompanies a loss.

‘Mourning’ . . . comes from a root word referring to ‘remembering.’” (p. 224).

Death educator/artist Sandra Bertman, in Grief and the Healing Arts (1999), called the arts

“vehicles to help us reshape grief,” because grief is “not a cerebral problem but a subjective

experience” (p. 15). No surprise that death is a constant muse for writers, painters and

performers: loss – through becoming ill/disabled, leaving home, ending relationships, finally

dying – is ubiquitous; and death rituals of imagery and rhythm are “human universals” (Brown,

1991, p. 176). All losses are transitions from old to new stories. Donald Brown’s cross-cultural

anthropological research revealed that ritual universally “includes rites of passage that

demarcate the transfer of an individual from one status to another. They mourn their dead”

(p. 139). But human universals are classifications only, their content varying widely: funeral

rites include “expressions of grief, means of disposing of the body, and magical protection for

the participants” (p. 70), while mourning ranges from “holding tight to those who are dead . . .

[to] others who try quickly to relinquish all ties” (Stroebe, Gergen, & Gergen, 1992, p. 1208).

Developmental anthropologist Ellen Dissanayake (1995) defines art as “the desire to make

some things special” (p. 60), offering cross-cultural evidence to show that biological endowment

underlies all major transitions – birth, puberty, marriage, death (p. 61). Her exemplars of loss

rituals (2000) go beyond funerals: “In Karelia. . . . women performed a ritualized lament at

weddings to express sorrow at the bride’s leaving home. . . . meant to move all who heard it into

a collective expression of sorrow” (p. 61). Sarajevo artists made public art when their city was

besieged in 1992; the Obala Theatre director turned its ruins – a shortcut avoiding snipers – into

the “Witnesses of Existence” exhibition, creating images from the detritus of destruction

(p. 194).

“The assembly of elaborations. . . . that is, of arts (chant or song, poetic language, ordered

movement and gesture or dance, mime, and drama, along with considered and even spectacular

visual display)” (Dissanayake, 2000, p. 138), is the stuff of ritual. “The aesthetics of control. . . .

deliberately (actively) shaped feels more effective and soothing than uncontrolled random

flailing about” (Dissanayake, 1995, p. 78) – a power utterly adaptable to personal/communal

health. Dissanayake echoes art therapist Cathy Malchiodi (1992) – “one of the most powerful

aspects of art expression in processing loss is the ability to address fear. . . . After all, just

confronting that blank paper or the untouched materials or clay can be the most courageous of

acts when one is in extreme psychic pain” (p. 117). And artist/teacher Shaun McNiff (2008)

amplifies both –“Researching human experience through the arts makes complete sense to

people, especially those who long to integrate art with service to others and revive partnerships

between art and science” (p. 30).

Stroebe et al. (1992) show that nineteenth-century romanticist concepts of dying/mourning

expressed through poetry, diaries and spiritualism continued into Western modernist then
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postmodern culture, modernism emphasizing control over mortality (p. 1210), whereas

postmodern consciousness invites researchers and care partners to “culturally embedded

practices. . . . appreciative understanding of grief in all its varieties” (p. 1211). This rejection of

modernist control and detachment in favor of postmodern “expressive self-narratives of

continuity” (Ritchie, 2003, p. 4) resonates with arts-informed research on loss. David Ritchie,

curator of the Immigration Museum in Melbourne, Australia, wrote that the exhibition, Death,

Mortality and Religious Diversity, “revealed what might be seen as surprisingly consistent

beliefs in the purpose of life, continuity of the human spirit, and the need for connectedness

through rituals of reconciliation, moral purpose, and recognition of irreversible change” (p. 4).

In 1990, the Stuart Pimsler Dance and Theatre Company (n.d.) explored the art-and-loss

theme with the University of Florida’s Arts in Medicine program (www.shands.org/aim).

Identifying loss as a common thread between hospital and community, Stuart choreographed 24

hospital/community members in a music–poetry–performance piece creating bonds between

town and gown. The company has since brought its signature Caring for the Caregivere to

myriad North American, European andMiddle Eastern locations. Its documentary film,Meaning

in Movement, depicts the waltz of care partners2 – stroke survivors partnered with spouses,

daughters, siblings – evening the dance: the cared-for partner leads (despite diminished sight,

sensation or movement), while their caring partner follows – blindfold.

Research approach and methodology

Building on this theme of loss that moved a disparate group of nurses, doctors, patients, family

and hospice caregivers to communal artistic endeavor, our paper describes a qualitative study of

the artful experiences of professional and personal caregivers from Africa, Canada, England and

USA through exemplary stories of care and palliation. Using verbatim quotations from 21

loosely structured 1-hour interviews, we identify and illustrate themes of loss; embed loss as an

intrinsic health issue; consider art in professional and personal care/palliation; and assess art’s

capacity to offer insight and resolution.

Objectives

Our four objectives were to:

(1) elicit information about caregivers’ use of art in care;

(2) explore its social and cultural contexts;

(3) explore its benefits for caregivers and recipients; and

(4) identify cross- and intra-cultural commonalities and differences.

An arts-based methodology

Our methodology uses the action research/narrative methodology, Appreciative Inquiry (AI)

(Cooperrider & Srivastva, 1987; Lander, 2005), which focuses on life-affirming experiences,

avoiding deficit and problem-solving language that invoke the “blame game” (Barge & Oliver,

2003, p. 126). AI’s arts-informed (Cole & Knowles, 2008, p. 55) and arts-based (Finley, 2008, p.

71) methodologies invite participants to draw on different arts, including story-telling, gesture,

performance and symbolism, to describe their experiences. We considered qualitative

methodologies better suited than quantitative to the emotive and nuanced epistemology of loss

and grief we anticipated uncovering. Educator/artist Elliot Eisner (1993) identifies the human

universal of “sentient creatures who live in a qualitative world. The sensory system that humans

possess provides the means through which the qualities of the world are experienced . . . our
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conceptual life gives rise to the intentions that direct our activities” (p. 6). Qualitative research

uses extrapolations – “modest speculations on the likely applicability of findings to other

situations under similar, but not identical, conditions” (Patton, 1997, p. 289) – rather than the

“purely empirical, statistical, and probabilistic” (p. 289) generalizations of the quantitative

paradigm, which imbues evidence-based medicine (EBM)’s practice and policy research.

The context-free data of sampling, physiological measures and psychological inventories limit

the richness and uniqueness of participant experiences, because they are “often stripped of their

context when generalizations are made across time and space” (p. 289).

AI’s primary tool is individual and group sharing of personal stories – experiential/narrative

art (Greenhalgh & Hurwitz, 1998) – as building blocks for the 5-D step model – Define,

Discover, Dream, Design, Destiny – to shape optimal futures (Whitney, Cooperrider, Garrison, &

Moore, 2002). An unconditional positive question (Ludema, Cooperrider, & Barrett, 2001)

defines the subject under inquiry, e.g.: “Think of a time when you had a [insert life-affirming

descriptor, e.g. inspiring, instructive, authentic] experience in your [insert unique work/life

context ].” Although our interviews pinpointed the somber subject of loss, counteracting critics

who challenge AI’s unabating cheeriness (Barge & Oliver, 2003), a critical aspect was framing

questions to explore possibly good outcomes from seemingly bad situations. In an earlier study

(Lander & Graham-Pole, 2006), we gave palliative caregivers and researchers color pastels and

asked them to capture the animal, color, and gesture images that “struck” their minds/bodies first

when recalling a care practice they had experienced/witnessed, which inspired or taught them

something. This created sensory-rich, tactile, even visceral, descriptions of the way things look,

smell, taste and feel (Whitney, Cooperrider, Trosten-Bloom, & Kaplin, 2002, p. 68).

The Research Ethics Board of St Francis Xavier University approved this research, and

participants read and signed informed consent forms, indicating if they wanted their identities

withheld or otherwise disguised. This was especially important because we included subjects

recognizable in their local communities and noted professional artists involved in health care.

We also knew experiential/narrative art often surfaces emotional memories/revelations, which

might startle the participant telling his/her story for the first time. We have transcribed 21

interviews with 18 women and 3 men – 7 Canadians, 8 Americans, 3 British, and 3 Africans

(the latter enrolled in higher education in North American universities). Six called themselves

personal and six professional caregivers (full-/part-time); the other nine were artists-in-residence

with specific professional/lay experience with visual, language and/or performance art in

healthcare settings.

Thematic analysis

We have identified 13 themes arising from these interviews, some partly overlapping. We offer

exemplars of each through direct quotes from participants. We use real names or pseudonyms

according to informed consents.

The presence of art in care work

All identified arts-based exemplars in their work. Although these were more often “evanescent

activities” than “preservable products” (Carpenter, 2004), they represented a preservable–

evanescent continuum:3 a piece of music, photograph, or poemmight spark a healing response of

loving, artful witness, shared touch, or other life-affirming experience. An American artist-in-

residence in a Kenyan hospital, Martha, spoke about tribal songs:

I would start singing a phrase or two, and everyone would stand up and start singing and dancing –
patients and caregivers – and we were all immersed and moved by it, and soon all in laughter and
tears. Just that – it seemed to give us all permission to be creative and connect.
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A painter, Anne, working in a Canadian hospital, spoke of hanging her work in hospital rooms:

One woman who was in terrible pain had it in mind she had to go home to die. But she didn’t really
have a home to go to. I just remember holding her hands and saying, “I have something that might
help you. Home is right here, home is just a state of mind.” I hung up this blue painting I had done
with a ripple in it, and her whole demeanor changed. She said, “Oh thank you! The thing that has
been bothering me is I’m going to die in this room that is all pink, and my whole life I hated pink!
When I’m ready to go, I’m just going to crawl right into your painting.”

Seeking meaning in stories of loss

Some subjects used these dialogues to reflect and make sense of their experiences, perhaps a

special aspect of stories of loss (Weber, Rowling, & Scanlon, 2007). They found the time too

short, memories and stories flowing as they warmed to the task. The Nova Scotia painter and

photographer, Rose Adams (http://vans.ednet.ns.ca/artist_pages/radams.html), an artist-in-

residence at a neurology clinic, was focusing on the experience of loss among patients with

dementia, and its relationship to her own motivation.

I use crows and ravens as images of loss – like archetypes. My painting, The Present Moment
[see Figure 1], came from a time when I was working on a crow image, and I saw that the amaryllis in
my studio had just come into full bloom. So I took up a fresh canvas and depicted the crow and the
amaryllis side-by-side. I realized I was recalling the advice of one of my patients with early
Altzheimer’s: “Always try to live in the present.” I knew these people have no past or future – no
story – so their only resource is to try to enjoy the present moment.

Finding what’s good in what’s bad

A “positive” outcome from a “negative” experience was exemplified by Anita, a Canadian

family caregiver for her husband with early dementia, herself suffering from partial deafness and

a painful neuropathy following meningitis.

There was an epiphany moment when I was with my physical therapist, Nick, and trying to figure out
how I could manage the pain better through distraction. . . . Nick said to pick some rock-and-roll
music and dance in my chair. So now I use an iPod and chair dance to Credence Clearwater Revival,
Van Morrison, and my favorite at the moment – a women’s choral group that is into Earth and Gaia
songs. It is very spiritual, not rock-and-roll, more flowing. It moves [my pain] to the back burner. . . .
It’s not like it isn’t there, but it’s lost its prominence in my mind. It’s like firing different parts of my
brain up.

Paying attention to health not disease

With art as an entry point, many interviews, including those linked directly to end-of-life,

focused more on health than illness. Gail, an English professional writer working with hospice

patients, quoted a 51-year-old woman dying with breast cancer who felt “whole and at peace”

after writing letters to her husband and daughters to read after her death.

“I might be terribly ill and I might be in awful pain, and in a hospital bed, but I still need my cuddles.
I still want to be cuddled.” And the reason she had written to him was because she couldn’t say it,
because with very ordinary working-class (old-fashioned term!) English people, there are certain
things you can’t say. But she could write it. So when I saw her the following week, she’d got her
cuddles, and that was absolutely fantastic. Then she wrote letters to her daughters, which I typed out
and she signed, and we arranged for them to receive them after she died.

Offering art to “non-artists”

Some artists-in-residence spoke of patients unable or reluctant to “do art” themselves, who

nevertheless experienced healing effects from the artist/caregiver acting on their behalf,
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especially “to specification.” Rusti, an American professor of dance, spoke of Valerie, a 22-year-

old woman awaiting lung transplantation.

She was hooked up to everything and couldn’t leave her room. She told me she had a dream for
herself when she got her lung – to dance across the bridge to the sea. She was afraid to move
herself, but it was important to her that I move to her imagery. So I danced her dream. Sometimes
she had her eyes closed, but she knew at once when I stopped! After she got her lung she
wouldn’t go over the bridge in our visualizations until the day before her release, and then she
was ready to go over.

Figure 1. The present moment. (Courtesy of Rose Adams.)
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Revisiting early memories

Several participants told of adverse earlier events, some from childhood, that now motivated

them, like South African health educator/AIDS activist Tonya.

I wanted early on to work with vulnerable people, be their voice and document their stories. I think
my childhood history contributed to this, because I was sexually abused, and I was searching to find
the voice I had lost. But I couldn’t understand who could be that voice, or how I could be heard. . . .
being exposed to the outside world, and especially the white community, helped me see what
I needed to do. A doctor suggested we bring our traditional healers – the Izangoma – to treat us, as
well as our patients, so they could teach what they do, the meaning of their ceremonies. So we gave
them a forum for their dances and songs, and you knew it was their religion. Now we use traditional
healing and modern anti-retroviral treatment together.

Art as barrier-breaker

Artful experiences often helped lower barriers and (re)establish communication. A Kenyan

teacher/musician in an American hospital recalled drumming and singing for an African-

American patient of the kind he had heard early in his marriage.

I asked him: “Would you like to hear some African drumming?” He didn’t speak, just nodded his head.
So I started playing and singing, and after 20 minutes I asked him, ‘Did you recognize any of this
music?’And he said, “Ah! Thatwaswhat I needed!”Hiswifewas sitting right there crying, and she said,
“Bob, you haven’t spoken to me for, I think, a couple of weeks.” So it was the drumming and singing
that. . . . helped him start talking and expressing his emotions and communicating again.

Art as a resource to revisit

The theme of repetition came up several times, participants recalling patients who had favorite

music, poems, or movies they turned to again in their illness, with appreciable physical benefit.

An American nurse, Sonya, told of her 40-year-old patient with advanced breast cancer.

After her marrow transplant, she had to stay in isolation and was still very weak. She usually wanted
contemporary romantic music, but she asked me to get her some Classical [an enthusiasm from early in
her life]. So I brought her a CD of Beethoven’s 5th Symphony. She listened to it over and over, and told
me, “When I listen to Beethoven’s 5th, I feel as if someone is scratching the cancer cells out of my
body.” Apparently Beethoven said somewhere that music was the thing that kept him alive!

Self-care for caregivers

Several participants recounted how they themselves turned to journaling, poetry, music and

pictures for inspiration and nurture, although time constraints or guilt feelings often restrained

them from fully indulging these outlets. Freda is the American wife/caregiver of a Canadian with

Parkinson’s Disease in progressive physical and cognitive decline.

I only have one afternoon a week with a paid helper to get a break, because [my husband] falls a lot
and often forgets his pills. So now I have writing and meditation groups in our home. . . . Being
interested and keeping the care in caregiving drive me. There’s satisfaction in becoming your own
advocate, especially as I learn more and more. Getting better at things is reinforcing! When
I remember my awful mistakes with pill dispensing, I take pride in how I’ve improved – and I can
articulate this to my husband, too, with honesty and humor!

Receivers helping givers

Rebecca, an American minister, works with severely ill adolescents, and also directed a high-

school choir, one of whom developed cancer. She told how Kim at first guided her and the choir

in ways to help her through her ordeal.
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At first the kids tried to be with her, but were at a loss to know what to do. I remember feeling
panicked because I knew the usual adolescent issues, but when I saw Kim right after the news I kept
putting my foot in my mouth. But she would just laugh if I asked something awkward and sort of lead
me. She liked me asking the things no one else did – like about her boyfriend and how it was
affecting their relationship. I realized it was okay to just be there and not know what to do.
So I encouraged the kids in the choir, and their ideas were amazing. One was the diary that went
between Kim and us every week for a year. Someone who didn’t know her well would write about
what was happening in school or the songs they were learning. Kim would write back and someone
would read it out in choir, and you could hear a pin drop. Believe me, it’s hard to silence a room of
100-odd teenagers!

Gaining from afflictions

Although major loss featured in many dialogues, this often gave caregivers insight into benefits

they had themselves gained – “when bad things turn good” (McAdams, Reynolds, Lewis,

Patten, & Bowman, 2001). Mary, a Canadian primary caregiver for 5 years for her wheelchair-

bound husband, reflected on things that had happened as a result.

I was looking for something to do, having to spend so much time watching out for my husband. First
I took up tapestry, which gave me some focus. I made a personal coat of arms for myself, which
made me feel good! I’m grounded in spirituality, and feel I’m doing acts of charity every day. I met
this young man in a wheelchair after a motorbike accident who doesn’t have a proper ramp to get in
and out of his trailer home. Well, at least we don’t have that problem. So I got onto the Knights of
Columbus [a Roman Catholic charitable organization] and they got five knights together, and put it
together from 7 in the morning until 5 at night. I was named the Volunteer of the Year – all because
of my experience with my husband!

Touching the bereaved

An ancient art, that of touch or “laying on of hands,” was an undercurrent to several stories,

exemplified by massage therapist Elizabeth.

I have a patient I’ll call Lisa, with whom I’m developing a relationship that seems like a really
healing one. She just lost her husband, and she’s taken to coming in every week to see me. She
can’t afford a full treatment, she just wants to be touched. She’s on her own and she misses it so.
So I give her 10 to 15 minutes each time, and she cries freely, then she just relaxes under my
hands.

Art and the spirit

A link between art and spirituality emerged as a frequent theme, although it was expressed more

overtly by the African participants. During their interviews, a Zambian personal caregiver broke

into a traditional song for the bereaved, and the Kenyan artist-in-residence performed an

enthusiastic healing dance. A Canadian nurse who worked in Sierra Leone spoke of an all-night

wake for a dead African friend.

They had a fire out in the backyard and brought chairs from everybody’s house. And people sat in
this big circle and told stories about their beloved dead and sang. . . . And somewhere around 3 in the
morning there was a big feast, but they never left the deceased alone. . . . People just periodically
went in to stay a while and talk to him in their vernacular.

An English professional caregiver, on the other hand, while accepting that her work was

spiritually based, shied away from such an overt acknowledgment.

I would never mention religion to any of the patients I worked with, and especially not to the staff –
we don’t do religion in England!
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Discussion

Every human culture has used art to express its thinking and faith and make sense of our world.

Because of its holistic power to integrate body, mind and spirit, art is as much a social

determinant of health as those established by the World Health Organization (2006): social

inclusion/exclusion, literacy, and security of income and food supply (Lander & Graham-Pole,

2008a). Human imagination is boundless, distinguishing us from every other creature, and

manifesting in the global movement to apply creativity to personal and communal health in

institution, home, and community. Jonah Lehrer, in Proust was a Neuroscientist (2007), uses

literature, music, visuals, and other art exemplars to show that, in understanding the core

working of the human brain, art often precedes science. From his Prelude: “The one reality

science cannot reduce is the only reality we will ever know. This is why we need art.

By expressing our actual experience, the artist reminds us that our science is incomplete, that no

map of matter will ever explain the immateriality of our consciousness” (p. xii).

Our study has examined the relevance and value of the stories of personal and professional

caregivers concerning loss and transition to formal and informal healthcare practice, research

and teaching within and across cultures. Loss takes many forms through our lives: parts of

oneself, significant others, material objects, and developmental losses (Peretz, 1970). If there is

resonance for others in these stories, it is perhaps because they serve as metaphors for everyone’s

loss of health and abilities and, in due season, life. These experiences help ready us for

something for which we are often ill-prepared. Theologian Matthew Fox (2002) speaks of the

abundance of both joy and sorrow that our universe heaps on us, comforting us that “deep heart

experiences, such as joy, delight and ecstasy, on the one hand, and grief, sadness, and loss, on the

other, trigger creativity in us” (p. 45).

Our interviews emphasized professional over personal care, especially the experiences of

hospital-based artists-in-residence, but their relational and communal dimensions confirm their

application to community-based at least as much as hospital-based care. Although we surfaced

several themes common to all three cultures, some, especially those involving group art-making,

seemed to differentiate African from North American and European experiences. This echoes

Brown’s human universals, which, while common to all, show wide cross-cultural variation in

their modes of expression. Although the more expressive natures of our African participants may

explain our findings, our exemplars show art occupying a central place in healing in traditional

tribal cultures (Sonke-Henderson, 2007), supported by the direct experiences of the University

of Florida Arts in Medicine’s recent outreach program in Kenya, Tanzania, and Gambia, AIM

Together Africa (www.arts.ufl.edu/CAHRE/aimafrica.asp).

Our African participants confirmed that tribal communities remain more open to art-

for-health than hospitals, which have largely adopted Eurocentric models. However, art as a

determinant of health addressing both therapeutic and population health was the focus of our

recent study for Canada’s National Collaborating Centre for Determinants of Health (NCC-DH;

www.nccdh.ca) (Lander & Graham-Pole, 2008a). Widespread involvement in art for individual

and communal health remains rare in “developed” societies, although community programs

are perhaps commoner in England (MacNaughton, White, & Stacy, 2005) and in Japan (Kable &

Morishito, 2003) than in North America.

Although our interviewees were mostly (85%) women, both caregivers and receivers

represented different ethnicities, religions and classes. This “purposeful sampling” (Patton,

1997, p. 288) adds research rigor, allowing extrapolation to individual and cultural groups, as

well as highlighting idiosyncratic findings. Quantitative research generalizes to a population

average, often excluding “statistical outliers,” while qualitative research recognizes individual

as much as communal experience in healthcare – diagnosis, therapy, or policy. In The black

82 J. Graham-Pole and D. Lander



swan (2007), Nassim Taleb cautions us that “both the artistic and scientific enterprises are

the product of our need to . . . inflict some order on things” (p. 69), and to beware outliers. In the

case of treating Parkinson’s Disease with L-dopa, mood and pattern perception is enhanced in

most patients. However, a minority develops pattern misperception, converting them to

compulsive gamblers (p. 67), supporting Taleb’s assertion that “the same condition that makes

us simplify pushes us to think that the world is less random than it actually is” (p. 67).

Women in our experience far outnumber men as artists-in-residence. Men either doubt art’s

healing value or shrink from its “touchy-feely” encounters. Studies of the effects on health and

longevity of women with cancer sharing their stories (Spiegel, Bloom, Kraemer, & Gottheil,

1989) preceded by some years similar studies of men (Gray, Fitch, Phillips, Labrecque, &

Fergus, 2000). But an exclusively male story of artful healing dating from 1981 focused global

attention on our greatest modern epidemic: HIV. In Mending Bodies, Saving Souls (1999),

medical historian Guenter Risse tells of ostracized gay men dying of (as yet unidentified) AIDS

inWard 5B, San Francisco General Hospital. These brothers and lovers used music and painting,

laughter and tears, as a backdrop to their mutual caring until mutual death. Whereas the

conventional biomedical model still has a male, even militaristic, orientation – “the fight against

cancer” or “battling” other lethal disease – artists are over-represented in gay communities, and

can model art-for-health, especially in teaching men.

Medical science’s male orientation reflects, too, its difficulty with uncertainty and mystery –

the meat and drink of healing art. Lehrer (2007) sees our personal experience as the only reality

science cannot reduce, invoking Heisenberg’s uncertainty principle: “We now know enough to

know that we will never know everything. This is why we need art: it teaches us how to live with

mystery” (p. 196). And poet Mary Oliver (1994) expresses an almost joyful acceptance of

mystery: “What misery to be afraid of death// What wretchedness, to believe only what can be

proven” (p. 54).

The painter, Rose Adams, spoke in her interview of ravens and crows as archetypes of loss

(they even hold their own “memorial services”). Transitional learning scholars (e.g. Bridges,

2001; Randall, 1995) have seen art as enabling meaning-making after loss, so avoiding being

stuck in “no-story-land” (Randall, p. 255). William Randall sees us experiencing times of

“wandering through the wilderness of no-story-land that awaits us before putting a new story in

place” (p. 255).

Without some element of storylessness . . . we have little incentive to continue our search for a life
story that is “bigger and better” . . . since resistance to re-storying is strong. Our old story with
its “built-in immune system” strives stubbornly to remain the same. . . . it does not relish being de-
storied itself. Nevertheless, our health and growth depend on it happening, as does our maturation.
(pp. 307–308).

Temporary, or even permanent, loss of identity always accompanies these experiences

(whether recognized or not), and each loss both ends and begins a new transition story. William

Bridges (2001) draws on his own life experience to support the claim that all transitions start

with endings. He de-storied and re-storied losing his wife, including his experience of

storylessness, which he calls “the neutral zone.” He contrasts his “pedestrian” dreams of Mondi

after her death with the actuality of a crow feather appearing repeatedly on his walks: “She had

lain on the bed in the study just ten days earlier and watched those ebony birds outside the

window” (p. 57).

Our interviews illustrated the coexistence of preservable and evanescent art (Carpenter,

2004). When the primary purpose of art is healing, it makes sense to broaden it to embrace

everything from “fine art” hung in a hospital atrium to Elisabeth Kübler-Ross’ “unconditional

love” (1997) embodied in the tender turning of a dying person’s body for comfort. We have

borrowed from Carpenter’s distinction between preservable and evanescent art to propose the
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idea of a “preservable–evanescent continuum” inherent in the art of caregiving (Lander &

Graham-Pole, 2008b). For Carpenter, preservable art evoked the “higher” senses of sound and

vision, legitimating them for profit-making. Evanescent art, on the other hand, called forth the

“baser” senses, e.g. of the chef’s, hairdresser’s, or gardener’s art manifested as service, with

the senses of touch and taste and smell being equally important and profit being secondary.

He considered all unique, intimate reminiscence artful: for a story to heal, it simply needs

sharing with another.

Psychologist Barbara Thompson (2003) affirmed this idea concerning loss: “We are

transformed through our telling of the story, whether that telling is in word, visual image, bodily

gesture, musical rhythm, dramatic enactment, or ritual. . . . this process helps us experience the

loss and recreate a uniquely textured world of meaning that restores our connections with self

and others” (p. 1).

We see art-for-health as offering this continuum – recall the ritual gifts in Little Red Cap.

“Preservable” literary, visual, musical and other performance genres often spark evanescent

healing responses – inspiration or palliation – by facilitating an “evanescent” relationship of

loving, artful witness, shared life-affirming touch, or heartfelt recounting of a story uncovering

the teller’s inner self while resounding for the listener. This continuum is the cornerstone of

palliative care described by Canadian journalist and hospice activist June Callwood (2003) in her

Introduction toMenya: An End of Life Story: “An astonishing amount of palliative care is based

on common sense, intuition and a few tricks of the trade. Small acts, such as giving a foot

massage or a shampoo or just finding the right thing to say, are sturdy bridges that allow

caregiver and receiver to mingle in a transported state where it is not clear which is which” (p. 2).

Massage therapist Elizabeth’s “tale of touch” for a mourning woman evokes this instinctive and

priceless art. This is love medicine at its most potent, a phrase originating with the indigenous

shamanic art of physical/spiritual touch as an imperative force to bind persons and cultures

together (Erdrich, 1984), and serving as a conceptual container for artful healing (Lander &

Graham-Pole, 2008a).

Even though the subject we chose was loss, our themes evoked more images of

health/wholeness than disease/disability. Some care partners, like Canadian painter Anne,

English writer Gail and their dying patients, found lightness, even humor, in their near-death

dialogues. This is partly explained by our choice of methodology. Loretta Rose (2002) makes the

point that in AI “we don’t like to talk about problems – but we’re out to eliminate them. Or

maybe simply supersede them with a better world. . . . It’s not that AI is optimistic, though it is

that; it’s because AI sets conditions for . . . authenticity. . . . By authenticity, I mean being fully

present, fully oneself, truthful in ones interactions with others” (p. 2). In line with this intent,

several caregivers seemed to benefit appreciably from sharing their stories, often crying and

laughing freely. Every story was rich, and every teller unique, beyond physiological measure or

standardized psychological inventory. As the art-and-health movement becomes more

community- than hospital-based, we anticipate it will elicit more wellness than illness models,

and expressed experience will match physiological outcome as evidence.

AI intersects with arts-based practice in personal and communal health, echoing

the narrative/interpretive use of patient stories in practice, research, and pedagogy (e.g. Graham-

Pole, 2000; Greenhalgh & Hurwitz, 1998; Lander, Napier, Fry, Brander, & Acton, 2006). This is at

the heart of palliative care, a holistic, community-based philosophy that integrates science and art.

Some stories, like that of Rebecca and Kim, echo the concept of “care partnership” that the Stuart

Pimsler Company highlighted in Meaning in Movement. The evanescent–preservable continuum

emerges from these stories through fleetingworks of art, like the touch of a hand, a silent embrace in

time of need, a chance interchange of close attention and loving intention; each capable of healing

body, mind and spirit of both giver and receiver.
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Our findings confirm the healing power of loving, artful relationships in the presence of loss,

especially through illness, disability, and death. We see AI’s experiential/narrative model as an

essential complement to biomedicine’s focus on individual diagnosis and treatment, especially

in palliative care. Although the three domains of practice, research and pedagogy are

distinguished in healthcare, arts-based activity often collapses the three. A patient telling the

story of his illness to a caregiver on her daily visit, while deepening their therapeutic

relationship, serves as the stuff of formal/informal teaching and research. Although EBM and

evidence-based practice (EBP) still dominate Eurocentric healthcare, art proffers compelling

evidence on which professional and personal caregivers can draw in times of need. Testimony

includes: (a) installation of “preservable” art in healthcare and community sites; (b) handmade

crafts for use and display; (c) shared activities between care partners tapping personal and

collective creativity with healing intent; (d) creative expression in pedagogy, especially health-

related; and (e) quantitative and qualitative research that enlarges our understanding of art’s

healing power (Camic, 2008; Graham-Pole, 2007; Staricoff, 2004).

Dileo and Bradt’s (2005) meta-analysis of music therapy studies, selected for showing

convincing evidence of clinical efficacy, illustrates the preference, even in art-for-health

research, for quantitative studies with predetermined and readily measured endpoints, like

change of heart rate/respiration/blood pressure or frequency of nausea/pain medications.

Qualitative and arts-based data tend to get “slipped to us sideways” (Lander & Graham-Pole,

2008a), as a posting in Medical Music Therapy blog (Kwan, 2007), drawing on Dileo and

Bradt’s research, concludes: “benefits of music therapy in hospitals and in palliative care are

supported both anecdotally and empirically” (p. 2). Kwan acknowledges that music therapy

“responds to the patient’s needs for reminiscence, telling their story, pleasure/joy/celebrating,

expressing feelings, hoping; or at end stages, mourning losses and/or anticipatory grieving.”

(p. 2). Yet she too analyzes only “measurable outcomes” in terms of their implications for

practice. Care partners’ stories of pleasure and meaning-making, e.g. “spontaneous song

improvisations around specific themes or questions,” are not seen as empirical or “real”

evidence. The phrase “only anecdotal” signals the disregard for stories as evidence, while

“empirical evidence,” which conceals the mythic, experiential and personally observed,

somehow is considered more scientifically valid.

The exemplars we identified, although concerned with palliation of serious illness, support the

art-for-health healing/wellness model. Because EBM and EBP are still largely occupied with

pathology/disease, their methodologies are less apt for assessing the social, cultural and deeply

personal contexts of care and palliation. A physician in Stephen Nachmanovich’s book, Free Play

(1990), articulates the art/science merger that should underlie every care encounter:

You view the person as unique – in a sense you drop your training. You are immersed in the case
itself, letting your view of it develop in context. You certainly use your training . . . but you don’t
allow your training to blind you to the actual person who is sitting in front of you. In this way you
pass beyond competence to presence. To do anything artistically you have to acquire technique, but
you create through your technique and not with it. (p. 21)

Conclusions and implications

The arts-based evidence in this research paper underscores the cross-cultural healing power of

metaphor in story and relationship, in formal and informal care settings. Our findings illustrate

how metaphoric precision has application for healthcare practitioners, educators, researchers

and policy-makers.

Art-for-health research has built on the biomedical methodology of clinical trials, with

specific interventions and outcomes (Kearney, 2000; Dileo & Bradt, 2005). But when art itself
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becomes the methodology, it focuses its lens on existential meaning-making through self-

expression – a profoundly personal process serving to ease suffering of body, mind, spirit,

whatever the quantitative changes in blood pressure or heart rate, agility or memory. Although

competent and compassionate caregivers will always have recourse to their best scientific

knowledge and experience, it is their innermost thoughts and feelings they call on, always have

called on, to make life-and-death decisions.

We consider experiential/narrative data an “evidence base” as valid as EBM’s, and invite

researchers, teachers and caregivers “to draw inspiration, concepts, processes and

representational forms” (Knowles & Cole, 2008, p. xi) from arts-based and arts-informed

research. This will mean unfolding and refining their scope until their scholarship and

application hold commensurate sway with EBM/EBP methodologies. This vital and welcome

fusion holds the potential to encompass the breadth and depth of global healthcare and policy.
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Notes

1. From the Brothers Grimm’s earlier version of “Little Red Riding Hood” retrieved August 11, 2008
from D.L. Ashliman, http://www.pitt.edu/,dash/type0333.html

2. We resonate with the term “care partners”, which we first heard in this film, because it empowers
individuals and communities to take control over determinants of their health, as first advocated in the
WHO’s Ottawa charter of health promotion (1986).

3. We have borrowed from Edmund Carpenter’s distinction between preservable and evanescent art to
propose the idea of a “preservable–evanescent continuum” inherent in the art of caregiving (Carpenter,
2004; Lander & Graham-Pole, 2008b).
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