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Arts and adult mental health literature review. 
Addressing the evidence base from participation in arts and cultural activities. 

This paper is the outcome of a rapid literature review of arts in adult mental health. It has 
been undertaken by the Centre for Arts and Humanities in Health and Medicine 
(CAHHM) at the University of Durham. CAHHM was initially approached to do this by 
Peter Bates of the National Development Team. Subsequent discussions with the Social 
Exclusion Unit in the Office of the Deputy Prime Minister agreed the terms, remit and 
time-scale of the review. As part of the macro-review being undertaken of adult mental 
health and social exclusion under the aegis of the SEU, this paper is within the 'civic 
participation' strand, specifically addressing the evidence base from participation in arts 
and cultural activities. 
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About CAHHM 

The Centre for Arts and Humanities in Health and Medicine was set up in 2000 by Sir 
Kenneth Calman, the Vice Chancellor of Durham University and former Chief Medical 
Officer, to follow on from the Nuffield Trust's influential pre-millennium conferences 
on arts and humanities in medicine.1 CAHHM intends to meet the groundswell of 
interest from many areas of social policy and academic disciplines in the importance of 
the arts as a force for improving the health and well-being of communities and 
individuals. Through its Director Dr Jane Macnaughton and Director of Projects Mike 
White, CAHHM is building capacity in research and evaluation to assist the delivery of 
its project portfolio and development work. CAHHM is also part of the new multi-
disciplinary Faculty of Social Sciences and Health at the University of Durham. 

CAHHM investigates and promotes the practical applications and benefits of arts and 
humanities in healthcare by:  
· Producing the evidence base for their value and effectiveness 
· Developing arts and humanities in the education of health professionals 
· Acting as a 'hub' for research interests and connecting them to best practice in the field 
· Seeking research and production funds to support new areas of inquiry and practice 

CAHHM's ultimate aims are to encourage change in the way we learn, work and 
communicate in healthcare, and to build trusting creative partnerships between health 
professionals and public. 

For the foreseeable future CAHHM has prioritised activities and interests around the 
following: 

· Evaluation of the effectiveness of the arts in patient-centred approaches to healthcare 
buildings and services 
· Development of community-based arts in health and emotional literacy 
· Learning development and training for medical students, artists and health 
professionals 
· Creation of regional, national and international links in research and practice 

CAHHM wants to encourage and assist the development of best practice in both the 
delivery and evaluation of arts and humanities in health and medicine. To that end we 
liase closely with the National Network for Arts in Health and, through our core grant 
support from the Nuffield Trust, we co-ordinate the development of the Association for 
Medical Humanities. 

How the review was undertaken 

CAHHM had only ten person days available to carry out this review between 1 March 
and 17 April 2003. The research time was divided between CAHHM's Director of 
Projects Mike White and research associate John Angus. Because of the restraint on time, 
it was decided to focus this review mainly on community-based arts in mental health 



projects rather than arts projects in psychiatric institutions as these are more likely to 
address social inclusion issues. 

There were two primary sources in recent reviews of arts in health undertaken by 
CAHHM in 2002 - a survey by White of arts in health in the Northern and Yorkshire 
region2 and a 'grey' literature review by Angus for the Health Development Agency3 of 
documents from community-based arts in health projects. These and the source 
documents that informed them were re-visited specifically in respect of arts in mental 
health projects considered therein. Other project reports and relevant academic articles in 
CAHHM's archive were also drawn upon. 

John Angus's previous review covered a total of 157 documents which ranged from 150 
page reports to single sheet publicity flyers. They included detailed reports of projects, 
research reports, conference papers, strategy documents, annual reports, newsletters, 
published articles, information sheets, publicity materials, project proposals, lists of 
projects and practitioners in an area, notes and letters. These documents were mainly 
from 2000-2001. A large proportion of the projects address mental health and/or social 
exclusion. Over one third of the documents (56) were from projects which included 
work with people experiencing social exclusion and isolation and those with mental 
health needs, and which encouraged social participation and integration. Twelve of these 
documents report projects that specifically focus on mental health and work with mental 
health service users. These documents are covered in the present review, and in most of 
these cases the organisation concerned has been visited or their most recent 
documentation has been obtained from them. 

To obtain further information Internet searches were undertaken from keyword prompts 
to both general and bibliographic databases, specifically Google, Netscape and Medline. 
Further references were identified by a cascade method from the sources generated. 

E-mails were sent to organisations on the database of the National Network for Arts in 
Health (www.nnah.org.uk) that work in the area of arts in mental health inviting them to 
send information on current practice and evaluation. NNAH's project database was also 
scanned. 

In addition to the literature search, a small number of site visits and face-to-face 
interviews with practitioners in arts in mental health were conducted to get their 
assessment of current practice, development needs and key issues for the field. These 
also contribute to the examples of best practice presented later in the review. 

Context 

Throughout this review we refer to the work as 'arts in mental health' simply because that 
is the term that CAHHM is most accustomed to using. We are aware, as Tom Smith has 
pointed out in recent research, that the work can be classified in several ways.4 Behind 
phrases such as 'arts for health', 'arts and health', 'arts into health', and 'arts in health' lie 
different approaches and differing assumptions about the roots of ill health and the ways 
arts can improve it. But however it is categorised we would broadly define this field of 
work as activities that aim to improve individual/community health, health promotion 
and healthcare delivery using arts based approaches, and that seek to enhance the 
healthcare environment through provision of artworks or performances. The arts in 



health field has grown rapidly and exponentially in recent years. The National Network 
for Arts in Health, established in 2000, currently has over 500 members. 

This section on context briefly considers recent research and evaluation, the relationship 
of arts in mental health projects to medical/health and other care services, and the role 
of arts in mental health in promoting social re-integration. 

 
1. Research and Evaluation 

The evidence base for arts in mental health based on methodical project scrutiny is slim 
and there are few overviews of the field's contribution to the social exclusion debate. 
However, there is contingent evidence that participation in leisure and social connections 
produce social inclusion and mental/physical health benefit. The communique that 
issued from the second Windsor conference on arts and humanities in medicine in 1999 
stated that: "Whilst social and other health scientists have demonstrated various positive 
correlations in this area, the underlying causal mechanisms remain to be explored. The 
link between art and health is now recognised to be a social process requiring new and 
fundamental research."5 

The user's voice in arts in mental health work is central to its evaluation and it will 
require sophisticated assessment of qualitative evidence rather than short-cut analysis of 
cost efficiency alone. As the Cabinet Office's Creating Public Value report has noted 
"Those things that were easy to measure tended to become objectives and those that 
couldn't were downplayed or ignored."6 Pawson and Tilley7 describe 'realistic strategies' 
for complex community initiatives, requiring an understanding of context, mechanisms 
and intended outcomes. Emphasis is placed on harnessing 'insider knowledge' of 
'stakeholders' as well as other sources of information and evidence. Brice-Heath8 
advocates analysis of development in language skills of participants as both the measure 
and means of participatory evaluation. 

Many arts in mental health projects aim to facilitate citizenship and provide practical 
example of issues around creating public value that are currently being considered in 
Government: "Citizens themselves are often involved in the production of public 
services in a way that is not the case in relation to private services (for example in the 
areas of public health, education and community safety, citizens typically provide as 
much of the critical input that contributes to outcomes as services do)."9  

A questionnaire survey in Matarasso's study of the social impact of the arts revealed that 
"about half (48%) reported feeling better or healthier since becoming involved (in the 
arts)".10 This was loosely attributed by participants to feelings of improved well-being 
rather than specific health benefit. These were also participants in short-term projects. 
The Arts Council of England's response11 to the PAT 10 report12 has emphasised the 
need for long-term evaluation studies to be undertaken. 

The Health Development Agency's report13 into arts in health noted there are "no 
established principles and protocols for evaluating outcomes, assessing the processes by 
which outcomes are achieved, and disseminating recommendations for good practice." 
The report, however, notes three emergent approaches to evaluation: 
- Health based approaches testing what the arts contribute to self-esteem and its effect 
on qualitative self-assessments of well-being14  



- Socio-cultural approaches derived from recent assessments of the social impact of the 
arts.15  
- Community based approaches adapted from social capital theory on health 
improvement.16  

Smith has shown17 that these approaches co-exist within the arts in health field and 
determine a diversity of practice, highlighting a need for arts and health projects to have 
more consistency in determining their position in the field and state more coherent aims 
and intended outcomes from interventions. The field has been described by Smith18 as 
having six categories of potential impact on health, as set out in the table below. 

Label 
Approach View of Health Potential Understanding impact 
Individual creativity and well being Creative activity that in enabling expression is 
intrinsically healthy 
Places emphasis on spiritual and emotional health. Artistic activity is fundamental to 
health. Self-development, raising self-esteem, training Individual development and health 
associated behaviour 
Individual therapy Uses arts as an aid to health Individual health has many facets, not all 
of which are addressed by medicine. Arts can be therapy. Impact on individual health 
status Individual health measures, understanding new aspects of health 
Supporting and Improving health care Arts in health settings Wants the arts to be 
incorporated in formal health plans Supporting staff, aiding recuperation, improving 
environment Benefit to staff, patients and families-supporting communication, 
recuperation, self management of health. 

Creative learning Arts as an alternative perspective. Art engages people effectively and 
promotes health 
Learning can be health promoting messages or issue exploration Exploring health issues 
and more effective ways of promoting health information Developing insights with 
practical implications for health service and individuals 
Community arts Combines creative and artistic activity with social health 
missions 
Health care is 1 aspect of what determines overall health. Art can connect communities 
and impact on social health Enhancing social health Group and individual behaviour-e.g. 
change in sexual behaviour 
Social arts Developing relationships between people An important determinant of health 
is the strength of social relationships Enhancing relationships among defined groups and 
communities Measures of social capital and the impact of strengthening social ties 

 
The Health Development Agency's 1998 questionnaire survey19 produced 90 responses 
from arts in health organisations, an 'overwhelming' number of which identified 
improvement of mental health. There was observational evidence of participants 
achieving stress reduction (53% of projects), therapeutic benefit (57%), improved 
sociability (59%), and skills development (70%). No comparative data on service 
reductions elsewhere or on quantified savings was obtained, however. 49% of projects 
have a budget level under £20,000. The questionnaire returns form the core of an on-line 
database currently being developed by the National Network for Arts in Health 
(www.nnah.org.uk). This includes financial information on projects, but more detailed, 
cost-comparative analysis of this data has yet to be undertaken.  



Appleby et al demonstrated20 that the benefits of a non-pharmacological support based 
approach can be as effective as prescribed anti-depressants, recommending that a better 
use of resources may be to re-allocate some of the funds currently used to provide 
medication to financing the provision of more support groups instead. A support based 
approach can be equally important post-discharge. One study of discharged psychiatric 
patients showed that people engaged in structured creative activity - in this case an arts 
project in which ex-patients worked alongside artists - had fewer re-admissions to 
psychiatric hospital than those who did not.21  

A study commissioned by the Mental Health Foundation22 showed that people who 
experienced moderate to severe/enduring mental health problems identified the ability to 
make their own choices and take control as a major factor in the maintenance of mental 
health.  

In 2000, the Department of Culture Media and Sport commissioned a study23 from the 
Centre for Leisure and Sport Research at Leeds Metropolitan University into the role of 
arts and sports in addressing social inclusion. It selected fourteen projects from across 
the country: 3 from sport, 3 from heritage, 2 from outdoor pursuits, and 6 from arts and 
media. Two of the latter are arts in health projects, Common Knowledge in Tyne and 
Wear Health Action Zone (see examples of best practice) and Walsall MBC's arts in 
health programme24, both of which include arts and mental health projects in their 
portfolios. A report was published in spring 2002 entitled Count Me in - The 
Dimensions of Social Inclusion through Culture and Sport. The report has concluded 
that: 
- There is little effective evaluation against social inclusion outcomes 
- Projects are more concerned to demonstrate they are delivering services than to engage 
in the complexities of evaluation 
- Far too small sums have been invested in the evaluation process (unlike Sure Start or 
Home Office measures to combat crime) 
- There is a lack of clarity of outcomes and what they constitute 
- Participatory projects provide the basis of a cohesiveness that is of collective social 
benefit, but they have little success in opening up wider decision-making processes. 
- Outcomes require longitudinal research to assess them 
- Project workers and participants must be integrally involved in any future research 

As regards the impact of community-based cultural projects on health the report 
concludes: 

There is evidence of cultural projects promoting health networks and increasing referrals 
to health services. Such health data needs to be collected systematically…The impact of 
these projects may be on a fairly small scale but they have been working with 'hard to 
reach' groups who had previously been left largely untouched by the health services. 
Their engagement offers the prospect not just of better health for them but also of 
lessening future costs of treatment. 

CAHHM's research associate Tom Smith has, however, identified a basic difficulty with 
this kind of research: 

The research team that wrote the Count Me In report say some interesting things about 
the difficulties of evaluation and the collection of evidence relating to impact. The report 
has struggled to relate aims to evidence in part because the aims of each project were not 



clear and because evaluation is not yet culturally central to such work. Indeed, formality 
and working with 'hard' outcomes is to some extent in tension with what projects are 
trying to achieve. But research has to be careful not to distance itself too much from 
projects conceptually and physically. There is too often a dislocation between the 
concepts researchers want to explore (in this case 'social inclusion') and the implicit aims 
of arts and health projects (e.g. improving access to good health). Proof for projects will 
not be found in concepts they are not central to. Such an approach can admonish and 
diminish projects for failing to demonstrate ideas that are alien to them. The problem is 
more complex than simply a lack of evaluation in projects. To help projects learn about 
evaluation researchers need to learn more about them. We need to think about ways to 
strengthen qualitative research in this area in order to demystify the variables that elude 
methodological orthodoxy. More grounded research and greater engagement with 
projects over long periods is necessary to explore impact and evidence in these complex 
interactions.  

The above commentary is from Determined to Dialogue, CAHHM's 2002 audit survey 
of arts in health activity in the Northern and Yorkshire region.25 It looks in detail at 
forty projects in a range of healthcare settings, 18 of which exclusively or significantly 
engage in arts in mental health. Similar surveys being conducted in other regions - West 
Midlands,26 South/South East27 - draw similar conclusions. CAHHM's report 
summarises its findings in 141 key issues that are further refined in a set of 
recommendations and a regional development plan. Key issues identified here that are 
relevant to the remit of this review are included as an appendix. 

2. Relationship of arts in mental health to medical, health and other services 

Most areas of 'social service' are involved, supportive, and committed to art and health 
projects. However, it is interesting that many projects report that GPs and health centre 
staff are the least involved or do not take part at all. It may be suggested this lack of 
involvement of the medical services is because those services and medical solutions are 
not appropriate to the particular needs which are being addressed, and that this work is 
addressing aspects of health which are not covered by medical practice. 

The Acheson report Inequalities in Health28 saw that solutions to key public health 
problems, including mental health, require interventions that take into account wider 
determinants of health that impact on people's experience of well-being. In his report to 
the Treasury in 200129 Wanless noted that the impact of health services on the overall 
health status of the population is at best one sixth. Determinants with stronger impact 
include literacy, sanitation and income.30 The Northern and Yorkshire Public Health 
Observatory regards the number of a person's GCSE passes as a long-term health 
indicator.31  

Sayce and Morris32 argue that engagement with wider social spheres improves physical 
and mental health and promotes recovery: 

This means that the mainstream networks and opportunities - for employment, housing, 
leisure, friendship - become the central concern of mental health service providers rather 
than a secondary gain from efficiently implemented care programmes; and that effective 
work to enhance different communities' hospitality and tolerance of difference becomes 
a key responsibility of mental health agencies. 



Mentality's Making It Happen report33 on the role of health promotion in Standard One 
of the National Service Framework has thorough reference material and sets out issues 
relevant to arts and mental health development. It is available on their web-site. 
(www.nelh.nhs.uk/mentalhealthmakeithappen). The report sees mental health promotion 
as central to wider health strategy and the concept of 'public mental health' could be 
readily engaged with by arts projects. It places emphasis on user views and participation, 
and the 'pathology' of the social environment. The processes are akin to those deployed 
in non-therapy based arts in mental health interventions: 

Interventions that focus on problem solving, social skills and negotiating skills appear to 
be more effective than topic based approaches, which tend to change knowledge and 
attitudes, rather than behaviour. Peer led programmes may have a greater impact on 
behaviour than more traditional approaches. 

Ashton and Seymour34 stress the importance of open learning programmes for effective 
mental healthcare strategies: 

The reason for open learning is to encourage people to join a journey of self-discovery. 
To do this people must be motivated. All the processes outlined are ways of gaining 
motivation - motivation to change, without having a detailed long-term professional style 
relationship, without unacceptable cost and loss of control, and with choice and freedom. 
Fun and enjoyment are also highly motivating and part of this approach. Learning and 
the motivation to learn are greatly enhanced by making the process one which is 
attractive and enjoyable. There are two main ways to gain change. One is to change the 
world and people adapt to fit the new circumstances, and the other is for people to want 
to - to be motivated to - change and to have the tools and facilities to do it. Both are 
major aspects of the practice of health promotion. The first relates to political, policy and 
environmental change, the second to the populist approach. 

Cultural participation also enables both individual and collective understanding to accept 
change and evolve. Illich noted that "Health designates a process of adaptation. It 
designates the ability to adapt to changing environments, to growing up and ageing, to 
healing when damaged…health embraces the future as well and therefore includes 
anguish and the inner resources to deal with it".35 It is this concept of health as 
adaptation that informs the view of Richard Smith whose editorial in the BMJ in 
December 2002 advocated a half per cent of health budget to be diverted to spending on 
arts because "if health is about adaptation, understanding and acceptance, then the arts 
may be more potent than anything that medicine has to offer."36 That half per cent shift 
would result in a 70% increase in Arts Councils' grant funding! The article also states: 

More and more of life's processes and difficulties - birth, death, sexuality, ageing, 
unhappiness, tiredness, loneliness, perceived imperfections in our bodies - are being 
medicalised. Medicine cannot solve these problems. It can sometimes help but often at a 
substantial cost…Worst of all, people are diverted from what may be much better ways 
to adjust to these problems. 

A rapidly increasing number of community arts projects are moving into the arts and 
mental health field complementing arts programmes in psychiatric hospitals and day care 
units. Brown37 sees that the boundaries between approaches are eroding with 
practitioners moving more or less easily between clinical and community environments. 
However, formal connections for strategic development have yet to be forged. 



The informality around learning and personal mentoring found in the arts in mental 
health studio networks and in Healthy Living Centre initiatives such as Upstream in 
Devon and Looking Well in Bentham, North Yorkshire, are characteristic strengths of 
this kind of intervention, suggesting that the voluntary sector has a lead role to play in 
developing community-based arts and mental health strategy. For example, Looking 
Well's New Opportunities Fund monitoring forms for 2001/0238 show that this rural-
based arts in health project receives around 66 mental health referrals a week, despite 
attendances being frequently hampered by local transport difficulties. Reasons of patient 
confidentiality have not made it possible to assess whether there have been reduced GP 
visits by clients, though circumstantial evidence suggests less reliance on CPN support. 
Two clients have moved on to employment in the arts/health field. 

 
3. Social integration  

Some work is starting to emerge on the importance of social relationships to health. 
Richard Wilkinson has emphasized the 'health benefits arising from a more cohesive 
society'.39 He argues the quality of the social life of a society is one of the most powerful 
determinants of health and that this is related to the degree of income inequality. The 
sociologist Ray Pahl40 agrees: 

The quality of our social relationship in micro-social worlds is coming to be seen as 
having a vital role in maintaining and achieving better health. Sources of social stress, 
poor social networks, low self esteem, high rates of depression, anxiety, insecurity, the 
loss of a sense of control, all have such a fundamental impact on our experience of life.  

Pahl also points out that income inequality is not the whole story either because money 
cannot necessarily buy health: 

Rather, it is people's feeling of self-esteem or self-worth and of being valued, coupled 
with close personal relations and wider social networks, which bear so heavily on their 
health. 

Robert Puttnam, an American political scientist, puts these trends down to the erosion of 
'social capital'. In his book Bowling Alone41 he reported that Americans tend to bowl 
alone rather than in leagues. This is a metaphor for disappearing togetherness, as 
measured by a decline in all sorts of communal behaviour and social capital. He has 
quantified this term and his measurements show that communities with lots of social 
capital tend to have better health status, schools, less crime and so on.42 

Work from Campbell et al at the LSE has used some of this thinking to analyse whether 
areas in Britain with greater social capital (as defined by Puttnam) have higher levels of 
health. She found that predominately they do43  

Cave and Coutts produced a wide-ranging issue-based evidence review of cultural 
determinants of health in London.44 They note that where social support improves over 
time the mental health of the community also improves45. However, arts projects have 
tended to demonstrate more of a bonding than a bridging form of social capital, i.e. they 
create supportive links between people in the target group but may be less successful in 
linking the group into the wider community.46 Overcoming barriers to integration 
should therefore be a key aim of arts and mental health projects. 



MIND's 1999 inquiry into social exclusion and mental health identified a broad role for 
the arts in addressing public mental health and countering stigma: "the arts can play a 
catalytic role in promoting social inclusion both by virtue of the participatory processes 
involved and the products created. Whether in drama, visual arts, poetry, or other forms, 
artistic product can help audiences to grasp truths about mental health."47  

 
Current Practice and Emerging Trends 

1. Identifying the needs, issues and research agenda for arts in mental health 

Many current developments in arts in mental health work see a common point of origin 
in the first i am (Inspired Arts Movement) forum in 1996. The report on this 
acknowledges the diversity of organisations working in the field: 

Some are arts organisations that work with many different communities, some work only 
with disabled or disenfranchised groups, within which Users and Survivors are 
sometimes classified, some work only with people in the Mental Health System. Other 
organisations are health related - using the arts alongside many other practices to develop 
and improve the quality of life for their clients, or specialising in the arts as a means of 
delivering specific health objectives.48 

The report affirms a strong similarity in the position of the arts in mental health field 
with the situation facing black arts in the 1970's, reflected in the Arts Council of Great 
Britain's seminal report The Arts Britain Ignores.49 The key issues debated at the i am 
1996 forum were employment and training, black arts and mental health, funding, and 
arts and art therapy. It noted that there needs to be phased arrangements for mental 
health service clients who develop arts skills moving into further education, training and 
employment. These arrangements have to be sensitive to issues of benefit entitlement, 
disclosure of information and ability of the client to make supported entry into wider 
opportunities in education and community. 

Padraig Tolan, National Co-ordinator of i am (Inspired Arts Movement) notes a 
disinclination in arts funders to recognise arts in mental health as a separate discipline, 
treating it as a sub-group of arts in health or social inclusion. It is felt that this restricts 
the sector in developing capacity and infrastructure to move forward, even though it is 
asked to articulate its needs and practice. On a regional/national basis it needs support to 
come together to make a collective statement that can build on the i am national forum 
events in 96' and '99 at Loughborough's Stanford Hall and subsequent regional events at 
Tate Modern in 2000 and Thackray Gallery Leeds in 2001. The venues for these forums 
and their capacity attendance inspired participants and enabled mainstream arts contacts 
to be developed - establishment of the Bethlem Gallery at Bethlem Royal Hospital in 
Kent, for example, was directly inspired by i am '96. The forums also identified current 
social and cultural trends informing community-based arts in mental health practice: the 
drive to care in the community solutions, the increasing popularity of counselling across 
society and the growing awareness that mental health is an issue that can effect 
everyone.50 i am publishes a directory of arts in mental health projects and artists 
working in the field.51  

Some key advocates in the i am movement themselves have a diagnosed mental health 
problem. They need extra resource and support to sustain the energy required. The need 



for networking to achieve a critical mass is more urgent than individual project needs, 
and it is this kind of event-based networking, not reports, that successfully brings key 
players together. Otherwise there is low understanding in the sector of how much is 
going on nationally. i am wants to be seen as an arts movement not an illness movement. 
Whilst it wants to collaborate with social and health services, it fears the activity may be 
seen as therapy or hobbies rather than serious pathways to recovery, employment and re-
integration. Self-realisation through ownership of creative process and quality issues in 
the art are paramount, with the aim to embed arts activity as a liberation tool rather than 
just a positive distraction. As one i am delegate said "If you want to understand the 
human condition, ask the people who are on the edge." There may be some parallel in 
approach here with Co-counselling International, a branch of humanistic psychology 
developed in the 70's which supports training for clients in co-counselling, often through 
artistic activities (www.co-counselling.co.uk). However, i am also stresses that the 
evidence collection is in the quality of artwork and is sensitive to people's development 
potential, highlighting practical achievements in education and employment rather than 
just writing down therapeutic benefit. There has simply not been the funding to support 
proper research and evaluation to date. 

Mentality's report by Friedli on the mental health benefits of arts and creativity for 
African and Caribbean young men sets out issues relevant to wider practice.52 Citing 
some intermediate indicators of benefit, both therapeutic and social, it notes that "at the 
heart of this is the contribution arts and creativity can make to rethinking and expanding 
definitions of treatment, to identifying what an individual needs to regain or hold on to a 
life that has meaning for them, as well as enabling them to integrate into society." It 
makes a case for the primacy of user-led activity rather than therapist intervention, 
though the consultation exercise undertaken has too small a sample size to be significant. 
The need for better artist support, proper payment rates and arrangements, and training 
are also highlighted. A commonly perceived benefit by participants is that the arts activity 
is non-medicalised and non-judgemental. The report notes a chronic resource problem 
for arts interventions on account of the bulk of spending going on services for those 
who are seriously ill. 

 
2. Having an independent voice 

Most projects are run by independent organisations that attempt to work in partnership 
with statutory organisations. This independence may be an important contributor to their 
effectiveness. Although some projects are keen to become part of the 'mainstream', it 
may be important that most are not drawn into statutory responsibilities and 
professionalised and bureaucratised service provision, which could stifle creativity and 
inappropriately shape the projects. 

Many projects are attempting to provide services which are outside statutory mental 
health provision and so avoid the potential stigma for participants of being 'clients' in 
receipt of treatment and therapy. The intention is to reintegrate into the local community 
those who have experienced mental health problems. 

There is a view from some practitioners in the field that arts in mental health do not 
easily fit into categories of arts in health or social inclusion because people with mental 
health challenges do not necessarily consider themselves to be ill and therefore find the 
'art for health' label stigmatising. They may not consider themselves as 'disabled' either 



other than in the wider senses of being disabled by society. Durdey argues53 that arts in 
mental health should be distinct within, rather than distinct from, arts in health so it can 
still articulate its own debate on development and practice while remaining allied to the 
broader field. It is important that the arts in mental health movement does not fragment, 
however. If arts provision is to be an integral part of NHS mental health services it needs 
to accommodate itself within the new mental health trusts that provide the critical mass 
to enable the maximum benefit to be achieved. As the examples of best practice in this 
review show, some projects aim to become more mainstreamed within mental health 
services, whilst others feel they benefit from an independent role.  

 
3. Relationship with art therapy 

Art in health practice is quite different to art therapy. Therapy is integrated with medical 
practice and it deals with 'patients'. Art in health is usually independent, employs a social 
model of health, and deals with people, many of whom do not have an identified health 
problem. 

Many of the arts in mental health projects referred to in this review demonstrate 
significant user involvement in determining the content and direction of the arts activities 
and their wider social engagement, and thereby distinguishing them from art therapy. 
There is widespread concern amongst art in health practitioners that art therapy 
techniques do not become the dominant model in practice, but they recognise that 
therapy is supported by mainstream budgets, is professionally recognised as 
complementary practice, and that there is pay disparity between therapist and artist fees.  

Efforts are being made to break the impasse in relations between artists and art 
therapists. The Scottish Arts Therapists Forum, for example, is currently developing a 
major bid with the Scottish Mental Health Foundation for a three-year action research 
programme in community settings that aims to explore what might constitute 
complementary working between artists and art therapists and assess its impact on 
clients/communities.54 The British Association of Art Therapists also recognises the 
need for complementary practice with clearly delineated boundaries.55 BAAT argues that 
artists and art therapists can arrive at a common view of arts in mental health, derived 
largely from the recently re-instated opinions of Illich.56 Also of relevance is the growing 
interest from both artists and art therapists in the writings of US art commentators Ellen 
Dissanayake and Suzi Gablik. Several projects covered in this review noted their 
influence. Dissanayake57 sees the function of art as 'making special' and Gablik58 argues 
the need for artists to be more socially and ecologically engaged. These writers suggest 
there is an anthropological as well as psychological base to the therapeutic qualities of 
art-making. 

Art therapists at present do keep better records than do art in health practitioners, with 
reflective practice on their work, so providing a more thorough evidence base for 
success.59 They also have established procedures for protection of workers from the 
dangers of too close involvement with participants. These are useful lessons for art in 
health practitioners. These issues were also considered and debated in the 
NNAH/CAHHM regional roadshows in 2002.60 

 
4. Arts on prescription 



Recently there have been growing connections between arts in mental health and Primary 
Care Trusts through arts on prescription schemes. These were pioneered by Stockport 
Arts and Health in the early 1990's which arranged client referrals from GP's or other 
health workers to local arts organisations. The basis for this was that the main location 
for the presentation of common mental health problems is to the GP.61 Huxley's 
evaluation of the Stockport scheme62 using the General Health Questionnaire (GHQ-28 
version) noted a reduction in overall score from a mean of 14 items at time 1 to 9 items 
at time 2 and a reduction in the number of participants with a recognisable mental health 
problem at time 2. However, the sample is small (33 persons) and was only monitored 
over a 15 week period. Workers on the scheme have continued to use GHQ-28, 
however, to assess participants' progress, and have also used it alongside the Edinburgh 
Post-natal Depression Scale on a referral scheme for mothers.63 

Arts on prescription schemes have been attempted in North and South Tyneside that 
link primary care services with art studios for mental health referrals. (See examples of 
best practice). Two Newcastle GP's also initiated a scheme to provide tuition in South 
Asian music and singing for patients with mild anxiety. They used standard questionnaire 
SF-36 to measure patients progress, but noted most patients considered the 
questionnaire to be intrusive, stress-inducing and at odds with the relaxation aim of the 
activity.64  

MAPS, another Stockport-based arts in health initative that runs an arts programme with 
North West MIND for both client referrals and self-referrals found, in a recent review of 
its membership, that of 25 members who had left the programme in 2002, 5 went on to 
employment, 5 to further education and 2 to other volunteering schemes. Of its current 
98 enrolment on its arts programme, 23 work as volunteers on the project helping to 
assist and mentor newcomers, 17 also attend college and 7 aspire to find employment in 
the arts.65  

 
5. Social support and lifelong learning 

A common strength of community-based arts in mental health projects is the building of 
informal social support networks. Both Looking Well and Eden Arts in Cumbria66 have 
undertaken projects with the farming community in the wake of the foot and mouth 
outbreak. Although it is generally recognised that the health of people in rural areas is 
better than that of people in urban areas,67 the adverse cultural and mental health impact 
of foot and mouth in the crisis counties appears to have been high. Indeed northern 
Regional Arts Boards made arts projects addressing the effect of foot and mouth a 
priority in lottery programmes for 2001/02. 

Social support networks can go hand in hand with a semi-formal mentoring approach to 
stimulate creative activity and may provide an instrument for promoting positive mental 
health, as evidenced currently in an action based research project by Upstream Healthy 
Living Centre in Devon that is working with older people with mild depression as a 
result of social isolation. As Upstream's research term asserts,68 the theoretical basis for 
increased self-esteem resulting from creative individual activity originates in theories of 
humanistic psychology, especially Maslow,69 which hold that the goal of psychologically 
healthy individuals is to achieve 'self-actualisation' or a state of personal mastery and self-
development. Evidence for such a theoretical basis is provided by studies of mentoring 
to facilitate creativity. Mentors who facilitate creative activity and creative achievement 



can promote psychological well-being and self-esteem in the recipient.70 In a grounded 
theory study, Bennetts concluded that: 

In the age of lifelong learning, one challenge for those who are committed to promoting 
mental health from an holistic viewpoint, will be to encourage a culture of personal 
alliances and creativity, both within and external to established learning environments.71 

Professional cross-sector learning programmes that foster 'personal alliances' such as that 
of Common Knowledge in Tyne and Wear72 and Artlink Edinburgh's current lottery-
funded programme73 bring both professional learning and social integration into the 
ethos of the delivery partnership itself. And as regards service users, NIACE's study has 
identified significant learning benefits of arts in mental health projects in its case 
studies.74 

 
6. Having the right environment 

A recurring observation in evaluation of arts in health projects to date is the need for 
congenial supportive workplaces that elicit full user involvement.75 A positive sense of 
space is strongly associated with a healing environment; "It is relevant to the basic need 
for internal cohesion, mental health, a sense of security and direction, and a feeling of 
relationship with the world around one."76 In respect of Neighbourhood Renewal 
programmes the concept and practice of 'congenial space' could be extended into the 
wider community environment. The King's Fund report into healthy neighbourhoods 
defines them as having six characteristics - safe, clean, inclusive, confident, creative and 
connected.77 

 
7. Training 

Whilst many community artists can work effectively and informally with people with 
mental health problems, there is a shortage of artists who are acclimatised to working in 
an NHS mental health trust environment.78 Both artists and health workers need to 
tease out the potential of developing arts activities for both patients and carers from the 
leisure preferences identified in care plans. Training needs were identified as a priority in 
Arts Council England's response to the PAT 10 report.79  

Specialist dance practitioners working in the arts in health field, for example, currently 
view appropriate training in 'duty of care' as more a more pressing issue than evaluation 
of benefits. The Jabadao company in Leeds has recently established a Professional 
Standards Unit offering accreditation in 'duty of care' training for community dance 
practitioners, based on twenty years of specialist practice.80  

Examples of Best Practice 

There are a wide range of projects, working in different ways and in very different 
circumstances. It is therefore very difficult to generalise or to make comparisons, but 
some themes can be observed. Most projects are situated in areas of relatively high social 
deprivation and high unemployment, and they are attempting to address some of the 
consequences of these conditions. Community-based art and health activity is attempting 
to provide immediate responses to problems of living, and to prevent more intractable 



situations, through the development of innovative participatory solutions within 
relationships of equality and respect. 

The term 'project' is particularly appropriate because many are of very limited duration, 
often less than year, and are dependent on short term project funding. This short term 
nature of projects is frequently cited as a major obstacle both to achievement of their 
aims and to the collection of evidence of their effect. More consistent and longer term 
funding to art and health projects would undoubtedly increase their effectiveness. It is 
essential that some projects are given sufficient funds to allow sustained activity and 
stability in order that the reliable evidence of their effects may be collected. 

1. START Manchester 
START is a long-standing arts initiative based within Manchester Mental Health and 
Social Care Trust. Increasingly it offers educational opportunity and career paths in art 
and design to people with severe/enduring mental health problems. Artists work on an 
equal basis with occupational therapists and are paid at an art therapist rate (equivalent of 
F grade nurse). It has rigorously evaluated its work and tracks its students' progress, 
particularly those whom they have supported through a formal foundation design course 
devised and evaluated by them with Manchester Adult Education.81 START has devised 
a set of core competencies for its artists82 who receive supervision and undertake 
constant reflective practice. Similarly a table of transferable skills83 has been devised for 
students to clarify their attainment and keep them focussed on career goals. They adopt 
the care programme approach and may continue to offer services to clients after 
discharge. They are undertaking research with the Whitworth Gallery in Manchester to 
determine whether emotional engagement with and through artwork assists improved 
competencies in other areas. They are devising the research framework themselves as 
they have been unable to find suitable models elsewhere. Despite a static funding base 
they provide quality arts tuition to c. 120 students, with a waiting list of c. 150. The top 
10% of students are being assisted to set-up a co-operative studio business in art and 
design. START's future core funding from the Trust is currently uncertain despite their 
successes and they need to secure a new accommodation base. 

2. LIME, Manchester 
START originated as an offshoot of LIME, a broad-based arts in health initiative 
working across hospitals in Greater Manchester. LIME co-ordinates arts activities in the 
Moorside Acute unit of Bolton Salford Trafford Mental Health NHS Trust, a pilot 
scheme that will roll-out shortly to other acute units in the area.84 Post-discharge 
volunteers are a mainstay of this programme working alongside the artists. Volunteers 
receive expenses through ERDF funding and LIME is investigating the potential to 
establish an apprentice rate. The arts tuition is accredited through the City College and 
Moorside itself is an accredited Practice Development Unit. The project has influenced 
working practice of the occupational therapists, and a G grade nurse is working as a 
research practitioner to evaluate the programme through Manchester University. The 
project has produced evidence of requirement of less medication by clients, less violence 
and vandalism, and improved attention span. 'Specialing' (one-to-one care) has previously 
been seen negatively by clients, but arts activities have been successful in removing the 
stigma of 'specialing'. Through volunteering and links to other services such as hospital 
radio, this project is an interesting example of an acute service developing a community-
based approach. 



LIME is also engaged with South Manchester's Neighbourhood Renewal programme, 
developing inter-generational work on mental health issues based at several community 
sites with additional peripatetic arts services. It takes a similar approach to 'arts on 
prescription' schemes but, learning from such schemes often sporadic development, is 
seeking to clarify and embed referral pathway systems through the Healthy Living 
Network. A mentoring scheme is also set up to support artists in both the practicalities 
and pressures/sensitivities of the work. The project's researcher is currently completing a 
Ph.D on arts and mental health.85 Again, this is a pilot project intending to roll-out to 
other localities in the Manchester Council area. 

3. Waddington Street Centre, Durham 
The access aim of an arts programme at a drop-in day service at theWaddington Street 
Centre in Durham City is: "How do we support people to get out of here, not in here?" 
The Centre has built links and joint funding with New College Durham, focussing on the 
practical applications of acquired skills and integrating members with wider interest 
groups meeting outside the Centre. Outcomes include improvement in sociability, 
measured against the Sainsbury Centre's audit tools.86 At the Waddington St. Centre the 
arts tutors have regular access to a support worker for briefing and de-briefing on clients, 
and this is budgeted in with the service cost. 

4. South Tynside Art Studio, South Shields 
South Tyneside Art Studio (STAS) was established in 1994 and is based in a former 
synagogue in South Shields. It provides daily sessional arts activities in a large well-lit 
studio space, with additional rooms for photography and a digital suite. The upper level 
has a public gallery space and four small artist studios which are let at a concessionary 
rate to professional artists in return for their input into leading sessions with STAS's 
members. Other local artists contribute to the sessions and provide what the staff terms 
'a healthy balance' in delivery. 

STAS aims to provide a service to people primarily with established mental health needs 
(priority members) but also to the general public (non-priority members). One of its 
objectives is to bridge, what is sometimes perceived as a 'gap' between those with mental 
health needs and those without. One of the effects of mental health services is to 
stigmatise people with mental health needs. By bringing together people with the label of 
'mental health needs' and those without that label, the Studio endeavours not to be 
perceived as a 'ghettoised mental health project'. The studio's membership is currently 
around 300 and an average of 90 people use the studio each day. Around 50% of these 
are mental health services users, either formally referred to STAS or self-referring, and 
the rest is made up of people who may or may not have received mental health care 
support in the past and who pay a modest subscription for access to the studio. STAS 
has done much to integrate people with mental health difficulties into the community at 
large. One user, for example, has had his work exhibited internationally, and another now 
edits the mental health newsletter for the borough. Regular exhibitions are held both at 
STAS and other venues. 

STAS's core funder is now the Primary Care Trust. It is also drawing support through 
SRB and the Health Action Zone which supports project work that is likely to become 
mainstream funded next year. Though the PCT requires more regular monitoring 
information this has strengthened dialogue with statutory services. STAS has attained a 
profile as a key voluntary organisation in the borough and influences policy. It also runs 
outreach programmes, for example at the Bede wing of South Tyneside General, and has 



set up a part-time 'satellite' studio facility in Hebburn that offers scope for further 
expansion in the borough's Healthy Living Centre bid. One particular partnership is with 
5 local GP practices. Via the surgery, the health visitor, community psychiatric nurse, 
consultant psychiatrist, or social worker, access is provided to the Arts Studio for people 
with mild to moderate depression and/or anxiety. It is based on the understanding that 
experience of the arts can improve people's sense of well-being, and can be an alternative 
to, or supplement to, drug intervention. 

Planning permission has recently been obtained for an ambitious extension/conversion 
of the main studio complex to better facilitate access externally and internally, and to 
provide more specialist workrooms. The vision is to have a studio complex that is as well 
resourced as an art college. This is seen as the final phase of the studio's development, so 
it could then focus exclusively on continuing to improve the quality of its services and 
the users' experience. When the building work is underway (hopefully in 1-2 years' time) 
STAS will become peripatetic and so consolidate its outreach work. 

In 2000 and 2002 STAS has collaborated with the other nearby art studios in Sunderland 
and North Tyneside on a joint exhibition in the City of London at ING finance 
consultants, and involving similar studio set-ups run by Core Arts and St. John's at 
Hackney. Importantly the London exhibition has given the Tyne and Wear-based studios 
a focus for collaboration, whereas previously there was little contact between them. This 
shows that sub-regional networks need to gravitate around practical tasks of mutual 
interest. 

5. Looking Well, Bentham, N. Yorks 
Looking Well was set up in 1997 by artists to provide an informal community space 
where arts, health promotion and lifelong learning programmes could come together. 
Purposefully shoestring and low-tech (there is no phone but there is a woodstove), The 
Looking Well has turned a small-town store into a haven of creativity for the community 
and a growing number of care agencies. Domestic in feel, scale and furnishings, it offers 
a congenial space with the atmosphere of a well-functioning extended family developing 
supportive arts activities out of its own health needs assessments. It is cheap, simple, 
draws on local time and skills, and it works. 

Looking Well grew out of a health needs assessment entitled Getting Together87 
commissioned by health and social care agencies in North Yorkshire in 1995. It focussed 
on the specific health needs of a rural area with difficult-to-access health services. The 
Looking Well gained widespread community support and grew out of a necessity to meet 
the identified needs in a creative way. The work addressed feelings of isolation which are 
experienced by people of all ages in this rural area. The mental health impact of this has 
been considerable. Looking Well increasingly works with 'people on the edge' and 
recognises the need for more training and mutual support for arts in health workers. 

Arts activities take place informally with people of all ages. The approach is 'needs-led'. 
'Felt needs' are articulated through participating in arts activities and through 
conversation. These 'expressed needs' are then met through daily life in Looking Well 
and/or through development of a 'named and timetabled activity'. So activities emerge in 
response to need and are closed when no longer required or sustainable. 

There are a variety of activities with people experiencing mental health problems. Two 
weekly groups, 'Starting Well' for people newly referred by the local authority social 



services department, and 'Doing Well' for those who have been involved for some time. 
The local authority provides funding for a support worker and is responsible for 
transport. 

Looking Well has, throughout its history, developed strong partnerships with a broad 
range of statutory and independent organisations in the arts, health, social welfare and 
education. It values its place alongside such agencies and devotes time to fostering good 
relations. At the same time it is aware that it is important that it is not incorporated into 
the statutory and non-governmental organisation network so much that its role and 
position as a community and volunteer project is jeopardised. 

Looking Well has developed almost entirely at a human relationship level. As its activities 
and credibility have grown - bolstered by Healthy Living Centre status and a Smith Klein 
Beecham Award - local and regional health services and development 
agencies have engaged with it both through funding support and referrals. Satellite 
programmes have now been set up in Settle and Airedale Hospital for example. Children 
In Need gave a grant to appoint a worker with children and also provided a useful and 
user-friendly evaluation framework with health gain indicators. 

Looking Well has dared to think long-term and to nurture the personal development of 
its participants. Having now got the chemistry right in its partnerships with other 
agencies it is now going back to re-offering itself as an arts-led venture. It has ambitions 
to have a new-build facility linked to the main primary care surgery in the town. 
Important to its life-cycle approach is engaging parents with children in all creative 
activities and connecting children with older people. The steady stream of visitors from 
Primary Care Trusts and Neighbourhood Renewal projects across the country is 
testament to the growing interest in seeding similar projects in other areas. 

The Looking Well's approach to evaluation emphasises evidence collection without 
making judgements. This is reflected in Angela Everitt's 2000-2001 evaluation of the 
project which was funded by The King's Fund, Nuffield Trust and Northern Rock.88 
(This is a 5-project national study co-ordinated by CAHHM). 

6. Common Knowledge, Tyne and Wear 
Common Knowledge is the arts/health component of the Tyne & Wear Health Action 
Zone. It has coordinated a major programme of experimental work using arts based 
approaches to examine health over the last three years. It aims to draw together different 
perspectives to increase capacity for arts based approaches to health by engaging artists, 
health professionals of all kinds, teachers, local government, and the voluntary sector to 
devise and deliver imaginative health interventions. 

Common Knowledge is a flexible, multi-layered network of organizations and individuals 
connected by interest in the relationship between arts and health. It is developing groups 
focused on localities, around specific art form applications (such as therapeutic uses of 
music) and care groups (such as the elderly with dementia). It is a tapestry of 
relationships woven together from different strands of discussion. Many individuals in 
the network also represent organisations. The network has a strategic layer that works 
through a governance group including representatives from local authorities, the arts, 
education and health, and a constituency layer of representatives (i.e. people who have 
participated in events). It is organically developed through the alliance of its members. 



Common Knowledge works in real contexts to address such major questions as: What 
does health mean? How can engagement with the arts improve health status and lead to 
health gain? Participants have to date completed over 50 pilot projects. 11 of these have 
been developed with mental health services, and many more projects have a mental 
health dimension. Evaluation of these is provided through the Centre for Arts and 
Humanities in Health and Medicine at the University of Durham. It holds 'revelation 
days' to explore new ways of working (examples include: arts-on-prescription schemes, 
participatory evaluation, emotional literacy for health). Common Knowledge's lottery-
funded arts in health campaign for Tyne & Wear in spring 2002 tested how effective it is 
at developing accessible health messages. Most of the projects so far completed have 
been documented and many present stand alone insights into working on health issues 
via the arts. There are a wealth of stories that are currently being mined to understand 
more about the relationship between art and health But the anecdotal nature of this 
evidence is a weakness. Arts in health projects generally have not been very good at 
setting clear aims and objectives, or articulating where they see their work lies in either a 
bio-medical or social model of health.89  

In Tom Smith's evaluation of Common Knowledge,90 a diamond figure is used to 
illustrate a multi-faceted view on health - people see it in different ways. In the top half 
of the diamond, the predominant focus is on creativity and in the bottom half, on health. 
On the left, projects aim to engage with groups, seeing health as fundamentally linked to 
community. On the right are approaches more focused on holistic views of individual 
health. There is a multitude of approaches between them. Examples include: a Newcastle 
GP holding sessions for referrals to use voice as an alternative means of expression to 
combat stress (top right); a project using writing and painting with cancer patients 
(bottom right); a project working with the elderly with poetry and photography in order 
to understand their experience in homes; and engagement between people around a 
creative task - such as, embroidery, painting, writing. These creative tasks can generate 
healthy discussion and engagement (top left). At a national conference for Health Action 
Zones organised by CAHHM in 2001, Secretary of State for Health Alan Milburn 
endorsed Common Knowledge,91 and he expressed an interest in approaches that would 
fall into the bottom left section of the diamond. In part this reflects NHS self-criticism - 
there is room for improvement in the way the health agenda engages with communities. 
The majority of projects to date can be classified within this quadrant. Articulating the 
insights of this programme are important to develop thinking and to enable those in the 
UK and Europe with similar aspirations (and ideas which are not mainstream) to feel less 
lonely and isolated. 

7. Kala Sangam, Bradford 
A Bradford based organisation, Kala Sangam promotes South Asian arts to people of all 
ages, abilities, and backgrounds through educational work, performances, community 
work, and health disability projects. The work addresses social and economic equalities, 
with all activities being inclusive and collaborative. Kala Sangam has created new job 
opportunities and enhanced life styles for its participants. Health awareness is an integral 
part of all its arts activity. One of their projects provides craft activities for Asian women 
with mental health problems. Its work is being documented both internally and externally 
primarily through the use of diaries. They have undertaken evaluation of a long-term 
project with Asian women, Kala Vanitha92 which addresses the mental ill health of 
women experiencing social isolation. 



8. Arts Care, Wales 
ArtsCare was established in 1986 to provide creative skills training for people with 
mental health problems in west Wales. In 1993, its remit extended to embrace people 
with learning difficulties, socially excluded young people, family centres, older people, ex-
offenders, recovering alcoholics and former drugs users. ArtsCare provides a range of 
courses covering visual arts and crafts, dance, music, drama, creative writing and circus 
skills. In 1999 it worked with 13,500 people in 140 different communities. 

ArtsCare operates in a EU Objective 1 region, characterised by low earnings and 
widespread deprivation and was formerly dependent on industries like mining. The key 
to economic growth is felt to be the development of a wider range of adaptable and 
specific skills. ArtsCare offers a range of training opportunities to help people with low 
self esteem and confidence, or who are socially or economically excluded. ArtsCare has 
given rural communities throughout west Wales the opportunity to access learning and 
creative activity which are not normally available or accessible. These activities have 
helped integrate the most marginalised sections of these communities and helped to 
bring an added sense of cohesion. By exhibiting the products of workshops within rural 
villages, communities have been shown how even their most disabled and disadvantaged 
residents can learn, participate, and contribute creatively to the neighbourhood. 

A photography project started in 1997 is a mobile dark room for special needs users 
which tours to remote rural villages. The project makes photography accessible to 
disadvantaged people as a way of expressing themselves. It has assisted them to assess 
'barriers faced' and how to break them down. This project has led to higher self-esteem 
and confidence for participants, and has opened up new opportunities for learning and 
employment. Project work leads to Open College Network (OCN) accreditation. This 
project was selected as a case study by Joseph Rowntree Foundation.93  

9. Withymoor Village Surgery, Dudley 
A unique general practice in the West Midlands which started in 1979 on one of Britain's 
largest new housing estates. The GP, Dr Malcolm Rigler, soon became aware of the 
extent of unhappiness, loneliness and isolation in the community. These problems were 
apparently due to a rapid expansion of housing without the accompanying infrastructure 
to support social cohesion. He was overwhelmed by patients presenting at the surgery 
with a great many conditions which were psycho-social in origin. These included 
depression, stress, and broken relationships, which in their turn led to excessive alcohol 
intake, stomach ulcers, depressed immune systems and added vulnerability to disease. 
Consequently obesity, heart disease and unresolved stress were rife. 

Medical training had not provided Dr Rigler with methods to deal with these problems: 
"I was overwhelmed by the great number of conditions I saw for which medical 
solutions seemed inappropriate. Patients came to me in their droves with problems 
ranging from divorce to family breakdown to unemployment or post-natal depression, 
but my (medical) training had neither prepared nor qualified me for the responsibility of 
dealing with problems of a personal or a social nature. In its preoccupations with facts 
and measurements, my medical school had overlooked consideration of an effective 
communication with patients…"94  

Dr Rigler saw the solution to this community malaise as requiring the 'prescription of 
ideas not medicine' He embraced the beliefs of Rev Dr Michael Wilson that individuals 
could only achieve true health in a healthy community, and that health is not only a 



private good, but a common good.95 The use of creative arts have always figured 
prominently in his ways of working. "I also wanted to do all I could to help patients to 
fully appreciate and understand the fragility, complexity of their own bodies, but I 
wanted this to go beyond biological facts and simple health education…I believed we 
could sow the seed of total enchantment with the human…help us all to find a meaning 
in life and so to value ourselves, our neighbours and the community in which we live." 
Rigler realised that the arts could provide the necessary communication and education 
with impact, excitement and insight. 

The art projects at Withymoor Village Surgery have brought people together around 
non-threatening and enjoyable activities and have proved helpful to those who are lonely 
or suffering from mild to moderate anxiety and depression, or panic attacks. Withymoor 
had its first evaluated arts in health residency in 1988.96 The annual Lantern Procession, 
started in 1990, was initially conceived as a means of bringing together the socially 
disenfranchised people of the estate and helping to forge a spirit of community. On its 
tenth anniversary over one thousand people took part, confirming its success in building 
community and establishing a tradition. 

A list of goals achieved though the use of creative arts with patients at the practice 
includes: access to information; increased understanding of health issues; development of 
and access to lay referral systems; development of communication skills and confidence; 
reduction in social isolation; development of a sense of community; increased confidence 
to tackle causes of ill health; reducing stress/anxiety associated with visiting the surgery; 
involvement in their own care; improved understanding of patients' own and their 
community's health needs.97  

Dr Rigler's philosophy has particular relevance to current developments in health care 
and health promotion. He describes a blurring of boundaries between what we now 
think of as physical health, cultural vitality, spiritual balance, quality of life and communal 
well-being. Rigler suggests that we will be seeing a new role for the GP, or the 
pharmacist, who will be less involved with drugs and medicines and more of a teacher 
and stimulator of imaginative solutions. He sees the role of the surgery, in addition to 
providing personal health care, as having a public health function to improve the health 
of the community. "If we are to improve the nation's health, a key role for a modern 
general practice team must be to act as an agent for social justice through advocacy and 
education." …and "…to build opportunities for social engagement through better 
education and skills training, improved social networks, and meaningful employment 
opportunities, including voluntary work."98  

Dr Malcolm Rigler says, "My 24 years as a family doctor have convinced me that many of 
the 'medical' complaints reported by patients are in fact the physical manifestations of 
social, psychological and emotional problems. To create a healthier nation we must start 
by encouraging inclusive and harmonious relationships in a society where so many find 
themselves socially excluded. The principal killers are not cancer and heart disease but 
lack of social support, poor education and stagnant economies." 

10. Bromley by Bow Centre, Tower Hamlets 
This centre is located in Tower Hamlets in east London, one of the poorest local 
authority areas in England with some of the most disadvantaged and socially excluded 
communities. There are few leisure facilities and the area is dissected with major dual 
carriageways that act as physical barriers and create noise and pollution. The area is 



culturally diverse and many people are excluded through language barriers and related 
employment and educational disadvantages. 

The Bromley-by-Bow Centre started in a church and gradually developed community 
projects around it, including art and health. It is now a Healthy Living Centre. All of the 
activities at the Bromley-by-Bow Centre are both imbued with the arts and generate 
health benefits. Art is seen as a key to the development of ideas, to promote learning, 
and to enhance the accessibility of the Centre to people of all ages, abilities, and ethnic 
groups. For example the Centre, in partnership with the local authority social services 
department, provides a community care programme for people with physical disabilities 
and mental ill health. The groups do painting, pottery, silk-screen, health and exercise 
and gardening. 

The Bromley-by-Bow Centre's approach to all people is 'what can you do for us?' rather 
than 'how can we help you?'. The focus is on 'knowing that everybody can do 
something'.99 The central belief is that everyone has ability, and with ongoing 
experiential training, supervision and support, each person may take on a range of 
responsibilities. Ways are made for every person who comes to the Centre to contribute 
to it. Activities in the Centre have developed into money-making enterprises, with 
participants finding employment. 

 
11. West End Storytelling, Newcastle 
This is a project located in the West End of Newcastle, an area noted for social 
disadvantage, with high levels of unemployment. It is well established that social 
disadvantage impacts on health and well being, partly due to the inaccessibility and 
quality of services available to particular populations. The West End Health Resource 
Centre aims to enhance the health of local people by making services more accessible 
and encouraging a sense of ownership in these services. 

The aim of the West End Storytelling was to improve the ability of target groups to 
construct, communicate and present their own ideas and by doing so to help improve 
their own personal confidence and effectiveness and reduce levels of mental stress. 
It aims to have a direct impact on the ability of individuals to communicate more 
effectively and thereby improve their mental, physical, and in the longer term, their 
economic well being via improved employment potential. The Resource Centre employs 
a storyteller in residence who has developed sessions with various groups. The style of 
these sessions is intended to generate thoughtful reflection and creativity. In one with a 
Community Health Project, the composition of the group reflected some of the social 
problems of the area - a high proportion of single parent families experiencing social 
isolation and growing dependency. 

 
12. Wrekenton Lanterns, Gateshead 
In the Wrekenton area of Gateshead unemployment is higher than national and 
Gateshead levels. There are many single parent families and high levels of drug abuse. An 
annual community lantern procession through the streets has been organised for ten 
years with the collaboration of the local school and the health centre. The lanterns are 
made by adults, young people and children, some to carry themselves, some for friends 
to carry. A 'congenial space' is created through the process of the lantern-making 
workshops. These workshops and the resulting procession create a strong sense of 



community. In the two-week preparation period of lantern-making information on both 
mental and physical health is imparted and shared in a relaxed and domestic manner. The 
project's co-ordinator grasped the potential of this from the outset: 

The link that we found between school, lantern workshop and Health Promotion Bus is 
that each can induce wariness. To step over the threshold into unfamiliar territory can 
seem a daunting challenge. By holding the lantern workshops in the community rooms 
of a school, and by including the Health Promotion personnel in the team, we could help 
demystify the unknown, and maybe create a mutual healthy experience. The lantern 
workshops became a congenial space. Slowly, a gang of women and the occasional man 
became involved. No longer threatened, the power of chat became the conduit for 
discussion of health, life and death that was sometimes serious, at other times hysterical. 
At the centre of it all was the art and activity of lantern making. Parents would come to 
help their child make one and would still be coming days after that one had been 
finished. From simple materials came magical objects. 100 

From the outset, responses from participants have annually been collected and 
documented: 

When you came here and said 'We're all going to make lanterns out of sticks and glue, 
and walk down the streets with them', well, I thought you were mad. I'd never have 
believed what I've seen tonight. Look it's Friday night in Wrekenton and everybody's 
eating brown bread and soup - and enjoying it! 
Deputy head of local primary school. 

When the lanterns light up, everyone turns into my friend. 
9 year old boy. 

In collaboration with CAHHM this project is currently devising methodologies to 
evaluate the impact of the arts in the development of emotional intelligence within the 
life of the school and wider community.101 

13. Articulate, Teesside 
This project is based in the North East including Cleveland, Teeside, Middlesborough, 
Redcar, Stockton, and Hartlepool. This is an area in which every deprivation indicator is 
worse than the national average and is generally inferior to the regional average. 

Articulate is run by Cleveland Arts, an arts development agency based in 
Middlesborough and working across the Tees Valley. Articulate is a 3 year programme 
funded by Health Action Zone Innovations and Northern Rock to develop arts projects 
with disabled people to address issues of social exclusion, and to offer support to 
disabled people in raising and realising their aspirations through art, so that they can be 
more equally, assertively, and actively involved in their communities.102  

Participants included people with learning difficulties, physical disabilities, sensory 
impairment, and mental health problems. Groups addressed by the project include : 
homeless people; elderly people in sheltered housing; people with physical disabilities 
endeavouring to live independently; people with mental health problems, for whom 
home can be a refuge and/or a prison; people who have suffered domestic violence; 
people in prison; people in a bail hostel; refugee and asylum seekers from several 
countries; elderly people attending a support group at Age Concern; elderly who came to 



UK through marriage. Articulate has asked these groups to examine the barriers imposed 
on them by society, and to document the impact of these barriers on their daily lives 
through a particular art form. 

Starting in 2001, arts projects have been carried out in a range of media - drama, dance, 
film, writing, metalwork, visual art, digital media, photography etc. Each individual 
project is led by one or more experienced artists. 

The programme has shown the arts to be as powerful means to raise awareness about 
social exclusion of disabled people and to enable participants to find a voice and 
articulate their situation. Evaluation indicates that participants have made a variety of 
personal development gains through the project e.g. confidence, self-esteem and better 
communication skills. They have felt valued and listened to. They have also learned co-
operative working, engagement with social issues and a realisation that speaking out can 
make a difference. Articulate has also identified access - both physical and psychological - 
and prejudice as key issues affecting disabled people. It has indicated that poor access to 
educational opportunities, health care, and employment creates significant boundaries to 
an individual's potential. Three key areas for development have been identified: 
advocacy, training and employment. 

 
14. Rotherham Community Arts and Health Project 
This is an art and mental health project seeking to improve the mental health of people 
who are vulnerable or at risk of developing mental health problems (as identified by the 
National Service Framework), rather than those with an existing diagnosis. It is run as a 
partnership of Rotherham NHS Primary Care Trust and Rotherham MBC (Health 
Promotion and Community Arts) and is funded by the health authority. 

The project is working in three of the health authority Primary Care Group areas. 
It has worked with one group in each area: an organisation providing hot meals for 
homeless people; a group of women who are single parents; and a group of teenage 
parents. One visual artist works with each group. 

The co-ordinators initially intended to evaluate by using quantitative measures such as 
anxiety and depression scales. But, as the project developed, they realised that qualitative 
measures would be more appropriate and would elicit most useful information. An 
external evaluator from the University of Sheffield was employed who used interviews 
and semi-structured questionnaires.103 The artists also kept journals and a photographic 
record.104 The experience of participants was overwhelmingly positive. The sessions 
were experienced as 'therapeutic', not in the medical sense, but in that they found the 
sessions 'relaxing' and beneficial to their 'peace of mind'. The participants also acquired 
new skills, felt a sense of pride and achievement, received praise and enthusiasm, 
developed relationships and worked together, which all have a positive effect on self 
confidence and self esteem. Workers noted an increase in confidence and improvements 
in social relationships amongst participants. These effects could all in turn be seen as 
having a positive effect on their mental well-being. It was concluded that: "involvement 
in art creation can, in itself, have a sustained and positive impact on mental and social 
well being". 

Due to short term funding, the project ended. There is a need for long term funding for 
this work. 



15. Reading and You Scheme: The Kirklees Bibliotherapy Project 
This is a library-based project using fiction reading as a means for improving health and 
well-being, and as an alternative to the use of medication, for people affected by 
isolation, depression, and social exclusion. It was intended to create opportunities for 
social contact, and to support and empower participants to improve confidence, self-
esteem and interpersonal skills through reading, discussing and debating in small 
informal groups. The project was also exploring and encouraging use of library services 
in new and different ways. 

This project was a partnership of three NHS Primary Care Groups (S. and N. 
Huddersfield and N. Kirklees), Kirklees Leisure Services (libraries), and Open Art, an art 
and health consultancy.105 It was managed by the Principal Librarian, and a 
bibliotherapist led on the evaluation.106  

This project was carried out in areas of high social exclusion. It was based in two libraries 
and one mobile library. Sessions were held in libraries, drop-in centres, community 
centres, residential homes and a children's home. Participants had either a physical or 
mental health need or were isolated or vulnerable. 50% of the participants joined the 
project by referral from health professionals. 

The project was hugely successful in terms of promoting the whole concept of 
bibliotherapy to the 'world at large'. The project co-ordinators concluded that, "..the key 
to the success of Bibliotherapy is the fact that reading belongs to the individual and is 
controllable by them. It can be as complex or light as the reader needs - it places power 
back with the client, as opposed to medication, which they often feel they have no 
control over. This can allow them to shake out of their illness patterns." 

The project was found to be least effective in health centres, where there was a lack of 
enthusiasm and pro-activity from GPs and health centre staff. The co-ordinators found 
little sense of a partnership with the health authority. They reported that the Health 
Improvement Managers in Primary Care Groups were committed to the project, but 
there was apparently poor communication to front-line staff. 

"We are making no claims for Bibliotherapy being the only solution to the problems 
encountered by people with depression, stress or anxiety, or even a complete alternative, 
it is one part of a jigsaw of improving mental health. It needs to be plugged in to the 
bigger picture of services and opportunities available - not only as a way to promote the 
service, but also as a way of bibliotherapists themselves being able to signpost clients to 
other services." 

The project was evaluated using a type of log frame analysis. Quantitative and qualitative 
data were collected including bibliotherapists' reflective diaries, participant quotes, 
referral notes, and reading lists. 

An evaluation framework was drawn up at the beginning of the project with input from 
project workers, project manager and PCG representatives. Evaluation sessions were 
held with all project workers. Questionnaires were used to gather quantitative material. It 
was intended to use quality of life evaluation forms but they were felt to be inappropriate 
on most occasions because they are too intrusive. Project workers feel they are now 
more knowledgeable and confident enough to draw up a more appropriate evaluation 



form themselves, or to put better mechanisms in place for making the quality of life 
evaluation form easier to use. 

The project received phenomenal press and media coverage, local, national and 
international, in newspapers, radio, magazines, journals, etc. 

The co-ordinators found that it took longer to get the project off the ground than they 
expected, and that the project was nowhere near long enough to achieve all that they had 
hoped. It ran for one year in total, which amounted to 9 months practice. 

They report that, "All parties are keen for the project to continue. The tension lies in 
needing to provide evaluation and evidence to secure further funding within financial 
planning cycles, before the project and the evaluation is actually complete. The 
consequences of this is that mainstreaming of the project is unrealistic within the 
timescales." 

Funding is being sought for a further phase. The co-ordinators seem keen to secure 
'mainstream' funding. They are considering application for charitable funds, but state that 
"there is some recognition that relying on charitable funds could decrease the likelihood 
of mainstreaming." In 2003, the Arts Council of England has commissioned this project 
to undertake a countrywide survey by questionnaire to identify similar schemes 
elsewhere. 

16. Studio Upstairs, London 
Studio Upstairs at Diorama in Camden has been going for fifteen years, taking mainly 
CPN referrals from boroughs throughout London. About 80 clients a week come to the 
studio which offers free use of facilities and occasional one-to-one non-therapy arts 
support. The two studio managers are trained in arts therapy and there is a resident 
psychotherapist though the emphasis has always been on painting activity in its own 
right. Staff have access to patients' care plans but don't keep detailed records. Some basic 
monitoring is kept of attendance and progress, and weekly peer supervision meetings are 
held with staff. Studio Upstairs aims to be a therapeutic community rather than an art 
therapy service. The term of clients' access to the studio is open-ended but dependent on 
funding support from their local care services. 

A bi-annual selling exhibition is arranged of clients work, links have been forged with 
Tate Britain including access to workshops there, and the studio has found great benefit 
in having occasional artists in residence who provide advice, inspiration and a role model 
to clients. Several clients have gone on to art school. The studio also currently facilitates 
up to four six-month long placements in professional artists' studios at ACAVA in 
Cramer Street. Clients have been cautious in taking up this opportunity, however, as they 
effectively discharge themselves from Studio Upstairs and may have no clear career path 
when the six-month placement ends. There is also client concern at forfeiting benefit 
entitlement as skills, improved well-being and independence develop. As noted elsewhere 
(See START and i am) there are no 'half-way' arrangements in place to support re-entry 
into employment. In some cases this contributes to clients' re-admission into mental 
health support services. 

Studio Upstairs has a clear sense of remit and purpose and sees benefit in having staff 
with skills in art therapy, but it recognises it does not have the entrepreneurial and 
marketing skills found in independent arts projects such as Core Arts (see examples of 



best practice). The studio's funding is being squeezed as cash-strapped health and social 
services are diverting resources to shore up treatment services for acute patients. 

17. Core Arts, London 
Core Arts was set up 12 years ago in Hackney by local artists working largely with 
members of the Afro-Caribbean community, many of whom were not reporting their 
mental ill health problems to the statutory services. Core provides a wide range of arts 
and design/media activities to around 40 people a day. 75% of its members have been 
through the judicial system and around half have had a drug or alcohol problem. It is a 
user-led resource - currently all its trustees are members - and has developed impressive 
entrepreneurial skills. Though it takes increasing referrals from 13 boroughs it remains 
outside the mainstream by choice and currently has over 30 separate funders for aspects 
of its programme and running costs. Personal development plans that encourage 
education and career goals are drawn up by staff with members. The project is 
attempting to track the long-term progress of its members and has established a new 
post to do this. 

Core pro-actively challenges pre-assumptions and stereotypes of mental ill health, 
providing business services to the wider community and NHS trusts. Its members, 
several of whom provide voluntary admin or tuition services to the programme, are 
proud to badge themselves as Core participants. 

A third of its income is now earned from the sale of artwork and its own design studio 
which undertakes commissions including annual reports for other charities and health 
services. It creates imaginative fundraising events with media celebrities and flagship arts 
organisations. It came out well in a recent 'best value' review of services in Hackney and 
has developed close links with Social Enterprise London by providing arts programmes 
to tackle social exclusion through SRB6. In 2001 it organised a key conference for mental 
health service users to debate the implications of the Mental Health Bill with service 
providers.107 

18. Lapidus 
Lapidus is the national umbrella organisation for the therapeutic uses of creative writing. 
It is currently preparing for publication a bibliography of materials related to its interests 
and activities.108 With Philipp109 it has developed a framework for creative writing in 
health development and a methodology to attempt randomised control trial. 

Hegarty110 reports that a Lancet survey111 showed that most respondents believe that 
poetry could benefit health. Health professionals reported that poetry aided the 
successful management of anxiety, depression, dying and bereavement, post-traumatic 
stress, eating disorders and sexual abuse. Detailed analysis of health benefits and a step-
by-step guide to creative writing interventions are provided by Bolton.112  

Evaluation and Collection of Evidence: an example 

Angela Everitt and Ruth Hamilton. Art, Health and Community.  
A Study of Five Community Arts in Health Projects.  
CAHHM. Durham. 2003 



The majority of practitioners in community-based art for health recognise that it is 
important to evaluate their activity. Many are attempting to do so, but they are struggling 
to find appropriate methods, and the evaluation they carry out is frequently inadequate.  

There is widespread uncertainty about what evaluation methods to use and what 
methods will be acceptable to other stakeholders. There is also concern that a 
requirement for quantitative evaluation will affect and damage the delivery of the work. 
In particular there is concern about the requirements of medical practice. 

A serious and widespread shortcoming is a failure to state and agree clear aims for a 
project. Whatever method of evaluation is adopted, practitioners can only collect 
appropriate data and evidence if they are clear about their aims, and about what effect is 
intended. 

Attempts to address these uncertainties around evaluation and the collection of evidence 
are being made by many people in the field. The most notable and wide- ranging study to 
date by Everitt & Hamilton has been co-ordinated through CAHHM and has attempted 
to provide and test some ideas for the evaluation of this area of activity. It involved a 
study of five community-based art and health projects in various parts of England. These 
are: Wrekenton Lantern Procession, Gateshead; South Tyneside Arts Studios, South 
Shields; West End Resource Resource Centre, Newcastle; Looking Well, High Bentham, 
Yorkshire; and Bromley-by-Bow Centre, East London. These five projects are described 
in the section of this review entitled 'Examples of best practice'.  

The following extracts from this study are included in the present review because they 
provide relevant observations on the field, descriptions of the range of activities and 
some clear illustrations of the evidence from the personal testimonies of participants. 

Over 40 years ago, the Ingleby Committee recognised the need for easily accessible, non-
stigmatised provision for those experiencing problems with living. It suggested that, in 
the field of social work and health services, there be 'one door on which to knock', 
knowing that advice, guidance and assistance would be given 'with no strings attached'. 
Such provision does not appear to be available at present, but perhaps art and health 
activity could provide it.  

Many of the participants in art and health projects have experienced some form of social 
exclusion. Some projects have worked with people who have been part of the mental 
health system and had come to feel a distinct lack of ownership of any part of their lives.  

Art and health activity tends to be holistic and person-centred. Projects create a 
'congenial space' which is homely, relaxed and friendly. It hosts discussions, chats and 
socialising. It is a place where people can come together and feel valued. They are not 
pigeon-holed, rather their differences are respected. 'Professional' hats have to be 
removed, everyone is on the same level. It creates a culture in which everyone shares. 
Many participants report that they have been welcomed and valued, and as a result their 
self confidence has improved. They talk about it as the place that makes them feel good, 
a space for health and well-being that is not medicalised.  

"It's a very good community facility, central, easy to pop in, open to all and not tied to 
any authority. .... It's a place with a homely, caring atmosphere." p85 



The experience of participating in an arts and health project is not one of therapist and 
client, which is one sided. Some art and health practitioners refer to the art as 
conversation. Conversation, as opposed to therapy, implies relations of equality. 
Conversation creates an atmosphere where people feel comfortable to share. It builds 
trust between people. Conversation is about interaction, with people sharing and 
receiving. Conversation breaks down barriers and it makes people feel good. The 
conversation is frequently about 'things that matter'. The conversations generated by the 
art activity can be important for communicating ideas and feelings which would not 
otherwise emerge. 

Developing the skills and confidence for people to communicate and share their own 
stories - described as 'emotional literacy' - has been a key part of some projects. 

Looking Well works with the local school and the education authority. An after school 
session was arranged for children referred by the primary schools because they had been 
causing concern at school. The session "has been about allowing ways for vulnerable kids 
with behaviour and mental health problems to be with adults that are therapeutic by 
accident. These children, their inner worlds are in tatters. At Looking Well their inner 
world finds expression..." p82 

"Children are immediately able to tell us things while we make the lanterns - often things 
that they are not able to tell their parents or teachers." Wrekenton p82 

The arts provide a medium to enable participants to explore and understand feelings and 
develop alternative coping strategies. Through talking together, people 'look out for each 
other'. They share experience. People give and receive support to and from each other. 

Mental health service users are able to visit a place where they are not separated off, but 
through talk and chat are integrated with others. Stigmatising and labelling barriers are 
overcome. One woman described her observations of the project manager talking with 
another participant and refers to how what she observed changed her own way of 
relating to this woman.  

"A. talks to her, gets answers she doesn't understand but carries on.  
I live near the woman and I see A. talking with someone who everyone else crosses the 
road to avoid. Now I talk with her myself and I talk about her positively with neighbours. 
I tell them about the wonderful art she does." 
Looking Well p86 

Art and health projects encourage people to join in. Through creating something 
together they feel part of a team. Participants report feeling a sense of purpose, being 
engaged, and being appreciated by others. They feel included and so feel better. 
Participation in art and health projects reduces social isolation. It makes people feel 
valued. The art is a vehicle for conversation and for building self-confidence, self-esteem 
and motivation, and so it enhances feelings of good health and well-being. 

It is a community of diversity.  

"When I first came here I was amazed at the diversity of people - people you wouldn't 
usually mix with. A diverse age range too which you wouldn't usually see mixing 
together." Looking Well p86 



A mother with multiple sclerosis and suffering from depression :  

"Before I came here I was fed up being invisible - I was a non-person.  
I dressed up the wheelchair for the procession. Through the arts I have become not a 
non-person. Now, I make myself get out at least every other day."  
Looking Well p81 

"All my life I was told 'you are no good', but ... now I feel I have faith in me and others 
have faith in me that I never had myself. I feel more confident, I know what I'm doing." 
Looking Well p80 

A worker's description of a participant: 

"Zefir was referred to the project by a health visitor. He is deaf and has no skills in 
signing. His wife and children were still living in Bangladesh and he was living with his 
brother and his family. His unhappiness and isolation were beginning to translate into 
disruptive behaviour. Relations within the household were becoming tense with 
possibilities of breakdown. In the Centre he became involved in silk painting, gardening, 
caring and helped work with the food co-op. He is now befriending and supporting 
another young man. His work was registered for educational accreditation." Bromley-by-
Bow p80 

These improvements have an effect on people's ability to find work, and broaden the 
opportunities for the type of work for which they are qualified. 

Some individuals move from being a user to being a volunteer and then a paid worker.  

"My own mental health experience helps me with the work. People approach me if 
they've got a problem or need advice.... people with mental health problems, but people 
who are not at the point of going to the GP, not in a crisis. The GP has to wait until 
there's a crisis - but people can approach me either with their own problems or those of 
others." Looking Well p62 

The effectiveness of community-based art and health activity, and its significance for a 
national health service, may be best demonstrated by the fact that, as a consequence of 
taking part in an art and health project, people use medical services less.  

Many art and health projects work closely with their local GP surgeries and other health 
services. They provide an alternative to dependency on medical intervention and 
prescription of medication. Some surgeries (Bentham, Withymoor) report a reduction in 
visits from women with depression and a reduction in medication.  

A health visitor commented to the evaluator ,  
"I know of two families who I used to see weekly as a health visitor. Now, since they 
have started coming here, I hardly see them at all." 

A woman in her sixties who is both a user and a volunteer in one of the projects, 

"I have depressions, ups and downs. Downs when I don't sleep, when things worry me. 
Then highs when I get exhausted. I used to be on pills, anti-depressants, before I came 
here - actually I as still on them when I first came. I found something to live for when I 



came here - people have faith in me here. Coming here got me off the anti-depressants. I 
haven't seen a doctor for two years, before that I used to go once a week." Looking Well 
p88 

Another volunteer, a mother in her thirties; 

"I suffer from depression and anxiety. Been on anti-depressants for about nine years, still 
on them. Last year was the key for me - got sorted out - stated to do my own groups 
here. I go to the GP now only once every six months to review my prescription. I 
haven't been with a problem for the last 18 months and I was going every couple of 
weeks. I don't even know who my GP is!"  
Looking Well p88 

The senior managers in the health authority and local authority for South Tyneside stated 
that they allocated funds to the South Tyneside Arts Studio because : 
"it is not art therapy; it presents different choices for people; it has a huge impact on 
people's self-esteem; it's a move away from the medical approach; it centres on people's 
abilities and strengths; it appears to make people blossom and glow inside themselves. " 
STAS p78 

"People can come into this group in the morning practically at screaming point and by 
the time they go out they're feeling much calmer..." STAS p79 

Working with the evaluators, the five projects used logistical framework planning both to 
manage and evaluate their progress. Logframe evaluation has also been attempted in 
some of the other projects in the section on examples of best practice, e.g. Articulate and 
the Kirklees Bibliotherapy project. Everitt and Hamilton's model includes a column on 
'assumptions/risks' that proved useful for the projects in regularly reviewing themselves.  

The log frame used has four columns and four rows as follows: 

narrative Indicators of effectiveness methods of verification assumptions/risks 
goal  
objectives  
activities  
inputs  

§ The first column, the narrative of the project, sets out the overall goal, the objectives 
which should ensure that the project travels in the direction of this goal, the activities 
that will help meet the objectives and the inputs or resources needed to conduct these 
activities. It has an 'if-then' logic, eg if these inputs are secured, then these activities will 
be undertaken, then these objectives will be met, then this goal becomes realisable.  

§ The second column, indicators of success, addresses the question 'what would show us 
that we have been, and the extent to which we have been, successful' in - 
- getting nearer to realising our goal? 
- going someway to achieving our objectives? 
- undertaking our activities? 
- securing the resources needed?'  
The 'if-then' logic is continued both vertically and horizontally. 



§ The third column, methods of verification, addresses the question ' how will we 
discover those things that would show us that we have been successful?' Again, the 'if-
then' logic is pursued vertically and horizontally. 

§ The fourth column, assumptions, addresses those concerns that are summed up by the 
phrase 'but what if …?' This column helps identify those factors that may affect the 
project pursuing the programme as identified in the other three columns. This column 
helps to build realism into the project, to develop understandings of risks, and to identify 
factors critical to success. Some of these factors may be outside of a project's control. 
Others may alert a project to the need to be vigilant or to introduce additional activities 
to address factors potentially detrimental to the project.  

Log frames are useful for project planning and management generally as well as for 
evaluation design. For evaluation the second and third columns particularly help ensure 
that monitoring, review and evaluation are built into the project. Log frames also help to 
accommodate the sometimes different evaluation requirements of different stakeholders.  

As indicated in this paper, no systematic reviews appears to have been undertaken yet of 
the social, clinical and cost benefits of participation in arts in mental health programmes. 
There is not much quantitative evidence, even with small samples, and little cost 
comparison analysis with other interventions. No formal longitudinal study has been 
undertaken, although some projects such as START have attempted to track clients' 
progress during term of treatment, post-discharge, and (in some cases) re-admission. 

The majority of practitioners in community-based art for health recognise that it is 
important to evaluate their activity. Many are attempting to do so, but they are struggling 
to find appropriate methods, and the evaluation they carry out is frequently inadequate.  

There is widespread uncertainty about what evaluation methods to use and what 
methods will be acceptable to other stakeholders. There is also concern that a 
requirement for quantitative evaluation will affect and damage the delivery of the work. 
In particular there is concern about the requirements of medical practice. 

A serious and widespread shortcoming is a failure to state and agree clear aims for a 
project. Whatever method of evaluation is adopted, practitioners can only collect 
appropriate data and evidence if they are clear about their aims, and about what effect is 
intended. 

The brief for this review requested "a review of evidence on mental health and civic 
participation". However, it is not clear what is meant by 'evidence'. To be able to seek or 
collect evidence it is first necessary to know what effect is intended. Evidence can then 
be collected about whether or not this defined effect has been achieved. In the present 
case it is not clear for what effect the evidence is required. 

Evidence can be supplied simply to show that art and health projects are addressing 
mental health and social participation, and this work can be described. But it is more 
difficult to provide evidence that these projects have an effect on mental health, social 
exclusion and civic participation. There is not a lot of reliable evidence on the effects of 
art and health projects, because it is not always clear what effects are intended. There is 
not much thorough evaluation, but also it is not clear what would be acceptable as 
evidence. 



Practitioners recognise the need for evaluation and they are trying to evaluate. But they 
are most uncertain about how to evaluate the work and what would be acceptable. They 
are concerned that the evaluation needs to meet the requirements of other stakeholders 
and that these requirements frequently seem to be inappropriate. 

There appears to be some misunderstandings around the aims, intentions and evidence 
for art and health activity. There seems to be a mismatch between the aims of the 
practitioners and the expectations of those requesting the evidence. The practitioners are 
addressing a wide range of particular circumstances in many ways and with a wide range 
of assumptions. Those requesting evidence seem to be expecting effects on individual 
health and behaviour, but they are not stating that explicitly. 

In order to make progress in this search for evidence, it is essential that all parties clarify 
their intentions, assumptions and requirements. The practitioners need to state clearly 
what they are aiming to achieve. The funders and others requesting evidence need to 
state clearly for what effects they require evidence, and what would be acceptable as 
evidence. 

Arts activities in mental health do readily connect, however, with principles and 
objectives of NHS services, and individual projects have experientially proved their 
worth with funders, clinicians and other health professionals. Furthermore they can more 
clearly demonstrate at present the social benefit of participation in the arts by socially 
excluded groups. The attribution of such benefit needs to be analysed more closely. The 
thinking that informs this work is becoming 'mainstream', though the very diversity of 
funding partnerships supporting it may mitigate against it being taken on as a mainstream 
financial commitment by any one sector. In terms of developing its case for Government 
funding, the work is still in the early stage of the Appraisal and Evaluation Cycle as set 
out in the Treasury Green Book,113 between the rationale and the setting of objectives. 
(This may be true of the arts in health field as a whole). 

Some serious pilot research is required. Individually, arts in mental health projects are too 
small-scale and too modestly resourced to yield statistical and cost comparative results 
that can be validated. Better measurement tools need to be devised and tested that are 
sensitive to the processes of the work but also robust enough to delineate outcomes. 
There are indications that real evidence is available but it needs to be dug out. It may be 
that NHS Trusts and other agencies, accustomed to management and evaluation 
protocols, assume that collected evidence can be readily presented 

There is presently a window of opportunity to realise a social model of health. The move 
to multi-agency working is new to the NHS and arts can have both an integral and a 
catalytic role in this. What used to be understood as the preventative approach to 
healthcare is increasingly about building capacity for change - externally in developing 
social capital and internally in improved training and holistic approaches. These 
approaches need to be defined and contextualised better. 

The rationale and practice of some cross-sector development in arts in mental health 
needs to focus on clusters of demonstration projects. If, as a collective body, arts in 
health could agree on the common aims and issues, agree a way of evaluating, and then 
share and collate the results, the field would achieve a critical mass of information. 



To achieve critical mass, there needs to be joint funding applications for research-guided 
practice from like-minded organisations. This research, and the projects concerned, must 
be long-term in order for them to be able to achieve effects and to evaluate them 
effectively.  

What happens outside formal evaluation of practice is still vitally important and projects 
should devise their own checklists for ongoing assessments. Gaining the perception of 
permanence in arts in mental health work - whatever its transitory funding difficulties - 
would be helpful, so that it is acknowledged as a norm of complementary practice in 
relevant healthcare and community settings. Many arts in mental health organisations are 
already thinking strategically as they develop their partnerships at local or sub-regional 
level, and they are shaping up the research questions that increasingly inform their work. 
Much qualitative evidence of benefit has been gathered, to a point where anecdotal 
evidence from participants is becoming moving and valid testimony. What constitutes 
valid and effective quantitative evidence still needs to be determined. 

CAHHM is currently being supported by the Health Development Agency to run a 
national advisory group for the evaluation of community-based arts in health. This 
group, comprising representatives of arts, health, medicine and government agencies, 
held its first meeting at the Nuffield Trust in February 2003.114 It has proposed that, 
later this year, a survey be conducted of arts in health organisations and health trusts to 
determine what each sector expects of the other in regard to research and evaluation. 
The results of this will be published along with an agreed glossary of terms and 
definitions guided by the question 'What would constitute useful and valid evidence, and 
how may it be obtained?' The deliberations of this group will be shared in a series of 
regional debate forums with arts in health practitioners from all the relevant sectors. 

It is important to look not only at gaps in evidence but also gaps in practice. The arts in 
mental health field may benefit from more shared practice, training and equitable support 
for arts projects in psychiatric institutions and community-based ventures for those with 
enduring mental health problems or mild anxiety/depression. 

Twenty years ago the cultural critic Raymond Williams in his book Towards 2000 
predicted that by the millennium the radical means of cultural production in British 
society would be forced to the margins, but there they would re-group and become 
mainstream.115 This rather cryptic prophecy becomes clearer in the context of social 
exclusion. The margins are not geographical or taxonomical but social - instances of 
exclusion can be found in most social milieus. If arts interventions are to be pervasive 
and of quality they will also on occasion be radical and challenging - to participants, to 
artists, and to the sectors that support and fund them. It is inherent to the effectiveness 
of arts in mental health intervention that it is permitted, within safe and supportive 
parameters, to engage with the 'madness' of art and its making. By its very nature art 
pushes against barriers, boundaries and pre-conceptions and its creative energy in 
promoting social inclusion may necessarily be volatile. This is why qualitative evidence 
from participants repeatedly affirms the felt experience through art as a counter to the 
circumstances and symptoms of mental ill health. The most successful projects are those 
that lay down a social pathway to channel awakened enthusiasms. Following START's 
example (see examples of best practice) more work could be done in developing 
assessment, accreditation, competencies and transferable skills, whilst not overlooking 
the value and pleasure of arts activity in itself. 



The sheer size and complexity of the tasks at hand with regard to the contribution of the 
arts to tackling social exclusion will mean that gaps both in practice and the evidence 
base are inevitable. As Watt argued in the BMJ in July 2001, social inclusion is much 
more than simply targeting services to certain groups but is rather a problem for society 
as a whole: 

Policies to address the problems of target groups are welcome, if they work, but 
essentially provide micro solutions for a macro problem. Targeting misses large numbers 
just above the arbitrary threshold. Sinking the iceberg, rather than attacking its tip, is a 
better basis for public policy.116 

Many of the projects considered in this review are attempting to establish a continuum of 
support for people with mental health problems to improve both their well-being and 
creative skills. Much of the practice and learning going on in this field can usefully 
contribute to wider health promotion strategies and the development of participatory arts 
with the general public. They need not be seen simply as specialist services for an 
excluded minority, but rather as core applications of the arts to encourage a healthy 
culture in a healthier nation. 

 
Appendix 

The following 'bullet points' are key issues relevant to arts and mental health from 
CAHHM's survey of arts in health in the Northern and Yorkshire region. (CAHHM. 
Determined To Dialogue. Durham. 2002) 

· Whilst there has been rapid growth and development of arts in health projects at a local 
level there has been little advance in strategic framework and direction 
· Cross-sector support for arts in health may be hampering the integration of the work 
into any one sector's mainstream services 
· The education sector is becoming a key player in arts in health development 
· Mental health is at the centre of the social inclusion agenda yet there is still too little 
practical engagement between arts, health and local authority services. 
· Points of contact need to be made at local level with those charged with implementing 
and assessing National Service Frameworks. 
· Mental health is at the heart of the social exclusion agenda, and more creative 
approaches could be undertaken by partnerships of statutory agencies. 
· There is a need to develop a code of conduct in arts in health for protection and 
confidentiality issues. 
· Close but discreet links between a mental health facility and a college can facilitate 
accreditation and employment opportunities in creative industries. 
· Addressing health issues within the social exclusion agenda requires long-term work 
using culturally appropriate arts interventions with specific communities/target groups. 
· Issues of representation can arise in the sale of artworks by users of mental health 
services. 
· There is a need to have a halfway 'apprentice' stage between being 
volunteers/participants and professional paid artists. 
· A lot of work goes on at the boundaries of arts in health - arts in social exclusion, in 
crime prevention, in regeneration, in art therapies. The common ground lies in 
improving well-being and social 'connectedness'. 
· Community based arts in mental health work seems to be much more about integration 



than segregation. 
· Regional networks for arts in health need to evolve around practice and shared 
research. 
· Arts in health can be a complementary approach to health education for socially 
marginalised groups. 
· Arts in health is therapeutic and educational in an informal sense, but its inspirational 
nature may provide tangible evidence of benefit. 
· Arts projects addressing those at risk of mental ill health provide useful ideas for wider 
healthcare strategies. 
· Support and counselling services are needed for arts in health practitioners, especially 
those working in sensitive clinical and social contexts. 
· There is no national network as such for arts and social inclusion work 
· It is important to establish where each project lies in the diverse and complex field of 
arts in health in order better to formulate objectives and measures and understand what 
the project is trying to achieve. 
· Standard instruments to assess self-reported health improvement may not be suited to 
arts in health projects. Appropriate instruments need to be devised. 
· Evaluation needs the right terminology to solicit from participants how they feel. 
· The arts funding systems evaluation methods and monitoring criteria appear to be too 
rudimentary for effective evaluation of arts in health 
· Participants' testimony of benefit from arts in health interventions is important as it is 
often felt in their wider social interactions, not just the activity itself. 
· Dedicated studios for arts in health work offer strong research bases for social impact 
studies 
· Awareness of artistic quality remains important in consideration of the therapeutic or 
social benefits, particularly if the benefit is to be attributed to arts not therapy. 
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