“This is the world inhabited by nursing home residents, whose lived time has been taken
over by their caregivers’ sense of time constituted into shifts and hours. This is a world
where efficiency reigns, where life is translated into full-time ‘care,’ caregiving into an
‘industry,’ dining into a ‘function,’ daily routines into ‘services,’ and time into dollars.
In this world, life as lived is transformed into around-the-clock ‘care,’ and caregiving, as
a relation between persons is reduced to a vulgar commodity – fetishized as a thing with
a market value”
(Mclean, 2007a, p. 367).

The adult human brain contains roughly 100 billion neurons, communicating with
the rest of the nervous system through electrical impulses and chemical signals
(Alzheimer’s Association, 2013). The messages transmitted by neurons contribute to the
coding of memories, thoughts, and skills in the brain (National Institute of Neurological
Disorders and Stroke, 2013). During the development of Alzheimer’s disease,
microscopic structures called amyloid plaques collect between the brain’s neurons, while
twisted tangles of protein form within cells, preventing the transport of essential materials
(Alzheimer’s Association, 2013). Alzheimer’s disease neuropathology disturbs
connections between neuronal cells; when neurons are no longer able to connect with
surrounding neurons, they die.
Like neurons, human beings require connection with people around them to
develop and thrive. It is through connection with others that personhood is
acknowledged and sustained. As McCarthy writes, “Our sense of personhood emerges
and changes throughout our lives as our sense of self is shaped by the way other people
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treat us, our responses to situations and the meaning these experiences have for us”
(2011, p. 30). In the developing brain, neurons determine their shape and location
through communication with neighboring cells; like the newborn neuron, an individual’s
personhood is shaped through communication and connections with the surrounding
psychosocial, sociocultural, and physical environment.
I first began working with people living with dementia in 2009, when I became
the coordinator of an intergenerational art program at an adult day program in
Charlottesville, Virginia. I went on to coordinate the Alzheimer’s Art Reach program at
the Alzheimer’s Association of Central and Western Virginia, designing art-viewing and
art-making experiences for people living with dementia. As an activities coordinator
within a memory care facility I introduced music, dance, art, and intergenerational
programming to enhance psychosocial wellbeing. As I developed meaningful
relationships with individuals living with dementia and their caregivers, I became aware
of the power of relationship to support or harm personhood, and increasingly convinced
that the biomedical model dominant in dementia care needed to be examined and
transformed. I returned to graduate school to become an art therapist with the intention
of deepening my work with this population and reimagining institutionalized dementia
care.
Throughout my studies I have been incredibly inspired by the writing of several
pioneers working to advance the goals of culture change, a movement calling for the
transformation of systems of care for older adults towards more a person-centered model.
As I have worked to integrate the ideas of these pioneers, including Thomas Kitwood, G.
Allen Power, and Athena Mclean, into my own practice, I have also come to believe that
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art therapists can play a unique and powerful role in the culture change movement.
While the arts are recognized as useful tools by advocates for culture change and personcentered care, there is little literature within the art therapy field, and specifically within
texts regarding art therapy with older adults, addressing how art therapists can act as
change agents within institutional settings. Similarly, there are few explorations of how
art therapy materials and interventions can address transformation of the biomedical
model.
What does it mean to introduce an art therapy program within a biomedical
system? As an art therapist within dementia care I see myself as an agent of culture
change, not only working with individual clients and groups but also viewing the
community as client. I introduce art-making to support the personhood of my clients and
to cultivate inter-disciplinary and inter-generational dialogue – to create strong
individuals and strong communities by nurturing strong relationships. As an intern
introducing an art therapy program within a long-term care facility with no existing art
therapist, I entered the environment with excitement about getting to know residents,
families, and staff, as well as hope that, through art, I could introduce a new voice into a
predominantly biomedical model of care.
In considering themes to structure such broad areas of inquiry, I began thinking
about the role of time in daily life within dementia care. I created a round pillow with a
clock face (Fig. 1), placing each number around the circumference of the clock and
drawing a woman reaching her arms towards the numbers, trying to locate herself within
the hours of the day. I went on to create more of these soft clocks, using canvas, recycled
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Figure 1. C. Even, In my own time, ink
and watercolor on canvas pillow.

bed sheets, fiber stuffing, watercolor, and ink. Holding this soft clock in my hands I was
reminded of the “Clock Drawing Test,” often used in dementia diagnosis and evaluation
to measure cognitive decline. Time has thematic significance in dementia care in
multiple ways. Cognitive perception of time changes as a result of dementia
neuropathology. The Clock Drawing Test is a highly utilized diagnostic tool. Clock time
is the dominant structural framework of caregiving, and a fundamental component of a
Western worldview shaping the construction of work within the biomedical system.
Finally, disconnection from clock time is as an existential issue encountered by residents
living with dementia and their caregivers. I wanted to use art-making to pursue a
dialogue embracing this multitude of meanings and engaging multiple members of the
community.
I read everything I could find about the perception of time, and suddenly found
myself entering a seemingly infinite world of thought – philosophy, mythology, theology,
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anthropology, sociology, neuroscience, and poetry. It seems that human beings have
always pursued an understanding of the nature of time and temporal perception. Time, as
a social construct, has been perceived very differently by various cultures throughout
human history. Cipolla writes, “In a world of machines we too are gradually taking on a
patina and are little by little infected by a mechanistic outlook that is not always useful
nor beneficial in handling human affairs” (1978, p. 119). Western culture is timeobsessed, driven by the notion of time as measurable quantity (Falk, 2008), a concept that
I will refer to as clock time.
As dementia progresses, people may experience near complete disconnection
from clock time, yet the care they receive is dictated almost entirely by clock time and
task, making connection and relationship much less possible or likely (Mclean, 2007a).
Within a biomedical model of dementia care, the day is regimented by clock time,
constructing caregiving as a task to be accomplished rather than as a relational
transaction (Mclean, 2007a). Addressing the role of clock time within dementia care and
introducing opportunities for lived time is a significant component of the process of
culture change. My research sets out to answer this fundamental question: How can art
therapy be used to cultivate connection in lived time, and thereby advance the goals of
culture change in dementia care?
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This qualitative research study took place within the two-floor memory care facility
of a nursing home outside Chicago, Illinois, between November, 2012 and April, 2013. I
examined the role of the art therapist in advancing the goals of culture change, creating
an environment where lived time is cultivated, and care for people living with dementia is
defined by relationship rather than by task-oriented daily schedules. I identified two
conceptions of time, clock time and lived time, as a way to understand the construction of
time in dementia care.
Clock Time – The conception of time resulting from a mechanistic worldview,
imposing ”uniformity and management over natural lived time by dividing it into
standard measurable units” (Mclean, 2007a, p. 367). Clock time is controlled, managed,
measured, and monitored, dividing life into instrumental tasks and emphasizing
objectivity and quantitative measurement.
Lived Time – The subjective experience of time within the natural flow of life,
involving interpersonal relational engagement, personal preferences, and an emphasis on
being with rather than doing to. Lived time places emphasis on qualitative experience.

Methodology consisted of three components:
1. Written exploration: scholarship review
2. Data collection: The Making Time Project
a. Art-making with residents
b. Art-making with staff
c. Art-making with residents and staff
3. Art-based analysis: stop-motion animations
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Study Design Implementation

Scholarship Review
I reviewed relevant scholarship, organized with the intention of bringing a
discussion of the biomedical model of dementia care, culture change, person-centered
dementia care, and concepts of lived time and clock time into art therapy literature.

Data Collection: The Making Time Project
Institutional Review Board approval
I applied for and obtained IRB approval for human participant research from the
organization’s IRB board in October, 2012.

Participant selection and recruitment
Memory care facility residents
Of the 34 residents within the facility’s two memory care floors, 6 participated in
the study, 5 women and one man, all of whom were Caucasian, with severe cognitive
impairment, diagnosed with moderate to advanced Alzheimer’s disease or dementia.
These six residents with dementia were selected to participate in the study on the criteria
of residence within the memory care unit and ability to interact with materials. Residents
meeting these criteria were identified through consultation with care staff and
observation. Responsible parties for identified residents were then contacted via phone to
introduce the research study and obtain informed consent, artwork release, authorization
for disclosure of protected health information, and permission for exhibition of artwork
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(see attached forms Appendix A through D). Following obtainment of consent, resident
participants were assigned first-name aliases to maintain confidentiality; these aliases
were utilized in all subsequent documentation.

Memory care facility staff
Staff representing all departments within the facility, including Certified Nursing
Assistants (CNAs), Building Maintenance, Food Services, Social Work, Admissions,
Nursing, and Administration, were invited to participate in in-services through flyers
posted throughout the building. In-services were intentionally open to staff throughout
the facility, in order to acknowledge the roles played by all members of the community in
designing and delivering care. In-service attendees were introduced to the research study,
signing consent forms at the beginning of each presentation (see attached consent form
Appendix E). Following obtainment of consent, staff participants were assigned firstname aliases to maintain confidentiality; these aliases were utilized in all subsequent
documentation.
Additionally, CNAs not present during in-services were approached with
information regarding art therapy interventions and meeting times of sessions with
resident participants. Only CNAs providing direct care to identified resident participants
during the daytime shift (7 AM to 3 PM) were approached. I obtained consent from these
individuals, including permission to document my observations and their artwork (see
attached consent form Appendix E). Following obtainment of consent, staff participants
were assigned first-name aliases to maintain confidentiality; these aliases were utilized in
all subsequent documentation.
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Part 1: Art-making with residents
I introduced a clock-making art intervention with 6 resident participants to explore
the theme of clock time versus lived time, resulting in the creation of art objects that,
when viewed by the broader community, could serve as a reminder of present moment
strengths. I explored the concept of time with resident participants in individual and
group art therapy sessions held within the multi-purpose space of the two memory care
facility floors between November of 2012 and January of 2013. Residents were directed
to “create art on a wooden clock-face surface about a favorite time of day, or the present
moment.” Due to various abilities of resident participants, this directive was also adapted
to simply ask, “make art on this surface.” Various materials were offered: acrylic and
watercolor paints, collage, colored pencils, markers, glue and colored sand, and mixed
media.

Part 2: Art-making with staff
I facilitated four forty-minute in-services to which all facility staff members were
invited through flyers posted throughout the building. In-services took place at 10:00 and
4:00 on November 11th and at 10:00 and 2:00 on December 14th. In-services consisted of
a discussion of art therapy and person-centered care, utilizing projected slides, followed
by an art directive (for full presentation outline, see attached form, Appendix F).
Participants were provided with an eight-inch circle of white cardstock, colored pencils,
markers, oil pastels, and collage materials, and asked, “What do you wish you had more
time for at work?”
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Part 3: Art-making with residents and staff
Throughout February of 2013, I continued holding art therapy sessions within the
second and third floors of the building, the memory care units, documenting any new
staff-resident interactions occurring within sessions. Sessions initially occurred at 10:00
AM on Tuesdays; 10:00 AM on Wednesdays; in the second half of the month additional
sessions were added at 2:30 PM on Wednesdays.

These sessions utilized various

materials, including fabric, markers, paint, paper, and found objects. I documented my
observations and new learning from these experiences. Artwork produced throughout the
study was included in an exhibition within the memory care facility on April 22nd, 2013.

Art-based Synthesis and Analysis
Data consisted of:
1. Field notes recording my observations within art therapy sessions and in-services,
written immediately following sessions and synthesized into written narratives.
2. Photo documentation of artwork created by resident and staff participants.
3. Two stop-motion animations produced following data collection as art-based
analysis prior to narrative discussion of results.

I used creative non-fiction narrative to explore moments shared with residents and
staff, allowing meaning to emerge from my written narrative of these moments in time. I
then undertook art-based exploration of the themes emerging throughout the study
utilizing mixed media stop-motion animation. These animations allowed me to creatively
synthesize results of the study and served as an entry point into discussion of findings.
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A Culture of Clock Time
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The following is an account of my experience of a typical day as an art therapy
intern within the memory care facility. This narrative represents my initial exploration of
the culture of clock time within the memory care facility, while also introducing six
residents living with dementia who participated in the research study. The text is
accompanied by photographs of “soft clocks” I made in response to the environment and
interactions with resident participants.

Figure 2. C. Even, Only time will tell, Acrylic on canvas pillow
with clock mechanism.
	
  

8:20 AM
I stand on the CTA train platform, bundled in a down jacket with the hood pulled
up over my ears to keep out the cold Chicago air. I check the time; it’s 8:20 am, and the
purple line train to Evanston will arrive in five minutes. I slide my headphones over my
ears, and this morning it is Nina Simone that slips smoothly into my head – “isn’t it a
pity… how we take each other’s love without thinking any more, forgetting to give back,
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forgetting to keep open the door… but I understand some things take so long, how do I
explain, why not too many people can see we’re just the same…” This is my morning
routine three days a week, as I make my way towards the long-term care facility where I
work as an art therapy intern.
It is November, and last night was the first snow of the season. The snowsprinkled rooftops slide by faster and faster as the train pulls out of the station. Flying by
street after street, I see brief glimpses of parents walking their children to school, people
rushing around corners with hands buried deep in their pockets, passengers getting on and
off the bus for the morning commute, a beautiful swooping mass of black birds
descending from the roof of an old theater, silhouetted against the bright morning light. I
think about the people I will soon see, the eyes that will soon lift to meet mine, the
morning routine already underway within the memory care facility as residents are helped
out of bed, bathed, dressed, wheeled out to the dining room for breakfast. I try not to let
the self-doubt creep in; did I prepare enough for today’s groups? Do I have the art
materials I need? Will today be a good day? My morning commute is precious, because
it is time that I allot every morning for mindfulness. I focus on the music slipping into
my ears, the sunlight flickering through the window, the city streets becoming a blur
below the train tracks, the feeling of warmth in my hands. I try to stop the internal voices
pressing me about the past, about the future, and find myself exactly where I am.

8:50 AM
The train doors open and I find myself again out in the cold air. I smell the rust
and damp wood of the old train station, and walk down the steps onto a sidewalk littered
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with wrinkled leaves staining the ground gray and brown. I can see the building from the
station, orange bricks and rows of windows revealing nothing about the lives contained
inside. The automatic doors slide open, letting me in to warm air and the smiling face of
the receptionist at the front desk. I turn into a hall of offices occupied by the executive
director, nursing director, admissions staff, and social workers. They will gather in a
few minutes down the hall for the morning meeting. Who’s moving in? Who’s moving
out? When are tours coming through? I check my emails, review my calendar for the
day, and begin stocking up my art cart with the materials I will need throughout the
morning. The fast-paced routine of the facility is underway, and the occupants of the
offices around me are already busily reviewing today’s itinerary in the hall outside my
door. I overhear them discussing an in-service this afternoon, intake procedures,
meetings, nursing shifts to cover, and the ever-present theme – “what a busy day…
there’s just not enough time.”

Figure 3. C. Even. I just can’t find the time,
ink, watercolor, and embroidery on canvas
pillow with clock mechanism.
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9:50 AM
I push my cart towards the elevator and make my way up to the memory care
floors. The elevator opens on the second floor, revealing a beige hallway with rows of
open bedroom doors. It is quiet and very warm; I am surprised by the silence, and
immediately feel slower, sleepier in the heat. The second and third floors of this building
are memory care units, long-term care environments designed to address the specific
needs of individuals with Alzheimer’s disease and other dementias. Memory care units
typically consist of a floor or unit within a larger residential care facility, providing
dementia-appropriate architectural and interior design, dementia-specific staff training
and activities programming, secure entrance and exit systems to prevent resident
elopement, and nursing care to meet healthcare needs and accommodate assistance with
activities of daily living (Alzheimer’s Association, 2013). The memory care unit here,
like many others, provides predominantly communal space that can be adapted to meet
various needs. Activities, therapies, meals, and social interactions often occur in these
multi-purpose spaces. On the third floor, residents divide their time between their
bedrooms, the dining room, and a small living room. On the second floor, the living
room and dining room are one combined space.
In the second floor dining room the residents are gathered in a circle, wheelchairs
pushed close together, an activities coordinator sitting in the middle and two volunteers
batting a green balloon towards the residents’ lifted hands. It is quiet except for this
gentle tapping of fingers on the balloon and occasional laughter. A plate with nibbled
pancakes, a pool of maple syrup and shriveled strips of bacon still sits on the table.
CNAs wearing colorful scrubs are chatting and laughing in the kitchen. The silence in the
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dining room is broken with random bursts of song - “My bonnie lies over the ocean” and
“Take me out to the ball game.” Making my way around the circle, I greet each resident,
kneeling down next to chairs so our eyes line up. Hands reach out to squeeze mine and
smiles are exchanged. “What day is it today?” Brenda asks, a question I am used to
answering when I see her. “It’s Wednesday,” I reply with a smile.

Brenda
I was introduced to Brenda on a Tuesday afternoon. A group of residents
sat around a dining room table on the second floor, an activities coordinator
calling out trivia. I pulled up a chair and introduced myself. Brenda smiled,
engaging easily and warmly in conversation. She was soon telling me about her
days as a professional dancer, describing the graceful movements of ballet and the
discipline and hard work of daily practice. Before working as an assistant to a
physical therapist, Brenda worked as a professional dancer performing ballet,
acrobatics, and tap. I asked Brenda if she could show me some ballet basics.
With her wheelchair turned towards me, Brenda was soon lifting her arms above
her head in a graceful arc and demonstrating the five ballet positions with her feet.
I sat on the edge of my chair, and followed her movements. “First position!” toes
out, elbows bent with hands in front of our hips. “Second position!” Our arms and
feet spread wide. “Third position!” I struggled to copy the placement of her feet,
toes pointing away from each other, one foot in front of the other, our right arms
stretching. “Fourth position!” Brenda’s arm stretched above her head, and her
feet formed an even more confounding angle. “Fifth position!” Laughing, we
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lifted our arms into the air, gracefully stretching, feet twisting on the floor in front
of us. “Let’s do it again!” I pleaded.
Brenda was admitted to the memory care unit in August of 2006. Born in
Illinois in August of 1919, she is now 93 years old, widowed, with two sons and a
daughter. We discuss her children often, though she struggles to recall their
names or where they live. Brenda’s diagnoses include vascular dementia,
coronary artery disease, past histories of cancer and a heart attack, chronic heart
failure, and hypertension.

This morning Brenda is the source of much of the energy in the exercise group, reaching
her arms overhead to bat the balloon back to the center of the circle. Just outside of the
group, Richard is sitting in his usual spot, the pages of today’s Chicago Tribune spread
out across the table in front of him.

Richard
“Look at me… who am I supposed to be? Look at me… what am I
supposed to be? Look at me… Here I am… what am I supposed to do? Here I
am… what can I do for you? Here I am…. oh my love, look at me, please look at
me my love. Here I am! Who am I? Nobody knows but me. Who am I? Nobody
else can see, just you and me”
(Lennon, 1970).
When I first met Richard, the words to John Lennon’s Look at me were
reverberating in my head, left over from my morning commute. I carried them
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with me into the small, quiet activity room where I had arranged art materials and
art books on the table. Richard is 86 years old, and has diagnoses of Alzheimer’s
disease, vascular “psychosis” with behavioral disturbance, depression, and
subdural hematoma. Richard has been a resident of the memory care unit since
August of 2012; during this time he has received monthly ECT treatments and has
left the unit several times for stays in a geriatric psychiatric unit due to aggressive
behavior. Richard responds highly to tactile stimulation, and is constantly
touching everything around him, including caregivers, as they work with him
throughout the day. I offered Richard a book of Monet paintings, and watched
him excitedly turning the pages, tracing shapes with his finger, talking about
cypress trees and rivers.
Richard looked across the room, and gestured to a life-size baby doll
propped up on the couch. “Is it real?” I offered to bring it to him, and he
nodded. I gently placed the doll in his arms. He rubbed his nose against the
doll’s nose, gently bouncing her on his knee. He whispered and cooed in her ear,
holding her carefully in his arms. With eyes closed, Richard touched his forehead
against her forehead, then rested the doll against his shoulder. For twenty-five
minutes Richard and I shared in this relaxing and peaceful moment. I held a book
of poetry open in my lap, and occasionally we spoke to each other. At one point
he opened his eyes to see a bird fly off a tree branch outside the window. He
asked me if I saw the bird. I witnessed a father and grandfather tenderly holding a
child, where others might have seen a slightly disheveled man with dementia
holding a plastic doll.
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Figure 4. C. Even, Just you and me, ink, watercolor, and acrylic on linen pillow
with clock mechanism.
	
  

10:15 AM
It is time to make my way to the third floor. I wave goodbye, promising to return
after lunch. In the hallway there are bedrooms with numbers posted outside each open
door; inside I can see the shape of toes under white bed sheets, residents that stay in bed
much of the day. I enter a four-digit code by the elevator doors and wait for the yellow
arrow to light up. Inside the elevator my art cart often inspires curious questions and
comments from staff, residents, and visiting family. “Are you a volunteer? Do you work
here?” I love the elevator. It is where, for a brief moment, people from all parts of the
building come together. In the elevator I find out about the country where a housekeeper
was born, the long commute that a CNA makes early every morning, how many kids will
be waiting to be picked up from school. My cart is loaded with a tub of paintbrushes, all
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different shapes and sizes like a wooden, bristly bouquet, a shoebox full of tubes of paint,
a white sewing machine, a neat stack of colorful fabrics, paper, markers, and books full
of images by my favorite artists. The doors open to the third floor.

10:20 AM
Pushing my cart down the hall I pass a man on a bench, gently rocking forward
and back with his hands in his lap and his head down. There is a faint odor of urine,
masked by the scent of air freshener and the lingering smells of breakfast. Rounding the
corner I see residents in padded reclining wheelchairs arranged in an oval in front of the
television; the chatter and jarring laughter of morning talk show hosts fills a room that is
otherwise silent. Making my way around the circle, I bend down next to each resident.
Fingers reach out to meet my outstretched hand, and eyelids lift to meet my gaze. “How
are you this morning? It’s really nice to see you.” Bettie is sitting in a chair facing away
from the television, with her hands folded neatly in her lap.

Bettie
Bettie is a 76-year-old Caucasian woman, born in Ireland in 1935. She
was admitted to the memory care facility in October of 2011, due to a history of
agitation and increasing need for assistance with activities of daily living due to
cognitive decline. She has two daughters and a son with her husband, Jim. Her
file tells me that she has a high school education, spent her married life as a
homemaker, and has dementia, osteoporosis, hyperthyroidism, and a history of
depression. Bettie has beautiful blue eyes, and today she is wearing a rich purple
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sweater, the same color as the delicate nest she carefully shaped out of wool in
our art therapy group yesterday. Today she sits in the living room with the other
residents, but often I find her just outside the group, walking slowly down the hall
or sitting alone at a table by the window in the dining room or in an armchair in
the hallway.
When I first met Bettie she gently turned my hand over in her hands,
softly stroking her finger over my veins, tracing the outline of the leaf tattooed on
my right wrist. Sitting with her I feel myself slowing down, my voice becoming
softer, slower, and my heart rate relaxing as my body sinks deeper into my chair.
Today Bettie looks at me with curious eyes and a smile. When we meet we often
lean our heads towards each other, our shoulders pressing together; we sigh or
laugh as if complicit in some small, special secret.

Figure 5. C. Even, Your hands meet the light, typewritten text, ink,
and watercolor on canvas pillow with clock mechanism
.	
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Breakfast has recently ended, and I can hear the chatter of CNAs moving around
the unit, trying to get through their morning tasks, occasionally erupting in laughter. The
nurse is passing out medications smashed up in applesauce in tiny plastic cups. Today
Peggy and Sue are still sitting at their table in the dining room, with terry-cloth bibs
tucked carefully under their chins. Peggy is leaning forward in her chair slightly, her
head heavy and her hands on the table in front of her. Sue’s hands are clenched tightly in
her lap and she is looking down at the table. Squatting down next to Peggy I look up at
her face, concealed by the white bob falling in front of it; I gently rest my hand on her
arm and her eyelids open.

Figure 6. C. Even, All moments equally, typewritten text, ink, acrylic, and
watercolor on canvas pillow.

	
  

23	
  

Peggy
Peggy was born in Ohio in 1920; she is 92. Several weeks ago she seemed
to be the life of the party, chatting easily, laughing at jokes, looking me right in
the eye with a wry grin. She now sits in a wheelchair and talks much less; she is
drowsy and is losing the ability to swallow. But she is still Peggy – brutally
honest, incredibly kind, thoughtful, yet always able to laugh or affectionately
tease others. Peggy is Catholic and Caucasian, with a high school education.
Peggy and her husband Joe were married for 50 years. Joe, now deceased, was a
professional football player. It is football that brought Peggy, her husband, and
their two sons to Chicago. Peggy spent two years studying at the Art Institute of
Chicago. She has been a resident of the memory care facility since August of
2010, due to diagnoses of dementia, hypertension, osteoarthritis, syncope, and
dehydration. “Peggy? How are you this morning?” “Tired.” She waves her
cupped hand side to side, slowly. I struggle to hear the words that it is clearly
difficult for her to push out of her throat: “Every moment is a blessing.”

Sue
Sue was born in 1915 in Illinois. She is 95 years old, Caucasian, and has a
BA in sociology. She spent much of her life as a housewife, married for 55 years
to her husband Robert, with whom she had two children, a daughter, now
deceased, and a son. Sue was admitted to the memory care facility in May of
2008, with diagnoses of dementia, depression, anxiety, osteoporosis, degenerative
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joint disease, glaucoma, and hyperlipidemia. She uses a wheelchair as she is no
longer able to walk independently.
As a result of neck pain, Sue looks forward and down; making eye contact
requires that I situate myself in front of and slightly below her. As a result, I often
find myself kneeling on the floor in front of her, and in doing so find that it is
much easier for us to converse, laugh, and connect in the present moment. Sue
often tells me that she is struggling to see what she is doing during art therapy
sessions, yet she continues creating with steady determination and sudden, wide
smiles.

It is time to gather residents for our morning art therapy group. Looking around
the space, I deliberate on the best spot to come together. Should we lay out our supplies
in the dining room? In the living room by the piano? Do we want privacy, or
spontaneous connection with other staff and residents sharing the space? Today I decide
to push my art cart into the dining room, as the room is bright and warm, lit by the crisp
sunlight reflecting off the snow outside. I invite Peggy and Sue to join me, and gently
guide their wheelchairs up to the table. In the living room the activities coordinator is
tossing a red rubber ball towards the residents, and a volunteer holding a tambourine
launches into “Someone’s in the kitchen with Dinah” or “Take me out to the ballgame,”
songs that are sung every day. I escort two more residents into the dining room, slowly
steering their wheelchairs up to the table. The CNAs are no longer visible on the floor, as
they have returned to bedrooms to continue their morning tasks.
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11:30 AM
The art group is wrapping up; I am excited to see Sue still clutching a paintbrush,
visibly proud of the image she has created. Peggy has set her pencil down on the table in
front of her, and is sitting tall in her chair, eyes closed, a faint smile on her lips.
Reassembling my art cart, I rearrange the brushes in their bristly bouquet, now wet and
glistening. Two CNAs are setting the tables around us for lunch, and Peggy and Sue tell
me they will stay in the dining room until lunch begins. I push my cart towards the living
room, approaching the office where I will write up my notes from this morning’s
interactions. The CNAs are bringing residents from the living room into the dining room,
sliding wheelchairs up to tables and once again velcroing the striped bibs around
residents’ necks.

11:45 AM
A doctor and two med students are here to check on a patient; they stand at the
edge of the room holding clipboards. Through windows behind us I can see into the
nurse’s station, where two more people wearing white coats sit at a table in front of
shelves of green binders labeled with numbers and names. I wonder what it is they see
when they look at the residents gathered here, what observations they enter into the green
binders lining the shelves. Do they see people stripped of their abilities, barely moving,
eyes resting vacantly on a spot on the floor? Do they see lives rich with experiences and
relationships? Do they see what these people have lost, or the strengths that still remain?
Do they see people? The charts are full of assessments, diagnoses, treatment plans, and
prescriptions. When I look through the green binders I feel like I am searching for
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answers, clues to an infinite mystery. I am trying to find each person somewhere in the
pages. “Who are you? How can I connect with you?” The information contained within
these binders – medical histories, medications, behaviors, abilities, and disabilities - is an
important part of a resident’s story, but it’s not the only story to be told. Do we see a
diagnosis or the person first?

12:00 PM
After making my way back down the hallway and typing in the four-digit code I
am once again in the elevator with my art cart, this time carrying residents’ artwork. My
stomach is rumbling, but I feel energized by the moments I have shared with the residents
throughout the morning. After dropping off my cart in my office, I head down the stairs
to the employee cafeteria for lunch. Staff members hurriedly punch out for lunch breaks
on the time clock, labeled with its brand name, Kronos, before picking up trays and
serving themselves lunch. Kronos, the deified personification of time in Greek
mythology, a hungry, violent being. Time to be measured, divided, controlled. I think
about the authority of this narrative in our culture and note the reference so literally
displayed on the machine documenting and regimenting the use of time within these
walls.
Looking around at the staff members gathered in the cafeteria I think about the
unique perspectives they bring as a result of the diverse cultures they represent. Haiti,
Jamaica, the Dominican Republic, Mexico, El Salvador, the Philippines. So many
different accents fill the room. I think about the complexity of the intersection of these
cultures with an almost entirely Caucasian resident population from a high
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socioeconomic background. I am curious about how the multiple sub-cultures within this
facility view the space that we occupy and the work performed within these walls.

1:00 PM
On the third floor, some residents are still eating lunch. June has gotten up from
her table and is standing in the middle of the hallway, her arms heavy by her sides.

June
June was born in Chicago in 1928. She is an 83-year-old Caucasian
woman, who was raised Greek Orthodox and converted to Catholicism when she
married. June was admitted to the memory care facility in March of 2011, with
diagnoses of Alzheimer’s disease, Hartnup disease, osteoporosis, hypoglycemia,
Paget’s disease, and depression. June obtained a Bachelor’s degree from the
School of the Art Institute of Chicago before working as a graphic designer. Her
two children, a daughter and son, often come to visit, strolling the halls by her
side.
June’s intake assessment describes her engagement with singing, hugs,
dancing, and simple, positive communication. At this moment she is standing in
the hallway, silent and motionless. She looks tired, arms heavy, pulling her
shoulders down. I am genuinely happy to see her. “June!” My arms reach out
towards her, and she smiles, lifting her arms out to me. Our hands clutch together,
a kiss on the cheek, laughing, smiling. This first moment of meeting feels like an
opportunity, an open future; nothing needs to be decided yet. But then, inevitably,
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there are decisions to be made. Her wide smile starts to fade; I wish I could hold
onto it longer. I wish we could just stay here, in the hallway, meeting, without the
gray cardboard walls of anxiety pushing closer and closer towards us. “I want to
go home.” We start walking again, our fingers intertwined. Around the corner,
through the dining room, up the hall, pausing outside her bedroom, is this home?
No, not really. She is frustrated; I am also frustrated, that I can’t show her the
door she is looking for and hold onto her smile for longer. We stop in front of a
yellow couch in a room just off the kitchen. “Shall we sit together for a little
while?” “Okay.” I sit down and June plops down on the cushion next to me. We
lean in closer, toes tapping in time to the songs in our minds. We hum, and
instinctively harmonize the smooth vibrations coming out of our throats. We
giggle. “You’re funny.” “You are too.” “You’re my girl.” “June, you brighten my
whole day.” I do my best to provide reassurance, redirection, or distraction, but I
often wish I had a magic cure for her anxiety and confusion.

Figure 7. C. Even, How can we make time for each
other? Ink and buttons on fabric pillow with clock
mechanism.
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Strapped to June’s thin right wrist is a purple plastic watch. Glancing down at the
second hand making its way around the circle, I notice that her watch is five hours off.
June doesn’t notice, as she is no longer oriented to time. The ambulatory residents of the
second and third floors all wear these watches, not with the purpose of keeping time, but
rather to prevent elopement, activating an alarm if they are near an open door or elevator.
The familiar wristwatch is a method of containment and protection, a non-threatening
disguise for the memory care security system.

1:30 PM
The CNAs are taking many of the residents to their rooms to rest after lunch.
Through half-open doorways I see them lifting residents into bed, before they finish up
remaining tasks before shift change at 3:00. A staff member from the laundry room is
quietly moving room to room, hanging up clean clothes in residents’ closets. The third
floor feels quiet and empty. Bettie is sitting in the dining room by the window, alone.
On the second floor many of the residents stay awake after lunch, sitting in their
usual places around the dining room tables. Anna, the second floor nurse, is playing
Chopin etudes and Russian waltzes on the piano. Brenda has just returned from her
weekly hair appointment in the basement salon; her white hair is perfectly sculpted with
hairspray that smells like pineapples.

2:00 PM
I look forward to approaching Bettie at her table by the window, in the stillness
and quiet of the afternoon. I push my cart up to the edge of the table and settle into the
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chair closest to her. We greet each other warmly and quietly. I place materials in the
space in front of us and we engage together with little verbal direction. Words seem to
get in the way; our shared smiles, eye contact, and curious fingers reaching out for the
materials are much more effective methods of communication.

3:30 PM
It is now mid-afternoon on the third floor. I walk towards the dining room,
passing the nurse’s cart and two baby dolls flopped against each other in an armchair.
Through the kitchen window I see snow on the roof, and remember how the cold air felt
on my skin as I walked from the train, careful not to slip on the damp leaves dissolving
into the ground under my feet. Inside these walls the sensory experience of the season
outside feels so far away. We make our way through the day, week, month, year, with
routine as our guide. Small pumpkins on side tables remind us that we are somewhere
between Halloween and Thanksgiving.
I make my way towards the elevator, saying goodbye to residents or staff that I
pass in the hallway. Pushing my cart towards my office I am tired and thirsty. I plop
down heavily into my desk chair, reaching for my bottle of water and preparing once
again for the outside world. I strap on my winter boots and down jacket, shut down my
computer, and check my watch; will I make it to the station in time for the next train?

4:00 PM
Walking away from the building, I look up at the second and third floor windows
and imagine the second shift CNAs getting residents out of bed. They are setting the
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tables for dinner. The television is on in the living room, a seemingly infinite stream of I
Love Lucy or the Andy Griffith Show. On the first floor, the occupants of the offices
around mine are finishing up paperwork. Some office doors are beginning to close, as
the administrative workday is reaching its end. But up on the second and third floors, the
day has not ended; the activities of daily living continue, even if I am not there to witness
them.

4:30 PM
The train is hurtling back towards the city. The light is fading, and the people on
the sidewalk look cold, pushing their bodies into the wind as they make their way home.
I am tired, relieved to be returning to the familiarity of my apartment – my snacks in the
fridge, my cats waiting to be fed, my books on the bookshelves. I think of June, standing
in the hallway outside her bedroom door, with no train to take her where she wants to go.
I also feel happy, inspired by the moments of connection I have experienced throughout
the day, for the residents’ beauty, humor, resilience, spontaneity, and creativity. Leaning
my head against the window, I feel grateful for this train ride, the opportunity to be
present with my thoughts and with the sensations of the day.
Throughout the hours of the day residents are assisted through the activities of
daily living – bathing, dressing, teeth brushing, meals, toileting, sleeping, waking. After
breakfast someone will appear to sing a song, toss a balloon, or entertain. When the
residents are wheeled back into the dining room it is time for lunch. When lunch is
finished it is time for a nap, an old musical, a cooking group, or I Love Lucy. When the
CNAs start to wake residents up, volunteers return home for the day, or family members
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stop by to visit after work, it is time for dinner. When dinner is over it is almost time for
bed.
This routine is part of the culture that is created every day by residents and staff.
In Notes Toward the Definition of Culture, T. S. Eliot asserts, “Culture may even be
described simply as that which makes life worth living” (1948, p. 27). What makes life
worth living within dementia care? This question could be answered in numerous ways
depending on whose perspective is valued. Within institutions of care, culture takes on
multiple meanings, including the predominating system of attitudes, values, and beliefs
that inform daily operations (Fox, 2007). The culture of the memory care facility
includes the richness and complexity of the diverse sociocultural backgrounds of
residents and staff members within its walls, as well as the unique cultural complexity of
the facility itself, occupying the borderlands between home and hospital, between
workplace and residence.
I read, write, and talk passionately about the importance of culture change in
dementia care, the transformation of the culture of care within long-term care
environments “away from institutional provider-driven models to more humane
consumer-driven models that embrace flexibility and self-determination” (Pioneer
Network, 2012). But what aspects of this culture require transformation? How can I
write about this culture in a way that emphasizes its strengths while also utilizing a
critical discourse to introduce new ways of thinking about person-centered care? Within
these walls, I see caregivers that have attended to residents for over a decade; I see
physical and emotional energy poured into activities programs; I see compassion,
dedication, and humor. I also see residents infantilized or ignored; I see CNAs yelling to
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each other across the floor about a resident’s personal care, a resident waiting for 45
minutes to be taken to the bathroom because the shifts are changing, a woman left staring
at the wall in the dining room with her striped towel still velcroed around her neck long
after lunch is finished. The clash between hospital and home.
Thomas Kitwood writes, “Once a dominant culture is established, it is extremely
resistant to change. Institutions embody vested interests, and produce knowledge that
justifies those interests… To change a culture is never easy. It not only involves a
challenge to privilege and power, but also the dismantling of deep psychological
resistance” (1997, p. 134). We cannot begin to dismantle this resistance until there is
opportunity for connection and discourse that allows everyone’s voices to be heard.
Connection and discourse require time, and within the day-to-day work of long-term care,
time is often in short supply. This not only results in the construction of care as an
instrumental task rather than relational transaction (Mclean, 2007a), but also creates a
climate in which employees see culture change as yet another task to add to an already
full day; staff members consequently “feel there is not enough time to ‘do culture
change’” (Power, 2010, p. 52). As I move through the building, through the offices, the
elevator, and the memory care floors, my art cart often becomes a bridge between me and
the range of people I encounter. The materials, colors, sounds, and objects I push around
are an invitation for curiosity and connection. When I enter this building I bring my own
genuine curiosity – curiosity about everything within these walls, the intersecting lives of
residents and staff, the culture I now find myself a part of. As an art therapy intern I am
trying to find my place within this culture, a place within the daily schedule of physical
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care for relationship. These are my tools within these walls: the connective power of art
materials and my own curiosity and desire for connection.

	
  	
  	
  

Figure 8. C. Even, We are still here, ink on fabric pillow with
clock mechanism.
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Scholarship Review
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In 2011, The National Institute of Health spent 480 million dollars on
Alzheimer’s disease research, primarily focusing on identifying the causes of brain cell
damage and destruction (Alzheimer’s Association, 2013). In spite of extensive research
efforts, epistemology of Alzheimer’s disease remains restricted primarily to the
implication of the amyloid plaques and neurofibrillary tangles described in the early 20th
century (Maurer, Volk & Gerbaldo, 1997). Dementia is the general term used to describe
a range of symptoms associated with cognitive impairment. The functions affected by
dementia include memory, communication and language, attention, reasoning and
judgment, and visual perception. There are an estimated 5.2 million people living with
Alzheimer’s disease today in the United States, a number that will grow as the aging
population continues to increase (Alzheimer’s Association, 2013). By 2050, the
prevalence of Alzheimer’s disease in the United States is projected to reach between 13.8
and 16 million (Alzheimer’s Association, 2013).
While there are numerous other causes of dementia, including vascular dementia,
fronto-temporal dementia, Lewy Body dementia, Parkinson’s disease, Huntington’s
disease, and Wernicke-Korsakoff’s syndrome, Alzheimer’s disease alone or concomitant
with other illness is the most prevalent expression of dementia (Wierenga & Bondi,
2011). For the purposes of this research, I will focus primarily on Alzheimer’s disease,
while recognizing that memory care residents participating in this research may have
varying diagnoses, including “dementia of the Alzheimer’s disease type,” “mixed
dementia,” or “Alzheimer’s disease”, and research and treatment models often utilize the
more general term of dementia. In order to meet criteria for DSM-IV-TR diagnosis of
Alzheimer’s disease, there must be evidence of memory impairment as well as
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impairment of one additional cognitive domain, including aphasia (impairment of
language), apraxia (impairment of motor skills), agnosia (impairment of visual
processing), or impairment of executive function, severe enough to interfere with social
or occupational functioning (American Psychiatric Association, 2000). As this definition
reveals, dementia is primarily classified as a biomedical disease characterized by
degeneration and decline. This definition is built on implicit assumptions emphasizing
neurobiology and neuropsychology over psychosocial context (Cotrell & Schultz, 1993),
a legacy with significant implications for how people living with dementia are perceived,
how models for their care are conceptualized, and how the relational environment
surrounding people with dementia can impair or improve quality of life. Current models
of dementia care emphasize a standard paradigm (Kitwood, 1997) that focuses on
treatment of symptoms without addressing psychosocial context.
Chapter 1 of this scholarship review introduces the biomedical model of dementia
care, and examines how art therapy has fit within this standard paradigm. Chapter 2
presents the culture change movement as an alternative to the biomedical model, and
explores the role of art therapy within culture change. Chapter 3 presents an overview of
person-centered dementia care, exploring interventions with dementia care facility staff
as well as how person-centered dementia care approaches have been utilized within the
art therapy field. Finally, In Chapter 4 I introduce concepts of clock time and lived time,
providing an overview of the historical effects of time measurement on work and
ultimately focusing on the role of clock time within biomedical dementia care.
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Chapter 1: The Biomedical Model of Dementia Care
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The prevailing approach to treatment of dementia is a biomedical model of care,
an approach that contains both acknowledged and unspoken values, assumptions and
methods regarding pathology. With no identified cure, and no medications available
capable of permanently halting disease progression, an individual diagnosed with
dementia often faces limited treatment options. Dementia is primarily viewed as a
progressive, irreversible, and fatal disease that should be treated through pharmacological
management of behavior within disease-specific living areas (Power, 2010).
Within the biomedical model, individuals given a diagnosis of dementia receive
prescriptions for medications providing relatively short-term symptomatic benefit, and
prescriptions for medications targeting “problematic” behaviors and psychiatric
symptoms (Kosik & Clegg, 2010). In their critique of the current approach to
Alzheimer’s care, Kosik and Clegg emphasize that the medical model utilizes “only two
tools in the physician’s armamentarium: prescription drugs or surgery,” creating “a huge
gap between the kind of health services people want and what the doctor can actually
provide” (2010, p. 108). Beyond these pharmacologic treatments and potentially
paternalistic long-term institutionalization, however, the biomedical model may offer
little in the way of interventions that address the needs of individuals with dementia or
their families. Care that fails to address personhood is task-oriented, focusing on
efficient management of pathology instead of seeing care as an opportunity to enhance
quality of life (Jonas-Simpson, 2001). Geriatrician G. Allen Power is currently a strong
voice within the long-term care community advocating for transformation of the
biomedical model. Power (2010) points out that the biomedical approach defines
dementia solely as a list of cognitive impairments, overlooking the existential, spiritual,
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and experiential aspects of dementia. While dementia is the result of progressive brain
pathology, focusing entirely on cognitive limitations objectifies the brain (Mclean,
2007a) and overlooks other subjective factors that contribute to wellbeing and
personhood (Power, 2010). Mclean (2007b) identifies five primary characteristics of the
biomedical model. The biomedical model of dementia care is mechanistic, emphasizing
inevitability and control over natural order. It is reductive, focusing on disease within the
individual, and within component parts of the individual’s body. It has its philosophical
roots in Cartesian dualism, characterized by a mind-body split. Biomedical care places
emphasis on identifying one isolated cause, rather than taking a systems approach.
Finally, it emphasizes neutrality and detachment of doctor or scientist in relation to
patient (Mclean, 2007b).
Critique of the biomedicalization of dementia diagnosis and treatment is nothing
new; critical voices throughout recent decades have examined the biomedical model’s
neglect of social factors, the limited definition of pathology, and the attribution of
behaviors to disease stages (Lyman, 1989). Why do we have a predominantly biomedical
model of care for older adults? Power (2010) identifies three primary issues that
perpetuate a biomedical approach to dementia care. Aging is socially constructed as
pathology, medical treatment is emphasized over cultivation of wellbeing, and financial
incentives for medical treatment are highly prevalent (Power, 2010). Rather than viewing
aging as a valuable part of life involving new learning, new abilities, and new potential,
aging is often perceived as decline and brokenness. This declinist view of aging is driven
by powerful interests, including, as Geriatrician Dr. William Thomas describes, “a social
science and public policy empire that is dedicated to shielding us all from the dreadful

	
  

41	
  

realities of aging” (2004, p. 84). The narrative of aging as decline contributes to the
perception of aging as a pathological condition to be treated within medical settings.
While dementia is not a part of normal aging and does require medical intervention, the
social narrative perpetuated by the biomedical model neglects existing strengths and
fundamental personhood.
Expanding knowledge of disease neuropathology, the evolution of societal
approaches to mental illness, and slowly changing societal perceptions of aging have all
contributed to a changing culture of care for people living with dementia (Downs, 2000).
Over the course of the 20th century, long-term care institutions have transformed in
definition, purpose, societal perception, and treatment methods, evolving from state
mental hospitals and boarding homes to today’s nursing homes (Lacey, 1999). The
institutionalization of people with dementia within psychiatric hospitals, a trend dominant
throughout much of the 20th century, shifted in the 1970s towards a custodial model of
care, often relying on physical and chemical restraints (Griffin, 2012). In 1987 the
Nursing Home Reform Act, a component of the Omnibus Reconciliation Act (OBRA),
was enacted into US law (Mclean, 2007a), in response to awareness of low standards of
care and the “medicalization of senility into Alzheimer’s disease, the expansion of the
nursing home industry, growing political support for America’s aged, and research
findings” (Lacey, 1999, p. 20). OBRA presented a vision of nursing home care that took
into account quality-of-life, creating standards for care that attempted to address both
physical and psychosocial wellbeing and assess compliance to quality standards (Mclean,
2007a).
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Today individuals with dementia reside within home environments, nursing
homes, assisted living facilities, and specialized memory care units (Innes, 2009).
Beyond providing simply a secure, protected space in which people with dementia
receive physical care, the care environment has been demonstrated to play a crucial role
in positive treatment methods or, conversely, intensification of secondary and tertiary
symptoms of dementia (Zeisel, 2009). The physical environment can itself be considered
a treatment for dementia, as “environmental intervention strategies” can direct cognition
to offset cognitive loss experienced by the person navigating the environment (Cohen &
Weisman, 1991; Lawton, 1989).

Art Therapy Within the Biomedical Model
In reading the range of literature available regarding the uses of art in dementia
care, I found that efforts to address the distinction between the arts and art therapy in
dementia care often did so by locating art therapy within the medical model. Ann
Basting (2006), director of the Center on Age & Community at the University of
Wisconsin-Milwaukee, identifies two types of arts programs, medical and social
programs, with some common characteristics: providing an opportunity for mastery,
creation of art products that artists and community can take pride in, cultivation of both
sense of self and social network, and engagement in a failure-free activity. A medical art
program is facilitated by a licensed art therapist while a social program is facilitated by
direct-care staff, volunteers, or teaching artists (Basting, 2006). Art therapist Jessica
Stallings points out that while art experiences have been introduced extensively by
activity directors and occupational therapists within long-term care environments, the
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goal is often “to provide residents with something constructive to do or to address
physical and motor issues” (2012, p. 28). Art therapists, on the other hand, introduce art
to address psychological needs (Stallings, 2012). The American Art Therapy Association
(AATA) defines art therapy as “a mental health profession that uses the creative process
of art making to improve and enhance the physical, mental and emotional well-being of
individuals of all ages” integrating “the fields of human development, visual art… and
the creative process with models of counseling and psychotherapy” (AATA, 2013).
Art therapy’s positioning within a biomedical context stems from multiple factors,
including the need to distinguish between art activities serving a recreational versus
therapeutic purpose, the education requirements for individuals facilitating each
approach, and the importance of clinical work that elevates the benefits of art-making for
people with dementia beyond potentially infantilizing “arts-and-crafts” programs.
Presence within the medical care model may also legitimize art therapy as a viable nonpharmacological treatment with psychological and physical benefits, rather than as solely
a component of recreational programming.
Researchers and practitioners approach the relationship between art therapy and
the medical model in various ways. Natalie Rogers (1993) distinguishes between
expressive arts therapy and the medical model of art therapy, writing that art therapy
within the medical model is used for diagnosis and treatment while humanistic expressive
arts therapy is used for self-healing and therapeutic purposes. Grant, Elliott, and
Morison, in describing their study of multi-modal arts interventions for people with
dementia, discussed their decision to identify research participants as students, rather than
patients, relocating the art experience away from the medical model in order to present
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“access to the arts as a human right” (2011, p. 237). In reality, art therapy does not fit
absolutely on either side of a dichotomous structure distinguishing between medical and
psychosocial realms. By existing within biomedical systems, art therapists do not
automatically operate medical art therapy programs. Art therapists do not
unconditionally identify clients as patients, as multiple, shifting roles may be applicable.
A major strength of art therapy is in fact its ability to bridge fields often perceived as
separate, including medical and psycho-social paradigms, creating opportunities for
discourse and connection to address the whole person (Orr, 1997).
Non-art therapists (social workers, occupational therapists, recreational therapists,
etc.) have written about the uses of art in dementia care, some making the distinction
between art as activity and art as therapy. When art is presented as activity for people
with dementia, an approach often found within research by non-art therapists (Brooker &
Duce, 2000; Newell-Walker, 2002; Seifert, 2000; Sterrit & Pokorny, 1994), questions
requiring ethical exploration arise; what are the boundaries between art therapy and art as
recreational activity? There is little research that compares arts experiences with other
activities in order to understand the effects of participation in arts programming on
people with dementia. Research has suggested that art experiences may be beneficial for
individuals with dementia by improving cognitive ability (Alders & Levine-Madori,
2010; Patterson & Perlstein, 2011) and providing opportunities for self-expression and
nonverbal communication (Killick & Allan, 2000), reminiscence (Stallings, 2010),
sensory exploration and stimulation (Lord, 2009) and aesthetic achievement (Killick &
Allan, 2000). Engagement with the arts may also provide people with dementia
opportunities for enjoyment, emotional expression, and an enhanced sense of control,
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identity, and self-esteem (Craig, 2004). Arts operate on an emotional level, allowing for
communication even when dementia has caused severe impairment of language skills and
losses of semantic memory (Abraham, 2005).
Research regarding art therapy in dementia care often works from an inclusive
definition of the arts, including music, dance/movement, drama, poetry, and visual arts
(Hayes & Povey, 2011). Music therapy holds a dominant place within therapeutic
programming for people with dementia, as it is frequently cited in research as a beneficial
component of therapeutic care (Gerdner, 2005; Hanson et al., 1996; Hayes & Povey,
2011; Holmes et al., 2006). Research has also explored the benefits of dance/movement
therapy (Coaten, 2001; Hayes & Povey, 2011; Hill, 1999; Kontos, 2006), drama therapy
(Batson, 1998; Berrol, 2000; Hayes & Povey, 2011), and storytelling/poetry approaches
(Basting, 2006; Goldsmith, 2002; Killick, 1997; Ziesel, 2009). For the purposes of this
literature review, I will focus on the visual arts, while acknowledging the often-fluid
boundaries between various modalities and the importance of adopting a multimodal
approach to art therapy within the dementia care environment.
While research has examined art therapy interventions with people with dementia,
little of this research is quantitative in nature. Researchers demonstrating the benefits of
art therapy with individuals with dementia often do so in the form of case studies or small
sample groups. Abraham (2005), for example, utilized case studies to demonstrate how
art therapy with individuals with dementia can enhance creativity, allow for personal
expression, increase self worth, and employ existing abilities. Many art therapy studies
with people with dementia that do utilize empirical research methodology measure
outcomes as reductions of “problem” behavioral or psychological symptoms associated
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with dementia, rather than gathering quality-of-life data or involving the self-report of
people with dementia (Beard, 2011). This emphasis on art as a method for reducing
“undesirable” behaviors is in keeping with a biomedical model that sees such behaviors
as problems to be managed, often pharmacologically, rather than as attempts at
communication (Kitwood, 1997). Beard points out that this focus on clinical outcomes in
the form of behavior modification “serves the needs of in/formal carers,” rather than
“enriching the lives of diagnosed individuals themselves” (2011, p. 5). Research also
remains within the familiar realm of the biomedical perspective by analyzing artwork
created by people with dementia in relation to their level of cognitive impairment (Couch,
1997; Lev-Wiesel & Hirshenzon-Segev, 2003; Rentz, 2002; Seifert, 2000). While such
studies are valuable in demonstrating how art can illuminate the neurological changes
experienced by people with dementia, they also may affirm the dominant biomedical
perspective by emphasizing decline over strengths and abilities.

Art as Diagnostic Tool: The Clock Drawing Test
While art therapy may not hold a prevalent place within the biomedical model,
diagnostic tools utilizing drawing tasks are a prevalent component of the biomedical
system. Assessments involving drawing tasks are frequently used within dementia
diagnosis and evaluation to measure changes in perception and cognitive ability. The
Mini-Mental Status Exam is frequently used to assess cognitive decline, yet has also been
criticized as placing too strong an emphasis on language skills and relying on culturally
insensitive measures (Bowie, Branton, & Holmes, 1999). This examination is often used
over several years to track cognitive decline, gathering information regarding attention,
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language, praxis, visuospatial skills, executive function, and memory (Agronin, 2004).
Assessment frequently includes the Clock Drawing Test (CDT), in which an individual is
asked to draw a clock face for a specific time of day, requiring executive functions
including sequencing abilities, attention, and visuoperception (Agronin, 2004). The CDT
is highly utilized outside of the art therapy field, by general practitioners, psychiatrists,
neurologists, geriatric physicians, and social workers. Duncan (2013) suggests that artbased methods, including the CDT, are useful for health care professionals in identifying
both initial diagnoses and treatment plans for patients. Recent research suggests that the
CDT can be beneficial as a rating scale because it is potentially non-threatening for
patients and is easy to administer, especially within the general medical practice
environment (Burns, Lawlor, & Craig, 2002; Pinto & Peters, 2009).
Art therapists have utilized the CDT within research as an illustration of cognitive
impairment and as a method of examining the impact of art experiences on cognitive
functioning. Alders and Levine-Madori (2010), for example, utilized the CDT as a
measure for the impact of art therapy participation on cognitive performance in
Hispanic/Latino older adults, finding that participation in art therapy sessions positively
correlated with CDT test scores. Art therapist Annette Shore (1997) did not utilize the
CDT in her research methods, yet encountered clock imagery unintentionally while
utilizing the circle as stimulus within an art therapy group. Shore’s research included a
case study of a female nursing home resident with physical disability and stroke damage.
The woman associated the circle stimulus with a clock, drawing numbers around the
periphery with omission in the upper left attributed to motor stroke impairment; instead
of clock hands, she painted a human hand. Shore reported that, following the creation of
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this artwork, group members shared their experience of the passage of time within the
nursing home, “the years going quickly and the minutes going slowly” (1997, p. 175). As
I will demonstrate through this research study, art is a valuable tool for reclaiming the
clock, transforming the clock from a symbol of decline to a metaphor for present moment
strengths and creativity. This transformation of the clock metaphor within the culture of
long-term care represents a larger transformation of the biomedical model towards a more
person-centered approach.
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Chapter 2: Culture Change
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Culture Change Goals
The culture change movement advances an alternative to the biomedical model. The
Pioneer Network, a group of professionals within long-term care committed to a
transformation of care for older adults, defines culture change as a “national movement…
based on person-directed values and practices where the voices of elders and those
working with them are considered and respected. Core person-directed values are choice,
dignity, respect, self-determination, and purposeful living” (Pioneer Network, 2012). The
movement seeks to address multiple components within institutional structures, including
physical environment, relationships, attitudes and values, and organizational practices.
Thomas Kitwood (1997), a pioneer in person-centered dementia care, identified seven
components of the biomedical geriatric care culture that require transformation.
According to Kitwood (1997), culture change requires:
1. A shift in the perception of dementia, viewing dementia as a form of disability
rather than as progressive destruction of personality and identity.
2. A shift to viewing caregivers and people living with the disease themselves, as
sources of relevant knowledge, rather than doctors and scientists.
3. The refocusing of research efforts on improving quality of life for people living
with the disease, rather than focusing solely on biomedical treatments and
prevention efforts, that often take the form of solely pharmacological
interventions.
4. A focus on caregiving efforts that address preservation and cultivation of the
fundamental personhood of the person with dementia, rather than focusing only
on physical care.
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5. An emphasis on the unique abilities, interests, values, and strengths of each
individual rather than focusing primarily on cognitive decline.
6.

View of behaviors as attempts at communication of needs, rather than as
problems that need to be managed and often diminished through pharmacological
intervention.

7. Acknowledgement of the feelings that arise in caring for people with dementia;
these feelings are sources of valuable insight, and may lead to the development of
more genuine, empathic relationships with people living with dementia.
The language of the culture change movement and the transformational goals it
represents are becoming increasingly prevalent within long-term care for older adults and
people with dementia. However, there is little research addressing methods for
implementing the goals of culture change or documenting transformation of long-term
care environments as a result of these goals. As Power points out,
“There are many people giving lip service to ‘culture change’. Even the
Center for Medicare and Medicaid Services (CMS) has adopted the buzzword. But
when it comes to the care of people with dementia, either our understanding of this
concept is so limited or else our traditional approach is so deeply ingrained that we
don’t even realize how institutionalized our attitudes have become” (2010, p. 3).
Alternative approaches to dementia care have included new approaches to training
and assessment, such as “Dementia Care Mapping” (Brooker, 2005; Innes, 2003;
Kitwood, 1997), as well as housing options that attempt to move beyond the institutional
model completely, including Eden Alternative (Thomas, 1996) and the Green House
Project (Thomas, 2004). William Thomas, founder of both the Eden Alternative and the
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Green House project, introduced Green Houses as intentional communities that, while
meeting criteria for skilled nursing home provision, focus on life and relationships
through emphasizing resident’s strengths and self-determination (Mclean, 2009). Green
Houses provide care for 7 to 10 residents within homes blending into the neighborhoods
around them, incorporating smart technology to enhance mobility and communication,
deliberately restricting the visibility of medical equipment, and allowing residents control
over timing of their activities of daily living (Mclean, 2009). Significantly, members of
the clinical support team are trained to be guests within the residents’ home, rather than
workers within a clinical or institutional setting (Mclean, 2009). There is little research
currently available regarding this new approach to dementia care, yet available studies
suggest that quality of life reports may exceed those of residents in nursing homes, and
residents may maintain higher functioning in activities of daily living (Kane, Chan, &
Kane, 2007).
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Art Therapy Within Culture Change

“Art can function as a transformative agent, sometimes subtly and sometimes
dramatically overturning social ideologies at a foundational level. The very act of
creating serves to challenge the notions of disability, helplessness, and dependence often
ascribed to clients in therapy… The ultimate subversive activity occurs when the issues
society seeks to deny are overturned, the invisible transformed into visible”
(Moon, 2002, pp. 295-296).

What role do art therapists play within long-term care institutions? Do art
therapists adopt the values, principles, and goals of the larger institution, or do they act as
change agents? Culture change advocate Nancy Fox presents culture change not as a
program that can be implemented, but as a gradual transformation, a “process of
‘growing and becoming’ something new and different” (2007, p. 4). It requires “courage,
creativity, and commitment” (Fox, 2007, p. 13) and an enormous paradigm shift within
all parts of an organization. While culture change advocates recognize the role the arts
can play within dementia care, research by art therapists exploring the relationship
between their work and the culture change movement is practically non-existent.
Many of the components of culture change presented by Kitwood share
significant parallels with goals presented by art therapists interested in socially
responsible art therapy practice. Art therapist Cathy Moon identifies three components of
the process whereby art therapists can develop socially responsible practice: “viewing
clients as experts, recognizing art therapy’s subversive potential, and enlarging our
understanding of the activism in art therapy” (2002, p. 293). Practicing socially
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responsible art therapy may involve adopting new roles within organizations; alternatives
to the traditional counselor role include therapist as advocate, change agent, consultant,
advisor, and facilitator of a community’s existing methods of support and healing
(Corey, Corey, and Callanan, 2007). A change agent is a counselor who cultivates
change within the system that contributes to problems faced by individuals, and if
necessary seeks to “educate organizations to change their culture to meet the needs of the
community” (Corey, Corey, and Callanan, 2007, p. 492).
Recent research within art therapy literature has explored art as social action,
identifying the therapist as a potential change agent within institutional settings (Estrella,
2011; McNiff, 2011). While working as an expressive arts therapist within a psychiatric
hospital setting, McNiff (2011) attempted to create change not only in his work with
individual clients but also within the broader hospital environment. McNiff found that
the arts were an effective tool for cultivating change because they provided opportunities
to act in new ways, involved action, and possessed “transformative power” within both
institutional and social domains (2011, p. 81). Within dementia care, the arts can be a
powerful mechanism for exploring issues from new perspectives and even implementing
social change through, as McNiff describes, “person-to-person contagion” (2011, p. 83).
As theories highlighting the social construction of dementia gain traction within
long-term care, art therapists practicing within the dementia care environment have the
opportunity to adopt the role of change agent, gradually shifting perceptions of dementia
in the long-term care community one relationship at a time. The distinction between
medical and social art programs, introduced in Chapter 1, often places art therapists
within the medical model and “teaching artists” within the social model. Identification
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with the medical model may place limits on art therapists’ ability to position themselves
as change agents within medical systems. One could argue that it is easier for non-art
therapists to introduce innovative, subversive arts programs into long-term care, as they
are not bound by clinical expectations or attempts to imitate related, and often more
accepted, fields, such as social work and occupational therapy.
Unfortunately, research within art therapy literature addressing how culture
change ideas can inform art therapy practice with older adults is minimal. There are,
however, individuals implementing innovative programs with goals in line with culture
change. Ann Basting’s work to bring the arts into long-term care has included the
TimeSlips Creative Storytelling Project (Basting, 2006), Finding Penelope, a play built
around intergenerational conversation and staged within a long-term care facility
(Carpenter, 2011), and a yearly summer institute entitled CREATE/CHANGE dedicated
to transforming the culture of long-term care through the arts (Center on Age &
Community, 2012). Artists and art therapists have worked with staff and residents of
long-term care facilities to challenge dominant stereotypes of dementia and create new
opportunities for expression of self and engagement within the community. Additionally,
the role of art within culture change is not restricted to applications within the walls of
long-term care environments; art has also been used as a powerful vehicle for challenging
dominant perceptions of dementia within society, challenging stigma, and stimulating
debate on a larger scale (Doeg, 2012).
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Chapter 3: Person-Centered Dementia Care
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While the term “culture change” may be infrequent within art therapy literature,
research utilizing the terminology of person-centered care is available, exploring personcentered approaches to healing arts or creative arts therapies (Hayes & Povey, 2011;
Queen-Daugherty, 2001). A primary component of the transformation of societal
perspectives on aging and the biomedical structures of care for older adults is the shift
towards person-centered care. Person-centered care, like culture change, is a buzz-word
within the geriatric care community. Research into person-centered dementia care is
growing, an exciting trend that also has implications for research design utilizing personcentered approaches (Innes, 2009; Wilkinson, 2002). Person-centered care is defined as
care that
•

Focuses on the whole person, rather than on neurological disease

•

Focuses on emotions and cognitive abilities, rather than cognitive losses

•

Sees beyond physical and medical needs to also address psychosocial
context

(State of Wisconsin Department of Health and Family Services Division of
Disability and Elder Services, 2006).

Thomas Kitwood is largely recognized as the pioneer of person-centered care,
introduced in an article written in 1992 (Kitwood & Bredin, 1992) and in his fundamental
work, Dementia reconsidered: The Person comes first, published in 1997 (Kitwood,
1997). Kitwood, founder of the Bradford Dementia Group at the University of Bradford
in Bradford, England, defined personhood as “a standing or status that is bestowed upon
one human being, by others, in the context of relationship and social being. It implies
recognition, respect, and trust” (1997, p. 8). This perspective reveals that it is not only
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the neuropathology of dementia that disables individuals; interactions and relationships
within the individual’s psycho-social environment are also largely responsible for
diminishing personhood. Adaptation of the care approach can make a significant impact
on the quality-of-life of people with dementia, as personhood is constantly shifting in
response to socio-cultural context and relationships with others (McCarthy, 2011).
Research within recent decades has challenged assumptions that quality-of-life for people
with dementia must inevitably decline with disease progression. Researchers have
asserted that people living with dementia, while experiencing cognitive impairment, are
still capable of achieving well-being (Brooker & Surr, 2006; Crisp, 1999; Kitwood &
Bredin, 1992; Woods, 1999).
Kitwood (1997) is consistently cited within subsequent research regarding
contemporary approaches to dementia care, taking into account the perspectives of people
living with the disease and refocusing the discourse of dementia on relationship. His
relevance cannot be overstated in shifting the dialogue of dementia care models towards
maintaining personhood as the fundamental component of the care environment.
Kitwood’s contributions to the field include identification of the psychological needs of
people with dementia, identification of characteristics of “malignant social psychology,”
the delineation of ten types of positive interaction within person-centered care, and the
development of Dementia Care Mapping (1997). Kitwood (1997) identified comfort,
attachment, inclusion, occupation, and identity as essential needs of people with dementia
that should be addressed by care models. He conceptualized dementia as an interaction
between cognitive changes as a result of neuropathology and relationships driven by
“malignant social psychology,” made of the following seventeen concepts: treachery,
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disempowerment, infantilization, intimidation, labeling, stigmatization, outpacing,
invalidation, banishment, objectification, ignoring, imposition, withholding, accusation,
disruption, mockery, and disparagement (Kitwood, 1997, pp. 46-47). The features of
“malignant social psychology” are often not intentional, but rather part of a broader
cultural context in which malignant interactions increase relative to fear, anonymity, and
power (Kitwood, 1997). Positive interaction types serve as an alternative to malignant
social interactions; these ten types of positive interaction are recognition, negotiation,
collaboration, celebration, play, timalation, relaxation, validation, holding, and
facilitation (Kitwood, 1997, pp. 90-91).
The development of Kitwood’s personhood theory owed much to the work of
Martin Buber, most notably his writings on the I/Thou Relationship, a way of being in
relationship distinct from I-It interactions built around detachment, instrumentality, and
invulnerability (Buber, 1958; Kitwood, 1997). I-Thou relationships, in contrast, involve a
spontaneous and vulnerable act of being and meeting (Buber, 1958). Buber’s I-Thou
interaction provides a model for realigning relationships around people, rather than
objectifying the body within a productivity-driven care culture (McIntyre, 2003).
Kitwood (1997) saw Buber’s I-Thou mode of being as an essential and attainable goal of
relationships within the dementia care environment, even in interactions with residents
with severe cognitive impairment.
Another voice within the dialogue surrounding personhood and person-centered
care within dementia care is that of Steven Sabat, who approaches the subject of selfhood
through a social constructionist lens. Sabat and Harré (1992) developed a theory of the
preservation of self throughout dementia progression, utilizing case studies to
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demonstrate the preservation of the self of individuals with Alzheimer’s disease into final
stages of disease progression. They identified three aspects of self, the first self
expressing the first person “I”, the second self expressing physical, mental, or emotional
features, and the third self expressing the individual’s role within a socio-cultural context
(Sabat and Harré,1992). Selfhood within dementia has been further researched
throughout various studies exploring communication and identity preservation (Addis &
Tippett, 2004; Beard, 2004; Snyder, 2006).

Including the Perspectives of People with Dementia
Even as person-centered approaches have become more prevalent within
dementia care literature, research funding and scientific endeavors still focus primarily on
biomedical answers in the form of pharmacological interventions. One major result of
this within research is a lack of inclusion of the perspectives of people living with
dementia. This trend continues despite the presence of evidence for lasting capacity for
interaction and communication (Allan, 2002; Barnett, 2000; Beard, Knauss & Moyr,
2009; Goldsmith, 2002; Holst & Hallberg, 2003). Previous researchers have also noted
this lack of empirical studies investigating the lived experience of people with dementia.
Holst and Hallberg (2003) interviewed eleven people living with dementia, identifying
three themes: loss of ability to reach out to self and others, feeling like a stranger to
oneself, and withdrawing from activities and interests. In a systematic review of research
investigating relationship factors in dementia care, Ablitt, Jones, and Muers (2009) found
that of 31 studies reviewed, only seven involved people living with dementia, in the form
of joint or individual interviews. Ablitt, Jones, and Muers identified four factors that
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have resulted in limited inclusion of people with dementia in research efforts: “ethical
concerns”, “practical limitations”, “beliefs about potential for change”, and “personal
challenges for the researcher” (2009, p. 506). Art therapy presents a unique opportunity
for people with dementia to share their perspectives, connecting with others through
group art-making opportunities, reconnecting with abilities and interests, and expressing
visually what they may no longer be able to communicate verbally.
When the perspectives of people living with the disease are not included in
discourse, narrative surrounding the disease is constructed by those in positions of power
within the biomedical model. Sabat, Napolitano, and Fath (2004) have offered evidence
that simply having a diagnosis of Alzheimer’s disease alters the interpretation of
behaviors by caregivers; viewing an individual as dysfunctional can result in the
interpretation of their behaviors as difficult or maladaptive. The transformation of
language within dementia care has great significance. Patient, representing a role within
an institutional, hospital setting, has in many long-term care environments given way to
resident, an identity that often seems to reside tenuously in the borderland between
institutional and home-like setting. More recent dialogue surrounds the use of
terminology caregiver versus care partner; as Christine Bydren (2005) suggests,
identities of care-giver and sufferer should be recontextualized as a collaborative carepartnership. Such a transformation would provide opportunities for an alternative
narrative beyond viewing the person with dementia as solely a recipient of care (2005).
Bryden is one of a growing number of people diagnosed with dementia who have written
about their subjective experience living with the disease (Bryden, 2005; Friedell, 2002;
Sterin, 2002; Taylor, 2007).
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Staff-Resident Relationships
Within the past twenty years, care models have increasingly incorporated
recreational and therapeutic programming within memory care (Griffin, 2012). Direct
care staff are often tasked with meeting the physical needs of residents while
activities/recreational therapy staff attempt to meet the psychosocial needs of residents
with varying stages of disease progression. This division of personal needs into physical
and recreational is not without problems; focusing solely on physical needs can result in
dehumanization and depersonalization of care recipients and caregivers (Power, 2010),
position caregiving as an instrumental task rather than relational transaction (Mclean,
2007a), and cultivate an environment in which care staff engage only in brief and
superficial interactions with residents (Kitwood, 1997). Kitwood described this care
deficit as an issue of interpersonal awareness, finding that “when staff have done their
essential duties they tend to chat with each other or find something ‘practical’ to do”
(1997, pp. 86-87). Dementia Care Mapping was designed as a tool for observing qualityof-life measures for people living with dementia, and as an instrument of person-centered
care development (Brooker, 2005). Studies using the Dementia Care Mapping model
have consistently demonstrated that the majority of positive non-physical care
interactions between staff members and residents with dementia last under two minutes,
even within environments with low staff to resident ratios (Kitwood, 1997).
Certified Nursing Assistants (CNAs) typically have extensive direct contact with
residents, yet interactions primarily consist of tasks addressing physical care needs
(Innes, 2009). Caregivers’ interactions with individuals with dementia can perpetuate the
loss of self through malignant psychology (Kitwood, 1997), or serve as opportunities for
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the enhancement of selfhood (Mclean, 2007a). Tapping into the potential for selfhoodenhancing interactions in relationships between CNAs and residents requires time,
creativity and vulnerability, opportunities for staff training and education, and an open
dialogue valuing the contributions of all members of the care community.
Vittoria (1999) studied the use of language and naming by CNAs in construction
of the social meaning of dementia within an Alzheimer’s special care unit. The study
explored the use of “naming and reframing” by CNAs to “construct a set of social
meanings that depict the resident as a socially responsive actor with a surviving self that
is living, not just waiting to die” (Vittoria, 1999, p. 362). Allan (2002) undertook
research with memory care facility caregiving staff, with the aim of identifying existing
and new approaches to communication with residents with dementia. Study design took
into account existing relationships between givers and receivers of care, in order to utilize
caregivers’ skills and strengths and cultivate innovation. Within this research study,
Allan (2002) coordinated two three-hour workshops to introduce the study and develop
relationships with facility staff, before working more closely with a smaller group of
caregivers to explore methods of communication with residents. While lengthy
workshops or in-services are not always possible within care settings due to time or
financial constraints, this approach is significant in its acknowledgement of the
importance of collaborating with staff within care systems, rather than acting upon
systems. Allan further suggested that research methodology must include agenda-free
time spent in the care setting, to gain an understanding of the environment’s unique
“rhythms and routines” (2002, p. 125).
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Person-Centered Art Therapy Within Dementia Care
Within the helping professions, the “person-centered approach” to therapy has
much in common with the development of personhood theory within dementia care.
These terms have evolved separately within different contexts, yet bringing them together
is at the heart of providing person-centered art therapy for people living with dementia.
Carl Rogers developed “person-centered” or “client-centered” therapy, asserting that the
three basic conditions essential for a safe therapeutic climate were empathic listening,
acceptance, and genuineness and congruence with the client (Rogers, 1951, pp. 135-136).
In 1957 Rogers engaged in a dialogue with Martin Buber, exploring the potential for
dialogic existence within the I-Thou relationship and the therapeutic relationship (Rogers,
1989). During this conversation, Rogers avowed,
“I feel that if from my point of view, this is a sick person, then probably
I’m not going to be of as much help as I might be. I feel this is a person. Yes,
somebody else may call him sick, or if I look at him from an objective point of
view, then I might agree, too, ‘Yes, he’s sick.’ But in entering a relationship, it
seems to me if I am looking upon it as ‘I am a relatively well person and this is a
sick person…’ it’s no good”
(Rogers, 1989, p. 49).

This call to see the person before the diagnosis was a marked departure from
psychoanalytic and interpretative approaches dominant at the time; it also clearly
parallels the much more recent goals of the culture change movement and personcentered dementia care. Even though client-centered philosophy is a familiar component
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of therapeutic training, practice, and methodology, older adults, and notably people living
with dementia, are often still not approached with such empathy or acceptance. This is in
part due to the stigma associated with cognitive impairment and aging within the standard
paradigm of biomedical care, but may also stem from the dominant perspective that
people with dementia cannot benefit from psychotherapy due to severe cognitive
impairment and diminished capacity for attention and insight. While traditional concepts
of psychotherapy may rule out benefit for people with dementia, a person-centered
perspective reveals that the vulnerability and relationship-seeking behaviors of people
with dementia may in fact create opportunities for beneficial psychotherapeutic work
(Kitwood, 1997). Kitwood (1997) observed that if therapeutic change occurs through
relational, rather than cognitive processes, it may be possible for people with dementia to
benefit from the therapeutic relationship, working through difficult emotions and even
developing new relational schemas.
Natalie Rogers (1993), Carl Rogers’ daughter, used her father’s work as the
foundation for her own approach to person-centered expressive arts therapy, built around
fundamental humanistic principles integrated with psychodynamic theory and the
creative connection between self, community, world, and existence. Art therapist Liesl
Silverstone (1997) also discussed the application of Rogerian person-centered approaches
to art therapy, focusing primarily on work with children. Person-centered approaches
have also been applied directly to creative arts therapy with people with dementia. Hayes
and Povey (2011) present creativity as a fundamental component of person-centered art
therapy practice. A playful, creative approach to relationship facilitates connection with
the person’s “healthy creative centre” rather than limiting relationship to pathologizing
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attempts at categorization (Hayes & Povey, 2011, p. 23). Approaching relationships with
imagination and creativity enables caregivers to see the recipients of their care from a
new perspective (McIntyre, 2003). Creativity also encourages animation, freedom, and
contact (Hayes & Povey, 2011). While existing literature regarding person-centered
approaches to arts in dementia care primarily focuses on music, dance, and poetry,
findings may be applicable to other art forms, as all creative modalities share the capacity
for creativity and play as vehicles for self, as a relational bridge, and as tools for healing
(Hayes & Povey, 2011).
This emphasis on the importance of creativity in connection with people with
dementia also has much in common with the idea of witnessing within the therapeutic
relationship. By witnessing people with dementia during art therapy, the therapist can
become aware of their own judgments and associations in efforts to genuinely be with the
person (Hayes & Povey, 2011). Art therapist Cathy Moon takes this further to suggest
that by taking on the role of witness, the art therapist engages their senses fully in the
present moment with the client, enabling clients to feel “recognized, acknowledged, or
understood,” while also cultivating empathy (2002, p. 214). The perspective fostered
through the process of bearing witness is incredibly valuable within the memory care
environment, presenting an alternative to seeing residents as a list of daily tasks that need
to be accomplished (Power, 2010), emphasizing the lived time (Mclean, 2007a) of
present moment experience, and creating opportunities for empathic relationship (Rogers,
1951). The outcomes sought by therapists working with clients with dementia may also
differ from work with other populations, as the desired result may not be a finished
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product, but rather a “lasting sense of safety or an emotional/spiritual connection which
occurred during the creative process” (Queen-Daugherty, 2011, p. 22).

Art Interventions with Memory Care Facility Staff
Recent research has explored the impact of creative activities on staff-resident
relationships, as well as the incorporation of art experiences into staff training programs.
Rowe, Savundranayagam, and Montgomery (2011) researched the effect of Creative
Expression activities on staff-participant engagement and participant affect in an adult
day center, defining Creative Expression activities as failure free activities that emphasize
creativity and group process. The study’s significance stems from its introduction of a
method for determining the benefits of Creative Expression activities versus non-Creative
Expression activities. Rowe et al. (2011) found that, when these three characteristics were
present, engagement between staff and participants was higher. Creativity and group
process were also linked to increased positive affect in participants. The creative
activities measured in this study included baking, cooking, pencil drawing, lotion
making, arts and crafts, jewelry making and sewing. While none of these interventions
were identified as art therapy or administered by an art therapist, group art therapy
sessions often share the three primary characteristics of Creative Expression activities,
and may therefore result in similar increased levels of staff-participant engagement.
Fiona Kelly (2007) undertook Ph.D. thesis research exploring the impact of
interactions and creative sessions on the well-being and selfhood of people living with
dementia within long-term care. Kelly’s ethnographic approach utilized Dementia Care
Mapping (Brooker, 2005) to understand the relationship between staff interactions with
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residents and residents’ expressions of self (Kelly, 2007). This research, built around
Kitwood’s positive interaction types and malignant psychology (Kitwood, 1997), as well
as Sabat’s theory of selfhood (Sabat & Harre, 1992) found that staff interactions with
residents during creative sessions were more likely to increase well-being and support
expressions of self (Kelly, 2007).
Kelly (2007) recommended that care facilities implement training programs to
educate staff about person-centered interaction methods that encourage expression of
selfhood. Further evidence in support of utilizing art within staff education can be found
in the Skills for Care Project, conducted in England by Hayes and Povey (2011). Hayes
and Povey (2011) introduced creative arts training to care staff and managers of a
dementia care facility, finding that, while staff initially expressed doubt about artistic
ability, they gained confidence in their creativity, expressed feelings safely, and
integrated person-centered creative approaches into their work. Occupational therapist
Claire Craig (2004) described a ten-week placement within a memory care unit, primarily
exploring art as a method of connection with people with dementia. While her research
focused predominantly on the use of art to cultivate relationship between herself and
individuals with dementia, Craig also calls attention to the effect of her work on the
behavior of staff within the unit, writing, “the staff are still congregated in a corner of the
room but they are open, smiling, interested” (2004, p. 195).
Art has also been discussed as a method for cultivating relationships between
family or professional caregivers and people living with dementia by facilitating
reminiscence and life review. Both qualitative and quantitative research projects have
explored the benefits of reminiscence and life review activities with older adults.
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However, these therapies are often individually administered, and may not be appropriate
for individuals with late stages of memory loss. In the past decade, researchers have
recognized the need to expand this approach, developing interventions including the
Legacy Project (Allen, 2009), TimeSlips (Basting, 2006), and the board game Making
Memories Together (Cohen, 2000).
The Legacy Project, created in 2008, involves the individual with dementia and
their family, eliciting memories through interviews, resulting in the creation of
scrapbooks, photo albums, or cookbooks (Allen, 2009). The Legacy Project was reported
to improve family communication, reduce caregiver stress, and improve patient’s
symptom burden and sense of meaning (Allen, 2009). TimeSlips, created by Anne
Basting in 1996, is a creative storytelling tool for people with moderate to severe
dementia. It follows a ritualized structure, in which a facilitator presents a provocative
image, asks open-ended questions and accepts all responses, weaving them into a story
(Basting, 2006). A study on the impact of this approach examined five test sites and five
control sites within residential skilled nursing settings. Researchers found that sites with
TimeSlips interventions reported significantly more interactions between residents with
dementia and staff members (Basting, 2006). Stories created within the project were also
shared with the public in written form and through presentation of plays and art inspired
by the stories, with the intention of generating public awareness of the lasting capacity
for creativity in people living with Alzheimer’s disease (Basting, 2006). Making
Memories Together is a board game developed by Gene Cohen (2000) as an
intergenerational intervention for Alzheimer’s disease patients, families, and caregivers.
Families create Memory Cards depicting personal pictures and stories, generating a
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biography in board game form. When used in staff and family interactions with the
individual with dementia, the intervention has been shown to increase patient and family
engagement and help staff get to know the individual as a person (Cohen, 2000).
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Chapter 4: Clock Time and Lived Time
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“Clocks slay time… time is dead as long as it is being clicked off by little wheels; only
when the clock stops does time come to life”
(Faulkner, 1990, p. 85).

Philosophers, physicists, historians, anthropologists, psychologists, theologians –
thinkers throughout human history – have all grappled with the nature of time, a topic
that is far too large for this scholarship review. Yet it is important to introduce the notion
that time as we know it within a Western worldview is based on the conception of time as
a linear, measurable quantity, an idea that contributed to the development of the
Scientific and Industrial Revolutions (Falk, 2008). Within this chapter I will explore
concepts of clock time and lived time in dementia care, and connect these ideas with
concepts of Kronos and Kouros from Greek mythology. I will examine the Cartesian
worldview that has both perpetuated clock time and contributed to the biomedical care
model. Finally, I will introduce time as power and method of control, exploring the
impact of these constructs on the dementia care environment.
Athena Mclean addresses the institutionalization of dementia care and
instrumentalization of caregiving while making a case for dementia as a moral enterprise,
stating,
“The medical model and the cult of time and task under which it has been applied
in nursing homes has dominated the ways in which caregivers have regarded both
bodies and persons, has shaped institutional priorities, and has affected the lives of
both residents and their caregivers”
(2007a, p. 362).
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Mclean (2007a) suggests that the acute care hospital model enforces clock time, as
opposed to lived time, ideas tied to the structures of a culturally specific scientific
worldview. Clock time divides a caregiver’s workday into shifts consisting of hours and
hourly wage, and creates a fragmented self, composed of collected functions (Mclean,
2007a). Clock time results from a mechanistic worldview imposing “uniformity and
management over natural lived time by dividing it into standard measurable units”
(Mclean, 2007a, p. 367). Conceptualized in this way, time is controlled, managed,
measured, and monitored, dividing life into instrumental tasks and emphasizing
objectivity and quantitative measurement. Lived time, alternatively, is the subjective
experience of time within the natural flow of life, involving interpersonal relational
engagement, personal preferences, and an emphasis on being with rather than doing to.
Lived time places emphasis on qualitative experience.

Kronos and Kouros
In Greek mythology, Kronos, the youngest Titan god, is often viewed as the
personification of time (Hamilton, 1942; Sipiora & Baumlin, 2002). Kronos, son of the
earth and the sky, violently separates his parents, resulting in the separation of the human
world (the earth) from the sky (the world of the divine.) Philosopher Philip Tureztky
recounts the origin story as follows:
“Great Ouranos (the sky) hated his children and hid them in the bowels of Gaia
(the Earth) until she groaned under the strain. Ouranos covered Gaia, copulating
with her until their son Kronos turned on his father, castrating him with a sickle,
thus separating sky from earth and allowing the other children to emerge into the
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gap created by Kronos’ violence. Kronos threw the severed genitals over his
shoulder; from the blood came the spirits of vengeance and out of the genitals
sprang Aphrodite, goddess of love”
(1998, p. 6).
In pre-Socratic Greek philosophy, Kronos is time personified as a destructive,
devouring force; time produces a forceful and violent rift between temporal and eternal,
yet also results in the creation of vengeance and love (Turetzky, 1998). The Greeks also
had another word for time – Kairos, the personification of Opportunity (Sipiora &
Baumlin, 2002). Kairos is often understood as the ”right time,” (Smith, 2002, p. 47), or a
time of opportunity (Sipiora & Baumlin, 2002), an idea very different from the uniform,
linear time signified by Kronos. While Kronos personified sequential time, a
quantitative concept, Kairos came to represent a qualitative understanding of time.
Within the Old and New Testament, Kairos also took on significant meaning as time
devoted in communion with God, a moment of connection with eternity (Sipiora &
Baumlin, 2002). Smith (2002) illustrates Kairos by citing Ecclesiastes;
“For everything there is a season, and a time for every purpose under heaven: a
time to be born and a time to die; a time to plant and a time to pluck up that which is
planted; a time to kill and a time to heal… a time to weep and a time to laugh…”
(Ecclesiastes, 3:1).
The key to understanding Kairos within this text is the knowledge that the words
“a time to” reoccurring above are English translations of Kairos. As defined by Smith,
Kairos is “the special position an event or action occupies in a series, to a season when
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something appropriate happens that cannot happen just at ‘any time,’ but only at that
time, to a time that marks an opportunity which may not recur” (2002, p. 47).
While Kronos/Chronos is the etymological root of many words in current usage,
including chronology, chronic, and chronicle, Kairos does not have parallels in modern
language, and is therefore, outside of theology, a vanishing concept (Smith, 2002). The
dominance of Kronos over Kairos in modern usage is also apparent when we consider the
prevailing Western perception of time, in keeping with a Judeo-Christian worldview that
perceives life as occurring within linear time, as “a sequence of events from Creation to
Judgment Day” (Falk, 2008, p. 5).

Cartesian Dualism and Clock Time
Cartesian dualism, the product of philosopher Rene Descartes, has become a
fundamental component of Western science and thus the biomedical model of
institutional care settings. Descartes conceived of a split between mind and body; the
mind, addressed through natural sciences, was viewed as completely distinct from the
body, addressed by the humanities (Turner, 1984). This mind-body split has huge
implications for the social construction of the aging body. Cartesian dualism locates
deviation from normal behavioral, cognitive, and biological functioning within the
demented brain, overlooking subjective states, human agency, and
psychosocial/sociocultural factors (Mclean, 2007b). Harding and Palfrey (1997) suggest
that Western health care systems are primarily built around pervasive beliefs and
assumptions about the world, including Cartesian dualism. Similarly, the notion of clock
time is socially constructed as a result of dominant belief systems. Isaac Newton,

	
  

76	
  

working in the 17th century, is responsible for advancing the notion of a Watchmaker God
who designs and directs a clockwork universe (Macey, 1994). Descartes, a
contemporary of Newton, also advanced the metaphor of the world as clock, and, by
extension, animal as machine (Macey, 1994). While the analogy of universe as
clockwork is no longer prevalent, Macey (1994) suggests that modern Western society
still recognizes a Watchmaker God due to an emphasis on time as a valuable quantity. It
is no coincidence that Cartesian dualism, along with other components of Western
thought contributing to the mechanization of human life, impacts both the modern
construction of dementia and our understanding of time. Both clock time and the
objectification of the body within dementia care are the result of the materialist
philosophy of a “modernistic, scientific worldview” shaping “time, work, persons, and
life” (Mclean, 2007a, p. 366).

Cultural Variation in Time Perception

“Clock time has revolutionized the cadence of daily life. It requires an uncompromising
regularity in the passage of events. To management, it may seem that it is the repetitive,
rhythmic beat of the clock that drives production”
(Levine, 1997, p. 52).

The authority of clock time in daily life is actually a relatively recent development
in human history, resulting from the evolution of mechanical timekeeping devices and the
subsequent shift away from life dictated by nature (Levine, 1997). Makridakis (2012)
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suggests that time can be perceived through multiple quantitative and qualitative continua
beyond the dominant clock time structure. Quantitative continua include a scientific
continuum of order to disorder, linear continuum of past to future, narrative continuum
from beginning to end, perception continuum from slow to fast, and aging continuum
from young to old (Makridakis, 2012, p. 10). Qualitative continua may include measures
of bad to good, comic to serious, orderly to chaotic, conscious to subconscious, quiet to
loud, static to kinetic, and bland to stimulating (Makridakis, 2012, p. 11). Throughout
human history, not all cultures have conceived of time as linear, measurable, and
quantitative. Falk provides multiple examples of alternate perceptions of time, including
“event time”, a concept more dominant than “clock time” in some parts of Africa (2008,
p. 83). Some languages, including those of various American and Australian indigenous
peoples, do not even contain a word for “time” (Falk, 2008).
Levine (1997), a social psychologist, found significant temporal variation in the
pace of life in 31 countries by recording pedestrian walking speed, accuracy of public
clocks, and time spent by postal workers fulfilling stamp requests. He has also examined
regional and cultural temporal differences within the United States, finding, for example,
a distinction between hora inglesa, clock time, and hora Mexicana, a much more casual
conception of time (Falk, 2008). In research regarding communication across cultures,
Hall (1983) identified cultural differences in time perception, distinguishing between
monochromic and polychromic time schedules. Monochronic schedules emphasize linear
time, a controllable, measurable quantity, a worldview dominant in North America and
Northern Europe. Polychronic schedules, on the other hand, emphasize personal
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involvement over pre-set schedules, an approach more prevalent in Latin America and
the Middle East (Hall, 1983).

Time as Power
In discussing the evolution of the philosophy of time, philosopher Philip Turetzky
(1998) describes how, following the invention of mechanical clocks, employers in textile
factories in the 14th century began paying workers according to work time rather than
items produced. Several centuries later, in 1792, the impact of mechanized time
measurement on work can be seen manifested in the “Great Clock”, designed by Thomas
Jefferson and mounted in the entrance hall of his home at Monticello (Thomas Jefferson
Foundation, 2012). The clock was designed to regulate, control, and communicate the
passage of time for both family members within the home and slave laborers in the
plantation’s fields (Thomas Jefferson Foundation, 2012). The clock, with its dual faces
and hour-striking gong, was an innovative and large-scale example of a phenomenon
present throughout plantations of the American South. In the 1830s, plantation owners
began shifting from a reliance on nature as regulator of time to a clock-based conception
of time (Smith, 1997). Smith (1997) points out that while clock time became
increasingly dominant as a method of control within plantation life, slaves were not
allowed to own timekeeping devices. The role of timekeeping devices in power
relationships within the slave economy of the American South is a vivid example of how
control over clock time has historically been associated with power over others.
These examples of the imposition of mechanization and uniformity into labor
made possible by clock time represent a shift in the conceptualization of labor still highly
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evident in today’s work lives, including the hourly work performed within dementia care.
Clock time exerts incredible power in dementia care by formulating care tasks as
instrumental procedures rather than relational transactions, fragmenting the lives of
caregivers and care receivers into compartmentalized functions, and prioritizing objective
body maintenance over psychosocial wellbeing (Mclean, 2007a). Direct care staff have
the most direct contact with residents within dementia care yet are also at the bottom of
the systemic totem pole (Power, 2010). Direct care staff often occupy this low status
within institutions due to low economic status, limited qualifications, societal beliefs
regarding care as work, and the relationship between gender roles and caregiving (Innes,
2009). Innes points out that “those who direct care provision (policy makers) are not
those who actually provide the care (families and paid care workers). Those who receive
the care have, to date, been the least consulted group involved in care situations” (2009,
p. 64).
The pervasive lack of power of both direct care staff and people living with
dementia within care organizations is reflected in the management and allocation of time.
According to Anderson and Bowman (1999), elevated status within an organization is
often accompanied by more control over time. Individuals with higher status typically
possess greater control over their own time, resulting in a more flexible work schedule, as
well as power over the time of subordinates. Individuals with higher status are also more
likely to determine the timing and length of interactions with others. This power
dynamic is often apparent in what Anderson and Bowman refer to as waiting-time,
demonstrating power over another person by making them wait (1999, p. 325). As Insel
and Lindgen assert, “To be kept waiting is to imply that one’s own time is less valuable
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than that of the one who imposes the wait” (1978, p. 10). The implications of control of
time as power over others are visible within direct care relationships within dementia care
environments. As Goldsmith stresses, “There is an enormous temptation to expect the
person with dementia to adapt to the pressures and routines of the service, rather than the
other way round. What often happens therefore is that the ‘jobs’ get done and taking
time to develop communication is seen as a luxury or something to be done when there
are a few minutes to spare.” (2002, p. 78). Improving communication and connection
with people with dementia requires not only using available time effectively, but also
working systemically to increase the time available for effective care (Goldsmith, 2002).
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Results of Data Collection:
The Making Time Project
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I conceived of the Making Time Project as a way to use art-making directives
with staff and residents within the memory care facility to “reclaim the clock,” refocusing
dementia care on present moment strengths and connection within lived time. The
project was inspired by the Clock Drawing Test (CDT), often used to assess cognitive
decline as part of a diagnostic evaluation for Alzheimer’s disease and other dementias
(Agronin, 2004). Within long-term care environments, this test can be seen as a symbol
of a biomedical emphasis on cognitive decline. Incorporating the clock face into artmaking directives was intended as a metaphor for shifting this focus on cognitive decline
to a focus on personhood and abilities, emotions, and cognitive capacities. Instead of
asking participants to “draw a clock face,” as solicited in the CDT, the circular surface
was used as a surface for art-making and connection in the present moment.
Results of data collection consist of artwork produced by staff and residents on
the theme of time in dementia care, as well as my observations of the sessions in which
artwork was produced. Written results are divided into three sections. Part 1 consists of
narratives describing art therapy sessions with residents, Part 2 describes art-making and
discussion within in-services with staff members, and Part 3 explores relationships
developed between residents, staff, and myself during collaborative art-making sessions.
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Part 1: Art-making with Residents
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Bettie

Figure 9. Bettie, Untitled, acrylic, colored pencil, and markers on
wood with clock mechanism.

Bettie is standing in the hallway just outside the living room, smiling as she sees
me coming around the corner, a box under my arm full of markers, colored pencils, and
watercolors. “Oh hello dear!” Bettie’s Irish accent is soft, inviting, reassuring. With
hands linked, we walk to two armchairs pushed close to each other with a side table in
between. I put the box down on the table and we sit, our knees touching. Bettie points to
the mandala pattern I have transferred onto the wood surface. “It’s lovely, lovely.” I
place the wooden surface on our laps, resting on both of our knees, feeling fortunate for
this accidental proximity. This feels like the right place, an opportune place. We both
bend slightly forward in our chairs, protectively cradling this object. Sitting in these
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armchairs, Bettie and I are in on something together, creating something in the space
between us. We work together like this for 25 minutes. Bettie sits back in the chair and
lets out a big breath of air. “Are we finished for the day?” I ask. “Yes, oh yes. But it’s
beautiful.” We continue working collaboratively on the clock surface over four
subsequent sessions. I show her how to attach the clock mechanism and hands to the
surface. The second hand starts moving with a jump; “Look!” Bettie points with surprise
to the quivering arrow, making its way around the circle (Fig. 9 and 10).

Figure 10. Bettie, Untitled, colored pencil, ink, and acrylic on wood surface
with clock mechanism.
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Brenda

Figure 11. Brenda, Untitled, acrylic and buttons on wood
surface with clock mechanism.
	
  

Brenda and I are sitting at a square table in the second floor dining room, with a
range of materials spread out in front of us. She chooses a blue wooden circle and a bag
of buttons. I introduce the idea of creating a clock, and Brenda seems excited about
decorating the surface with unique materials. The buttons noisily spill out of the bag onto
the table; I show her how to stick them to the surface with a small dab of glue. A rhythm
quickly develops; I squeeze a drop of glue while Brenda selects a button from the
scattered pile on the table. Sometimes she asks me to put more than one drop of glue at a
time so she can place several buttons in a row, or gently corrects me for putting too much
glue (Fig. 11). I can feel our relational dynamic shifting, Brenda becoming the director
and decision-maker, and I her assistant, collaborator. I find myself slipping comfortably
into the pace of arms reaching and fingers working. Casual chatter has disappeared, and
Brenda’s brow is furrowed, her lips pressed tightly together, slowly wiggling back and
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forth – a look of concentration, the face she makes when absorbed in the rhythm of a
creative process. I am surprised to discover that I too have slipped into my concentration
face, my tongue sticking out, held firmly between my curled lips.

Figure 12. Brenda, Untitled, colored sand and glue on wood
surface with clock mechanism.
In our next session, Brenda chooses to create another clock face, this time using a
surface with a mandala outline, colored sand, and glue (Fig. 12 and 14). I show her
images of Tibetan monks creating sand mandalas and Native Americans creating Navajo
sand paintings. We talk about the connection between the concentration we feel during
art-making and the idea of sand mandalas as sacred works of art with transformative and
healing powers. Brenda points to the section of the pattern she wants to work on, and I
carefully brush glue into the shape. She selects a small bag of colored sand from the
table, and slowly pours sand onto the glue. This process continues over our next session
as well. During a later session, I show Brenda what she has made; she is surprised, and
very impressed with her work. We attach the clock mechanisms and hands, and she
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decides to add numbers. She arranges the stencils around the surface, very careful to find
the correct placement for each number. Together we add numbers to both surfaces with
black paint. Looking at her artwork Brenda says, “We should put these somewhere
visible. When people look to see the time, they will also see the time it took me to create
this. They will see what we did.” She tells me that she would like to hang the button
clock in her bedroom, and the sand clock in a public space, “where everyone can see it”
(Fig. 11 and 13).

Figure 13. Brenda, Untitled, acrylic and buttons on wood surface with
clock mechanism.

	
  

89	
  

Figure 14. Brenda, Untitled, colored sand and glue on wood surface with
clock mechanism.

Peggy, Sue, and June
I set up a table in a cozy nook in the main living room, next to a piano and a
couch, still with enough room for chairs or wheelchairs around. June is already sitting on
the couch, now with the table within reach in front of her, and I invite Sue and Peggy to
join us. Peggy is wearing a multi-colored striped sweater; she sits tall in her chair, with
her back against the wall, next to a shelf heavy with old records. Sue hunches forward in
her chair with her eyes closed. I tell June, Peggy, and Sue, “I woke up this morning with
‘As Time Goes By’ in my head. Casablanca is one of my favorite movies.” I begin to sing
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the words, and all three women join in. “You must remember this, a kiss is just a kiss, a
sigh is just a sigh… The fundamental things apply, as time goes by…” I tell them that the
song makes me think about the little things that I treasure each day, and that I have been
looking forward to seeing them all morning. Peggy and Sue smile; June begins to look
from side to side, shifting anxiously on the couch.
Holding up one of the wooden circles, I ask them if they would like to make art
about a favorite time of day. Peggy‘s mouth and eyes open wide, and with her head
tilting back slightly she says, “I look at all times of day the same. I love all times of the
day. Every moment is a blessing.” Sue continues bobbing her head gently, rhythmically.
June still sits on the couch, leaning to the side. Peggy selects a blank circle, and Sue
chooses a circle adorned with a pattern of spiraling leaves. June says, “I want to go
home,” and stands up, walking away from the group.
Peggy chooses a small brush from the selection on the table in front of her, and
asks me to squeeze a little of every color onto her palette. Bright cobalt blue, black,
white, yellow, red. “What color do you want to start with?” “I want to start with the
morning, the bright sun. I need the color of the morning.” “What color is the
morning?” “Yellow.” Peggy carefully dips her brush into the paint and begins creating
circles on the wooden surface. Sue watches Peggy’s brush moving, and picks up a longhandled bristle brush. I help her dip it slowly in the green paint; her brush hovers over
the surface. “Where should I start?” I point my finger down at the pattern of leaves. “Why
don’t you start here?” Sue lowers her brush onto the wood, and begins slowly dragging
it across the surface.
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Peggy has finished painting a yellow circle in the middle of her surface. “What
comes next?” I ask. “Noon, when the sun gets even brighter. Orange.” I show Peggy
how to mix orange paint, and she continues painting the circle. “Then the sky is bright
blue, in the afternoon,” she says. As she begins painting blue circles, I notice how much
her painting is starting to resemble her sweater, bright lines of color singing in contrast
against each other, radiating energy, playfulness. Sue asks, “What color should I use
next?” “What color would you like to use next?” “Blue, I want blue.” The acrylic paint
is beginning to obscure the pattern of leaves, but Sue doesn’t seem to mind. Her blue
paint begins to swoop in larger shapes on the surface, and her arm is now reaching far out
from her often-closed body posture, her brush slowly tracing the circumference of the
circle.
Peggy has painted circle after circle on her surface, layering colors until almost
reaching the outward edge. She has also been speaking in circles, of dawn following
night, noon following morning, noon being quickly followed by “harvest”, a bright green,
and the afternoon, and then the sun beginning to fade, twilight, darkness, night, stars, then
dawn. I am intrigued by this portrayal of the day, not as a single unit with a clear
beginning and end, but a process, eternal, never-ending. The middle of her circle, that had
once been yellow, is now black. Now day begins with darkness, and becomes light, dark,
and light again. Time cycling over and over. I think of Shabbat in Judaism, the new day
beginning at sundown. I think of the often jumbled waking and sleeping cycles of
dementia. I think of the big bang, of the universe, of planets in their orbits. I watch as
Peggy excitedly explains her painting to anyone that approaches the table with curiosity,
pulled into our orbit by her bright colors and persistent chatter. I ask Peggy and Sue if
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they would like to title their work. Peggy carefully writes Times of Day underneath her
spiral of colors (Fig. 15). Sue tells me she would like her piece to be called National (Fig.
16).
We complete the clocks in a subsequent art therapy session. Sue holds her clock
surface steady while I attach the hands. Peggy is thrilled when I remind her that she
created the spiraling image; “It’s beautiful.” Together we attach the clock mechanism
and hands. I lean in close to understand Peggy’s words: “This should be hanging in the
living room of a modern house. It will attract a lot of attention. When you look at it, you
see something different.”

Figure 15. Peggy, Times of Day, acrylic on wood surface with clock
mechanism.
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Figure 16. Sue, National, acrylic on wood surface with
clock mechanism.
	
  

After cleaning up the art materials, I see June sitting on a couch in an adjacent
room, her head on a pillow, looking at the ceiling. I sit down next to her and place my
head next to hers. Our heads are touching; I start singing, and her voice joins mine. She
says, “this is nice, our heads.” We keep singing. We sit up, making silly faces and noises
in a spontaneous call and response performance. June laughs and grabs my hands. We
are two girls playing, with nowhere we need to be or anything to worry about. Perhaps
this is something we both need. I think about how much vulnerability and openness it
requires to engage like this. June and I do not make objects, or engage with materials, but
instead use our bodies, faces, hands, and voices as materials. Our voices sing along to the
melody of Amazing Grace, drifting into the room from a radio across the hall. The tops
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of our heads are touching in an unusual and intimate way, equally vulnerable. We look
up at the ceiling together. “This is nice,” she says. “Yeah, it is.” I reply.

Richard
Richard is in the dining room, sitting in his usual chair pushed up against the wall.
There is a table in front of him to prevent him from getting up or falling, as he often
moves faster than his feet. I place a wooden circle on the table, alongside a plastic tub of
water and a palette with a selection of acrylic paints. We greet each other warmly with
little verbalization, and I place a 3-inch bristle brush in his left hand. He immediately dips
the brush in the paint and water and reaches for the surface. As he dips his brush over
and over in the water the colors on the surface get murkier and his concentration deeper.
I mourn the loss of the bright colors as the colors gradually mix together, but relish his
attention and the smile growing wider on his face. Richard’s wife approaches the table.
We stand quietly together, watching him paint, watching as he becomes more and more
absorbed. He is now slowly rotating the surface with his right hand. Richard’s wife says
hello, but he doesn’t notice, enthralled with the repetitive motion, the water. Watching
Richard, we too become absorbed, like the colorful water into the wood. We stand beside
him, quietly, with curiosity and gratitude.
Richard often paints on rectangular paper with long strokes from side to side, or
with short strokes, dabbing the paper repeatedly until his brush is dry. On this round
wooden surface, his brush moves around and around the circle, dipping over and over for
more water (Fig. 17). The table underneath is getting wet. It seems that he could
maintain this rhythm eternally, until the brush, water, and surface are taken away, a
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moment soon approaching as his wife is here to take him to a doctor’s appointment. I
wonder what Richard feels like when he enters these moments of deep concentration; his
eyes sparkle and his lips are slightly parted, growing into an enduring smile. What is he
thinking about? I imagine what a brain scan would show us, brain regions glowing or
erupting in bright lightning. His hands move quickly, smoothly, with purpose and
intention. I am reminded of the joy I feel as I become absorbed in a creative process, the
joy of watching wet paint absorb into watercolor paper.
Following our session, Richard leaves the memory care unit for several weeks to
stay in a geriatric psychiatric unit due to aggressive behavior. One Friday morning, I
return to the second floor to find him once again in his chair against the wall. Richard
declines the option to add numbers to the clock surface. He continues painting on
watercolor paper with a thick, bristle-haired brush and watery paint.

Figure 17. Richard, Untitled, acrylic on wood
surface with clock mechanism.	
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Art of Connection Show
I obtained permission from resident participants and responsible parties for the
clocks to be exhibited in the Art of Connection show at the Sullivan Galleries between
December 8th, 2012, and January 4th, 2013. I exhibited my soft clocks alongside the
residents’ wooden clocks. Next to our artwork, I included the following statement:
“The ‘Draw a Clock’ test is often used to assess cognitive decline during a
diagnostic evaluation for Alzheimer’s disease and other dementias. A biomedical model
of dementia care that emphasizes cognitive loss often overlooks the fact that wellbeing
and personhood are determined by much more than cognitive skill alone. This
installation serves the purpose of reclaiming the clock, representing a shift towards
person-centered care that sees people, not just diagnoses, and focuses on present abilities
and emotions rather than cognitive losses. Through making art on these surfaces, the
residents and I explored our strengths, emotions, experiences, and relationships, using art
to make time for connection in the present moment.”
After hanging the clocks on the gallery wall, I became aware of the subtle ticking
surrounding me, each clock moving to a slightly different rhythm, together asserting their
presence to those who listen. During the opening the ticking was barely audible.
Looking at the clocks, instead of seeing a day with a clear beginning and end, I saw
eternal movement, a reassuring and energizing movement forward. I saw colors, circles,
faces, fragility and determination. Looking at my soft clocks huddled together, I saw time
both soft and solid, pulled together stitch by stitch. My eyes found comfort in the
irregular shapes, a collection of moments in which time grew softer around us.
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Part 2: Art-Making with Memory Care Facility Staff
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Over a two-month period, I facilitated four in-services with facility staff, with the
intention of introducing the connection between art therapy and person-centered care and
exploring time in dementia care through an art-making directive. Each in-service
followed the same structure, as new staff participants were present for each session. A
full outline of the presentation can be found in Appendix H. Following are brief
narratives summarizing the dominant themes and highlights of each in-service, as well as
my thoughts and feelings prior, during, and following each session.

Figure 18. C. Even, Untitled, watercolor on paper.

	
  

99	
  

In-Service One
My first in-service is scheduled to begin at 10:00. It is 8:30, and I am in my
office earlier than usual due to excitement about the day. What if no one comes? The
brush in my hand spirals around and around on the paper circle in front of me, anxiety
spilling out as watery blue and red paint, absorbing into the paper then gradually
evaporating (Fig. 18). I spread art materials out on tables in the pavilion, a large room
with a grand piano and bookshelves lined with old novels. I wonder how staff members
will react to the markers, pencils, oil pastels, and magazine pictures. At 10:00 people
begin wandering in. A nurse, upon seeing the art materials spread out on the table,
promptly asks, “You want us to make art? I’m too busy this morning. I have a lot to do.
There’s no time today.” She quickly disappears.
I am surprised to see staff representing so many departments within the building maintenance, food service, housekeeping, admissions, and administration - yet no nursing
assistants. The executive director introduces me, sits briefly, then excuses herself to get
back to work. I have designed this presentation to introduce art therapy, person-centered
care, and the idea of “reclaiming the
clock” through art. My goal is to get
the group interested in art therapy,
foster dialogue, and start the work of
cultivating relationships with all
members of the environment. While
I am incredibly excited about the
opportunity to share something I am

	
  

Figure 19. B, Untitled, colored pencil on
paper.
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so passionate about, I am also
incredibly nervous. I am a new
member of this environment, and
have asked people to hear what I
have to say. Even this attempt at
connection, at relationship, is scary.
While the group seems
reluctant to engage in discussion
throughout the presentation, they
Figure 20. K, Untitled, ink on paper.

respond with energy to the art
directive. I ask the group, “what do

you wish you had more time for at work?” People are drawing and chatting. A nursing
director excitedly shows the group a
house in the Philippines, where she
was born (Fig. 19). The admissions
coordinator shares her clock face, a
jumble of tasks to accomplish and
phone calls to return (Fig. 20). A
building services staff member is
concentrating intently on his
drawing. Upon completion he
proudly holds it up, telling us that he
wishes there was more time for “fun

	
  

Figure 21. D, Untitled, colored pencil on
paper.
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at work” (Fig. 21). I think about the cafeteria, where employees typically sit at tables
with people from their own department. This in-service is a rare opportunity for
interdisciplinary staff engagement; we sit alongside each other, sharing our ideas and
feelings about the work that we do within these walls. “This was so relaxing!” a
housekeeper says, slowly getting up from her chair to return to the day’s tasks. People
begin leaving, gradually, to get back to work.

In-Service Two
Finishing up an art therapy group on the second floor, I rush back downstairs to
get ready for the in-service scheduled for 4:00 PM. I am surprised to find only two
participants entering the room, an activities coordinator from the second floor and the
director of food service. It is the end of a long workday; I am tired, and I’m sure they are
too. While I expected a larger group, I am relieved to have the opportunity to have a
conversation on a more intimate scale; sitting around the table the presentation portion of
the in-service feels relaxed and personal. After discussing art, person-centered care, and
“reclaiming the clock,” we begin drawing our clock faces.
I imagine myself on my yoga mat at the end of the day, centered, breathing slowly
and deeply instead of rushing around trying to get things accomplished. The activities
coordinator draws a face with an eye, heart, smile, and twisted cord (Fig. 22). The
director of food service draws a box for things to keep and a box for things to throw it
(Fig. 23). She tells us that she would like more time at work to organize her office, to
stay on top of the never-ending piles of papers.

	
  

102	
  

1
2

Figure 22. C, Untitled, ink on paper.

Figure 23. M, Untitled, ink and
pencil on paper.

In-Service Three
Due to the absence of direct care staff from the first
two in-services, I have spoken with the executive director
and director of nursing to find out what I can do to solicit
more CNA participation. They agree to make the next inservices mandatory for direct care staff.
It is 10:00 and nobody is here yet; I feel guilty
interrupting people to find out what I should do about this.
Everyone looks really busy. I ask at the front desk - “Do
you think we should make an announcement?” “You can
make one. Dial 15.” I pick up the phone and put it down

Figure 24. C. Even, Art?
Watercolor and pencil on paper.

three times until I get up the nerve to actually speak, projecting my voice throughout the
whole building. “The mandatory art therapy in-service for CNAs and nursing staff is
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starting now, 10:00. Please come.” I am not comfortable with making my voice heard
this way, and anxiously go back to the pavilion to wait.
CNAs begin to enter the room, hesitantly. I notice that I feel much less
comfortable than I did at the outset of the first two in-services, promising to not take up
too much time, wondering if there are other things they feel they should be doing. A
CNA sits in a chair by the window. “Do I need to sit at the table?” “You don’t have to,
but we will be using the materials, so it might be easier.” She moves closer. “I thought
this was mandatory. Where’s the paper to sign? How long do I have to be here?” I hear
myself saying, “I’ll try to be fast. I know you have a lot of work to do. I really appreciate
you taking the time to come. I will try not to take too long.” Another CNA enters the
room, and asks, “Is this starting? I didn’t finish my work. I was making beds... They told
me I had to come.”
The group appears more interested when I show images of resident artwork, and
as I talk about the Draw a Clock
test I see the memory care director
nodding. Introducing the art
directive, I am relieved to see
participants sorting through
magazine pictures, drawing and
writing. People are reaching
across each other to choose
materials. The memory care
director tells us that she is drawing

	
  

Figure 25. F, Untitled, collage on paper.

104	
  

herself in a recliner, listening to music. It is fun to imagine her this way, as I often find
her intimidating - rushing around, so many people needing her attention. One of the
CNAs creates a pattern across her paper with red glitter, accompanied by images of
lemonade, fruit, cupcakes, and a hand covered in words - Real Time, fast, updates,
connect, favorite, live (Fig. 25).
Another CNA holds up her drawing and tells us, “I chose lots of different people,
different races, different ages. I wished for more time for people to unite all together. I
want to bring people together.” I am intrigued that her artwork is about connection, yet
she initially sat away from the table and asked throughout the in-service when she could
leave (Fig. 26). Everyone filters out, except the nursing director and memory care
director; they have more time to sit and chat. As they slowly make their way out of the
room, they discuss the things they have to do today. Half an hour before the next inservice the CNAs will be searching for a lost resident, a code green drill. I do not resent
that it is so hard to squeeze in these gatherings; it is the nature of this environment. There
is never a good time to interrupt the daily cycle.

	
  

Figure 26. E, Love 1 Another, ink and collage
on paper.
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In-Service Four
It is five minutes before 2:00 and there is no one here. I announce the in-service
over the PA, and this time I feel much more comfortable having my voice heard
throughout the building. I think about how this act parallels my struggle to understand my
role in culture change; I feel like I am asking people to do something for me, to take time
out of their normal schedule. Is this for me? Is this for the residents? Is this for all of us,
as a community? At 2:00 the second floor nurse comes in; she greets me politely,
looking at her watch. “How long is this going to take?” Two CNAs and the third floor
nurse also walk in and sit down at the table.
The group responds with excitement to the image of Peggy’s clock. The third
floor nurse tells the group that she was there when Peggy was painting it. After
introducing the clock drawing directive, I listen with curiosity as the women begin
talking about the time they spend with their children and grandchildren. Sandy says,
“When you work in this field, you have to work all the time. I work every other weekend.”
Holding up her circle, Carol says, “Mine is such a mess. I chose this picture because I
want more time to connect with people. I put these kids jumping, because they look like
they are having fun. Then this old man up here, who looks sad. I wish I had more time to
stop and connect with residents when they have a look like this, to see how they are
doing. But there’s just never any time” (Fig. 27). I tell Carol that I have also had this
experience, walking past a resident and thinking to myself, I should check in with that
person and see how they’re doing. I should say hello. Sometimes I choose not to pause
for connection because I know I don’t have much time; I have a group to start, a meeting
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to attend, or an individual client to see. I am surprised that Carol has pointed out this
feeling as well. “I really appreciate you taking the time to come and do this.”

Figure 27. C, Untitled, collage on paper.
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Part 3: Art-making with Residents and Staff
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During initial research design, I planned to schedule set times for collaborative
art-making with pre-selected resident-staff dyads. I intended to introduce an “altered
clock” directive, in keeping with the clock metaphor utilized throughout my research.
During in-services, I invited direct care staff to engage in art-making with residents in the
coming months. I approached the memory care director to ask how I could enlist CNAs
to participate in art-making interventions. “You’ll have to ask them if they want to come,”
she said. I approached CNAs on the second and third floors but had no luck in scheduling
specific times for art-making sessions. How could I ask them to make art with the
residents if they were already busy completing the physical care tasks required of them?
Unless art-making could somehow become a planned part of a CNA’s day, I feared my
approach would not be successful; there was just no extra time in the day for additional
required tasks. I felt stuck; requiring staff to participate in art-making seemed
disrespectful of their autonomy, and also seemed to conflict with the purposes of my
inquiry. How could I schedule the organic engagement of lived time within a highly
regimented clock time structure?
Paralleling my desire to loosen the grip of structured clock time within the
dementia care environment, the task-oriented structure of my methodology also began to
transform. I decided to observe how art could invite staff-resident interactions, providing
organic opportunities for connection in lived time by inviting CNAs to join individual art
therapy sessions with resident participants. Rather than introducing the altered clock
directive as previously intended, I decided to invite staff to participate in a doll-making
directive already planned for several individual and group sessions. Several residents had
expressed interest in creating dolls, and during interactions with staff within the memory
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care floors and elevator I had noticed engagement in response to the sewing machine and
fabric on my cart. I continued working with resident participants and documented any
new interactions with staff that occurred. The following narratives illustrate relationships
developed with staff members through art-making alongside resident participants. Both
narratives revolve around the creation of fabric dolls, produced in individual and group
art therapy sessions with four resident participants and three CNAs.
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Black Hair, Brown Hair, Blonde Hair, White Hair
This morning Brenda and I are cutting a dress out
of bright orange fabric (Fig. 28). Rita, one of the three
CNAs working on the second floor this morning,
approaches us. She has never joined an art therapy
session before, and I know very little about her. Rita is
Haitian, with a rich accent and short bouncy curls. In
Rita’s hand the doll dances for Brenda, spinning and
bowing on the table. Rita tells Brenda that she wants to
give her something for the new doll; she picks up the
scissors and begins cutting curls from her hair. I exclaim

Figure 28. Brenda, Madeline,
mixed media.

in surprise as she hands Brenda two locks of black curly
hair. Rita ties bows in the curls with green
yarn (Fig. 29).
Brenda and Rita sit side-by-side
finishing the doll, and Rita proudly shows their
creation to other CNAs on the floor. “We
should call it Rita! We should make a doll for
every country…. This is a Haitian baby… we
need a Jamaican doll next.” Rita is asking all
the staff on the floor to donate hair for dolls.
Thick, curly hair. Long, shiny, brown hair.
Figure 29. Brenda and Rita, Rita,
mixed media.

	
  

Thick black hair. Light brown braids. Straight

111	
  

blonde hair. We are all comparing the textures and colors of our hair. Rita suggests that
we can get white hair from the beauty shop downstairs.
The following week I walk down the hallways radiating out from the dining room
to find the day shift CNAs who have been at work since 7:00, eventually finding Rita
behind the half-closed door of a resident’s room. I tell her that I will be making art with
Richard and Brenda in the dining room; would she like to join us? Back in the dining
room, I arrange painting materials on the table in front of Richard and place a brush in his
left hand. Richard paints thick, watery strokes of yellow paint across the surface. I sit
next to him, watching as he becomes more and more absorbed in the rhythmic
brushstrokes. Brenda and I look at the collection of dolls we have created over the past
few weeks, describing when and how we made each one and coming up with imaginative
stories. Rita approaches the table, and sees that we have started a new doll, with darker
fabric, half-stuffed with fluff. Brenda carefully holds the doll while Rita stitches the top
closed. They are leaning their heads in close together, sitting at the same level, eye to
eye. Another CNA asks Rita if she is coming to lunch. “No, you go. I will wait.” I ask
Rita if she is going to miss her break, and she assures me that she can push it back a little
in her schedule.
Brenda holds the doll while Rita wraps red fabric around the head and yellow
fabric around the body. Together they draw a face on the doll with black and red fabric
markers (Fig. 30). “Very elegant,” Brenda says. “She’s an African Queen.” There is a
group congregating around us – the social worker, two CNAs, and the memory care
director. Rita shows off the dolls, and I read the story we have collaboratively written
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about each one. Brenda looks very proud of what we have done together, and says, “We
need to display these somewhere special.”
On Friday, as I pass through the fifth floor, CNAs gather around the art cart to see
the new dolls tucked into the basket on the top shelf. “Those are my braids!” “Who made
these? I want to make one!” Rita is planning more dolls, and now tells me that she
pushes back her lunch on Monday so that she can spend time with us. When I arrive on
the floor we get to work, chatting about the dolls we have already made and showing off
our newest creations.

Figure 30. Brenda and Rita, African Queen, mixed media.
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Building a Bridge
Sue and Peggy sit at a table set up just outside the dining room. Today Peggy is
in a wheelchair; she appears tired and withdrawn, and is struggling to keep her head up.
We are making dolls for the first time, and Sue and Peggy are each holding a doll form
already halfway stuffed with soft white fluff. I hand Sue clumps of the soft filling, and
she pushes them inside, using a thick paintbrush handle to poke the fiber further down
into the doll’s body. I help Peggy fill her doll, the soft body gradually taking form in her
hands; as its head, chest, and arms begin to lift up Peggy too rises in her chair, her head
no longer hanging forward, heavily. She asks me who we are making the doll for. “Who
would you like to give the doll to?” I ask. Peggy begins slowly speaking of her childhood
town and home. I ask Peggy and Sue if the dolls need to be given away in order to be
meaningful. Peggy asks if any act can ever be truly selfless; she is straining to get the
words out, and again looks tired, setting the doll down on the table and closing her eyes.
Sue’s doll is now full, soft fluff spilling out
the top where the fabric needs to be sewed closed.
She holds the doll while I slowly stitch around the
edge. I look up to see two CNAs approaching the
table, asking questions about the sewing machine and
picking up the dolls. Fina tells me that she wants to
learn how to sew, and Jean tells us about the dolls she
used to make as a child in Belize, stuffed with scraps
of fabric salvaged from a dressmaker down the street.
Jean is Sue’s primary caregiver during the day shift;

	
  

Figure 31. Sue, Untitled,
mixed media.
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she reaches down to touch the doll that Sue is clutching in her hands. I invite them to
join us but they say they are too busy today, that afternoons are better, as the day shift
ends at 3:00. Sue holds the doll in both hands, resting it slightly on the table in front of
her (Fig. 31). Her eyes have been open for the entire session and she is smiling, wiggling
the doll’s legs back and forth and squeezing its stomach. “She looks pretty good,” she
says.
The following week I push the art cart into the dining room. Jean is putting
something away in the kitchen; she tells me that she will try to work with us at 2:30 if she
is able to get everything done. Peggy is subdued, drooling as she tries to talk, but she
agrees to participate in spite of her discomfort, choosing paint and watercolor paper. Sue
says, “She wants the baby… My husband wants the baby.” I place a half-stuffed doll in
her hands and the stuffing on the table, and she picks up a clump in her left hand, slowly
pushing it into the top of the body, saying, “We don’t need to dye this one.” “Have you
dyed other dolls before?” “Oh yes.” Peggy is painting, very slowly and carefully at the
end of the table. I can hear the CNAs’ laughter and conversation in the other room, as
they make their way back to their tasks throughout the unit. Here in the dining room it is
slower, quieter. I like it. But I wish I could bridge our two worlds.
Peggy finishes her painting. She tells me it is a woman, sitting on a stool, looking
at something in her hands. “My mother used to do that,” she says, sitting back in her
chair. I ask Sue if I can help her sew the top of her doll; she grips the doll’s waist while
my needle slowly pulls the fabric together, containing the softness that wants to spill out.
Frances, a housekeeper who participated in the first in-service, sets down her broom and
approaches the table. I tell her about our doll project, showing her Sue’s doll from last
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week. I also tell her about Rita, on the second floor, who is collecting hair and planning
dolls to represent the countries of staff throughout the building. Frances smiles and tells
me she is from El Salvador. I learn that her daughter, now almost 10, has decided to cut
her long, straight hair. She describes a traditional dress that her sister sent from El
Salvador for a presentation at her daughter’s school, and asks if we could make doll
clothes that look like the dress. It feels good to learn more about her. Sue and Frances are
not directly interacting, yet art has momentarily pulled a staff member out of a taskdriven schedule to connect with us - sharing the space and sharing a part of her story.
I return to the third floor in the afternoon with renewed determination and
excitement. Jean tells me that Sue is in bed, and my excitement is replaced with
disappointment. Another week goes by; Jean tells me she will be able to join us at 2:30.
I make my way to the dining room, and seeing Bettie at her usual spot by the window,
decide to set up there. Sarah appears, one of the other three day shift CNAs working
today. “Jean told me you are making dolls. Can I make one?” Across the other side of
the unit I see an activities coordinator pushing Sue’s wheelchair onto the elevator. I want
to run over to stop them, but realize I can’t leave the two people already in front of me,
looking to me for direction. After weeks of trying to coordinate a 2:30 session with Sue
and Jean, I now suddenly have Bettie and Sarah sitting in front of me. Sarah chooses an
already stuffed blank doll form off the cart. I show Bettie the doll she and I started in an
individual session last week; she picks it up off the table, smiling (Fig. 32).
“What should I do first?” Sarah asks. I direct her to the colorful balls of yarn on
the table, the tumbling stack of fabrics for clothes, the markers for drawing the doll’s
face. Her hands reach for thick brown rope, and she begins cutting strips for hair. I lay
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out fabrics in front of Bettie, and she touches each
one, selecting the right color, pattern, and texture for
the doll’s clothes. Our corner of the dining room is
quiet, except for the soft sound of snipping scissors,
giggles as a ball of yarn tumbles off the table, voices
drifting down the hall. I realize that connection does
not require talking; simply making art alongside each
other is a new, shared experience. Adopting this new
perspective I discover peace and relaxation, sitting
here in the dining room, by the window. As the

Figure 32. Bettie, Untitled,
mixed media.

pressure to perform slips away, the space feels surprisingly home-like.
Sarah asks for blue and red fabric, and I pull some out of the pile. “Those are the
colors of my country, where my parents are from.” Slowly, organically, she is telling us
part of her story; her family came to the US from Haiti before she was born. She grew up
in the US, and now has a 10-year-old daughter of her own. “Where’s Haiti?” Bettie asks.
Jean sits down at the fourth chair at the table. I show
her the remaining doll form, made of a reddish-brown
fabric and requiring more hand-stitching. She begins
sewing the top of the doll’s head closed, and, pointing to
Sarah’s doll asks, “Did you do that?” “Yes, but it looks
terrible.” Bettie begins laughing, and Jean looks up
from her work with a smile. Jean tells us about her
Figure 33. Sarah, Untitled,
mixed media.
	
  

family in Belize, and again speaks of the dress-maker
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that gave her fabric scraps to stuff her rag dolls as a child. She describes the beaches near
her home that she visits every year.
Bettie is interested in what Jean is creating across the table. “Let me see that… oh
very nice!” Her eyes rest momentarily on Jean’s nametag. “Jean, show me what you’ve
got there.” Jean and Sarah express doubt about what they are creating: “her head’s a
funny shape. She’s too big. I can’t draw the face.” Bettie spontaneously chimes in to
reassure them, while arranging the two dolls on the table in front of her. Jean is carefully
tracing a dress onto shiny purple fabric (Fig. 34). “I’ll have to save this for next week.
When are you here again?” I assure them I will hold onto their work in progress.
Art is cultivating connections in lived time not just between staff and residents,
but also between staff and me. Until this moment I have overlooked this significant
aspect of my research, primarily considering my own relationships with residents and
staff-resident relationships. Sewing and chatting around the table, we all become
humanized in each other’s eyes. These interactions are an essential component of
nurturing culture change; through art we take the time to pause and get to know each
other.
It is the final week of the month. Sue and Peggy are both asleep in bed. Sitting
next to Bettie in the dining room, we begin working on a new doll with black hair. At
2:30 Jean joins us and immediately gets to work, followed five minutes later by Fina,
who sits at the table next to us to fill out paperwork. A volunteer approaches; “What are
you doing?” Jean responds, “We are making dolls… We’re here every Wednesday. You
should come make one next time!” I am surprised to hear her take ownership of this small
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time, this half hour of space we have created for shared creativity. I am excited that this
new space exists.

Figure 34. Jean, Untitled, mixed media.
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Exhibition of the Making Time Project
All artwork created by resident and staff participants as part of the Making Time
Project was displayed within the memory care facility on April 22nd, 2013. All residents,
family members, and staff of the facility were invited to the exhibit, which included the
clocks created by resident participants, my soft clocks created throughout the study, the
clock-face drawings created by staff during in-services, dolls created by residents and
staff, and other artwork created in individual and group art therapy sessions. The
exhibition open house was scheduled for 2:30 to 4:30 in the afternoon.
That morning, I removed the large, neutral images of flowers and landscapes from
the dining room walls and replaced them with the residents’ artwork. I moved furniture
and plants to display dolls, felt mobiles, and artwork in smaller frames on tables covered
in white tablecloths. I was immediately amazed by the response of staff throughout the
floor; anyone passing through the space seemed energized by the colors and images now
adorning the walls. Some staff members seemed surprised and moved by the outpouring
of creativity and self-expression. “The residents did this?” Others handled the dolls and
shared stories of their creation. Jean, a CNA who participated in Part 3 of the study,
looked thoughtfully at the soft clocks on the wall, responding strongly to my words, “We
are still here, in this moment. We have not fallen off the face of the clock.” Staff
members pointed with excitement to their own clock face drawings, arranged on the first
wall visible upon entering the exhibition area.
As the exhibition began that afternoon, I witnessed direct care staff, residents,
family members, volunteers, activities staff, and administrative staff interacting in new
ways within the memory care environment, now transformed by the residents’ artwork.
The exhibition was a culminating moment for both my experience as an art therapy intern
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within the facility and my research with residents and staff. Surrounded by the artwork
proudly framed and labeled throughout the memory care unit, I felt the presence of all the
moments I had shared with the members of this community, the moments of opportunity
in which relationships had been born. Viewing the visual products of these moments
together was a powerful experience for me. More significantly, however, it was
wonderful to see the transformative impact of this experience on residents and staff.
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Art-Based Analysis:
Stop-motion Animations

Figure 35, C. Even, still from Only time will tell.
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The accompanying DVD-R, Only time will tell, can by obtained by inquiring at the
Flaxman library reference desk. Please ask library staff for assistance by referring to the
call number at the back of this document.
I have always been enthralled by animation. As a child I fell asleep to Pixar
movies on the couch with my older brothers. Later I discovered objects magically
coming to life in the work of Czech filmmaker Jan Svankmajer. In movie theaters I have
seen the pages of my favorite graphic novels animated on the screen. I have found myself
motionless, captivated in a museum, watching charcoal drawings by artist William
Kentridge flicker and transform on the white gallery walls. My own paintings and
drawings have often involved narrative, telling stories when viewed sequentially, yet I
have never attempted to bring my work to life though animation. Delving into an
exploration of clock time and lived time throughout this research, I felt drawn to stopmotion animation as a way to integrate temporality into my art practice, placing images
and objects in time and giving them life. Approaching my art practice in this way
allowed me to control the passage of time, determining the rate of each frame and
experimenting with the ability to speed up or slow down the progression of images.
I set out to use stop-motion animation to illustrate a fairy tale, The Pocket Watch,
the story of a woman with dementia who finds a magic watch capable of transporting her
to moments of comfort, connection, and purpose. As I began telling the story through
stop-motion animation, I became less interested in the original plot and more interested in
the subjective experience of the main character, inspired by my work with June. In
attempting to engage June in art therapy sessions throughout the course of my research, I
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found that her near-complete disconnection from clock time overcame all attempts to
impose structure, schedule, and task. Through our relationship I became aware of how
much clock time and task-orientation permeated my interventions as an art therapist. I
realized that in order to be a successful art therapist within dementia care, embracing my
own call for lived time experiences, I would need to remain very aware of the pervasive
creeping of task-orientation into my work.
I made my first animation, Only time will tell, to respond to my relationship with
June, exploring my feelings of helplessness in introducing art therapy, her frustration and
anxiety as a resident of the memory care facility, and the broader theme of clock time in
dementia care.

Figure 36. C. Even, still from Only time will tell.
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Figure 37. C. Even, still from Only time will tell.

Watching the animation, I wrote the following response:
I am watching the numbers materialize around the face of the clock. Everything
in its right place. The hands of time appear; they are moving without me, magically. The
hands of time erase my words as I speak them. Hallways and doors emerge in front of
me, and the light moves across the walls and floor. The sudden appearance of the past in
the present, as old envelopes reveal the crinkled papers hidden within. But these words
too erase themselves. A yellow moon rises. Now her arms move at their own pace,
gracefully, in time to a haunting, beautiful, melody. She reaches, stretches, searches,
dances. But grace is soon replaced by frustration, and the clock face grows dark.
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She is young again, working. Small treasures tumble out of their hiding places,
and two children appear, hopping playfully in time to the music. At first we are held
safely within the rhythm, but I am afraid; I can feel the impending separation,
disconnection, and anxiety. We are starting to slip, and the jumpiness becomes harder to
watch. I am frustrated that the image appearing before me is not smooth, is not always
easy to follow. The child floats out of her arms. She is counting sheep, trying to soothe
herself, but they move too quickly.
“Where is everyone?”
“I want to go home.”
Standing in front of the fence, a border - containing, protecting, separating.

Figure 38. C. Even, still from Only time will tell.
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After watching the animation, I felt heavy with emotion. I wanted to reach out to
June; I wanted to connect. Through this process I gained a deeper understanding of the
weight of her frustration, being shuffled from task to task. Left alone at the breakfast
table, staring blankly at her plate. Then moved to the living room. Then back to the
dining room, lunch. Then to the bathroom. Then aimlessly, in the halls. Frustration as a
natural response to the limits of the environment.
I was excited by my creation, as the new media gave a life to my artwork that I
had never previously experienced. Importing my images into iMovie on my laptop and
pressing play for the first time, I was amazed by the story unfolding before me. I quickly
realized, however, that in centering my animation on June’s relationship to clock time I
had inadvertently focused on a declinist narrative emphasizing what she has lost - links to
memories, past identity, and ability to orient to time or place - rather than focusing on
present moment strengths. While I was moved by the film I had made, I was also
disturbed by the absence of present moment connection. I had to make another film, to
accompany the first. I felt that my first attempt, while valuable in its expression of my
emotional response, and necessary in humanizing and communicating June’s experience,
did not tell the whole story. I wanted to share also the joys of our present moment
relationship. We are more than our memories, more than what we have lost. Personhood
does not depend on orientation to clock time. Clock time is not a fundamental
component of human existence, but rather the outcome of a culturally specific worldview.
I created a second animation, Bird in hand, to explore my relationship with June in lived
time.
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The second animation proved much harder to make, as I did not come up with a
sequential narrative ahead of time. Instead, I thought about positive experiences I had
shared with June in the present moment. I thought about the times we had been able to
engage with materials together. I thought about our playfulness, imagination, harmony,
rhythm, and relationship. I played with these materials in a stream of consciousness
animation method.

Figure 39. C. Even, still from A Bird in hand.
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Watching this animation, I wrote the following response:
We are together, now. And the rhythm is steady. A palm, open, ready to catch you. The
small ball of yarn playfully tugs and spins in your hand. You hop in your chair as I tug a
little more on the end of the line; I am fishing for you. What am I hoping to catch? You
are holding the tiny fish, keeping it safe. The yarn dances again, and now it is a tiny bird,
trusting you, surprising you. Twitching, breathing, then gathering the courage to fly.
This is the moment when it leaves your palm. Together we watch it swooping, then
landing, resting. Don’t worry, it will come back to you. We are watching it soar over
blue rooftops. Now we sit together on the couch and begin our own magical dance, our
arms and feet rising, falling, tapping in time. We sing our favorite songs. You are my
sunshine! These moments fill me with awe; I am so grateful for them, for you. After I
leave you I think about everything that happens between us in these moments of play.

	
  

Figure 40. C. Even, still from A Bird in hand.
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Figure 41. C. Even, still from A Bird in hand.

I think about the past, faces coming and going. I think about the moments people spend
together throughout their lives with the people they love. Brief moments captured
permanently in black and white snapshots: a curious look, a joyful laugh, a tender
squeeze of fingers interlaced. I watch these images come and go. I think about our brief
moments also coming and going. No snapshot to capture them, but the yarn, your palm,
our voices, and the images in my imagination, my efforts to reach you. These things all
dance around me, above me, through me. Time moves quickly past. But we are here
together, now. The present moment is an opportunity to connect, to celebrate, to play, to
create.
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I feel hopeful. These open hands have so much significance in our relationship. I am
here to hold whatever you place in them. My open hands are an offering to you. My open
hands are an invitation.

Figure 42. C. Even, still from A Bird in hand.

The animation process was incredibly time-consuming. I spent hours creating the
elements of my story, experimenting with the camera and tripod to find a successful setup, and familiarizing myself with technology that I had previously shied away from out
of fear and distrust. I opted to use my iPhone camera, as I actually liked the resulting
images better than those created with a regular digital camera. Despite my lack of
familiarity with photography, computers, and animation, I found that the process allowed
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Figure 43. C. Even, still from A Bird in hand.

me to play with materials in a new, and incredibly exciting, way. The floor around my
tripod quickly became covered with old photographs, small artifacts I had collected over
the years, letters found at flea markets, yarn, paper, charcoal, and my drawings and
watercolors. These materials wove themselves spontaneously into my story, with little
prior planning. I allowed them to dance across the paper stage, appearing, disappearing,
and transforming.
This process also brought me face to face with my fear of imperfection. As I had
no prior experience with animation, I didn’t know how many frames I would need to
shoot in order to create smooth movement. Some areas of the animation flowed
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smoothly and gracefully, while others appeared jumpy and disjointed. I found it almost
impossible to successfully edit the areas I found troubling, as it was difficult to accurately
recreate the shot in order to add more frames or remove distracting objects and text.
These moments of jumpiness and confusion allowed me to more fully enter the
experience of my clients. Throughout both animations, my hand appears at the edges of
the frame, like a puppeteer slipping out from behind the curtain. At other times, the
background surface shifts, revealing the top edges of the canvas. I felt embarrassed at the
thought of sharing these imperfections with others; would viewers judge my abilities as
an animator? Would they see the imperfections as terrible flaws in my creation?
Ultimately, I feel that the creation of these animations parallels my work as an art
therapist. As an art therapist within a dementia care setting, I often engage in hours of
experimentation with new materials, planning art directives, and preparing for simple,
failure-free implementation prior to introducing an art therapy intervention with
individuals and groups. Throughout the animation process, I dedicated hours and hours
of my time, over a period of several weeks, into creating just a few moments of
animation. A Bird in hand, while only two minutes and nineteen seconds long, is
comprised of 665 still images. In spite of this time commitment, the most surprising and
inspiring elements of the animations are in fact things that I did not plan or control,
resulting from my spontaneous play with imagery and materials in the present moment.
Likewise, in spite of extensive planning and preparation, the most meaningful,
inspiring, and profound moments I have shared with residents have occurred
spontaneously, in the moment. I believe strongly that these organic moments of selfexpression and connection should be treasured, tended to, and treated with awe, respect,
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and gratitude. While I intend to continue dedicating as much time as possible to planning
and preparation, I have also learned about the importance of entering the memory care
floors, sharing the space with the residents and staff, and allowing moments of
connection to occur. I suggest that art therapists working within dementia care
environments need to place emphasis on being with residents and staff in shared space, in
lived time, using art materials to build relationships.
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Discussion
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Art Therapy and Lived Time

“People often seem to need the permission to sit alongside, and to move at the speed and
timing of the person with dementia, they need to know that it is very often the mere fact
that this is happening that is important - more important than what actually emerges in
these times of togetherness. What emerges may or may not make sense, but the act that
someone has given the time, unconditionally, is the characteristic of good care, and is a
sign that the person is taken seriously and is deemed to be important”
(Goldsmith, 2002, pp. 81-82).

Building on the writing of Kitwood (1997) and Mclean (2007a), I hypothesized
that art therapy could be a powerful method for advancing the goals of culture change in
dementia care, through cultivating connection in lived time. Throughout this study I have
defined lived time as the experience of interpersonal relational engagement, placing
emphasis on being with rather than doing to. Within a biomedical dementia care system,
clock time dominates the structure and implementation of care, constructing care as a
physical task to be accomplished rather than a relational transaction (Mclean, 2007a).
There is a profound need for a return to lived time in dementia care (Mclean, 2007a). As
an art therapist, I have used art materials and art-making to cultivate these lived time
experiences. In doing so, I have also sought to address the seven goals of the culture
change movement as defined by Kitwood (1997). I will discuss how art therapy was used
to cultivate lived time connection by building relationships throughout the sociocultural
environment, encouraging interaction with materials and exploration of temporality rather
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than emphasizing task-orientation, and introducing art materials as relational tools. I will
then discuss how art therapy can address seven transformative goals of culture change.

Cultivating Relationships Throughout the Community
The first element of relationship within dementia care that I considered within this
study was my own relationship as an art therapist with resident participants. A single
interaction with a person with dementia is comprised of fluctuating movement through
connection and disconnection. When am I doing art therapy? When does a session
begin? Each interaction is a meeting of two selves. These interactions are not about
finding a way to get another person to engage with art materials; rather, they are about
spending time with a person, finding out where meaning comes from in their lives, and
using relationship and interaction with art materials to connect with and celebrate that
meaning.
I entered this institution with the pre-existing intention of serving as an agent of
culture change. I assumed this role with extensive knowledge of nursing home culture
but little knowledge of the culture of this specific community. Could I apply my
knowledge of nursing home culture to this space? How could I learn more about the
relationships within these walls? I have repeatedly questioned myself for coming in to
this new environment with an agenda. I found myself wishing there was more time to
truly identify the goals and needs of the institution in collaboration with its occupants.
Alan (2002) also addressed the importance of taking time to cultivate relationships with
care staff, suggesting that an extensive amount of time is needed to truly cultivate
collaborative relationships. Alan (2002) provided three hour workshops to introduce
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research, goals, and build relationships, cultivating dialogue even though only a small
number of attendees would go on to participate in further research.
Setting out to address a culture change agenda within a time-limited, structured
research methodology has been a colossal, and often frustrating, task. While building
therapeutic relationships and making art with residents living with dementia was my top
priority, this was not my sole intention. I wanted to find out how I could use art to
address what was happening systemically, engaging everyone within the culture in order
to maximize benefits for the residents. I wanted to make everyone within the building’s
walls aware of person-centered care, art therapy, and the role of clock time and lived time
in our work and relational lives. I wanted to get everyone involved, whether for five
minutes or throughout the entire research process, sparking interest and opening the door
for creativity and connection. I began building relationships with the residents
immediately; every moment we shared together was an opportunity for expression and
connection. Building relationships with staff, however, and engaging residents and staff
in collaborative art-making, took much longer. Only now, two months after data
collection has ended, am I starting to see the more noticeable outcomes of this process.
CNAs approach art therapy groups independently, curious about the materials spread out
on the table. After bringing Bettie to an art therapy group her primary caregiver now
lingers, rolling wool in her hands, then passing it to Bettie as she tells me about her
morning.
Art therapists need to carefully consider their role within institutions. Is it an art
therapist’s responsibility solely to serve identified clients, or to address the relational and
institutional environment surrounding clients? In viewing the community as client and
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using art therapy interventions to cultivate interdisciplinary dialogue and relationships, I
acknowledge the impact of sociocultural context on the construction of pathology, rather
than locating pathology solely within the individual. This approach also allows me to
acknowledge the powerful impact community can have on supporting the personhood of
residents and staff.
Throughout this study I became aware of the ease with which engagement with
art materials elicited personal stories from residents and staff. Upon seeing pencils,
pastels and magazines spread out on the tables during in-services, some staff participants
expressed uncertainty while others appeared comfortable or curious. Several staff
participants volunteered their earliest memories of art materials – being praised for their
artwork as children, or being told they couldn’t draw. During doll-making both Sue and
Peggy verbalized memories of childhood and raising their own children. In the elevator,
staff frequently reached out to touch the sewing machine, wanting to learn more, or
telling me about their hidden skills. Over time this verbal interest in materials developed
into engagement with the art-making process, as CNAs joined either morning or
afternoon art therapy sessions to create dolls. During these sessions, taking place over
several weeks, multiple staff members approached the table, attracted by the materials, to
share stories of their childhoods, their families, and past experiences with sewing, fabrics,
and doll-making.
Throughout Part 3 of data collection, I unexpectedly encountered the theme of the
multicultural nature of care work. As a result of doll-making with Brenda, Rita began
gathering hair from other CNAs and planning dolls to represent the countries of origin of
care staff. Through making art with staff participants, I learned about their families in the
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Philippines, Haiti, Belize, and El Salvador. Innes points out that in Western countries
migrant labor often fills needs for care for older adults, as “the social and health care
workforce is becoming more dependent on minority ethnic group workers and migrants
to deliver care services” due to labor shortages in developed countries and restrictive
immigration policies. (2009, p. 56). Innes (2009) also explains that, even if workers
receive training in dementia care, language differences may prevent meaningful verbal
interactions. During this study, art therapy provided an opportunity for staff to take pride
in their cultural heritage, share their stories with colleagues and residents, and engage in
non-verbal interactions. In-services with staff provided a space for interdisciplinary
dialogue, and art-making provided a common experience. Participants engaged together
in something new, in which their unique voices and contributions to the care environment
were valued.

Emphasizing Material Exploration and Temporality Over Task-orientation
Throughout this study, I approached art therapy as an opportunity to engage
collaboratively with participants, emphasizing relationship and connection rather than the
task-orientation of a finished product. I maintained an awareness of being with
participants, rather than doing to. Art therapists seek to enhance the emotional and
psychosocial wellbeing of their clients. Sometimes wellbeing can be achieved through
the creation of an object to be explored dialogically or shared with others; in other
circumstances emphasis on a completed product may impair the therapeutic relationship
as well as a client’s ability to attain emotional and psychosocial security and comfort.
Art therapy interventions within dementia care run the risk of becoming overly task-
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oriented if they emphasize a uniform, completed product. When art therapy emphasizes
material exploration, the creative process, and relationship over task-orientation and
object production, it also moves more radically away from dominant art as activity or
arts-and-crafts approaches to art-making in dementia care.
Even with a pre-identified intention to avoid task-orientation, throughout my time
in this environment I had to maintain constant awareness of my intentions within art
therapy sessions. On the one hand, identifying appropriate directives, preparing materials
ahead of time, and breaking the process into simple steps are essential components of
designing successful art therapy programming for people living with dementia.
Additionally, some residents are more able to engage in creative activity if there is an
identified and meaningful purpose. Peggy, for instance, while very comfortable painting
with minimal direction, frequently expressed discomfort in engaging in creative acts with
no tangible and defined utility. June found security and a sense of play in cradling a
small ball of yarn in her hand while Sue slowly wrapped the yarn around a tree branch;
Peggy, sitting alongside them, asked, “What is the purpose of this?” On the other hand,
offering a “directive” in which materials are offered to participants for a specific purpose
can become so task-oriented that relationship is sacrificed. I encountered this challenge
when working with June, who became distressed and anxious when presented with a task
to complete. She frequently expressed discomfort with traditional art materials, quickly
removing herself from the area and out of connection. Task-oriented activities resulted in
great anxiety and distress. I have observed that June often does not participate in group
activities programming or receive prolonged one-on-one attention. When people are

	
  

141	
  

unable to engage an individual in the identified task at hand, it is easier to disregard them,
to focus on people that can be task-oriented.
What does non task-oriented art therapy look like? In order to truly be with art
therapy participants, it is essential for me to slow down, taking the time to adjust to the
pace of my companion, rather than giving up after realizing that an immediate task may
not be met. As a person-centered art therapist within dementia care, I do not always
utilize “materials” in the traditional sense of the word; my body, voice, and movements
are materials. The people I work with within the memory care facility express
themselves through every gesture, facial expression, sound, and word. The space
between our bodies is a material. The time we share together is a material. As I have
become more comfortable entering these interactions with full attention and creativity my
expectations have changed. What is the finished product – an object that we can look at
and put on the wall, or a feeling of security, relationship, and joy?
Temporality plays a significant role in dance and music therapy, yet art therapy is
often seen as a modality emphasizing the finished project over the process of creation.
How can we bring an awareness of temporality and phrasing into art therapy? We must
allow the beginning, middle, and end of a creative act to be a process in time, rather than
a task to be completed. Drawing from Relational Cultural Theory (Jordan & Hartling,
2002; Walker, 2004), I believe that human development across the life span is a process
of coming into and out of connection with others. Witnessing, collaborating with, or
making art alongside a client within an art therapy session involves the beginning,
middle, and end of a relational transaction, an entrance into connection. Similarly,
engaging with art materials within our own creative process entails a beginning, middle,
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and end of connection with materials and a dialogic relationship with ourselves. Writing
in Music Therapy Today, Giacomo Gaggero states, “Some particular art forms, such as
the more figurative painting or sculpture, have as their basic theme the relationship
between form (that is intentionality) and space, while other arts, such as music, deal with
the relationship between form (a musical form in this case) and time” (2004, p. 2). Is art
therapy bound to address form and space rather than form and time? In order to create
opportunities for connection in lived time with clients, art therapists must bring an
awareness of the interactions between form and time back into art therapy practice.
Moving beyond materials traditionally defined as art materials within the art
therapist’s tool box, including paint, drawing tools, and clay, art therapists today are
acknowledging diverse media, including performance, video art, installation, and sound
art, to name a few, as viable media with therapeutic potential. These media utilize the
body, movement, sound, and temporality as materials to be explored, manipulated, and
utilized for creative expression. Time is a frequent subject matter and material in art
practice, related to concepts of permanence and performance. As art therapists we also
need to explore the role of temporality in our work - the permanence, impermanence,
performance, and phrasing of our time spent with clients, and time spent with materials in
the creative process.
What pace do I utilize as an art therapist? Is it intentional or automatic? What
impact does it have on art therapy participants? Working with people with dementia, I
relax my pace. My steps are slower and more intentional as I approach Bettie by the
window. Art therapy, like music therapy, can allow us to sync our rhythms, to enter a
shared pace together; this is lived time at its most cadenced. Sitting at the dining room
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table, Brenda and I entered into a shared rhythm through collaborative art-making. Our
bodies united in synergetic cooperation; I squeezed glue onto the surface and her arm
immediately reached out to place a button. The time flowed smoothly, pleasantly, and
comfortably during this process. We felt relaxed, purposeful, and connected.
Numerous artists have identified time as a key element of their artwork.
Conceptual artist On Kawara has been creating “date paintings” since 1965, painting the
date in typographical numbers on monochrome canvases, thereby “evoking the
continuous present” (Gennochio, 2009). Renowned painter Salvador Dali’s notorious
painting, The Persistence of Memory, has been called “a surrealist meditation on the
collapse of our notions of a fixed cosmic order” (Ades, 1982, p. 179). Artist Richard
Serra, though primarily known for his large-scale steel sculptures, also considers time to
be an essential material in his artwork. Writing of his installation, “The Matter of Time”,
Serra states,
“There is an unlimited range of individual experiences, but they all take
place over time. When I talk about time, I do not mean ‘real’ time, clock time.
The perceptual or aesthetic, emotional, or psychological time of the sculptural
experience is quite different from real time. It is nonnarrative, discontinuous,
fragmented, decentered, disorienting…. One has to give oneself over to the
journey. The discoveries of that journey depend on visitors’ willingness to invest
their own time, to allow their memories to melt into perception, to suspend
judgment, and to grasp their own experience as it unfolds”
(Serra, 2005, p. 141).
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I suggest that, like a viewer entering and experiencing Serra’s sculptural landscape, art
therapists working with individuals living with dementia must be willing to truly invest
time into the aesthetic, emotional, or psychological landscape of our clients. We must
suspend judgment, allowing a relational journey, with temporal existence, to unfold. This
may sound straight-forward in theory, but within dementia care there is rarely time,
staffing, or training for this kind of relational journey, relationship as a temporal
experience unfolding between people. Art therapists can play a critical role in dementia
care for this very reason.
How should we understand this relationship as temporal landscape, the
connection in lived time I have spoken of so insistently throughout my research? My
initial investigation of person-centered care led me to the writings of Martin Buber
(1958), specifically his I- Thou relationship. Through exploring the mythological roots of
our current understanding of time, I found the stories of Kronos and Kouros. Buber’s I–
Thou relationship, the moment of communion, of truly meeting the other, has much in
common with Kouros time, a time of opportunity. Through linking these concepts I am
able to further clarify what I mean by connection. Considering Buber’s theory and the
concept of Kouros, I suggest that in order for art therapists to cultivate relationships
founded on person-centered principles, we must seek communion with our clients and
colleagues in the present moment, seeing each moment as an opportunity, an opportune
time, that can only happen at this specific point of encounter. Exploring the social
construction of dementia requires an understanding of identity and social role as existing
within relationship. My scholarly exploration of this relationship repeatedly led me to
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theological sources; both Buber’s I-Thou relationship and the mythological Kouros are
frequently found within a theological context. McCarthy writes,
“We are persons because we are in relationship with others. We are
always in relationship with others, whether that is another person or group or (in a
religious or spiritual belief system) in relationship with God”
(2011, p. 30).
The moments I have shared with resident participants throughout this study have
been times of opportunity. Drawing collaboratively on a wooden clock surface with
Bettie, our proximity facilitated a sensation of treasuring something meaningful in the
space between us. I experienced a desire to make the most of this moment, to share this
space and time together. My time with Richard always felt so rich, profound, silent,
sacred. I have a profound respect for the expressions of my clients. Witnessing Peggy’s
description of her painting, Times of Day, I relished her words, letting her colorful circles
encompass me. I allow myself to experience my clients as the planets to which I am
magnetically pulled.

Art Materials as Relational Tools
People with moderate to advanced dementia are still able to engage in
relationship, a simple fact that is all too often overlooked. Relationships built through
Kitwood’s (1997) positive interaction types are essential to sustaining personhood, yet
cultivating these relationships may seem like an impossible task, requiring more time
than is often available throughout a typical day in dementia care. Art therapy can
cultivate personhood-sustaining relationships by introducing art materials as relational
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tools built on collaboration, generativity, and self-expression. Throughout my time within
the dementia care environment I have introduced art materials as connecting tools within
both individual and group sessions.
Every Friday my largest art therapy group, consisting of eight to ten residents,
gathers at 2:00 in the second floor dining room. Several weeks ago I showed the group
how to create felted objects by rubbing colored wool in their hands with warm, soapy
water. Upon completion of our individual objects, I made my way around the group
holding a needle and a long piece of thread. Each participant gradually added their object
to the long thread, slowly binding us together; the object grew heavier, more colorful, and
more playful in our hands as it made its way around the table (Fig. 44). Stitching the
felted objects together onto a single thread allowed group participants to connect with
each other, to become part of not only a shared sculpture but also a shared experience in
time and space and a shared sense of community. In subsequent weeks I invited group
participants to paint and draw collaboratively,
reaching out to touch the marks made by their
neighbors. I hoped to encourage group
participants to stretch out of their often closelycontained borders, to take risks and connect in a
new way with their peers.
These movements towards others were
facilitated by my presence as an art therapist and
Figure 44. Art Therapy Group,
Felted mobile, wool, thread,
branch, and yarn.
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inherently relational. Blue and orange paint communicate, impacting each other with
their presence – enhancing, and sometimes challenging, each other. A watery brush
allows pigment to absorb more deeply and unexpectedly into the fabric. Scissors separate
what once was whole; thread pulls the edges closer together, diminishing the space
between.
Within the group context even art created individually can ultimately facilitate
connection and validation between group participants. One morning I sat in the dining
room between Sue and another resident with advanced dementia. Both women painted
with watercolors, slowly, silently, on paper circles on the table in front of them. I helped
them reload their brushes with paint and maneuver their hands back over the paper, and I
supported them as they made new marks on the surface. Half an hour into this process,
Sue’s fellow participant, a woman who is primarily non-verbal, reached her arm across
the table, pointing to Sue’s painting. “Beautiful colors!” she exclaimed. Sue’s
expression transformed as she looked up at her neighbor, and as their eyes connected her
face lit up with pride and validation.
Gaggero suggests that the main instrument of music therapy is relationship,
revealed through “the musical expression of intentionality” (2004, p. 1). As art therapists
we too can use our relationship with our clients as the main instrument of therapy,
revealed through intentional interaction with art materials. Art materials serve as tools
for connection – connection with past identity, connection with peers, caregivers, and
family members, and connection with the present moment.
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Art Therapy and Culture Change
In using art therapy to cultivate relationship in lived time I have also sought to
address the goals of the culture change movement. Lived time is an essential component
of culture change because it is in lived time that relationship becomes possible. In calling
for a shift away from the biomedical model towards person-centered care, the culture
change movement is fundamentally calling for a shift towards relationship. When
environments, attitudes and values, and organizational structures are not in line with
culture change goals, the damage is located in impaired potential for people living with
dementia to connect with others. The transformation of structures and practices
ultimately serves the purpose of creating a physical and psychosocial environment in
which healthy, meaningful relationships can flourish, in which people, regardless of
cognitive ability or status within an organization, can enter into connection with others.
The culture change movement can grow stronger through recognition of the significance
of relationship, and more specifically, relationship in lived time, a need that art therapy is
well-equipped to address. Conversely, the field of art therapy has much to learn from
culture change, as there is a great need for art therapists working with diverse populations
and settings to reconceptualize pathology as disability, view clients as experts, address
quality of life, focus on personhood, emphasize strengths, view behaviors as
communication, and utilize response art and dialogue to address feelings arising within
care relationships (Kitwood, 1997).
Implementing an art therapy program within an organization does not
automatically imply a culture change agenda, yet art therapy is ideally suited for the task
of introducing culture change principles and cultivating transformation. The medical
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model, and perhaps institutional systems in general, often attempt to structure, contain,
mechanize, institutionalize, methodize, measure, and allocate care. Biomedical systems
operate on clock time. Art therapy, operating within a biomedical system, can present an
alternative to this approach. Entering bureaucratic settings we are told where to work and
how to work; within institutions expectations, boundaries and limits are often set and
defined. Art therapy can push these institutional limits, through slowly shifting
boundaries, spaces, and relationships. Through encouraging lived time connection, art
therapy allows for natural growth within a setting so often oriented towards
mechanization. Art allows us to go beyond habit, and, through relationship, to gradually
open the community to new experiences.
Change doesn’t happen all at once. It happens through accumulated moments,
short intervals of time that build into something larger. A tiny bud sprouts, germinates,
breaks through the soil, and gradually stretches towards the sun, unfolding and revealing
itself. I think of my evening yoga practice three times of week, slowly accumulating as
change, as peace in my life. My interactions with residents and care staff may occur in
five minute, fifteen minute, or hour-long intervals, but these moments gradually
accumulate into something surprising, invigorating, and strong. Throughout both
scholarly research and data collection within the dementia care environment, I found
evidence for art therapy as a method for addressing Kitwood’s seven goals of culture
change (1997). I will address each of these goals, incorporating examples from art
therapy literature and art-making with residents and staff.
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Dementia as Disability
Culture change requires first a shift in perception of dementia from progressive
decline to disability (Kitwood, 1997); this transformation of pathology to disability is
also found within art therapy literature calling for an examination of the social
construction of identity and disability (Yi, 2010). In a society in which aging is viewed
as decline and the aging body is considered stigmatic in its deviance from youth (Harding
& Palfrey, 1997), art provides an opportunity to reclaim the self and reject social
constraints. Reframing dementia as disability rather than “loss of self” challenges the
reductionist effect that the biomedical model can have on identity construction (Beard,
Knauss, & Moyer, 2009). Art therapists can learn much from disability studies, within
which theorists have also criticized the medicalized approach to the disabled body.
Within the biomedical model, disability is located within the individual,
associated with individual deviation from the norm, and addressed with medical
treatments (Barnes and Mercer, 2003). Stigma theory sheds light on the significance of
sociocultural factors in construction of the disabled body, relocating “the ‘problem’ of
disability from the body of the disabled person to the social framing of that body,” and
pointing out that “the problems we confront are not disability, ethnicity, race, class,
homosexuality, or gender; they are instead the inequalities, negative attitudes,
misrepresentations, and institutional practices that result from the process of
stigmatization” (Thomson, 1997, p. 32). To Thomson’s list I would also add age, as
stigmatization is not only experienced by people living with dementia but also by older
adults living within a culture that views aging as decline. By addressing the sociocultural
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factors surrounding disability, disability studies theorists shift emphasis away from the
deviance of the individual and place responsibility on systems of which they are a part.

People with Dementia and their Caregivers are Experts
Kitwood (1997) contends that for culture change to occur, residents and caregivers,
rather than doctors, must be seen as experts. This approach has parallels within art
therapy literature advocating for viewing clients as experts in their own lives (Moon,
2002). Anderson and Goolishian (1992), for example, advance a “not-knowing” (p. 29)
stance within therapeutic, collaborative conversations between therapist and client. The
therapist enters the therapeutic relationship, not with preconceived ideas of treatment and
outcome, but with “cultural curiosity” (Anderson, 1997, p. 134). While Anderson
describes this as a position of “not-knowing”, she also suggests that the therapist does not
have to disregard their own knowledge, experience, and opinions but rather express
“respect for and openness to the other and to newness” (1997, p. 134). This collaborative
approach has much in common with Kitwood’s theory of “free attention” – being fully
present with the other with no agenda, so that true meeting can occur (Kitwood, 1997, p.
94). My creativity as an art therapist and artist is a powerful vehicle of “free attention,”
allowing me to enter the therapeutic relationship with excitement about what the other
person has to offer, openness to witness whatever form an individual’s expression takes,
and a readiness to engage playfully and authentically with that expression. Seeing
residents as experts in their own lives also allows me to position myself as student,
learning from them and from our relationships. In this student role I have learned much
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about present moment experience, as resident participants pulled me from my taskoriented, clock time life into lived time connection.
Throughout this study I also found cultural curiosity (Anderson, 1997) to be relevant
in the process of developing relationships with caregivers. I gradually got to know many
staff members in the building through chats in the elevator or hallway, yet it took longer
to cultivate relationships with CNAs, as I frequently found them in the middle of a task
needing to be completed. I observed that CNAs spent the most time with residents, yet
had the least control over their own time. This became very apparent in in-services, as
CNAs were not present until told they had to be, and even then expressed a need to get
back to work. Staff members from other departments within the facility did not seem to
have the same urgency about their time. During Part 3 of data collection I struggled to
find a successful time in the day to connect with CNAs. In the morning, CNAs were
typically far too busy to depart from their schedules, and in the afternoon residents were
often sleeping or attending a large group activity.
In struggling to schedule times for collaborative art-making, I realized that I was not
approaching relationships with CNAs with cultural curiosity, as had been my intention
with resident participants from the start. Though I had identified not only individual
residents as clients, but also the community as client, I had not been approaching my
relationships with staff members as therapeutic relationships. While I had been
approaching art therapy sessions with residents with openness to relationship in the
present moment, I had been entering opportunities for connection with staff with a
preconceived agenda, a task to perform in order to meet predetermined goals. Adjusting
my approach in light of this realization meant reconceptualizing all relationships with
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occupants of the community as therapeutic relationships. entering relationships with staff,
not just relationships with residents, without preconceived ideas of treatment and
outcome.

Improving Quality of Life
Art therapy offers a non-pharmacological approach to dementia care, finding value in
the present moment. If we believe in the value of the present moment in contributing to
enhanced personhood, it is necessary to engage individuals with dementia in relationship.
If we believe, on the other hand, that interventions that are not remembered are pointless,
then no attempt at relationship is necessary. The perception that people with dementia
have no future is based on the belief that without past memories, or the ability to form
new memories, life cannot be lived meaningfully. Zeisel writes, “The future is based on
many present moments – moments the person experiences fully every day and every
minute. The future for people living with Alzheimer’s promotes now relationships,
quality of life, and joy.” (2009, p. 11). Throughout this study I was able to use
relationship and engagement with art materials to enhance quality of life in the present
moment.

Personhood
Art therapy creates opportunities for relational engagement, instead of interactions
built primarily on physical care. My interactions with residents within art therapy
sessions provide numerous examples of the implementation of Kitwood’s (1997) positive
interaction types. Art-making provided opportunities for recognition. In art therapy
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sessions I recognized the personhood of participants by taking on the role of witness,
recognizing their unique physical presence and expression through engagement with
materials. Both Brenda and Peggy also expressed a desire for recognition beyond our
therapeutic relationship, requesting that their clocks be viewed by others in the
community. I engaged in negotiation with participants by enabling them to make
decisions about materials used and length and location of interactions. Collaboration was
frequently achieved through engagement with art materials in both individual and group
art therapy settings. I collaborated with individual residents in creation of clock surfaces,
and I invited staff to collaborate with resident participants through art-making.
June and I continually engaged in celebration and play, sometimes engaging
playfully with art materials, but frequently using our bodies and voices as tools of
spontaneous interactive play. These interactions were opportunities to celebrate the
present moment. Art materials provided opportunities for timalation, sensory
engagement free of cognitive demands, as evidenced in my interactions with Sue and
June. Sue, while often experiencing limited vision, ambulation, or verbal expression, was
able to connect powerfully with touch, enjoying the sensory process of creating tactile
objects. I sat with her as she turned wet wool slowly, carefully, over and over in her
fingers, shaping it into a felted cylinder. Even weeks later she connected with this object,
saying, “this one’s special” as she picked it up and rolled it in her palms. June, while
averse to utilizing art materials in a task-oriented fashion, interacted with the purely
sensory aspects of materials, feeling the texture of wool or yarn, allowing me to draw on
her open palm with my finger, or creating beautiful, spontaneous harmonies with our
voices. Through painting Richard was able to achieve extended periods of relaxation.
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Throughout my time within the memory care facility I sought to validate the
experiences of the residents through, as Kitwood describes, “acknowledging the reality of
a person’s emotions and feelings, and giving a response on the feeling level” (1997, p.
91). As an art therapist and artist I found that validation came easily in our relationships.
By harnessing my creativity and curiosity I was able to creatively enter the subjective
reality of my clients, accompanying them through an unpredictable, yet frequently
profound, psychological landscape. According to Kitwood, holding means “to provide a
safe psychological space... When the holding is secure a person can know, in experience,
that devastating emotions such as abject terror or overwhelming grief will pass, and not
cause the psyche to disintegrate” (1997, p. 91). My therapeutic relationship with June
was built around celebration, play, timalation, and my efforts to create a safe holding
space in which her anxiety, fear, and vulnerability could be expressed and acknowledged.
In attempting to hold her experience I offered her my acceptance and full presence, in the
hopes of moving through anxiety towards connection. A Bird in hand, my second
animation created in response to my work with June, featured the recurrent image of open
palms extended. In responding to this animation, I wrote, “These open hands have so
much significance in our relationship. I am here to hold whatever you place in them. My
open hands are an offering to you. My open hands are an invitation.” The open palms
outstretched are a profound symbol of my intention to create a safe psychological space
for June, and my conception of holding as an active, consistent offering of vulnerability
and connection.
Kitwood’s (1997) final psychotherapeutic interaction, facilitation, has clear
parallels within art therapy literature. Kitwood defines facilitation as “enabling a person
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to do what otherwise he or she would not be able to do, by providing those parts of the
action – and only those – that are missing” (1997, p. 91). The most well-known parallel
in art therapy literature can be found in the work of Edith Kramer, who wrote at length on
the role of the art therapist in supporting the patient’s creative process through
encouragement and even direct participation when necessary for ego functioning
(Kramer, 2001). During exhibition of the Making Time Project on April 22nd, staff from
all departments of the building approached me and said, “I’m so surprised by this
artwork. I didn’t know our residents could do this!” My presence as an art therapist
enabled residents to express themselves in ways that surprised them and their community.
It was exciting to see residents engaging with art materials, tapping into strengths that
may not have been previously accessed. This process was possible because I approached
each moment as an opportunity, emphasizing strengths, adapting materials and media to
an individual’s unique needs and interests, and using my presence and the presence of art
materials to foster Kitwood’s positive interaction types (Kitwood, 1997, pp. 90-91).

Focusing on Strengths
Culture change calls for an emphasis on individual strengths, rather than focusing
on a narrative of cognitive decline. The biomedical model perpetuates the notion that
people living with dementia can no longer engage meaningfully in activities or
relationships. Art therapy presents a strengths-based alternative, emphasizing
engagement in the present moment. I adapt the materials and methods I introduce, my
verbal and physical demeanor, and the environment in which art therapy occurs, to the
unique physical and cognitive abilities of each resident. In doing so I acknowledge that
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during our time together I am responsible for creating an environment in which
participants can succeed. Success occurs when a space is created in which an individual’s
strengths can flourish and be shared. Bettie may not be able to draw a clock, verbally
answer a question, or remember the names of her children, but she can connect through
eye contact, smiles, hand squeezes, laughter, and some verbalization. She expresses
herself in the way her hands carefully, tenderly, create a hollow in the wool I have placed
in her palm. She expresses herself in the way she supports and reassures her caregivers
that their artwork is good enough. Everything we do is an expression of who we are, and
what we need; art materials invite further engagement and expression.
Art-making is an experience open to everyone regardless of cognitive and
physical ability. During the Making Time Project, all participants were presented with the
same surface and range of materials, yet engaged with them in diverse ways. Peggy,
when supplied with surface, paintbrush, and a full color palette, was able to paint
independently with some prompting and encouragement. Bettie engaged meaningfully
with structure and collaboration. Richard thrived within an uninterrupted, supportive
holding space with paint and paper prepared and a loaded paintbrush placed in his left
hand. Brenda was able to succeed with verbal encouragement and collaboration. Within
dementia care residents are frequently offered a repeated routine of actions. While this
can contribute to a secure, consistent environment, through offering only these repeated
actions we can forget what people are capable of; over time little attempt may be made to
try anything new. Art materials provide a failure-free, strengths-based present moment
experience in which we are free to playfully enter new territory. This process can also
generate artwork that communicates these strengths to the broader community.
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In reimagining the CDT as a strengths-based, present moment experience rather
than diagnostic tool, I also discovered a similarity between the circular form of the blank
“clock face,” and mandala directives, cited in previous art therapy literature as beneficial
for individuals with Alzheimer’s disease in providing a framework for security and
containment within which self-expression could occur (Duncan, 2013). Couch (1997)
also utilized mandalas in her work with people with dementia, gathering mandala
drawings created by patients and categorizing them into 13 stages using Joan Kellogg’s
MARI Card Test. In her study, the mandala form was used as an art-making stimulus, in
order to reduce resistance and anxiety (Couch, 1997). The use of mandalas with geriatric
populations has also appeared within art therapy literature in the work of Stallings (2012),
presenting mandalas as one of several art therapy interventions, Kim et al (2009),
investigating the use of a computer rating system with structured mandala drawings, and
Sezaki & Bloomgarden (2000), utilizing mandalas within home-based art therapy with
older adults. I intentionally incorporated mandalas as an option on the wooden clock
surfaces because I wanted to offer participants a choice – the openness of a blank surface
or the mandala outline as a starting point. Even without a detailed mandala pattern, the
circular surface itself provided a safe structure within which playful exploration and
relaxation could occur, paralleling Kitwood’s notion of holding space within therapeutic
relationships.

Behavior as Communication
Culture change views behavior as communication, an alternative to viewing behavior
as a disruptive or difficult consequence of disease pathology to be controlled and
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diminished pharmacologically (Kitwood, 1997). Cathy Moon (2002) has advanced a
similar appeal for art therapists to view all client behavior as self-expression. Instead of
trivializing or ignoring client behaviors, or attributing them to meanings based upon
interpretation, Moon suggests that viewing behavior as a form of self-expression makes it
“impossible to view our clients as persons in need of ‘fixing’ according to our standards
and values… instead, our own poetic, aesthetic sensibilities are stirred in response to the
poetic presence of another human being” (2002, p. 116). In advancing this approach,
Moon has come very close to ideas advanced by person-centered approaches to dementia
care. Art therapist Bruce Moon has also encouraged art therapists to view client behavior
as performance, suggesting that group leaders should “regard art therapy sessions as if
they were performance art events, and group members as if they were actors in a dramatic
enactment” (2010, p. 17). Within dementia care, this perspective enables clinicians and
caregivers to view behaviors not as aggressive, disruptive, or difficult, but as attempts at
communication of needs, fears, and feelings. June expresses herself through her words,
her facial expressions, her physical gestures, and her movement throughout the
environment. Within a biomedical model, many of her “behaviors” could be viewed as
“difficult,” to be managed primarily through pharmacologic intervention. Throughout the
day June frequently “wanders” throughout the memory care unit, a behavior that is often
perceived as “difficult” within biomedical care. This behavior, however, could
alternatively be perceived as a communication of June’s fear and anxiety, a desire to
locate a comforting and familiar place. Rather than attempting to limit or halt this
behavior, an art therapist can attempt to address the underlying need being communicated
– the need for security, connection, and familiarity.
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Acknowledging Feelings
Art provides a way for all members of the care team to acknowledge, explore, and
communicate feelings experienced in response to work within the dementia care
environment. Within in-services I introduced art-making to engage staff participants in
collaborative creativity and discussion. While I deliberated about what question or
directive to present to stimulate art-making, I ultimately decided that the initial question
wasn’t actually that significant. I chose to ask participants to think about what they
wished for more time for at work, in keeping with an exploration of clock time and lived
time. The significance of the exercise lay not in the content of the question but in the
fundamental act of creating alongside each other as a community and sharing our
creations. In the future I would like to introduce recurrent opportunities for art-making
with direct care staff, as a way to build relationships, explore feelings experienced during
direct care work, acknowledge stress, and respond to grief and loss. Additionally, I
would like to introduce art-making and creativity as central components of staff training
and education.
Throughout this study art also served as a way for me to acknowledge my own
feelings in response to my relationships with residents of the memory care facility. I
created soft clocks to explore time in dementia care, a process that contributed greatly to
the development of my ideas and the direction of my research. I responded to my work
with June through two stop-motion animations introduced and discussed within art-based
analysis. These animations enabled me to acknowledge the complexity of feelings
experienced within the memory care environment and within relationships with people
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living with dementia, facilitated exploration of these ideas in visual and temporal form,
and provided a way to communicate this experience to others.

Implications for the Future
This research study was small in scale, and limited to only one memory care
facility. Within this facility, CNAs have permanent caregiving assignments with
residents, and many have been employed for over ten years. In personal conversation,
many reported that their benefits and colleagues make this a great place to work. This
length of employment may correlate to strength of relationships between residents and
staff. Yet even with such a high retention rate and staff dedicated to resident wellbeing,
the implicit challenges of the biomedical system remain. Kitwood wrote, “In many of
those settings where the quality of care is now very high, as judged by former standards,
improvement seems to be reaching a ceiling. This is not primarily a result of structural
inadequacies, or of poor staffing levels, but of the limited interactive capabilities of staff”
(1997, p. 86). Within this memory care facility, I found myself working with CNAs with
strong interactive capabilities. Even with incredibly committed staff, however, I believe
that the clock time emphasis prevalent in dementia care limits improvement in quality of
relationships, the essential component of person-centered dementia care practice. While
the findings of this study are unique to this environment, I believe that the benefits of
lived time connection, facilitated through art therapy, could have even more profound
impact in facilities where task-oriented physical care transactions are more dominant over
relational interaction.
How can I foster more collaboration in relationships between residents, staff, and
myself within memory care environments in the future? I am now aware that I will need
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much more time to do this kind of work. I would like to undertake Participatory Action
Research with direct care staff and residents within long-term care facilities, to access
existing strengths and collaborate with staff to identify strengths and goals. What would
staff members like to accomplish within this space? At the outset of this study I wanted to
focus on what I could do. While my intention has been to introduce the idea of art
therapist as agent of culture change, a role well-suited to collaborative research with staff,
this study served the purpose of exploring how I, as an art therapist, could addresses
culture change goals. In future research I would like to further investigate how an art
therapist can work with staff to explore this systemically.
Institutional, clock time oriented systems emphasize structure, containment, and
mechanization. Lived time, on the other hand, is best represented by natural growth and
the time of the natural world. In the future I would like to explore the concept of lived
time through natural materials – materials capable of growth, transformation and
vivacity, inclined to defying containment. I want to plant seeds for the future. I want to
tolerate uncertainty, to occupy this space and invite everyone to grow. Institutional
systems are hard to change because systems fear growth and ambiguity, characteristics
fundamental to the natural world. It is far safer to keep things uniform and contained.
Within dementia care we are too often afraid of propagating new ground, of committing
to something that must be tended to and cultivated.
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Conclusion
At the beginning of March I left the memory care facility for a week to visit
family. I returned to the unit the following Friday to the news that Richard had passed
away several days earlier. His memorial service was scheduled for the following
morning. The loss weighed heavily upon me; I thought of our last art therapy session, in
which Richard and I had worked collaboratively on a painting, his brush moving back
and forth on the bottom of the page and mine mirroring his movements along the top.
Eventually our expanses of color joined, forming a horizon line, a point of meeting, the
reunification of earth and sky. I fell asleep that night thinking about Richard and the
upcoming service honoring his life. I dreamt that there was a greenhouse in the memory
care facility that I had not seen before. It was a humid, green, expansive space full of
life, with vines, branches, and leaves twisting and overflowing off tables. A girl walked
out of the green house into the dining room, holding a plant in her hands with green
leaves and beautiful deep purple petals. I felt hopeful.
In the morning I attended Richard’s memorial service, with the executive director,
the activities coordinator, and Rita, Richard’s primary caregiver. Rita and I shared stories
with each other about our relationships with Richard, and I thought about the dedication
and compassion involved in the daily care she provided for him, the intimacy and
proximity involved in such work. I was touched in a new way by this relationship, that I
had once defined as one consisting solely of physical care. I felt guilty of dehumanizing
Rita the same way individuals with dementia are often dehumanized, and realized that, in
spite of my interest in culture change, the mind-body split so prevalent within the
biomedical model was still imbedded in my own thinking. My dream showed me the
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seeds of hope in the memory care facility. I became aware of the vibrant, growing
sources of life already within the space. I realized that relationships within the dementia
care environment do not necessarily need to be changed; rather, these relationships need
to be nurtured. Art therapy is a powerful tool to bring these two worlds together,
nurturing relationships that support whole people.
Many art therapists are doing the work of culture change, utilizing personcentered care approaches, and using art to cultivate relationships with people with
dementia. Art therapists, through nurturing the creativity of their clients and colleagues,
possess the tools to introduce a new way of being in community. Unfortunately, art
therapists working within long-term care settings often don’t have the time to write about
their experiences, or perhaps are not aware that they are an integral part of the culture
change movement. I hope to utilize this research as a call to art therapists to actively take
on the role of agent of culture change, to share the transformative power of their work.
Beyond enhancing quality of life for individual clients, art therapists can play an active
role in shifting cultural narratives about aging, dementia, and relationship. Art enables
us, as occupants of the culture of long-term care, to find ourselves, in relationship with
others, and lose ourselves, in lived time experience in the present moment.
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Appendix A
Informed Consent Form for Resident Participant
Cultivating person-centered care within a memory care unit through art therapy
You are being invited to participate in a study exploring how art therapy interventions
can be used to cultivate person-centered care within a memory care unit. This study will
take place within the memory care unit at ___________, between November of 2012 and
March of 2013. Art-making will be used to investigate the relationships between the art
therapist and residents, and between staff and residents, and ultimately assist in the
cultivation of a more person-centered care environment.
This consent form will give you the information you will need to understand your role in
this study. It also describes any known risks, inconveniences or discomforts. Please take
some time to think this over. You may ask questions now or at any time during the study.
If you decide to participate, you will be asked to sign this form and it will be a record of
your agreement to participate. This process is called “informed consent.” You will
receive a copy of this form for your records.
Why is this study being done?
This research seeks to explore how art therapy can contribute to the cultivation of personcentered care for people living with dementia, focusing specifically on care relationships
within the memory care environment. Psychologist Tom Kitwood, a pioneer of personcentered care, defined personhood as “a standing or status that is bestowed upon one
human being, by others, in the context of relationship and social being. It implies
recognition, respect and trust” (1997). This research will investigate how art-making can
be used to enhance relationships within the care environment, first considering an art
therapy intern’s relationship with residents, and second, exploring relationships between
staff and residents.
What’s involved in this study?
This exploration will involve the creation of a community-wide art project, entitled
“Making Time for Culture Change,” which seeks to gather visual and verbal
contributions from members of the dementia care environment, including residents and
staff. The goal of this project is to cultivate dialogue around making time for
connection. The resident will meet weekly with the art therapy intern in individual art
therapy sessions lasting from half an hour to one hour. Observations, responses, and
artwork from these sessions may be included in research results. The goal is not to test
artistic ability or necessarily create finished artwork; the goal is to engage in active
observation and collaboration through the creative process. I will also be facilitating inservices with facility staff involving art making and discussion. Staff and residents will
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come together within the memory care facility for display of the artwork created
throughout this process.
Photographs will be taken of artwork completed by staff and residents. These images, as
well as written documentation of verbal responses and observations may be included in
study results.
Are there benefits to taking part in this study?
You will not benefit directly from your participation in this study; however, I hope that
your participation in this study may benefit people living with dementia and society as a
whole. This research will contribute to a dialogue regarding aging, dementia, and culture
change.
Are there risks to taking part in this study?
Physical risks of participation in this research are limited to the typical risks of using art
materials or participating in an art therapy program. Staff participants will be asked
about their feelings within the caregiving relationship, which may present a psychological
or emotional risk. There are no identified legal, social, or financial risks to participation
in this study. Staff participants’ employment at Mather Pavilion will not be affected by
participation in this research or responses to interview questions; all supervisors/directors
will be aware of research study and time allotted for participation in art therapy session.
Due to the possible inclusion of portrait likenesses in research results, there are risks
related to privacy and confidentiality. These risks will be minimized through the use of
informed consent forms, artwork release forms, and portrait likeness release forms. All
use of art materials will be supervised by the art therapy intern. Employment is in no way
affected by research participation or lack of participation, or by responses within the
study.
What are my options?
You do not have to participate in this study if you do not want to. Should you decide to
participate and later change your mind, you can do so at any time. You will not be paid
for taking Part 1n this study.
How will my privacy be protected?
The results of this project will include photographs taken of artwork completed by staff,
residents, and researcher. Artwork created by residents and staff could include portraits
either in painted or photographic form; you will be asked to sign a consent form
providing permission for likenesses to be included in thesis material. If you do not
provide permission for likenesses to be included, the resident can participate in artmaking without the creation of portrait images. Results will also include written
documentation, responses, and observations during sessions.
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These results will become part of my thesis for my Masters of Arts in Art Therapy degree
from the School of the Art Institute of Chicago. Thus, it will become part of the
permanent library collections at the Art Institute of Chicago and be available to view,
copy, or cite by future scholars in the Flaxman and Ryerson Libraries. When publishing
or presenting this thesis material, I will maintain the level of confidentiality outlined in
this consent form.
Confidentiality means that the investigator will keep the names and other identifying
information of the research participants private, unless you explicitly grant permission for
your name/title to be included. All other participant names and identifying information
will be changed when writing about participants, or when talking about them with others,
such as the investigator’s supervisors.
If results of this research study are reported in journals or at scientific meetings, the
people who participated in this study will not be named or identified. SAIC will not
release any information about you research involvement without your written permission,
unless required by law.
The following specific procedures will be used to protect the confidentiality of your
information:
All electronic files containing personal information will be password protected.
Information about you that will be shared with others will be unnamed to help protect
your identity.
Problems or questions
Take as long as you like before you make a decision. I will be happy to answer any
question(s) you have regarding this study. If you have further questions about this
project, you may contact the principal investigator, Caroline Even, at (phone number).
You may also contact the faculty advisor, _____________ at (e-mail address), or (phone
number). If you have any questions regarding your rights as a research participant, you
may contact the ___________ Institutional Review Board staff (IRB).
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Resident Participant Statement
This study has been explained to me. I volunteer to take Part 1n this research. I have had
the opportunity to ask questions. If I have questions later about the research or my rights
as a research participant, I can ask one of the contacts listed above. I understand that I
may withdraw from the study or refuse to participate at any time without penalty. I will
receive a copy of this consent form.
If you agree to participate in this study, please sign below.
_____________________
Participant Name
_____________________
Responsible party/power of attorney

___________________ ________________
Print Name
Date

_____________________
Principal Investigator

__________________
Print Name

	
  

________________
Date
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Appendix B
Resident Artwork Release Form
My permission is granted for artwork created during this study to be photographed and
displayed by Caroline Even. I understand that such artwork or reproductions will be
presented in a professional manner for educational purposes, research, publication, or
presentation. Confidentiality of my name will be maintained unless otherwise agreed
upon. My permission is granted for any likenesses of me created during this study,
including photographs and artwork, to be photographed and displayed by Caroline Even.
I grant permission for my likeness to be included in thesis results.
I understand that these results will become part of a thesis for a Masters of Arts in Art
Therapy degree from the School of the Art Institute of Chicago. Thus, it will become
part of the permanent library collections at the Art Institute of Chicago and be available
to view, copy, or cite by future scholars in the Flaxman and Ryerson Libraries.
I grant Caroline Even the right to use and incorporate my artwork and likeness
perpetually and for all media, in connection with my participation in this research study.

_____________________
Participant Name
_____________________
Responsible Party/Power of attorney

________________
Print Name

________________
Date

_____________________
Principal Investigator

_________________
Print Name

________________
Date
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Appendix C
Authorization for Disclosure of Protected Health Information for Research
Principal Investigator: Caroline Even
Cultivating person-centered care within a memory care unit through art therapy
This form asks you to authorize the use of private health information for the research
study described above. This form tells you what information about you may be collected
in the study, and who might see or use it. Federal and state laws protect your privacy.
By signing this form, you give permission for the health information described below to
be used and shared for the purposes described below.
The primary investigator working on this study will collect information about you,
limited exclusively to:
•
•
•
•

First name, which will not be included in research results
a diagnosis of dementia, which will be included in research results
photographs of participants to assist in art-making directives, which will not be
included in research results
Artwork, which could include portrait likenesses of participants. Artwork may or
may not include realistic depictions of individuals, depending on art-making
directive selected by participants. These images will be included in research
results. These images may make it possible for individuals to be identified. This
requires authorization for disclosure of protected health information.

These results will become part of the thesis completed by the primary investigator,
Caroline Even, for her Masters of Arts in Art Therapy degree from the School of the Art
Institute of Chicago. Thus, it will become part of the permanent library collections at the
Art Institute of Chicago and be available to view, copy, or cite by future scholars in the
Flaxman and Ryerson Libraries. When publishing or presenting this thesis material, the
primary investigator will maintain the level of confidentiality outlined in this consent
form.
This study cannot be done without your permission to provide this health information.
You do not have to sign this form. If you do not sign this form, we will not use or share
your health information for this study.
Your permission to use and share your health information has no time limit. You may
cancel your decision to share your health information at any time.
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I have read and understand the above information. I authorize disclosure of protected
health information for the purposes of this study. I grant permission for my likeness in
artwork, as well as my medical diagnosis, to be included in research results and included
in the thesis manuscript.

_____________________
Participant Name
_____________________
Responsible Party/Power of Attorney
_____________________
Principal Investigator

	
  

__________________ ________________
Print Name
Date
_________________ ________________
Print Name
Date
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Appendix D
Artwork Exhibition Release Form
I grant permission for artwork created by
___________________________________________________ to be exhibited within or
outside of ____________. I also understand that this artwork may be photographed. I
understand that such artwork or reproductions will be presented in a respectful and
professional manner for educational purposes, research, publication, or presentation. I
understand that I will be informed of any exhibition, and can choose for artwork not to be
included at any time. Confidentiality of the client’s name will be maintained unless
otherwise agreed upon.
Resident Name: ________________________________________
Responsible party/Power of Attorney Name: ___________________________________
Relationship to Client: ___________________________________
Responsible party/Power of Attorney Signature: _________________
Date:________________
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Appendix E
Informed Consent Form for Staff Participant
Cultivating person-centered care within dementia care through art therapy
You are being invited to participate in a study exploring how art therapy can be used to
cultivate person-centered care within a memory care unit. This study will take place at
______________, between November of 2012 and March of 2013.
This consent form will give you the information you will need to understand your role in
this study. It also describes any known risks or inconveniences. Please take some time to
think this over. You may ask questions now or at any time during the study. If you
decide to participate, you will be asked to sign this form and it will be a record of your
agreement to participate. This process is called “informed consent.”
Why is this study being done?
This research seeks to explore how art therapy can contribute to the cultivation of personcentered care for people living with dementia. Psychologist Tom Kitwood defined
personhood as “a standing or status that is bestowed upon one human being, by others, in
the context of relationship and social being. It implies recognition, respect and trust”
(1997). This research will investigate how art-making can be used to enhance
relationships within the care environment.
What’s involved in this study?
You will be asked to participate in in-services between December, 2012 and February,
2013. These sessions will be half an hour in length, and will involve discussion about
person-centered care and an art-making activity.
Photographs will be taken of artwork completed by participants. These images, as well
as written documentation of observations and verbal responses may be included in study
results.
Residents and staff will also be invited to participate in collaborative art-making within
memory care unit. These sessions will be 30 minutes to 1 hour in length, involving
various art materials including fabric, paint, and found objects. Artwork created, as well
as written documentation of observations and verbal responses may be included in study
results.
Are there benefits to taking Part in this study?
You will not benefit directly from your participation in this study; however, I hope that
your participation in this study may benefit people living with dementia and society as a
whole. This research will contribute to a dialogue regarding aging, dementia, and culture
change.
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Are there risks to taking Part in this study?
Physical risks of participation in this research are limited to the typical risks of using art
materials or participating in an art therapy program. There are no identified legal, social,
or financial risks to participation in this study. Staff participants’ employment at Mather
Pavilion will not be affected by participation in this research or responses to discussion
questions; all supervisors/directors will be aware of research study and time allotted for
participation. All use of art materials will be supervised by the art therapy intern. Your
employment is in no way affected by research participation or lack of participation, or by
your responses within the study.
What are my options?
You do not have to participate in this study if you do not want to. Should you decide to
participate and later change your mind, you can do so at any time. You will not be paid
for taking Part 1n this study.
How will my privacy be protected?
These results will become part of my thesis for my Masters of Arts in Art Therapy degree
from the School of the Art Institute of Chicago. Thus, it will become part of the
permanent library collections at the Art Institute of Chicago and be available to view,
copy, or cite by future scholars in the Flaxman and Ryerson Libraries. When publishing
or presenting this thesis material, I will maintain the level of confidentiality outlined in
this consent form.
Confidentiality means that the investigator will keep the names and other identifying
information of the research participants private, unless you explicitly grant permission for
your name/title to be included. All other participant names and identifying information
will be changed when writing about participants, or when talking about them with others,
such as the investigator’s supervisors.
If results of this research study are reported in journals or at scientific meetings, the
people who participated in this study will not be named or identified. SAIC will not
release any information about you research involvement without your written permission,
unless required by law.
The following specific procedures will be used to protect the confidentiality of your
information.
1. All electronic files containing personal information will be password protected.
2. Information about you that will be shared with others will be unnamed to help protect
your identity. All research participants will be asked to sign likeness portrayal release
and artwork release forms.
3. At the end of this study, the researcher may publish their findings.
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Problems or questions
I will be happy to answer any question(s) you have regarding this study. If you have
further questions about this project, you may contact the principal investigator, Caroline
Even, at (phone number). You may also contact the faculty advisor, __________, at (email address), or (phone number). If you have any questions regarding your rights as a
research participant, you may contact the Institutional Review Board staff (IRB).
Participant Statement
This study has been explained to me. I volunteer to take Part 1n this research. I have had
the opportunity to ask questions. If I have questions later about the research or my rights
as a research participant, I can ask one of the contacts listed above. I understand that I
may withdraw from the study or refuse to participate at any time without penalty. I will
receive a copy of this consent form.
My permission is granted for artwork created during this study to be photographed and
displayed by Caroline Even and by ____________. I understand that such artwork or
reproductions will be presented in a professional manner for educational purposes,
research, publication, or presentation. Confidentiality of my name will be maintained
unless otherwise agreed upon. My permission is granted for any likenesses of me created
during this study in artwork to be photographed and displayed by Caroline Even and
__________________. I grant permission for my likeness to be included in thesis
results.
I understand that these results will become part of a thesis for a Masters of Arts in Art
Therapy degree from the School of the Art Institute of Chicago. Thus, it will become
part of the permanent library collections at the Art Institute of Chicago and be available
to view, copy, or cite by future scholars in the Flaxman and Ryerson Libraries.
If you agree to participate in this study, please sign below.

_____________________
Participant Signature

_________________ ________________
Print Name
Date

_____________________
Principal Investigator

_________________ ________________
Print Name
Date
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Appendix F
In-Service Presentation Outline

•
•
•
•
•
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What is art therapy?
What is art?
I define art as “making special” (Dissanayake, 2000). Art is an opportunity for
us to create meaning in our lives, and to share that meaning with others.
Art therapy can include: anything used for creative self-expression, painting,
drawing sculpture, words, fabric, the human body, sound, sensory stimulation.
Links between creativity and aging. Gene Cohen researched how arts and
creative expression promote healthy aging. Cohen suggested that older adults
enter a “creative age” of psychological development, an alternative to seeing
aging as decline (Cohen, 2001).
Art therapy and dementia: art therapy goes beyond keeping people with
dementia busy. It can facilitate connection with friends, family, and community,
providing ways to give meaning to experiences, feelings, and observations. Art
experiences link together separate brain locations in which memories and skills
are distributed. Art is a present moment experience, operating on an emotional
level. Finally, art can be a non-verbal experience, allowing for communication
even when rational language and factual memory are impaired (Abraham, 2005).
Therapeutic Goals: self-expression and non-verbal communication, social
interaction, harnessing existing strengths, relaxation, anxiety reduction, building
relationships in the present moment, sensory stimulation, and reminiscing
Person-Centered Care: focuses on the whole person, rather than on disease of
the brain. Is centered on the abilities, emotions, and cognitive strengths of the
person, rather than on cognitive loss. Address psychosocial needs, not just
physical and medical needs.
How can art cultivate person-centered care? Art experiences focus on strengths
rather than losses. Engaging in creative expression utilizes the sense in the here
and now. Art can be used as a way to connect and collaborate with people with
dementia, allowing us to be fully present with the other, without an agenda. Art
experiences can be individualized to address the unique life experiences, interests,
skills, and needs of our residents.
What does this mean for you? What inspires you to be creative? What do you
“make special” in your own life? When we are involved with someone creatively,
our relationship is different than when we are performing a task for them. How
can we bring creativity into our care and work relationships? To work with
people with dementia in a creative way we need to get comfortable with our own
creativity.
What can you do? Share your questions, ideas, and creative interests. Understand
that the goal of art-making is not always the product; the primary goal is
connection in the present moment. Participate in my research into how art can be
used to cultivate person-centered care. Use art to engage in dialogue as a
community about our culture of care.
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“Making Time” for connection: The Draw a Clock test is frequently used to
measure cognitive impairment. I am working on an art project with residents
within memory support, painting, collaging, and embellishing wooden clock face
surfaces. The goal of this project is to reclaim the clock, turning an image
associated with decline into an image of strength, self-expression and relationship
in the present moment. It is about making time for connection in the present
moment through art.
Art isn’t only healthy for our residents, it’s healthy for us. We can use art as a
community to relax, have fun, connect, and explore our culture of care.
Art-making instructions: use the art materials and the circles provided to draw,
write about, or illustrate in any way your experience of time during the day at
work. There is no right or wrong way to do this. Draw or write something
specific, or just decorate the circle without thinking. Things to think about: how
do you feel throughout the day? Do you feel rushed, relaxed, or busy? Does time
move quickly or slowly? Do you have a favorite time of day?
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