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Abstract

This descriptive ethno-theatre case study explored the impact of intergenerational
engagement through a reminiscence theatre arts initiative on the psychosocial quality of life for
older adults with mild to moderate cognitive decline. Study participants were comprised of 11
adults 65 years and older residing in a dementia-specific residential care facility unit, and 13
University of Victoria Theatre students. Both qualitative and quantitative procedures were
integrated into the case study. Qualitative processes consisted of older adult life history
interview transcriptions, ethno-theatre field notes of theatre devising and performance processes,
and post-program drama evaluations. Quantitative measures included pre- and post-administered
instruments: CASP-19; Alzheimer’s Disease-related Quality of Life (ADRQL) — Revised; and
older adult health perception surveys. Overall, it appears from the data that active engagement in
reminiscence theatre (the process of creating and performing theatre from real life memories and
stories) results in a positive impact on older adults’ well-being — increased self-esteem, elevated
mood and social engagement, decreased isolation and boredom, and desire to continue with
activities.

This study’s findings suggest that the integration of reminiscence arts initiatives into
residential care plans for older adults with mild to moderate cognitive impairment can
substantially enhance psychosocial quality of life. These findings are consistent with
reminiscence and life review theory in that intergenerational engagement in these processes
promotes healthy aging. This study demonstrated that intergenerational connection between
young and older adults through drama and storytelling activities occurred. The creative
reciprocal initiatives of reminiscence arts in turn fostered a context for social and emotional

engagement that appeared to reduce older adults’ isolation.
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Background

This research study, ‘Moving forward backwards’, has been significantly influenced and
motivated from observations and professional experiences and applied and reminiscence theatre
praxis. During a fifteen-year freelance practice (Applied Theatre Consulting Services), applied
theatre initiatives were developed, implemented, documented and evaluated across education,
arts and healthcare contexts for a cross section of populations ranging from pre-school to
secondary to older adults. Initiatives for the Vancouver Island Health Authority, now Island
Health, in reminiscence theatre influenced by the practice of Pam Schweitzer — founder of the
UK’s Age Exchange — evolved into the primary focus of Applied Theatre Consulting Services.
The effects of engagement in reminiscence theatre anecdotally ‘appeared’ significant for the
well-being of older adults. The inherent therapeutic value and benefits were noteworthy.

These experiences, both positive and disturbing, had a profound effect personally and
professionally. One incident in particular was the definitive impetus for pursuing this Ph.D. In
keeping with the creative approach to this dissertation, included is a portion of a journal

narrative. One couple from a reminiscence theatre adult day program exuded a remarkable story:

Their’s is an heroic story of innocent childhoods in Indonesia turning to hardship,
struggle, pain and loss under the Japanese occupation; of fleeing to the forest to survive;
of finding love with each other; and ultimately of coming to Canada as immigrants,
raising a family here and growing old together. Caroline described John and herself as
like Rama and Shinta, the mythic husband and wife from the ancient Indian tale the
Ramayana which is much loved in Indonesia. | am familiar with the story of the
Ramayana and there are in fact some striking parallels which could be quite visually

compelling if we chose to weave episodes of Rama and Shinta’s story together with John



and Caroline’s. Like their counterparts, John and Caroline had to survive by their wits in
the forest. Caroline had to resist the advances of the Japanese officer; Shinta resists the
advances of the evil King Ravana. The wife of the Governor of Borneo risked her life to
help Caroline and her baby; The Bird King Jayatu risks his life to help Shinta. The
Indonesians faced a brutal occupation government; the people of the Ramayana are
oppressed by the Rakshasas. Both couples survive their hardships and go on to live long

lives together. (Weigler, 2007, p. 1).

As the aging process set in with dementia for one, with one memory, one striking action,
their lives were instantly disrupted. This was the moment of realization and dedicated
determination to make a positive impact on our healthcare systems for older adults with
Alzheimer’s and related dementias. This is the story, mythically and true-life, of ‘Rama and
Shinta’.

Rama and Shinta: Journal Narrative (2008) — Beyond the Aesthetic

One night he awakens from a nightmare so real he strikes out at his lovely wife,
convinced she is siding with the Japanese. Unbeknown to many, this was the beginning of
Alzheimer’s-related dementia. Stuck in a time of historic trauma, he is quickly whisked away
into a home to be cared for.

She, now alone and bewildered, visits daily, knowing how to calm him and soothe his
soul with the rhythm of her dance and song of their hearts. Another, in shock and dismay as to
what has occurred, visits... until no longer tolerable.

The walls are stark, barren of life, cold bland in hue, yet loud echoes escape, reflecting

the silence of stories. The air is pungent with the histories not told, silenced, willingly and



unwillingly by those who are passionately convinced they are conducting themselves in the most
impeccable, most authentic manner, in the best interests of which they serve.

Reflected back to an era where the potentials of theatre in education models inspired and
drove the pursuing of this profession that we now often refer to as applied theatre.
Reminiscences inevitably mirrored back an array of youthful educational beginnings of
convictions, of hopes and dreams so passionately claimed and, as some have perceived with
tenacious determination. After study, hypothesizing and yearning to put into practice all that has
been absorbed, the adventure begins — setting out to work with the conventions of theatre and
drama with diverse groups of people and contexts.

Equipped with the aesthetics of the arts and the theoretical underpinnings of a health
care provider another embarks, excited by the prospects of seniors’ grand stories and theatrical
productions, yet terrified by the task of working within a foreign context, developing and
implementing Reminiscence Theatre programs for those 75 years old and beyond. Some are in
transition from home to institution, some with families and caregivers adjusting to the mysteries
of dementia, all in some form or another entering into the later stages of their development — a
time for remembering, for preparing for their version of life’s end.

Reflections, back to the beginning, to convictions, to proceeding passionately forward
with great hope and anticipation, filled to the brim with inspiration, possessed with the most
important ingredient of all, courage... translucent, disguised beautifully as confidence, masking
the deepest of human vulnerabilities. With gifts of mentors past and current, the adventures
await... stories to gather, plays to be devised with the liveliest of theatrical flair. Determined in

nature, prepared to design and implement applied theatre programs across arts, health care and



educational contexts and diverse social issues, adventures are invited... hope, promise,
celebration, churns and turns to flutters of realizations of the enormous tasks ahead.

The drama sessions begin. They are met both with curiosity and resistance. With a
commitment to explore we move forward. Individual interviews are conducted, transcribed
verbatim and shaped into a story booklet. The drama groups continue, highlighting key points in
their lives from youth to young adulthood, romance to family, careers to retirement their stories
are shared. With consent, stories are further revised and reformed into our Living History radio
play. We practice, we rephrase, we adapt, we embellish narratives with full creative license and
flair, we perform; we bow to accolades and deliver our legacy to our DVDs. Most are proud,
some are sad, some buckle with side-wrenching laughter and some throughout pull to the side
with a tear as an exclamation to the pain, a pain too difficult to allow near, set aside yet only to
reappear for us to hear.

A light flickers; a piercing click opens the space, revealing vast human souls decorated
with blankets in odd hats on evenly distributed wheelchairs along the walls. In the distance
voices are heard... remnants of the daily news that interface the sharp monotone announcements
on the intercom. Faint unrecognizable music dances sporadically in the air. Uniforms and white
patterned or rubber shoes, soles squeak to the rhythm of medical rounds. Heart rendering
images remain. Through this display a distant spark permeates the room, dissipates into a long,
obvious escape path. Ready if he could, tipped to one side, head cocked to the left with one eye
down to the floor, the other straight ahead, determined, eagerly awaiting the opportunity to leap
forward to the life he once knew and on occasion can recall. He sits calmly in his wheelchair,
directly in front of the entrance door. A deep breath is heard, a crackle in the spine is intensified

as if to protect from the unanticipated. It is mine. The breath — it is mine.



She moves quickly towards his agitation to comfort and care. He insists the Japanese are
here to take her away. He plots with others to plan the escape from the regime... to
nothingness... awkward silence. She glances... eyes flicker about from soul to soul. Indonesian
poetry emerges between both, comforting and provoking the pleasantries of past. Attempts to
alleviate disheartened observations through sunshine outdoor strolls dissipate. A smooth red
bean ball soothes his agitation, one toss at a time. Rhythms emerge from hand to voice. Whispers
become tunes, faint yet recognizable. Voices become song. Song becomes toe tapping, which
begets a walk about dance with all willing. He beams with a gentle glow when she comes near.

This is the story of our real-life Rama and Shinta, the mystical Indonesian tale of Romeo
and Juliet, reflecting their parallel lives of deep love and the demise of lost minds. Witnessed by
the other, their story is revealed and reframed, from trauma — Oh, no... I can't tell this story, it’s
too painful —to: I need to tell this story, and you must hear and feel its breadth.

This, the turning point — How can such occur? How did we go from true love,
commitment and epic survival, to disease and justified separation? ‘Rama’ (with dementia)
passed in care and ‘Shinta’ two years later (from health and strength, to loss). We can and must
do better! We need healthcare systems that treat more than the body, systems that nurture the
whole person — socially, emotionally, psychologically and spiritually. Every human being has the

born right to live and die with dignity.



Introduction

Literature and the arts offer great insight into the human condition. Our role as artists
alongside our healthcare professionals is to explore life as it is, to reflect on the complexity of
multiple perspectives, our held worldviews which shape our individual and collective lives.
Engagement in the arts can assist us to make sense of our lives past and present. Drama and the
theatre, particularly reminiscence theatre, provide a space to explore what is meaningful to us as
individuals and as a society. Herein we can question and challenge our held beliefs and values.
We can begin to practice the art of seeing the world from perspectives other than our own; we
can reframe our thinking and re-examine how we can move forward. By reflecting back we can
better understand from where we have come and better understand our historical and cultural
experiences which have shaped us. What we glean from our pasts can, with will, inform our
future. By reflecting back in time we can authentically and intellectually move forward. This
premise lies at the core of reminiscence theatre practice.

This reminiscence theatre study - Moving forwards backwards - provided a context
wherein older adults in care and adult family members could engage in a novel arts/reminiscence
theatre initiative with the aims of reflecting on lived experiences and sharing memories, building
relationships, increasing social engagement, and reframing self-perceptions of health and well-
being. To best understand the impact of reminiscence theatre arts on older adults’ quality of life
and well-being it is beneficial to first review this study’s literature and theoretical underpinnings.
The study is informed by the theoretical principles of healthy aging, social dimensions of health,
life course perspectives, reminiscence and life review, and reminiscence theatre arts. These are

reviewed in the following chapters.



Chapter One synthesizes the theory and literature on health and aging, the changing older
adult demographics in care, arts in healthcare practice, reminiscence, life review and
reminiscence theatre.

Chapter Two offers an overview of intergenerational applied theatre and arts-based
research methodologies.

In Chapter Three, the reminiscence theatre case study design is described.

Chapter Four discusses the older adult participants’ life history interviews with a focus on
health. Condensed interview transcriptions are presented as short story narratives beginning with
a poem and concluding with Principle Investigator (PI) reflections. The chapter concludes with a
synthesis of older adults’ health survey results.

Chapter Five describes the intergenerational reminiscence theatre processes of devising,
scripting and performing from the applied theatre aesthetic lens. The chapter begins with a
synopsis of intergenerational reminiscence theatre practices which have influenced this study.
The chapter proceeds with the PI’s reflective critique of the play, ‘The Artist and her Daughter’,
and recommendations for adaptation of reminiscence theatre practice with dementia populations.
The dissertation closes with a brief discussion of the overall study and findings, concluding with

research recommendations.



Chapter One: Literature Review
Setting the Context

Canadians are experiencing increased longevity, activity and health as they enter older
adulthood. Many older adults, however, are also experiencing increased chronic health
conditions with sometimes accompanying Alzheimer’s and related dementias. For some, these
complex health conditions may require placement into residential care facilities, adding pressure
onto our healthcare systems. Such transitions from home to care can become problematic for
older adults and their families, as some individuals become isolated and less engaged while
adapting to these changes. Our healthcare professionals are seeking innovative initiatives to
augment medical programs addressing the psychosocial and biological needs of such older
adults. The field of ‘social dimensions of health’ balances the delicate and complex interplay
between the psychosocial and physical realms to optimize health and well-being, with the aim of
enhancing physical, social and mental wellness and quality of life. This study aims to reframe
some of the prevalent perceptions of older adulthood and cognitive decline while offering such
an initiative.

Relevant theory in gerontology posits that reminiscence and life review are essential for
healthy adaptation in later life (Birren, 2011; Butler, 1963; Gibson, 2011). In addition, it is
understood that engagement in the arts has the potential to enhance psychosocial quality of life
and well-being (Cayton, 2006; Clift et al., 2009; McAdam, 2012). Seminal arts-in-health studies
have shown measurable benefits for older adults’ health and well-being (Cohen, 2006; Phinney,
2012). In particular, the literature on the practices of reminiscence, life review and reminiscence
theatre suggests they are effective psychosocial interventions for older adults with mild to

moderate cognitive decline (Basting, 2006; Nicholson, 2011; Hatton, 2013).



Interpretations from Thomas King’s book, The truth about stories: A native narrative
(King, 2003b) and Bertolt Brecht’s 1935 poem, ‘The Plum Tree’ (in Brecht, 1987) - set the
context for this study.

King states, in a Canadian Broadcasting Corporation Massey Lecture: “Stories are
wondrous things... stories assert tremendous control over our lives, informing who we are and
how we treat one another as friends, family, and citizens” (King, 2003a). Particularly inspiring in
his book is the turtle metaphor: “There is a story I know. It’s about the earth and how it floats in
space on the back of a turtle” (King, 2003b, p. 1). His writing exemplifies the art and processes

of storytelling, how life stories evolve fluidly.

Sometimes the change is simply in the voice of the storyteller. Sometimes the change is
in the details. Sometimes in the order of events. Other times it’s the dialogue or the
response of the audience. But in all the tellings of all the tellers, the world never leaves

the turtle’s back. And the turtle never swims away. (p. 1)

King’s story of the turtle that never swims away can be interpreted metaphorically as
representative of a person living with various forms of cognitive decline (Alzheimer’s and other
dementias). At first glance an outsider may inadvertently assume the shell is empty and void, that
not much is present when in fact the essence of the person with dementia remains — their
personality, imagination, capacity for love and forming meaningful relationships are all present.
The essential self remains; it does not swim away. Rather, it is still intact, there to access for
those who are able and willing to connect with them. As Basting (2006) states: “Where rational
language and factual memory have failed people with dementia, the arts offer an avenue for
communication and connection with caregivers, loved ones, and the greater world” (p. 17). Our

task at hand is to find compassionate, creative and innovative ways to tap into and bring forth



what is still tucked away deep within the turtle’s shell. Similarly for Bertolt Brecht, the

remaining essence is apparent in the lifeless plum tree:

The Plum Tree

A plum tree in the court yard stands
So small no one believes it can.
There is a fence surrounds

S0 no one stomps it down.

The little tree can’t grow

Although it wants to so!

There is no talk thereon

And much too little sun.

No one believes in the tree
Because no plums do they see.
But it is a plum tree;

You can tell by its leaf.

(Brecht, 1935; in Brecht, 1987, p. 243)

At first glance the tree appears lifeless. Upon closer examination one realizes that some
resemblance of life remains. With compassionate care this seemingly lifeless tree can be
nourished back to its full potential; with the right ingredients the tree can once again flourish.
Metaphorically we can equate caring for the plum tree with caring for our older adults with
dementia. How do we access what remains while parts fade? What do we need to put into place

so that they can lead a fulfilling life and truly flourish? These are fundamental human rights
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which are embedded in ethical healthcare practice. These are the questions which have informed
and shaped this reminiscence theatre study.
Overview of Literature Search

This literature review was conducted to gain a sense of social dimensions of health,
health and aging, the older adult demographic in residential care, Alzheimer’s and related
dementias, arts-in-healthcare initiatives, reminiscence and life review, and reminiscence theatre
practice. A broad global search was first undertaken, and later narrowed to Canadian and BC
populations with a focus on arts-in-healthcare for older adults residing in complex care facilities.

Key words. Health, aging, social dimensions of health, reminiscence, life review,
dementia-specific initiatives, life course perspective, quality of life, arts-in-health, and arts-based
practice and research.

Sources. The following sources were reviewed.

Data base searches. Academic Search Elite, Ageline, Canadian public health reports,
CINAHL (Cumulative Index Nursing Collections), CP1O (Canadian Periodicals Index), CRKN
(Science Direct) Health Source, Med Line, International Bibliography of Theatre and Dance:
Performing Arts Research Index, Project MUSE, PsychINFO, Pub Med (U.S. National Institute),
Rehab Data, Social Science, and Web of Science.

University library searches. In addition to University of Victoria resources, searches
were also conducted through universities at Concordia, Harvard, McGill, New York University,
Northumbria, Oxford, University of Alberta, University of Calgary, and University of BC.

A 2005 review from University of Victoria’s Institute on Aging and Lifelong Health
(previously the ‘Centre on Aging’) is integrated into this literature review, with special

acknowledgement to Shelly Waskiewich and the Michael Smith Foundation for Health Research.
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This review resulted in nearly 400 references pertaining to the arts and health, hundreds of
abstracts and approximately 50 articles. Data bases utilized included Academic Search Elite,
PsychINFO, Ageline, CINAHL, Concordia University Catalogue, and Social Work Abstracts.
The categories that emerged were: intergenerational, creativity, drama, reminiscence theatre, life
review, Alzheimer’s and dementia, memory, cognition, research, and evaluation.

Peer reviewed journals. In the literature search process pertinent articles were accessed
from many diverse disciplines. These are illustrated through several broad areas:

Arts and medicine. American Journal of Medicine; British Journal of Occupational
Therapy; British Journal of Psychiatry; International Journal of Arts Medicine; Journal for
Research, Policy, and Practice; Journal of Counseling and Development; Journal of Dementia
Care; Journal of Experimental Aging Research; Journal of Interventional Narratology; Journal of
Literature and Medicine; Journal of Mental Nursing; Journal of Preventative Medicine; Journal
of Progress and Community Health Partnerships: Research, Education, and Action; Journal of
the American Medical Association; The Lancet.

Health and aging. Aging and Society; Annual Review of Gerontology and Geriatrics;
Canadian Journal of Aging Research; Canadian Journal of Aging; Canadian Journal on Aging
Studies; Clinical Geropsychology; Journal of Aging and Health; Journal of Aging Research
Reviews; Journal of Applied Gerontology.

Applied arts and theatre. Applied Theatre Journal; Arts and Health International Journal
for Research, Policy and Practice; Canadian Journal of Music Therapy; Journal of Alternative
Therapies; Journal of Arts and Psychotherapy; Journal of Creativity; Journal of Research in

Applied Theatre; Journal on Oral History; RIDE: Research in Drama and Education.
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Education/academic: Journal of Aesthetic Education; Journal of Higher Education;
Journal of Scholarly Publishing; Journal on Interdisciplinary History.

Monographs. Monograph sources were sought by utilizing five key phrases. Across the
libraries accessed by far the greatest number of monographs accessed were through the term
‘quality of life in older adults’, followed by ‘older adults in complex care’. Much lower numbers
were accessed through the terms ‘applied theatre’ and ‘reminiscence theatre’; the least number of
accessed monographs was through the term ‘expressive arts with older adults’.

Approximately 50 texts relevant to arts, health and aging, and applied theatre were
reviewed. Through this search, connections became apparent among diverse disciplines as
several themes emerged, highlighting a potential through-line into applied theatre connecting
health care, gerontology and reminiscence theatre. Particularly helpful was a key source,
‘Storying later life: Issues, investigations, and interventions in narrative gerontology’ (Kenyon,
Bohlmeijer, & Randall, 2011); this significantly links medicine, arts, health, well-being and
aging.

Arts and health web sites. A total of 25 web sites were reviewed from Canadian, United
States and European networks and organization. Some key resources were the Arts Health
Network Canada and The Society for the Arts in Healthcare (U.S.).

International state-of-the-arts in health reports. Arts-in-health reports were reviewed
from Australia, Canada, the Netherlands, Norway, Sweden, the UK and the United States.

Public health reports. A number of key public health reports provided helpful
information on demographic trends and implications: A policy framework to guide a national
seniors strategy for Canada (Canadian Medical Association, 2015); A portrait of seniors in

Canada 2006 (Turcotte & Schellenberg, 2007); An aging world: 2015 - International Population
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Reports (He, Goodkind, & Kowal, 2016); An overview of long-term care in Canada and selected
provinces and territories (Banerjee, 2007); Canada’s aging population: Seizing the opportunity
(Government of Canada: Special Senate Committee on Aging, Final Report — April 2009);
Canada’s population estimates: Age and sex, July 1, 2015 (Statistics Canada, 2015); Social
Dimensions of Health Institute: Publications (The Universities of Dundee and St. Andrews); The
best of care: Getting it right for seniors in British Columbia (Library & Archives Canada
Cataloguing in Publication, 2009); The chief public health officer’s report on the state of public
health in Canada, 2014: Public health in the future (Public Health Agency of Canada); The
social determinants of health: Developing an evidence base for political action (Kelly, Morgan,
Bonnefoy, Butt, & Bergman, 2007) — Final Report to World Health Organization Commission on
the Social Determinants of Health from Measurement and Evidence Knowledge Network; The
social determinants of health: It’s time to consider the causes of the causes (Braveman &
Gottlieb, 2014).

Selection criteria. Resources were selected wherein overlapping themes emerged
repeatedly from the diverse disciplines (e.g., medical narrative, ethics, storytelling, aging and
health, quality of life, reminiscence and life review). The interdisciplinary nature of this study
called for a multi/cross-disciplinary approach. Therefore, research and literature articles were
reviewed from both quantitative and qualitative studies.

Literature was prioritized from the following criteria: Key experimental studies with
control groups involving arts interventions with older adults - Priority was given to these studies
as they are relatively novel in the emergent Canadian arts-in-health research; Methodical,
international reviews on the state of the arts in healthcare; Longstanding research on aging,

reminiscence and life review with progress evaluation reviews and meta-analytic articles; Key

14



theoretical articles and qualitative studies in arts based and applied theatre research on arts
interventions in healthcare with and for older adults; Studies that exemplified best practices,
person-centred care and dementia-specific programming.

Seminal research (e.g., Butler, 1963) was included as it exemplified the theoretical
framework for this study. Current research in the aforementioned disciplines was integrated to
track development over time, to draw inferences between seminal and more recent research on
aging, dementia, social dimensions of health and arts-in-healthcare.

Literature Synthesis

Health & Aging

In this chapter, definitions of ‘health’ from various disciplines are synthesized. Herein,
perceptions on health from the World Health Organization (WHO), from a Social Dimensions of
Health (SDH) perspective on social determinants of health, from gerontology and from applied
theatre are reviewed, linking health and aging.

The WHO defines health as “a complete state of physical, mental and social well-being
and not merely the absence of disease or infirmity” (WHO, 1946). Clift and Camic (2016) note
that this 1946 definition has not been amended as it has strengths of positive wording, and being
multidimensional and holistic. Yet, this definition has been challenged (Huber et al., 2011). It is
suggested that the WHO definition be revised, extended or abandoned as it has been viewed as
problematic for a number of reasons. These include the major demographic and epidemiological
changes since the late 1940s such that there are markedly greater numbers of older people and
greater burdens of chronic ill-health, and the view that the existing definition does not easily lend
itself to validated and reliable measurement. Discussion of experts at a Dutch conference

reflected broad support “for moving from the present static formulation towards a more dynamic
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one based on the resilience or capacity to cope and maintain and restore one’s integrity,
equilibrium, and sense of wellbeing. The preferred view on health was the ability to adapt and
self-manage” (Huber et al., 2011, p. 2). See also, Resnick, Gwyther, & Roberto (2011) —
Resilience in aging: Concepts, research and outcomes, and Wykle & Gueldner (2011) — Aging
well: Gerontological education for nurses and other health professionals.

The Ottawa Charter (WHO, 1986, 2011) has resulted in declarations towards a common
understanding of the multiple determinants of health, wellbeing, illness and strategies to improve
population health. A central feature is health promotion, supporting the existing definition of
health but extending it by viewing health as an everyday life resource rather than the purpose of
life (WHO, 1986). The Ottawa charter emphasizes that health promotion can be attained through
public policy enhancements, the creation of supportive environments, strengthened community
actions, personal skill development and the reorientation of health services.

Conventional understanding of health. The conventional model of health and disease
views health-related outcomes as a consequence of the interaction between variables that are
associated with resilience and vulnerability (e.g., age, genetics) and biological and behavioural
factors (e.g., exposure to toxins, level of exercise). Davidson (2014) refers to the biomedical and
behavioural variants of risk factor analysis as two main examples.

The biomedical model encompasses the ‘biomedical variant’ which Davidson (2014)
notes is a version of the risk factor model that focuses on behaviours and lifestyle choices as key
determinants of health. For Davidson (2014), this is “a reductionist approach to determining the
probability of disease or death by calculating the potential impact of agent variables (pathogens,
toxins), biologic marker variables (blood pressure, blood lipid profile), and behavioural variables

(exercise, sexual habits) on an individual” (p. 272).
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Shifts in perceptions of health. MacLachlan (2006) has pointed out that perceptions of
health have shifted from a primarily biomedical model to increased attention to preventative,
therapeutic and rehabilitative aspects that influence health outcomes. This has led to integration
of models that elaborate the psychological, physiological and sociological influences on health.
Hancock and Perkins (1985), for example, have described a ‘mandala of health’ as a way of
understanding and remembering an array of factors that may influence health. SDH delves into
the array of health-influencing factors with its emphasis on social determinants as related to how
a society organizes and distributes social and economic resources (Raphael, 2016). Given that
the greatest barriers to improving a society’s collective health have to do with structural
inequalities (e.g., in income, employment, education, housing, food security, safety), the SDH
approach directs attention to public policies towards enhancing health.

Applied theatre scholars and practitioners highlight differing views on what are
understood to be health and well-being, and have entered the debate on the WHO definition.
They draw our attention to the need for a broader holistic approach to both understanding and
researching the links between the arts and health. Some argue that defining health and well-being
in WHO’s terms is problematic in that it at best creates a binary framework which defeats the
purpose of a comprehensive understanding. Low (2017), for example, comments on difficulties
with the definition’s reference to ‘complete’ health which is overly simplistic (a person may feel
healthy even if suffering from chronic pain); as well it is over-reaching in that it tends to equate
health and happiness (Saracci, 1997). Awofeso (2005) would enrich the WHO definition with
attention to community health and spiritual well-being, while White (2009) emphasizes the

importance of linking dignity with health.

17



Low (2017) notes that the terms ‘health’ and ‘well-being’ sometimes are used
interchangeably; however, she distinguishes between them. For Low, ‘health’ denotes an
individual’s emotional, spiritual and physical condition while ‘well-being’ is linked to ‘social
health’. She views well-being “as a social construct that intersects with individuals’ and
communities’ perceptions of their own health” (Low, 2017, p. 11). According to Low, well-being
is a slippery term often used by politicians and policy-makers with diverse understandings and
purposes. She maintains that ‘wellbeing’ should be viewed from a holistic perspective since
wellbeing, like the concept of ‘health’, should take into account many factors such that wide
diversity and broad understandings are acknowledged. Next, health with regard to aging is
discussed. First, a significant landmark study — the Canadian Longitudinal Study on Aging is
briefly summarized.

The Canadian Longitudinal Study on Aging (CLSA). This is the first study of its kind,
a comprehensive multi-disciplinary longitudinal investigation that tracks a large sample of
Canadian adults from age 45 to 85 and to be followed over at least 20 years. Although much is
known about changes associated with the aging process during the lifetime of an individual, the
combinations and interactions among various medical and non-medical factors are not yet well
understood; these include biological, psychological, social and societal aspects as related to
outcomes of successful aging and proneness to disease. As Raina et al. (2009) point out, the
effects of complex interactions contributing to the aging process takes years to emerge and “it is
anticipated that these changing factors will manifest themselves differently among tomorrow’s
seniors (i.e., the baby boomers) than among today’s seniors” (p. 222).

The CLSA developed a conceptual framework based on models and theories of

‘successful” aging (e.g., Phelan & Larson, 2002), noting a variety of similar and overlapping
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terms such as healthy aging (e.g., Darnton-Hill, 1995) and optimal aging, active aging and
productive aging (e.g., David & Patterson, 1995). In the CLSA the term ‘successful’ aging is
used and is noted to comprise three central criteria: low probability of disease; high cognitive
and physical functional capacity; and active engagement in life, particularly the ability to adjust
to changes to meet life goals. The study developers heeded the advice of Kahn (2003) that
various models of successful aging be viewed as complementary rather than contradictory, and
that it is best to integrate models for comprehensiveness. Briefly, the study has integrated models
from Rowe and Kahn (1997); Baltes and Baltes (1990); Riley, Kahn, & Rowe (1998); and
Strawbridge and Wallhagen (2003).

Rowe and Kahn (1997) presented a model of successful aging that challenges the view of
inevitable decline. Their model emphasizes risk factors for disease and disease-related disability,
one’s level of physical and cognitive functional capacity, and being actively engaged with life
through productive activity and interpersonal relationships. Baltes and Baltes (1990), on the
other hand, focus on the inevitability of change as part of aging in their model of selective
optimization with compensation. Attaining goals through adaptation is central. Riley, Kahn, &
Rowe (1998) highlighted that the above models are focused on individual characteristics and
ignore contextual factors in successful aging, e.g. social structures, norms and institutions.
Another aspect of successful aging, not addressed by the aforementioned models, has to do with
aging persons’ phenomenological experience - their personal perceptions and reflections about
their experience with aging (Strawbridge & Wallhagen, 2003).

Essentially, the study assumes multidimensional influences on aging through biological
and psychosocial factors within the context of life pathways. The CLSA views successful aging

broadly, including not only physical, psychological and social functioning but also taking into
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account concepts of adaptation, context, and aging individuals’ perceptions. Raina et al. (2009)
explain that the conceptual framework allows for exploration of relationships among three types
of components: precursors (e.g., nutrition); quantitative changes in traits (e.g. biomarkers,
cognitive functioning); and consequences of changes in phenotype on whether an illness (e.g.,
depression, dementia) or disability (e.g., physical limitations) develops and with attention to
psychosocial outcomes (e.g. social isolation).

The study began in 2010, and follows approximately 50,000 Canadian women and men
every three years; about 30,000 ‘comprehensive participants’ are followed up through in-depth
interviews and on-site data collection, and about 20,000 ‘tracking participants’ through phone
interviews (Raina et al., 2009; Kirkland et al., 2015). The design fosters optimal representation
of the diverse Canadian population.

As the CLSA addresses issues of health transitions and trajectories, the study is
multidisciplinary and includes the diverse areas of biology and genetics, economics,
epidemiology, health services, psychology, and population health (Tuokko, Griffith, Simard, &
Taler, 2017). The broad range of information collected includes many measures in the areas of
lifestyle/behaviour, health status, physical examination, biological specimens, psychological
data, social and demographic measures, and healthcare utilization data. With regard to cognitive
functioning, Tuokko et al. (2017) clarify the rationale of narrowing the neuropsychological focus
to three domains: memory, executive functions, and psychomotor speed. They note that previous
research has shown that these domains correlate with everyday functioning, and that major
changes within each domain have been linked with abnormal aging processes.

The CLSA’s first 3-year cohort data on cognition has been released. Baseline cognitive

data have been reported in several specified areas — comparisons with other studies, whether
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medical conditions affect scores on measures of cognition, and ‘remembering to remember’
(Tuokko, 2017). Briefly, data from the neuropsychological measures used in the CLSA supports
their ongoing use as results are consistent with findings from previous research studies that have
utilized the same instruments. This will provide a sound baseline for later comparisons as new
longitudinal information emerges every several years. As for the relationship between the
number of reported medical conditions (0, 1, or 2) to cognitive test data, there was not a
significant relationship. Data from a cognitive task assessing the ability to ‘remember to
remember’ showed no gender or language (English, French) difference but did indicate declines
associated with older age groups, and overall weaker performance for those with less than
secondary education compared to secondary education attainment.

Ultimately, the intent of the CLSA is to advance understanding of aging as guided by
fundamental areas of inquiry elaborated at the outset: Specifying the determinants of changes in
biological, physical, psychological, and social functioning across age groups and over time;
determining the importance of genetic and epigenetic factors as related to the process of aging;
exploring why some individuals age in a healthy fashion whereas others do not; clarifying any
patterns of cognitive functioning in mid-life that predict later onset of dementia; and elaborating
on how life transitions in family and work interact with changes in social networks and social
support in the impact on overall health (Raina et al., 2009).

It is posited that the CLSA will prove to be “a rich resource that allows us to move
beyond merely describing change over time to actually studying the dynamic determinants of
change within and between individuals over time” (Kirkland et al., 2015, p. 376). Practically,

objectives of the CLSA include contributing to healthier aging and disease prevention by
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integrating solid research findings into health practice, programs, and policies, resulting in “a
strengthened and more responsive health system” (Raina et al., 2009, p. 229).

Healthy aging. Before a discussion of ‘healthy aging’ it is instructive to first clarify what
is meant by ‘aging’. Definitions of ‘aging’ often include a mixture of technical medical
processes, associations with age-related diseases, references to maturity or negative connotations
of deterioration, and demographics with regard to age groupings. Generally, the terms ‘seniors’,
the ‘elderly’ and ‘older adults’ refer to the broad chronological age group of individuals 65 and
over, recognizing that health and vitality may vary greatly within any age grouping.

Healthy aging is a life-long process of optimizing opportunities that improve and
maintain physical, social and mental wellness, independence, quality of life and enhancement
towards successful life course transitions (Health Canada, 2002). A central aspect of healthy
aging includes mental health, defined as “a state of well-being in which the individual realizes
his or her own potential, can cope with the normal stresses of life, can live productively and
fruitfully, and is able to make a contribution to her or his own community” (WHO, 2002).
Increasingly, well-being is being assessed and tracked at a national level (e.g., Canadian Index of
Wellbeing, 2011).

With respect to seniors, mental health is viewed as the capacity to interact with each other
and their environment in ways that promote their sense of well-being, control and choice with
their life, and with optimal use of their mental abilities and achievement of their own goals
(MacCourt, 2008). A key determinant of health and well-being is social support (Martinez-
Martin et al., 2012). Cohen (2012) has noted that risk of poor health and loneliness is
substantially increased by isolation and social exclusion. The capacities of self-efficacy, self-

esteem and coping skills help seniors navigate through periods of life transitions and loss; Cohen
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(2012) asserts that social connectedness slows cognitive decline, and delays the onset of
dementia and the progression of both mental and physical disability. MacCourt (2008) discusses
a shift towards promoting positive, healthy aging, outlining the central components in seniors’
mental health care: finding and maintaining hope; re-establishing a positive identity; building a
meaningful life; and taking responsibility for control.

Global aging and health status. An international population report from the U.S.
Department of Health & Human Services, National Institute of Health & Aging, entitled An
Aging World: 2015 (He, Goodkind, & Kowal, 2016) provides a detailed account of aging and
health status throughout the world. Globally, among the world population of 7.3 billion in 2015,
about 8.5% were 65 and over. Although population aging is typical in the industrialized world
with figures considerably higher than the global figure of 8.5 per cent, Canada is among the
younger countries (16.1 % aged 65 and over) among those in the G7 group (an informal
discussion group and economic partnership comprised of seven countries with powerful
economies: the U.S., Canada, Japan, Germany, France, the U.K. and Italy). Japan is among the
oldest countries in the world with regard to population aging, at about 26% aged 65 and over.

Population aging — and how societies, families, and individuals manage it - is among, if
not the most, consequential demographic trend under way today. The oldest segment (aged 80
and over) of the population has been growing faster than the younger segments, due to increasing
life expectancy at older ages and decreased birth rates. Some countries will experience a
quadrupling of their oldest population from 2015 to 2050.

Canada’s aging population. Life expectancy has steadily been increasing in Canada
since the early 1900s (Chappell & Hollander, 2013), with Canadians generally living longer and

healthier lives. Currently Canada is tied for 9™ longest life expectancy in the world according to
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2015 U.S. Census Bureau data (He, Goodkind, & Kowal, 2016), with a life expectancy at birth
being 81.8 (males: 79.2; females: 84.5). At age 65, Canadians can expect to live about another 20
years (males: 18.9; females: 22.7). If surviving at age 80, they can expect to live about another
10 years (males: 9.4; females: 11.6).

Likewise, the percentage of the general population 65 and over in Canada has been
progressively increasing. Clearly, Canada is in the midst of a major demographic shift.
According to Statistics Canada data from July 1, 2015 for the first time in history the 65 and over
population outnumbered children under age 15 (Statistics Canada, 2015). In terms of percentage
of the overall population in Canada, seniors comprised 16.1% and this proportion is expected to
increase to 20.1 by July 2024.

The percentages of the population 65 and over are not evenly distributed across the
country, as the report notes the percentage of seniors in the overall population was higher in the
Atlantic provinces, Quebec, Ontario and British Columbia (New Brunswick the highest at
19.0%, BC at 17.5%), and the Prairie provinces and the territories lower than the national
average (Alberta the lowest among the provinces at 11.6%). Locally, British Columbia statistics
project that the current Victoria capital region 65 and over population of 20 percent will increase
to 30 percent by 2035 (Duffy, 2014, p. 12).

Due to the impact of the baby boom generation (those born between 1946 and 1965) the
rate of population aging is also on the rise. During the year ending in July 2015, the increase of
3.5% in the 65 and over population was four times greater than the increase in the overall
population. ‘Elderly seniors’ (those 85 & over) are the fastest growing age group in Canada,
markedly increasing from 309,000 in 1993 to 702,000 in 2013, a 127% increase (Public Health

Agency of Canada, 2014).
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Prevalence of dementias. Age-related prevalence of dementia has been estimated to be
in the range of 6% to 10% of individuals 65 and over (Hendrie, 1998), with marked increases
within progressively older age groupings from age 65. Hendrie’s study noted that prevalence
rises from about 1% to 2% among those 65 to 74, to 30% or more of those at least aged 85.
Going further up the age ranges, a Canadian study (Ebly et al., 1994) noted a prevalence rate of
dementia of 40% among those 90 to 94, and 58% for individuals 95 and over.

With regard to numbers of persons with dementia, as of 2016 the estimate was 47.5
million people worldwide (more than the total population of Canada) living with dementia
(WHO, 2016). With about 7.7 million new cases every year, this is estimated to increase to over
75 million in 2030 and nearly triple to about 135 million in 2050. Globally, the number of people
with dementia (approximately 36 million in 2012) is projected to double by 2030 (66 million)
and more than triple by 2050 (115 million) (WHO, 2012).

Although the risk of developing dementia increases with age, dementia is not considered
a normal part of the aging process. However, with population aging it is projected that the
number of those with dementia will increase in Canada - from about 340,000 (2%) of those 40
and over in 2011, to double (about 4%) by twenty years later (Public Health Agency of Canada,
2014). As well, the rate is expected to rise — incidence rate in 2011 of 3.6 cases per 1,000 among
those 40 and over, to 5.3 cases per 1,000 by 2031 (Public Health Agency of Canada).

In the 1990s, the established prevalence of dementia in Canada was approximately 8
percent of those 65 and over, with a much higher figure for those 85 and over — 35 percent
(Canadian Study on Health and Aging Working Group, 1994). As of 2016, an estimated 564,000

Canadians were living with dementia and this figure was projected to increase to 937,000 in 15
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years, a 66 per cent increase older (Alzheimer Society of Canada, 2016). In 2012, the British
Columbia Ministry of Health released a provincial Dementia Strategic Action Plan.

Changes in dementia rates. The number of persons with dementia is rapidly increasing,
globally and in Canada. Yet, Carstensen (2014) has commented on recent research suggesting
there may be less dementia in more recent birth cohorts than in earlier historical periods. This
apparent contradiction is understandable when one distinguishes prevalence, incidence, and total
number of persons with dementia. ‘Prevalence’ refers to the number of cases at a given point in
time, whereas ‘incidence’ pertains to the number of new cases over a specified period of time. If
the overall elderly population is steadily increasing, the total number of persons with dementia
may still increase even if prevalence and/or incidence rates decrease.

The assumption that rates of dementia remain stable, thereby implying that the
percentage of the population and numbers of individuals with dementia will skyrocket with
population aging, has been questioned. Jones and Greene (2016) discuss data from recent
decades that report a decline in dementia rates across a number of countries (e.g., Larson, Yaffe,
& Langa, 2013; and Satizabal et al., 2016 who review dementia incidence rates in the
longitudinal Framingham heart study). It is not clear what the explanations are for the declines or
how stable the improvements may be. The Framingham study showed increased heart health,
which is correlated with some forms of dementia. Jones and Greene (2016) caution, however,
that dementia will present a major societal issue because the prevalence of dementia can
increase, even if the incidence falls. This is because of the overall increases in the size of the
elderly population; this will likely result in ongoing increases in the absolute number of people

with dementia. Regardless of future hopes for diminished progression and cures of dementias,
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large numbers of our aging population residing in care facilities will be living with dementia and
will require innovations in care practices to enhance their quality of life and well-being.

Social dimensions and determinants of health. Social Dimensions of Health (SDH) is a
field of study that explores how we best interpret the interplay of social position, biology and the
environmental contexts, with the aim of developing social and medical policies to reduce poor
health outcomes and inequities. It explores social and economic conditions which shape
individuals and communities. Social ‘dimensions’ of health broadly addresses how the social
world influences health and illness. More specifically, a frequently used SDH term — ‘social
determinants of health’ — pertains to “the conditions in which people are born, grow, live, work
and age; and the societal influences on these conditions” (World Medical Association, 2016, p.
1).

Raphael (2016) identified 16 social determinants of health: Indigenous ancestry;
disability; early life experiences; education; employment and working conditions; food security;
gender; geography; health care services; housing; immigrant status; income and its distribution;
race; social safety net; social exclusion; unemployment and employment security (Raphael,
2016, p. 11). About half of individual and population health are determined by social factors,
particularly housing, income and social support. With regard to the latter aspect, a Canadian
Medical Association report (CMA, 2015) includes social connection among the critically
important factors related to Canada’s seniors enjoying healthy and rewarding lives; specifically,
social support was identified as linked to positive effects on longevity, and slowing cognitive
decline and the progression of physical disabilities.

From an SDH perspective, both medical and non-medical determinants of health are

more important than age itself as predictors of health and well-being. Factors such as
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socioeconomic status, cultural influences, health service accessibility, health inequities, cognitive
function, healthy lifestyle choices and physical conditions all impact health and quality of life
(Canadian Healthcare Association, 2009; Cloutier-Fisher, Foster, & Hultsch, 2009; Cranswick,
2003; Duxbury et al., 2009; Le, 2011; Prohaska, Anderson, & Binstock, 2012; also see the 2011
WHO discussion paper on social determinants of health). The social determinants of health
impact quality of life and longevity, including overall good health and length of disability-free
life expectancy. It takes into account the ‘causes of the causes’, in particular how they influence
social inequalities of health (World Medical Association, 2016).

Numerous studies highlight the links between social factors, genes, the environment and
an empirical nature/nurture perspective (e.g., Adler et al., 1994; Borrell & Crawford, 2011;
Brunner, 2007; Corbin, 2003; De Vogli, Brunner, & Marmot, 2007; De Vreese, 2009; Garro,
2000; Krieger, 2001; MacLachlan, 2006; Marmot et al. (1991); McEwen, 2008; Nachman &
Marzuk, 2011; Pearce, 2011; Smith, 2011). Social determinants of health greatly impact quality
of life over the life course, as it is known that early interventions to reduce stress, increase
physical activity, improve nutrition, and engage in cognitive and creative activity slow the
progression of chronic health conditions affecting our older adult populations. A key determinant
of objective health status is one’s self-perceived health (Lundberg & Manderbacka, 1996).

As noted by Raphael (2011), “the primary factors that determine whether one lives a long
healthy life or a short sick one are not genes or lifestyle choices but rather the living conditions
that are experienced... hundreds upon hundreds of research studies have affirmed this basic fact”
(pp. 220-221). This is well recognized in the Canadian literature on health promotion (e.g.,
Butler-Jones, 2011; Canadian Population Health Initiative, 2008; Canadian Public Health

Association, 2009; Davidson, 2014; Mikkonen & Raphael, 2010; Raphael, 2016). Yet, Raphael
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(2011) notes that Canada along with other countries has been slow in applying concepts of health
and social policy development. As observed by Hayes et al. (2007), there has been minimal
coverage by mainstream media on the important impact of the social determinants of health and
on public policies that shape the determinants. As social determinants of health greatly impact
life course trajectories, paying attention to these factors is critical to future development of our
healthcare services, institutional framework and effective practices.

Life course perspective. The life course perspective is interdisciplinary as it integrates
disparate approaches to the life course as derived from traditional academic disciplines (e.g.,
psychology, sociology, anthropology, and history (Bengston, Burgess, & Parrott, 1997)). The
evolution of life course research into the area of aging has resulted in a perspective reflecting
several research traditions. Life course research on aging has come to reflect convergence of
thinking at macro- and micro-social levels of analysis and with regard to individuals as well as
populations over time (Bengston, Burgess, & Parrott, 1997).

The life course perspective focuses on individuals within a social context, with pathways
traced along an age-related and socially marked sequence of transitions (Hagestad, 1990). The
pathways occur over three types of time — life time (age); historical time (time period of the
individual’s life and key historical events); and social time (sequencing of events and social roles
according to age-related expectations and opportunities). Chappell et al. (2003) note that through
the life course perspective, attempts are made to separate out the effects of age, history, and
social structure. The life course perspective is dynamic, focused on complex interrelationships
between biographical, social, and historical time, with cumulative early and later life risk factors

and proactive processes that operate through an individual’s life (Ben-Shlomo & Kuh, 2002;
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Kuh, Ben-Shlomo, Lynch, Hallgvist, & Power, 2003; Niedzwiedz, Katikireddi, Pell, & Mitchell,
2012; Singh-Manoux, Ferrie, & Chandola, & Marmot, 2004).

The diversity and complexity of experience across time and space are acknowledged by a
life course perspective. As clarified by Cloutier & Penning (in press), central principles of a life
course perspective include: consideration of temporal aspects (how early life events impact later
life); historical events and their contexts (e.g., economic upheavals, wars, geographical
disasters); the timing in life when the events occurred (e.g., mid-childhood, old age); individual
characteristics (e.g., gender, age, social class, ethnicity); linked lives (interdependent
relationships); and human agency and personal control (with individuals viewed as active agents
who shape and are influenced by events and social structures).

As generations adapt to social transformations the life course perspective is reframed
accordingly. Older adults are seen as dynamic social actors who enrich overall understanding of
human beings in relation to a given society. Cole and Durham (2008) remind us of the
importance of intergenerational relationships in which aging is considered as a context for
interaction among and between generations, as imaginative landscapes of memories and
aspirations.

Quality of life (QoL). Interpretations on QoL are drawn from an increasingly large and
diverse body of research and literature (e.g., Higgs, Hyde, Wiggins, & Blane, 2003; Hyde,
Wiggins, Higgs, & Blane, 2003; McKee, Houston, & Barnes, 2002; Netuveli & Blane, 2008;
Panagiotakos & Yfantopoulos, 2011; Taillefer, Dupuis, Roberge, & Le May, 2003; Walker &
Hennessy, 2004). Definitions of QoL are equally diversified; following, a few are selected to

reflect a psychosocial and mental health framework.
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Health-related quality of life has been referred to as the value assigned to one’s duration
of life as modified by impairments, functional states, perceptions and social opportunities
influenced by injury, disease, treatment or policy (Patrick & Erickson, 1993). Traditionally, QoL
focuses on the biomedical and pathological models of health. Martinez-Martin et al. (2012) note
the concept of health-related QoL is varied and controversial, but agreement on three broad
domains provides the basis for approaches to health-related QoL assessment — physical,
psychological, and social well-being — as consistent with the WHO’s definition of health
(Phillips, 2006). The WHO Quality of Life Group (1993) views QoL as including one’s
perception of position in life with respect to the culture and value systems in which the
individual lives and in regard to goals. According to Mendola and Pelligrini, (1979), QoL is
one’s individual’s attainment of a satisfactory social situation within the limits of perceived
physical capacity.

Activity limitations are among the most important factors affecting quality of life and
therefore well-being, impacting seniors’ abilities to fully integrate socially. The research clearly
bears out a strong relationship between self-perceived health and the capacity to engage in daily
activities without limitations or dependence on others (Shields & Shoostari, 2001). QoL research
is shifting from negative assumptions about decline in old age towards a more positive view of
old age as a natural component of the life span (Netuveli & Blane, 2008).

QoL and dementia: Perceptions of loss of self and ‘personhood’. It is speculated that
many older adults residing in care facilities are coping with accumulated losses; their sense of
self, of personhood, of control over their lives, of autonomy and agency, may become diminished
as they transition from home into facility care. Some of the literature on Alzheimer’s disease

(AD) supports the notion that, with dementia, the person experiences a progressive decline of
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selfhood to the point that the person no longer remains (Fontana & Smith, 1989). For families,
observing the relentless decline in dementia can be devastating, described as “the very
splintering of the sedimented layers of Being... until there is nothing left” (Davis, 2004, p. 375).
As portrayed by Keane (1994), the AD sufferer is one “whose mind has been dissolved and
humanity stolen, leaving only a body from which the person has been removed” (p. 152).

This loss of self arises from what is deemed as ‘guarantors of personhood’ - cognition,
memory, and rationality (Kontos, 2010). This notion, however, can be challenged. For example,
review of ethnographic observations indicates instances in dementia relationships of “genuine
caring, coherence, and even spontaneity” (Kontos, 2010, p. 127). Kontos points out that
increasingly, health-science scholars and social scientists are challenging the view of loss of self
that has been associated with the cognitive deficits in dementia (Ballenger, 2006; Hughes, Louw,
& Sabat, 2006; Kitwood, 1997; Post, 1995; Sabat & Harre, 1992). Kontos (2010) argues that
selfhood is embodied; a corporeal nature of being that exists below the level of consciousness
and language, which is enacted at a pre-reflective level, equated with the subconscious.

Medeiros (2010) highlights the importance of considering one’s experience of dementia.
She notes that books by Basting (2009), Innes (2009), and Snyder (2009) stress that it is
important to challenge assumptions about the nature of dementia and traditional models of care,
and give greater attention toward the experiences of those with dementia and the sources of
knowledge from their caregivers. Medeiros (2010) asserts that such an experiential focus would
place more of a focus on ‘possibilities’ and ‘future’ to persons with dementia.

Examples of challenging assumptions about the loss of ‘self” in dementia are
accumulating. Basting (2003) reviews several autobiographies that all seem to portray a clear

sense of self, and the work of Kontos in the area of ‘personhood’ likewise challenges
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assumptions about loss of self (e.g., Kontos, 2010, 2012, 2014) (also see Kitwood’s seminal
1997 text: Dementia reconsidered: The person comes first).

Tuokko (in press), in her discussion of social neuropsychology in dementia, points out
the challenges of how the ‘self” is defined (moving from a view of a single unified self to various
models of multiple selves) and how self-perceptions have been studied (i.e., quantitative and
qualitative approaches). Furthermore, she notes that research on self and identity in dementia
contexts have for the most part been undertaken among individuals in a mild stage of dementia
although some studies pertain to late stages of dementia. Despite the conceptual and
methodological challenges, it is certainly a positive development that greater attention is now
being directed towards understanding the subjective experience of the individual with dementia.
Tuokko (in press) notes that the focus of dementia research has mainly been on improving early
diagnosis, distinguishing among types of dementia, optimizing medical strategies to stop or slow
the disease process, and management of behavioral difficulties. Little attention has been given to
social cognition.

Tuokko (in press) refers to ‘social cognition’ as essentially involving “how people make
sense of themselves, others and the social context” (p. 1). In the context of dementia she notes
that social cognitive research addresses one’s lived experience - how individuals perceive
themselves and others, and how they interact in their social environments and are influenced by
them. With regard to the emerging literature on these aspects, she states that “much of the
research focuses on the ways to assess and explore the social cognitive aspects of dementia, the
impact of dementia on self and identity, and recommendations for interventions that support the
social cognitive functioning of people diagnosed with dementia” (Tuokko, in press, p. 4).

Research on dementia is accumulating in which opportunities are provided for inclusion,
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engagement and enjoyment. Tuokko (in press) notes that dementia research increasingly includes
diverse arts-based approaches (e.g., music, visual arts, and applied theatre) that integrate a
person-centred approach to enhance QoL.

A recent literature review was undertaken with regard to qualitative research findings on
factors that most impact QoL from the perspective of persons with dementia (O’Rourke,
Duggleby, Fraser, & Jerke, 2015). The sample included persons with mild, moderate and severe
levels of dementia across settings from private residences in the community to facility care, in
the U.S., Canada, the Netherlands, Ireland, Australia, and Japan. According to persons with
dementia, the key factors impacting QoL that emerged were relationships (being together vs
alone), present agency in life (purposeful vs aimless), perceived wellness (well vs ill), and sense
of place (feeling located vs unsettled). Together, these factors comprise an overriding concept of
connectedness, with higher connectedness/QoL associated with higher levels of reported
happiness, and lower levels correlated with reported sadness. These factors impacting QoL relate
to the lived experiences of older adults transitioning into care.

Older Adult Transitions from Home to Facility Care

Nursing home placement becomes an important transition for older adults and their
families (Rose & Lopez, 2012), as these transitions create challenging dynamics for families
(Bramble, Moyle, & McAllister, 2009). The issues facing older adults residing in long term care
are varied, complex and multilayered. Shippee, Henning-Smith, Kane, and Lewis (2013) found
that the most central factors in improving QoL for older adults in facility care were maintaining
functional abilities and providing an engaging social environment.

Providing innovative transitional programming for older adults and their families, then, is

essential to supporting those at such delicate points in the life span trajectory. Observations from
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practice highlight a gap in specific emotional / counseling support services for older adults in
care and their families which address the whole person — their spiritual and emotional needs.
Although social workers provide some support they are often constrained by time and financial
resources (Pauluth-Penner, 2015 — ethno-drama journal field notes).

Family involvement in residential care. Integrating families with older adult care can
powerfully complement other forms of treatment (see Benbow & Goodwillie, 2010; Brown et al.,
2003; Maas et al., 2004). Our healthcare system’s focus on healthcare delivery for older adults
sometimes inadvertently neglects family issues (Zarit & Edwards, 2008; Rosenthal & Dawson,
1991). As observed by Benbow and Goodwillie (2010), it is often the case that services are
organized around diagnostic category or by client group; this can result in an overly narrow
focus as the roles of older adults as family members and their impact on the life cycle of the
family as a whole may not be considered. Families and intergenerational connection are as
important to well-being in the later years as earlier in the life cycle.

Gaugler (2005), in a review of the literature on family involvement with loved ones
residing in care, points to research focused on whether family remained involved in their loved
one’s care after transitioning into residential treatment. The view that elderly individuals were
essentially ‘dumped’ and with little visitation from family after admission into residential care
has essentially been debunked. Gaugler (2005) has cited ample research studies showing that
family members in general remain engaged in the lives of their loved ones. He explains that
earlier reviews of the existing literature on family involvement in residential long-term care had
been focused on the degree of family involvement, and that no critical review by the time of his

2005 study had thoroughly examined issues pertaining to the types of involvement; these include
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visits, predictors of family involvement, the influence of family involvement on resident
outcomes, and interventions designed to facilitate family involvement in residential settings.

The types of roles families have played in their involvement in residential care have
largely been ignored according to Gaugler (2005), in part due to the bias of quantitative studies
focusing on numbers of visits and task-based analyses of activities of daily living. He cites
qualitative research clarifying that the roles of family members are more extensive than
providing personal and instrumental care; family members assist as well in efforts to preserve the
identity and quality of life of their loved ones. Gaugler (2005) comments that while it makes
sense that increased family involvement is positive in psychosocial effects with some supportive
literature in this regard, few studies have actually tested this assertion directly.

Gaugler’s (2005) review points out that the reasons for family members remaining
involved in the lives of their loved one’s post-institutional placement are complex. Of particular
relevance to this current study on reminiscence theatre is Gaugler’s (2005) recommendation for
practitioners to engage in research that evaluates novel programs designed to enhance family
involvement. Recognizing that this is a growing area of research, he notes that little empirical
evidence exists on how family involvement impacts long-term care residents or which are the
most effective strategies to incorporate families. Increased understanding in these respects can
result in benefits to providers in enhancing quality of care and quality of life for older adults in
care.

As Gitlin and Wolff (2011) point out, family members have long been involved in the
health and care of older adults and this will continue. This is a global pattern that occurs across
all socioeconomic levels, in developed and developing countries, within all race and ethic

groupings. Research suggests that once an individual with dementia has transitioned into
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residential care, families will still provide monitoring and hands-on assistance on-site with daily
activities, taking on some of the responsibility for coordinating care, ongoing decision making
and communication of care decisions with other family members and monitoring the quality of
care (Gitlin & Wolff, 2011). This indicates that even post-transition, family involvement may be
quite time intensive and demanding, both physically and emotionally.

Gaugler’s (2005) comment about the complexity of reasons for family involvement in
residential care having to do with various facility, resident, and family-level variables, has been
elaborated on by Gitlin and Wolff (2011). Families may be greatly impacted by care transitions
for reasons related to family structure (e.g., extent of the family network, division of
responsibilities for care tasks, preexisting relationships with the family member in care, financial
resources, etc.); to characteristics of family members (e.g., relationship to the resident, gender,
ethnicity, and cultural beliefs); and to attributes of the family member in care and the
circumstances pertaining to transitions of care (Gitlin and Wolff, 2011).

The literature pertaining to family involvement in transitioning into care in a residential
long-term care facility has been reviewed by Gitlin and Wolff (2011). While acknowledging the
lack of firm empirical data on the magnitude of families involved in eldercare transitions or the
range of activities in which they are engaged, Gitlin and Wolff (2011) concluded unequivocally
that families actively engage in the care transitions of their family members across delivery of
care settings and across shifting levels of care.

Gitlin and Wolff’s (2011) review focused on family involvement in the process of
transitioning into care. The current reminiscence theatre study is more specifically concerned

with active family engagement in the older adult resident’s life once stabilized in the long-term
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care facility. Some empirical research is emerging in this area, recognizing that transitioning is
ongoing, a fluid process on a continuum rather than fixed in time.

An example of empirical research of particular relevance to the current study on
reminiscence theatre is cited by Gaugler, Anderson, and Holmes (2005). They note studies by
Hepburn and colleagues on the use of reminiscence and narratives in improving family and
resident adaptation in the nursing home environment (Caron, Hepburn, Luptak, Grant, Ostwald,
& Keenan, 1999; Hepburn, Caron, Luptak, Ostwald, Grant, & Keenan, 1997). Herein, family
group sessions were conducted over a 2-month period integrating a ‘family stories’ approach.
Multiple family members completed exercises towards creation of a narrative of the
institutionalized relative’s life, with the biographies later presented to staff to provide a more
personalized view of the individual. Gaugler, Anderson, and Holmes (2005) summarized that
open-ended analysis pointed to families involved in the aforementioned studies had stronger
social connections than in more traditional programs. As well, the families engaged in the
‘family stories’ approach tended to avoid discussion of disease-related aspects of residents, and
instead focused on personalizing the resident’s life in the care facility.

Researchers articulate that to meet the needs of our increasing aging population in
residential care, social and public policy changes must occur (Biernacki, 2007; Brooker, 2007;
Dijkstra, 2007; Edwards & Mawani, 2006; Knickman & Snell, 2002). Since the 1990s Canadian
policy makers have been recommending a more integrated healthcare system for our older adults
(Leatt, 2000). As noted by Tuokko (in press), the arts are shown to be beneficial for older adult

and family health and well-being.
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Arts & Health

Creative arts in integrated residential care. Several countries in the Organization for
Economic Co-operation & Development (OECD) have adopted policy/program frameworks
which include arts-in-health initiatives that have effectively assisted families to manage
transitions between services more efficiently (Canadian Institute for Health Information, 2011).
Canadian residential care program developers can draw upon rich, effective and sustainable
international models which have exemplified best practices and practice-based arts research,
specifically exploring the impact of arts engagement on older adults (e.g., Allan & Killick, 2002;
Arts Council of Northern Ireland, 2013; Basting & Killick, 2003; Gottlieb-Tanaka, 2004; Killick
& Allan, 2011; Levine-Madori, 2007; McFadden & Lunsman, 2009; Rylatt, 2012).

Phinney (2012) comments that at least six of the key determinants of health have been
shown to be positively impacted by arts interventions. These are identified as social status, social
support networks, education and literacy, social environments, coping skills, and culture.

A 2011 WHO interim report discussed by Prior (2011) outlines key components of health
and well-being. The report highlights the social determinants of health in the European region,
emphasizing the importance of health promotion and development: “a key and unique resource...
that must be nurtured... that is much needed” (Prior, 2011, p. iii). Yet, despite the encouraging
rhetoric the report ignores the role of the arts in health. Prior (2011) notes that within the report
no reference was made to the role of the arts in health and impact on well-being, nor did the 2011
WHO report give any attention to the creative arts practices that were being undertaken
throughout Europe, whether in response to health issues or with regard to contributing

beneficially to individuals and societies. This was in sharp contrast to the abundant, solid
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accumulating arts-based research evidence of the benefits of arts in health initiatives, highlighted
in a number of key international arts-in-health reports.

State of Arts-in-Health: Reports. Broadly speaking, arts-in-health programming globally
has been growing exponentially, particularly in the U.K. (e.g., Cayton, 2006), Australia (e.g.,
McAdam, 2012) and the U.S. (e.g., Cohen, 2006). Staricoff (2004) cited nearly 400 papers on the
value of creative arts in healthcare, and the UK Department of Health, Arts and Health Working
Group reviewed over 1,000 studies making a case for arts-in-health investments (Department of
Health, 2006). The UK Report of the Review of Arts and Health Working Group (Cayton, 2006)
states: “Arts and health initiatives are delivering real and measurable benefits across a wide
range of priority areas for health... There is a wealth of good practice and a substantial evidence
base” (p. 3), all of which “make a powerful case for making investment in arts and health” (p.
12).

McAdam (2012) comments that such studies support an evidence-based argument for
greater use of the creative expressive arts in healthcare as well as in the overall community; these
studies speak to the positive impact of the arts on health and well-being. She affirmatively
concludes: “The evidence is strong and the need is pressing” (McAdam, 2012, p. 23). For a
review of international perspectives on practice, policy and research on the creative arts as
related to health and well-being, integrating works from China, South Africa, India, Brazil and
Venezuela see Clift and Camic, 2016.

As for Canada, Cox et al. (2010) conclude that the nation’s status is dramatically behind
that of U.K., U.S.A. and other Western countries, and highlights the challenges of little

recognition, working in isolation and lack of funding. Nevertheless, art-in-health programming is
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beginning to emerge in Canada (Brett-MacLean, 2007; Cooley, 2003, 2005; Cooley, Markle, &
Parker, 2006; Lander & Graham-Pole, 2008; Sajnani et al., 2011).

In 2013, the Arts Health Network Canada and British Columbia affiliate were formed. Its
aims are to support ‘arts & health’ as “a growing interdisciplinary field that embraces many
forms of art to promote health and prevent disease in individuals and communities, enhance
health service delivery and enrich research inquiry” (Arts Health Network Canada, 2013). Arts
Health BC is a not for profit organization focusing on “participation and engagement in the arts
as a path to improved health, healing and wellbeing for all British Columbians... promotes the
field of Arts & Health through outreach and education, engagement, collaboration & professional
development” (Arts Health BC, 2016). The organization has built upon Cooley’s original vision,
developing a literature repository which has evolved into Canada’s primary arts and health
knowledge and resources sharing hub.

For a synthesis of the state of arts and health developments in various countries see: Clift
et al., 2009 (England); Cox et al., 2010 (Canada); Cuypers et al., 2011 (Norway & Sweden);
Goodman & Sims, 2009 (U.S.); and Wreford, 2010 (Australia). For annotated reports and
resources, see Appendix A.

Arts-in-health programming for older adults. Gene Cohen’s seminal research
initiative, the U.S. National Multisite Study (Cohen, 2006), measured the impact of community-
based cultural and arts programs on general mental and social health of people age 65 and over.
The study design utilized control groups, demonstrating overwhelmingly positive differences in
the intervention group which utilized arts programs, as compared to the control group whose
subjects were not involved in arts programs. Participants who engaged in these experimental arts

engagement groups lived longer, had fewer doctor visits, and were less depressed and more
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socially involved than the control group. Significantly, Cohen’s Creativity and Aging study
(Cohen et al., 2007) is regarded as “the first peer-reviewed study examining the influence of
professionally conducted, participatory art programs on the general health, mental health and
social well-being of elderly persons” (Phinney, 2012, p. 3). Cohen’s exemplary study continues
to influence current research and practice in arts-in-health initiatives.

Regionally, Phinney (2012) draws attention to a 3-year initiative in central and North
Vancouver that focused on community-engaged arts programming with vulnerable and
marginalized seniors, with the overall intent of enhancing health and well-being among
participating older adults and with greater understanding of the relationship between arts and
health. Quantitative measures assessed changes (repeated measures) in the areas of physical
well-being (e.g., re perceived health status, chronic pain), emotional well-being (e.qg., self-
esteem, life satisfaction, symptoms of depression) and social inclusion. The arts genres utilized
across four sites were writing, digital photography, digital video, puppetry and dance, and
mixed-media visual arts (theatre was not specifically mentioned).

Overall, Phinney’s (2012) research findings illustrated (as in Cohen’s earlier work) that
those older adults “involved in professionally led arts programming benefitted with regard to
their mental, social, and overall physical health” (p. 28). Statistically significant improvements
on measures of perceived health status, chronic pain, and sense of community were noted.
Qualitative methods added understanding of benefits of social connectedness, new learning and
creative expression.

Dementia-specific arts-in-health initiatives. Some outcome studies of arts
programming with older adults have focused attention specifically on dementia populations.

Numerous other studies of this type report positive impacts on well-being (e.g., Fraser, Bungay,
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& Munn-Giddings; Grant, Elliott, & Morison, 2011; Kinney & Rentz, 2005; McFadden &
Basting, 2010; McFadden & Lunsman, 2009; Pepin, Holley, Moore, & Kosloski, 2006; Phillips,
Reid-Arndt, & Pak, 2010; Rowe, Fowell, & Montgomery, 2006; Rusted, Sheppard, & Waller,
2006).

McAdam (2012) developed MAC.ART, a dementia-specific recreation therapy program

that is internationally respected and has received multiple awards (www.macart.com.au). The

program aims to inquire how interventions can improve quality of life, promote independence
and prepare those living with dementia and care partners for the challenges of long-term care.
The person-centred care perspective promotes greater recognition of dementia-specific
psychosocial interventions that include the creative expressive arts therapies. Hannermann
(2006) asserts that persons with dementia can improve their creative skills and sharpen their
senses.

Numerous examples are cited by McAdam (2012) as illustrative of positive impacts of
psychosocial interventions on quality of life among persons with dementia (e.g., Killick & Allan,
2011; Levine-Madori, 2007; Whitehouse & George, 2008). Exemplary practices from which to
draw are highlighted by McAdam (2012): the British Government’s national dementia strategy
(Department of Health, 2009); the UK’s National Institute for Health and Clinical Excellence
(2006) which recognizes the value of creative expressive arts in dementia care; and arts-in-health
literature reviews in the UK (Department of Health, 2006; Staricoff, 2004). The article by Rylatt
(2012) expands on the connection between arts engagement and enhanced well-being in those
living with dementia.

McAdam (2012) indicates a growing abundance of excellent dementia-specific programs

in North America: Artists for Alzheimer’s (Zeisel, 2009), Creative Discovery Corp (Cohen,
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2000), StoryCorp (Isay, 2007), Timeslips (Basting, 2009), Opening Minds through Art (OMA)
(Lokon, 2007), Therapeutic Thematic Arts Programming (TTAP) (Levine-Madori, 2007),
Memories in the Making (Kinney & Rentz, 2005; Rentz, 2002), and The Eden Alternative
(Thomas, 1994, 1996). As well, Bolton (2012) has identified exemplary dementia-specific arts
programs in Australia and New Zealand, and Larpent (2011) has explored applications in
dementia with respect to oral storytelling utilizing new media.

Opening Minds through Art (OMA) (Lokon, 2010) is a dementia-specific art program
based at Oxford, Ohio’s Miami University Scripps Gerontology Center. It offers training in
program development, research and evaluation on arts in dementia. Opening Minds through Art
initiatives are grounded in person-centred ethics (Kitwood, 1997) and based on evidence that
persons with dementia are capable of creative expression (Lokon, 2010). Lokon, Kinney, and
Kunkel (2012) suggest that the benefits of arts engagement in dementia extend to others involved
with them. The authors clarify that the benefits of intergenerational programs are well
documented with healthy elders but are not clearly established regarding older adults with
dementia.

One form of creative expression, theatre/drama, has been shown to be beneficial for those
with dementia (e.g., Basting, 2006; Gibson, 2011; Nicholson, 2011; Roush et al., 2011; Sauer et
al., 2014; Schweitzer, 2007). Grant, Elliott, and Morrison (2011) assert that “artistic activity with
and by older people, regardless of mental capacity, should be seen primarily in the context of a
human right to continuing education and access to artistic expression” (p. 253).

Theatre arts and dementia in North America. Nicky Hatton’s Winston Churchill
Memorial Trust report (Hatton, 2013) highlights several exemplary theatre arts practices in

American and Canadian dementia-specific care homes. Hatton conveys interdisciplinary practice
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among theatre practitioners, dancers, storytellers, sound artists, musicians and visual artists. She
emphasizes that an interdisciplinary approach is essential to maximize participant engagement.
Hatton (2013) notes that while theatre and dementia is still emerging as an area of work in North
America, activity is increasing.

Hatton (2013) cautions that although collaborations between theatre companies and care
homes are significantly beneficial for older adults and their families, practitioners need to be
cognizant of the challenges of negotiating between the care home and theatre company’s needs.
She argues for more documentation through pilot projects in order to better understand the
benefits and challenges of doing theatre in care homes, establishing communication and trust to
ensure these projects are designed to best serve the needs of the residents.

Hatton (2013) also emphasizes that theatre / drama initiatives in dementia care settings
need to balance the needs of healthcare providers and artists. While noting that often there are
therapeutic benefits to the work, Hatton (2013) expresses concern that “theatre practitioners are
sometimes expected to justify their practice in terms of health and wellbeing outcomes™ (p. 4).
She acknowledges the importance of positive health outcomes and maintains that “it is also
important that the creative and aesthetic values of the work are considered” (Hatton, 2013, p. 4).

Use of improvisational theatre is noted to be quite effective for persons with dementia,
allowing for ‘in the moment’ participation without reliance on short term memory (Hatton,
2013). Evidence is growing to support participation in improvisational engagement as beneficial,
enhancing confidence, wellbeing and sense of self.

The theatre can assist in understanding the emotional and embodied experience in
dementia. As for accessibility to drama / theatre engagement in dementia care, Hatton (2013)

observed that North American circumstances are much the same as in the U.K. as opportunities
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for such participation are much more available in privately care facilities and in affluent
communities. She noted that many care homes and day centres struggle to provide sustainable
arts activities for their residents.

Hatton (2013) suggests that the theatre can be utilized to support care staff, families and
persons with dementia. She speaks to the value of articulating the experience of dementia as a
complementary research tool alongside quantitative methods; the need for support networks to
share ideas of best practices; for students to train with practitioners on the job; incorporating
interdisciplinary practice in care homes through integration of several arts genres; offering
ongoing programming rather than ‘one-offs’; including care staff and families in projects; and
utilizing theatre to support older adults and families on an ongoing basis.

The legacy of Gene Cohen. The aforementioned literature has affirmed much of Gene
Cohen’s seminal influences on our perceptions of health and well-being. Referred to as “the
psychiatrist who broke ground in geriatrics... changed the image of aging from one of
senescence [weakness] to a period of creativity” (Sullivan, 2009), Cohen emphasized the
importance of meaningful social engagement and a sense of control, positive effects on the
immune system and new understandings of brain plasticity (Vella-Burrows, 2016). Well aware
of developments in neuroscience, he promoted creative engagement as a means to form new
pathways in the brain regardless of age and with positive neuro-immunological effects (e.g.,
Kramer et al., 2004). Creativity was embraced by Cohen (2000; 2006; 2009) to enhance inner
growth, strengthen morale and enrich relationships (Vella-Burrows, 2016).

While a central focus of Cohen’s work was to alter traditional preconceptions of
inevitable decline in old age and thereby promote hope and optimism for high quality of life in

one’s later years, his contributions are quite pertinent for those with dementia as well. If Cohen
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were to speak today, he would argue that creating environments where older people can thrive
with ample opportunities for creative engagement would be as beneficial for those with
dementias as for the healthy old.

A review of literature and practices thus far has suggested that engagement in the arts
holds positive implications for health and well-being. Broadly speaking, the literature also
suggests reminiscence and life review as essential for healthy adaptation through later life. The
theatre arts genre of reminiscence theatre suggests similar benefits. Next, reminiscence, life
review and reminiscence theatre are synthesized to set the context for this reminiscence theatre
study — Moving forwards backwards.

Reminiscence & Life Review

Reminiscence and life review: Definitions and distinctions. Reminiscence is “the act or
process of recalling the past” (Butler, 1963, p. 66). The effects of active engagement in
reminiscence for the older adult population have been well-researched for over fifty years. To
date, there has been minimal research with regard to reminiscence theatre in the context of
individuals with mild to moderate dementia residing in care, specifically with intergenerational
reminiscence theatre practices.

Life review is somewhat different from reminiscence but equally important to seniors’
psychological well-being (Birren, 2011, p. x). Life review “is not synonymous with, but includes
reminiscence” (Butler, 1963, p. 67). It is the process of recalling personally significant events
from the past in order to make sense of the present. It is “a naturally occurring, universal mental
process characterized by the progressive return to consciousness of past experiences” (Butler,
1963, p. 66), and viewed as contributing to successful adaptation to old age (McMahon &

Rhudick, 1964).
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Tromp (2011) acknowledges Erikson (1963; 1978; 1982) as having “provided the
framework in which the phenomenon of looking back in the later years of life is to be
understood” (p. 252). Erikson’s stage theory of human development defines the last stage as
“Ego Integrity vs. Despair” (Erikson, 1980, p. 178). Acknowledging criticisms of Erikson’s stage
theory, Tromp (2011) notes Erikson’s conceptualization about the last stage of life remains
prominent among gerontologists. This stage of life is characterized by the challenge of attaining
a sense of ego-integration, through integrating the past into a meaningful and coherent
understanding of one’s life overall: “To that end, they should be engaged in recalling and
evaluating past experiences and trying to integrate those experiences into a meaningful vision of
their personal life” (Tromp, 2011, p. 253). Tromp (2011) currently refers to the deliberate
process of life review as ‘reminiscence’ - structured reflection on the entire course of ones’ life.
Noting the positive impact of life review on self-concept, Dobson and Goode (2002) state that
“current best practice in working with older people draws extensively on a considerable body of
research into the benefits of life review” (pp. 182-183).

Updating Butler’s seminal theory on reminiscence & life review. Achenbaum (2013)
in his biographical tribute to Robert Butler, details his longstanding contributions to our
understanding of gerontology and positive aging. Most significant is Butler’s concept of life
review, which over fifty years later is still used therapeutically, the technique of journaling life’s
experiences to assist the elderly “grappling with issues still unresolved from earlier in their lives”
(Achenbaum, 2013, p. xi).

Butler himself came to personally revisit his ideas on reminiscence and life review, as
reflected in his writings weeks before his death in 2010. Achenbaum (2013) notes that Butler’s

“final interpretation of life review concentrates on the here and now; it makes elementality
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critical to embracing one’s self” (p. 20). Citing Butler (2010), Achenbaum (2013) reflects
Butler’s views on surmounting fear in late life: “Elders should try through life review to free
themselves from being anxious... Invoking Bernard Berenson’s descriptions of ‘life-enhancing
experiences’ that make ‘life a work of art,” Butler envisions an old age that, for all its dark
shadows, holds ‘still the opportunity for a sensuous appreciation of life’ (p. 19). Such late-life
fears are all too often unexpressed. The arts, particularly the dramatic arts, provide a safe context
for such expression and resolution.

In Bohlmeijer’s (2007) historical review of reminiscence and life review research he
divided it into recent developments (1986 to the present) from an earlier period (1963-1985) that
began with Butler’s (1963) seminal paper. The first period emphasized psycho-analytic and
stage-developmental frameworks; eventually it became evident these “had to be complemented
with other theories or frameworks to fully understand the phenomenon of reminiscence”
(Bohlmeijer, 2007, p. 33) and that as a therapeutic intervention reminiscence is far more complex
than initially thought. The recent period has been characterized by greater precision in defining
reminiscence and its functions, developing reliable and valid measures of reminiscence, and
studying it throughout the life-span. Bohlmeijer (2007) advised linking of reminiscence and
psychosocial theories of adaptation, stress and coping, towards specification of the working
elements of reminiscence interventions and also taking into account the target group, setting and
aims.

Reminiscence and life review include various forms and functions (for elaborations, see
Gibson, 2004; Webster, 1997; Wong & Watt, 1991). Bohlmeijer (2007) concludes that
reminiscence in the form of autobiographical memory is a reconstructive process. Overall, meta-

analyses have indicated that reminiscence is effective for enhancing psychological wellbeing and
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decreasing depression; however, Bohlmeijer noted that there has been considerable inconsistency
across studies. Recommendations for future directions in reminiscence research are explored in
Webster, Bohlmeijer, and Westerhof (2010). The authors state that reminiscence research is now
entering a more mature stage that incorporates a life span perspective with awareness of
moderator variables (e.g., personality, gender and ethnicity).

Value/benefits of reminiscence & life review. Reminiscence assists the process of life
review. Gibson (2004) points out that people facing major life transitions in later life may wish
to reflect on their lives while attempting to come to terms with life as it has turned out, whether
for good or poor outcomes overall. Numerous theorists comment on the therapeutic value of
reminiscence, particularly with regard to social engagement and overall mental health (e.g.,
Bender, Bauchkam, & Norris, 1999; Cruikshank, 2010; Haber, 2006; Kunz & Soltys, 2007;
Maercker, 2002; O’Leary & Barry, 1998; Serrano, Latorre, Gatz, & Montanes, 2004). (See
Birren and Reyes, 2008, for an extensive bibliography of reminiscence literature.)

Both reminiscence and life review are now considered important to seniors’
psychological well-being and essential to successful adaptation to the later stages of adult life
(Birren, 2011; Butler, 1963; Cappeliez, Guindon, & Robitaille, 2008; Cappeliez, O’Rourke, &
Chaudhury, 2005; Cappeliez & Webster, 2011; Dobson & Goode, 2002; Gibson, 2004, 2011;
Haber, 2006; Mills & Coleman, 2002; Sherman & Peak, 1991; Thornstam, 1999; Tromp, 2011;
Westerhof, Bohlmeijer, & Webster, 2010; Watt & Wong, 1991; Wong & Watt, 1991). The
psychosocial benefits of active engagement in reminiscence and life review for the older adult
population are supported through many studies (e.g., Bohlmeijer, Roemer, Cuijpers, & Smit,
2007; Bohlmeijer, Smit, & Cuijpers, 2003; Bohlmeijer, Valenkamp, Westerhof, Smit, &

Cuijpers, 2005; Bohlmeijer & Westerhof, 2011; Bornat, 1994, 2001; Cohen & Taylor, 1998;
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Coleman, 2005; Coleman & Mills, 1997; Elford, Wilson, McKee, Chung, Bolton, & Goudie,
2005; Haight & Webster, 1995; Kikhia & Hallberg (2010); Kunz & Soltys, 2007; Molinari &
Reichlin, 1985; Webster & Haight, 2002).

Years after Butler’s seminal 1963 article that spearheaded subsequent attention to
reminiscence and life review, he later noted that their integrative value ultimately lies in “a kind
of meditation on an individual’s vanished world, that is, one’s own life and the anticipated loss
of self as one grows older and experiences the rising expectation of death” (Butler, 1999, p. 36).
The life review was considered by Butler (1999) as a process to guide individuals during the
final life stage, to help the person organize a sense of one’s own purpose in life.

Gibson (2004) notes that research on life review and reminiscence has demonstrated that
while most types of psychosocial interventions achieve positive results in cognitive, social, and
psychological realms it is reminiscence that tends to show the greatest effects (e.g. Brooker &
Duce, 2000; Droes, 1997). She has commented that “life review is recognized as an effective
intervention with depression or those at risk for depression associated with nursing facility
admission” (Gibson, 2004, p. 273), and emphasizes that reminiscence is a highly
interdisciplinary initiative with inherent therapeutic value.

Along with the well-established benefits of reminiscence and life review, Gibson (2004)
acknowledges issues that may occur. For example, the reminiscence process can at times be
unsettling and viewed as subversive as it may challenge conventional relationships among
residential facility staff and thus threaten to unbalance institutional power. When residents are
provided a context to express their voice the institution can become democratized. This may not
necessarily be viewed positively by staff: “What may well be empowering for residents and

service users may be perceived as disempowering for staff” (Gibson, 2004, p. 60), which at times
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becomes problematic for reminiscence theatre practitioners who aim to ‘empower’ those with
whom they work. The hope is that through reminiscence theatre staff too gains insight into power
relationships, and how they inadvertently contribute to creating and perpetuating inequalities
within hierarchical institutional structures (Gibson, 2004).

Reminiscence with families. Although an abundance of research and literature on drama
and reminiscence with the older population exists, literature on reminiscence with families is
minimal. Literature review indicates few specific family reminiscence studies. Some emerged in
the late 1990s; most pertinent is the European Reminiscence Network’s ‘Remembering
Yesterday, Caring Today’ (RYCT) project (Schweitzer, 2007).

Between 1997 and 1999 the RYCT international project for families coping with
dementia was collaboratively implemented through the European Reminiscence Network across
16 cities in 10 partnering countries (Austria, Belgium, Denmark, Finland, France, Germany,
Holland, Norway, Sweden, and the UK). The aim of this project was to help families sustain
communication and social engagement, supporting their relationships and enhancing quality of
life (Schweitzer, 2007). In each reminiscence site, 10 families were engaged over an 18-week
period, with groups conducted to effectively maximize social interaction and stimulate intact
memory. Memories were enacted thematically (e.g., family life, early days, and courtships).

Overall, the results of the above project supported the “growing body of experience
suggesting that reminiscence can be a successful way of maximizing the intact memory of people
with dementia (Bender, Bauckham & Norris, 1999; Gibson, 2004; Woods et al., 2005)”
(Schweitzer, 2007, p. 243-244). The evaluations of the reminiscence groups “proved very helpful
to families in different ways, reducing the stress felt by carers and helping the people with

dementia to trust themselves in social situations” (Schweitzer, 2007, p. 253). As well, the family
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participants were noted to have felt appreciated as social group members where they could have
fun with others who shared and understood their situation, not often the case among families
with a loved one experiencing dementia (Schweitzer, 2007).

In follow-up work with family involvement in reminiscence groups, Schweitzer (2007)
noted that the RYCT project had been implemented twenty times in the UK and was continuing
to be evaluated in other European countries (e.g., Thorgrimsen, Schweitzer, & Orrell, 2002).
The 2004-06 UK Medical Research Council’s reminiscence groups for persons with dementia
and the family caregivers, assessed several interventions as part of the SHIELDS programme
(Support at Home Interventions to Enhance Life in Dementia) through a multi-centre randomized
control trial design (discussed in Charlesworth et al., 2009).

In the joint group reminiscence project (RYCT), persons with dementia (mild to
moderate, living in the community) and family caregivers participated in weekly groups for 12
consecutive weeks followed by 7 monthly maintenance sessions. The project utilized the manual
developed by Schweitzer, Bruce, and Gibson (2008) for the study, with specific primary and
numerous secondary outcome measures detailed by Woods et al. (2009).

Charlesworth et al. (2011) commented that the existing research at the time had been
criticized for design and reporting inadequacies. Their protocol allowed for separate evaluation
of one-to-one peer support and a group reminiscence program, as well as in a factorial design
wherein the effects could be analyzed by combining factors and levels. Their study included
evaluations of cost-effectiveness, heavily weighted on the quantitative side with little attention to
qualitative methods. Woods et al. (2012) concluded that the data did not support the
effectiveness or cost-effectiveness of joint reminiscence groups for persons with dementia and

carers. Furthermore, while attendance at more groups may have been of benefit for the dementia
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participants, greater attendance for the carers was associated with increased caregiving stress
(anxiety). The authors suggested a need for further exploration but questioned whether the
movement towards joint interventions is warranted.

Reminiscence Arts

A landmark research study, entitled Reminiscence Arts and Dementia Care: Impact on
Quality of Life (RADIQL) explored the use of reminiscence and interdisciplinary arts practices
(theatre, music, fine arts and dance) with older adults with dementia residing in care settings over
a 3-year period. This UK study (Age Exchange, 2015) was a collaboration between the Age
Exchange (Blackheath, London; David Savill: Artistic Director), Royal Holloway University of
London (Helen Nicholson: Professor of Theatre and Performance), and partnerships with
Alzheimer’s Lambeth and Southwark, Guy’s and St. Thomas’ NHS Foundation Trust, and South
London and Maudsley NHS Foundation Trust.

In the context of the RADIQL study, ‘reminiscence arts’ refers to a fusion of
reminiscence practices and diverse art forms that are responsive to the abilities and creativity,
life histories and interests of persons with dementia (Age Exchange, 2015). The intent of the
study was to enable participants to engage in therapeutic reminiscence arts activities to improve
mood, self-esteem, and reduce levels of isolation, unhappiness and depression. RADIQL also
provided activities in healthy aging cafes, support groups for caregivers, and ongoing mentoring
and training for caregivers in reminiscence and arts-based methodologies. The research
emphasized the reciprocity of the work, performativity of the care setting, embedding
reminiscence into the arts process, creative interplay between practitioners from different

disciplinary backgrounds, and connections between the care setting context and broader practice.
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The program was delivered by teams of Age Exchange practitioners through one-on-one
and group work. RADIQL was a comparative design in which evidence was gathered from
residents and staff in care homes for persons with dementia, regarding measures of psychological
and emotional well-being. Six of twelve sites included the Reminiscence Arts program whereas
the other six were a control group (waiting list, treatment as usual or ‘hold’ group). Briefly, in
the intervention groups, residents participated in weekly Reminiscence Arts sessions over a 24-
week period, a group session lasting between one to two hours. The practitioners, trained in
different arts disciplines, co-facilitated activities with the residents. In the Reminiscence Arts
approach, embodied and sensory memories are recognized and valued as well as verbal or
narrative recall. The arts activities extended reminiscence practices beyond verbal discussion
through multi-sensory involvement, enabling participants to communicate non-verbally through
mark-making and movement. The focus was not on the past or on memory but on developing
meaningful interactions in the present.

The interventions were evaluated through Kings College London and Royal Holloway
University (Helen Nicholson and Ph.D. student Jayne Lloyd). Essentially, key findings were that:
measures of positive behaviour and quality of life showed increases that peaked at 50 minutes
into a session; positive behavioural effects were sustained for 30 minutes; these improvements
and sustained duration was a consistent pattern at each session; and quality of life for participants
in the intervention group improved over the entire period of the study but dropped to slightly
above the baseline level at follow-up. That study suggests that to be optimally effective,
reminiscence arts programs need to be implemented on an ongoing, sustainable basis over longer
periods of time and integrate several art genres. The study concluded that reminiscence arts

practice had a positive impact on the quality of life of people with dementia in residential
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settings, strengthening the evidence base for benefits of reminiscence arts practice for people
with dementia residing in continuing care homes.

The RADIQL report noted that the study was not able to evaluate whether the severity or
the type of dementia was a predictor for improved wellbeing, because over half the intervention
group had a non-specific dementia diagnosis. This study significantly highlighted the need for
further research to develop methods to capture and explore the views of people with dementia in
care homes on the value of arts and reminiscence (Age Exchange Theatre Trust, 2015). The
researchers emphasized addressing methodological challenges in evaluating effectiveness of
reminiscence arts for persons with dementia.

Reminiscence Theatre

What is reminiscence theatre? Reminiscence theatre is the practice of shaping the
essence of real life memories into fictionalized stories into theatre production. Schweitzer (2007,
p. 255) suggests that one of its values lies in enriching the present. Dobson and Goode (2002)
refer to reminiscence theatre as a means “to bring together the therapeutic benefits of both
reminiscence/recall and learning through dramatic activity” (p. 184).

Aims of reminiscence theatre. The aims of reminiscence theatre are to involve seniors
in social activity relevant to their own life experience, to stimulate long-term memory, to honour
the contributions of older people, and to strengthen self-confidence, self-awareness and self-
esteem, all of which hold the potential to enhance quality of life. Reminiscence theatre - a genre
of applied theatre — is theatre that is used for ‘extra-theatrical’ purposes that may involve
education, social justice and social change, or community-building purposes (Dobson, 2012).

Gjaerum, of Norway, states that reminiscence theatre practice is integrated into

reminiscence work as a part of aged care in Norway. He describes it as a form of health-

56



promoting work where “the goal is to create a better quality of life through a meaningful and
well-rooted identity in one’s senior years” (Gjaerum, 2013, p. 247). Objectives are identified as
strengthened identity through focusing on positive memories and personal strengths, with
reminiscence work initiated for various reasons that include “aiding the person in dealing with
difficult circumstances to reducing damage to self-image or strengthening contact with family
members” (Gjaerum, 2013, p. 247). Gjaerum notes that while the concept of reminiscence is
used particularly with persons with dementia, it is also utilized to help consolidate the identity of
healthy, resourceful pensioners. In one reminiscence theatre study with healthy elderly
participants he describes what they thought about the lives they had lived, and how they
perceived younger persons’ view of today’s aged.

Reminiscence theatre for older adults in care facilities. Pam Schweitzer and others in
the UK have developed and implemented a variety of reminiscence theatre programs involving
persons with dementia and their families (e.g., Mangan, 2013; Nicholson, 2011, 2012;
Schweitzer, 2007). Schweitzer’s method involves actors enacting memories of older adults’
younger roles (student, mother, factory worker, etc.), “creating moments of interaction using
character and situation, supported by appropriate reminiscence objects” (Schweitzer, 2007, p.
239). Older adults’ impromptu comments would be included into the scenes, with the enactments
fed back to the whole group. The drama groups integrate role-playing, improvisation and
storytelling with actors playing out the stories remembered by the older adults, and prop boxes to
stimulate memory. The seniors would be invited to suggest dialogue and actions, with the older
adults occasionally taking on roles to ‘show how it was done’. Schweitzer (2007) noted that the
imaginative playing out of stories through ‘as if” situations was particularly effective: “By

entering into remembered situations and performing them as though they were happening again
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now, the older people could retrieve knowledge, competence and confidence long submerged”
(p. 243). Drama engagement was observed to increase energy of older adults. Schweitzer (2007)
commented that similar kinds of projects have been “contributing to a sea-change in opinion as
to what older people in residential care can participate in and respond to when they have the
opportunity, encouragement and support (Killick & Allan, 2001; Kitwood, 1997; Knocker, 2004;
Perrin, 2005; Sim, 2003)” (p. 243).

Value / benefits of reminiscence theatre with older adults. In reminiscence theatre, the
theatre context is utilized to reframe the stories of the elderly into performances that provide
meaning and confirmation (Prendergast & Saxton, 2009). There is accumulating evidence of
positive impacts from reminiscence theatre (Basting, 2001; Brodzinski, 2010; Dobson & Goode,
2002; Gibson, 2004, 2011; Johnson-Lefsrud, 2011; Mangan, 2013; Nicholson, 2011, 2012;
Prendergast & Saxton, 2009, 2016; Schweitzer, 1998, 2002, 2004, 2007; Schweitzer, Bruce, &
Gibson, 2008; Weisberg & Wilder, 2001). Particularly in the UK, reminiscence theatre practice
is abundant and highly regarded (e.g., Cayton, 2006; Clift et al., 2009; Nicholson, 2011,
Schweitzer, 2002; 2007).

Dobson and Goode (2002) highlight the intergenerational benefits of reminiscence
theatre. They speak to the development of community between older adults and younger
students: “Young and old can come together and enter into real and meaningful dialogue”
(Dobson and Goode, 2002, p. 191). This is particularly illustrated by Petherbridge and Kendall
(2012) in their account of one of many productions from London’s Bubble Theatre Company
that creates theatre in partnership with the community. Projects are delivered in schools to
children who are having communication difficulties and to large-scale audiences in public

spaces. The core belief underlying the company’s works is that theatre is a social art leading to
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interpersonal and intergenerational connections that foster well-being. As emphasized by Gibson
(2011), when persons of different age groups and backgrounds use their memories of the past —
of times, places, people and events — they cross boundaries and decrease the distance between
themselves and others. While intergenerational work attempts to celebrate differences through
reminiscence and recall, an objective is “also to discover shared experience in order more
confidently to foster mutual respect between the generations, community solidarity and social
inclusion” (Gibson, 2011, p. 185).

Reframing dementia perceptions of self and loss through reminiscence theatre.
Nicholson (2011) argues for expanding the use of reminiscence theatre to promote “a paradigm
shift in which people with dementia are not set against ‘normal’ pathologies of ageing but are
instead, valued for the rich contribution they continue to make to the lives of others” (p. 60). She
explains that reminiscence theatre can help challenge negative perceptions by re-framing
dementia, by generating dramatic representations of ageing that do not conform to prevailing
cultural narratives of decline. Nicholson’s approach derives from humanist theories of person-
centered care (e.g., Baldwin & Capstick, 2007) that aim to “delink dementia from its cultural
associations with narratives of loss, failure and decline” (Nicholson, 2011, p. 60).

Conclusion

In this chapter health and aging from a social determinants/dimensions of health and life
course perspective were synthesized. The changing aging demographic in Canada highlights an
inevitable increase in Alzheimer’s and other dementias for our older adults residing in care
facilities. As a result, our healthcare systems are in great need of dementia-specific, innovative,

sustainable initiatives to meet the needs of this population.
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Trevor Hancock (personal communication, November 7, 2016) reminds us of the
distinction between health and health care. In our over-burdened, over-taxed and under-funded
health systems, with the aim of providing priority healthcare we inadvertently overlook health
needs. Our primary care services meet the essential biomedical aspects of care but at times fall
short in meeting the psychological, emotional and social needs. To best address health and well-
being we need to ensure that we develop healthcare policies and procedures that balance the
biomedical with the psychosocial needs of the mind, body and soul of our older adults in care.
Global research asserts that the integration of arts into healthcare models can greatly enhance
health services. A review of reminiscence theatre arts literature in particular highlights the
benefits of arts engagement for our overall health, well-being and quality of life for our older
adults in care and their families.

This reminiscence theatre study, Moving forwards backwards, is rooted in this premise,
hypothesizing that intergenerational reminiscence theatre arts programming can augment our
current biomedical models of care. Such programming can be seamlessly integrated into existing
healthcare frameworks. Doing so holds the potential to fill gaps in care systems without further
taxing the workload of our healthcare professionals. With political and administrative will, that is
to say by first recognizing the benefits of arts-in-health and secondly integrating these into policy
and practices with fiscal support, we can collectively design innovative healthcare systems to
meet the need for dignified, compassionate and respectful care. Building reciprocal healthy
relationships addresses our fundamental need and right for human connection while
strengthening and sustaining healthy communities within our institutions and beyond.

Imagine for a moment what would occur if we were to apply the principles of

reminiscence and life review to our healthcare systems. What if we were to pause, take a step
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back in time to reflect on what came before, to examine how our healthcare systems evolved
over time, to question our societal, political and philosophical worldviews? What if we brought
the insights from the past into the present? Much like in the practice of reminiscence by moving
backwards and bringing forth what we have learned into the present, we can in fact move
forward. With an enriched understanding, appreciation and good will we can build upon the
strong foundations of our predecessors.

Reflecting back on Brecht’s poem, The Plum Tree, we can remind ourselves of
fundamental questions: What do we need to put into place to provide best possible care for our
older adults in residential facilities and their families? What do we need to put into place to
ensure that our older adults truly thrive regardless of health and status? It is postulated herein that
reminiscence theatre arts initiatives hold the potential in part to move healthcare practices
forward.

In the following chapter the arts-based research literature is synthesized. Health and
various applied theatre methodological paradigms are discussed. This chapter concludes with a
rationale and intention for this ethno-drama/theatre within-case study design for the Moving

forwards backwards intergenerational reminiscence theatre research study.
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Chapter Two
Arts-Based Research Methodologies:
Navigating the Terrain of Arts-in-Health Research
Overview

As noted in the literature review, understanding health and wellbeing for older adults
with Alzheimer’s and other dementias is complex and multi-layered. The same can be said for
interdisciplinary arts-based research within the residential care context. Key research principles
and inherent challenges are discussed from social dimensions of health, arts-based, applied and
performance theatre research perspectives. These are offered as a rationale for this dissertation’s
reminiscence theatre study research design. The chapter begins with a metaphorical
interpretation of research and concludes with a commentary on ethical debates in arts-based
research.

Exploring research metaphorically. Metaphorically speaking, researching the arts in
healthcare can be interpreted as similar to that of a jellyfish. At first observation it exudes crystal
clarity and translucence; it draws us in, curious about this mysterious sea creature, scyphozoa.
As we attempt to hold this in the palm of our hands, exposed to its slippery incomprehensible
nature as it drops to the water; other previously unnoticed features appear. The colour is no
longer unified and clear. We notice various shades of whites and reds on the colour spectrum.
We watch as it swims or gyrates its way through the ocean current, unaware of human onlookers.

An abundance of questions surface and swim in the researcher’s mind. What is the nature
of this sea creature, the environment in which it lives and how it sustains its life? How does it
navigate the contradiction/contraction of sea life, sometimes calm, quiet and peaceful flotations

in the warm gentle ocean ripples, or the fierce turbulent storms? Somehow, there it is the next
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day — sleek, inspirational and slippery... very slippery... similar to research, particularly with
regard to applied theatre and arts-in-health research ethics with our older adult populations. Kerr
(2009), referred to applied theatre as “by nature, slippery” (p. 177) in his discussion of ethics.

Navigating the slippery slope of applied theatre research. As noted in Chapter One,
defining health and well-being is multi-layered and complex. The same can be said for applied
theatre practice. Applied theatre too is complexly layered, intertwining a variety of art genres,
conventions, strategies and processes. Understandably, attempting to research the effects of
applied theatre engagement on older adults with dementia is significantly challenging.
Deciphering or interpreting what occurs in practice and how the processes interact with each
other can become a seemingly fruitless task if not downright daunting, which begs the questions:
How do we identify the parallel processes that occur concurrently and interpersonally? How do
we tease out what correlates with what? How do we best assess the effectiveness of applied
theatre impact on health and well-being? How do we know the claims asserted actually occur
with something as intangible and vague as the human condition? What are the variables at play
in any given situation?

Intent on clarifying the aims of applied theatre practitioners, educators and researchers in
recent years have offered an array of definitions articulating and arguing about what applied
theatre is, and what it can do for individuals and communities. The term ‘applied theatre’ began
to arise as an established term in the 1990s through the establishment of two research centres —
the Centre for Applied Theatre Research at The University of Manchester in the UK (where the
term was coined), and at Griffith University in Brisbane, Australia (Gjaerum, 2013). Well over
eighty definitions of applied theatre can be found across the literature, each with its own

definitive language (Dobson, 2013). Review of applied theatre definitions (e.g., Ackroyd, 2007;
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Nicholson, 2005; Prendergast & Saxton, 2009; Prentki & Preston, 2009; Taylor, 2003;
Thompson, 2003) led Gjaerum (2013) to conclude there is concurrence that applied theatre
occurs outside conventional theatre venues — in site-specific locations in everyday life settings
throughout the world.

As diverse as the definitions are, a commonality can be found among them - a through-
line of goals to raise awareness, increase understanding, to educate and illuminate, to invite
social change for the betterment of society — as in Dobson’s (2013) definition of applied theatre
as theatre for extra-theatrical purposes: for education, social justice/change and community-
building. Applied theatre researchers concur that we aim for such in our practices and that
through rigorous research and careful evaluation we can significantly substantiate our claims.
The intentions of applied theatre are focused predominantly on the participants (Nicholson,
2005) and essentially are of five types: activism/politics, posing alternatives, working with
healing, challenging contemporary discourses, and reflecting voices from the perspectives of the
silent and marginalized (Taylor, 2003).

Whichever applied theatre definition one selects, an argument can be made for asking the
often unspoken questions: What can applied theatre actually do? How are the outcomes
manifested? What is achieved, and how do we bring forth change? What is meant by change?
What lies at the core of applied theatre practice? What are the ontological or axiological
principles at play at any given moment? How do these principles shape and move our practices
forward? What are the specific artistic practices at play? How do these intersect with the human
beings participating? (For discourse on such questions see Balfour, 2009; Etherton & Prentki,

2006; Gjaerum, 2013).
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Reflecting back on our jellyfish analogy, specifically researching the impact of arts
engagement on older adults with dementia within a healthcare context is indeed very slippery
and exceedingly complex. In this research study, ‘Moving forwards backwards’ (MFB), which
explores and describes the effects of active engagement in reminiscence theatre arts on older
adults in care with dementia, a second, parallel question is raised. In keeping with Dobson’s
(2012) applied theatre definition of theatre for extra-theatrical purposes of education, social
change/justice, and/or community-building the following fundamental question is reflected upon
at each stage of the reminiscence theatre study: ‘What can applied theatre authentically achieve —
in this context, at this particular point in time, with this specific individual or community of older
adults with dementia in care?’” How can we substantiate applied theatre claims?

Next, before embarking on arts-in-health research methodology it is helpful to first
review social dimensions of health research principles as these are central to the MFB study.
Social Dimensions of Health Research Principles

World Health Organization Commission on the Social Determinants of Health.
Authors of the 2007 Final Report to the World Health Organization Commission on the Social
Determinants of Health (Kelly, Morgan, Bonnefoy, Butt, & Bergman, 2007) offer key principles
of measurement and evidence-based knowledge. Research in social determinants of health
(SDH) tends to be based on the following points of understanding: that the health of individuals
and of populations is significantly determined by social factors; large inequities in social
determinants of health result in substantial health inequities within and between societies; the
poor and disadvantaged have less access to health services, have worse health than the wealthy
and powerful, and lower life expectancy in all societies; social determinants of health inequities

are measurable; through measurement and tracking of social determinants of health, evidence is
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provided that can serve as a basis for political action which in turn can alter impacts; generation
of evidence of social determinants of health can be utilized in an effective cycle — production of
evidence, application to policy development, policy implementation, and learning from the
implementation results to further add to the evidence base; an evidence base can accumulate on
the effects of interventions derived from knowledge of social determinants of health;
understanding about what the social determinants of health are cannot in itself bring about
change, as political will translated into policy implementation and measuring the impacts are
necessary in responding to the adverse effects of the social determinants (Kelly et al., 2007).

Health equities/inequities. SDH researchers are concerned with the conditions in which
a person is born, lives and works, all influencing health and wellbeing of individuals and
communities. Therefore, many are interested in interpreting and transferring knowledge gleaned
from evidence-based research data into equitable health policies and practice.

Central to SDH is the concept of health equities and inequities. ‘Health equity’ has been
defined by the Commission on Social Determinants of Health as “the absence of unfair and
avoidable or remediable differences in health among social groups” (Solar & Irwin, 2007),
adapted from Margaret Whitehead’s (1992) definition of health equity. ‘Health inequity’, then, is
differences among health groups such that the differences are unfair, avoidable, or remediable.

Although not the primary focus of this study, it is beneficial to review key principles of
SDH and health inequities as these affect the overall accessibility and healthcare services
available for our older adult population (particularly those with dementia in residential care).
How social determinants of health function is of growing interest to healthcare professionals and

researchers.
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Social determinants of health are often associated systematically with being socially
disadvantaged and marginalized (Braveman, 2003). Developers of policy and practice seek to
better understand the relationships between health and social factors, which is well established at
a general level (Marmot & Wilkinson, 1999) but not so well understood with regard to specific
causal relationships (Shaw et al., 1999). Researchers look to theories and principles of SDH to
explain health inequities across social positions. SDH research is based upon sound evidence at
global and local levels. Generating the evidence, synthesizing and interpreting the findings,
implementation of SDH programs, and monitoring and assessing their impact can prove difficult.

Key SDH theoretical issues. SDH professionals have proposed four types of theories to
explain health inequities. The following models are beneficial to the discourse in the field:
materialist/structuralist theory, psychosocial model, social production of health model, and eco-
social theory.

Materialist/structuralist theory (Frohlich, Corin, & Potvin, 2001; Goldberg et al., 2003)
links inadequate levels of individual income to insufficient resources to cope with life stresses
which in turn results in ill health. Others focus on the interaction of social, psychological and
physiological factors as in the psycho-social model (Evans & Stoddart, 2003; Siegrist & Marmot,
2004) that refer to discrimination related to one’s position in the social hierarchy which leads to
greater stress causally associated with neuroendocrine effects that in turn result in disease.
Another model, the social production of health model (Levin & Browner, 2005) considers
capitalist priorities of accumulation of material assets, power and prestige, emphasizing the
adverse impacts on the disadvantaged.

The principles of the psycho-social and the social production of health models are linked

together in eco-social theory (Goldberg et al., 2003; Krieger, 2001), exploring the interactions of
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social and physical environments with biology and how the individual may ‘embody’ aspects of
the environments where the work and live (Kelly et al., 2007). Eco-social theory “builds on the
‘collective lifestyles’ approach and the neo-Weberian theory that lifestyle choices are influenced
by life changes defined by the environment in which people live” (Kelly et al., 2007, p. 11).

To best understand the SDH interconnections, researchers assert that these social
structures must be precisely described. The social axes of social differences in populations such
as class, status, education, occupation, gender, race, ethnicity, caste or tribe, religion, national
origin, age, residence, income and assets - all play a vital role in both understanding health and
wellbeing and in researching SDH. It is important to note herein that SDH researchers tend to
examine more than the individual’s circumstances of where they were born, and where they lived
and worked; they look towards larger populations and cohorts over time. These have significant
implications for first understanding how the health of individuals and societies has evolved.
These principles greatly affect the individual’s and the community’s ability to access the health
services required to prevent illness and to maintain health. There are major implications for how
we develop our future healthcare services, our infrastructures and facilities. Health differences
among various groups and populations overlap and interact with each other, clustering together
in their effects; some factors may act independently as well, may be context-specific and change
over time (Kelly et al., 2007).

Knowledge translation. One of the aims of SDH research is to translate knowledge into
action. Three distinct activities need to be acknowledged as related to knowledge translation: (1)
knowledge generation (the main scope of science and research); (2) use of generated knowledge
such that it is combined with other information and turned into policy; and (3) transformation of

policy into practice and action (Kelly et al., 2007). The ultimate aim is to turn knowledge into
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action. To do so it is necessary to understand local circumstances, the specific population that is
the target of the intervention, and secure the involvement and commitment of local professionals.
As described in Kelly et al. (2007), different actors are involved at the different stages of
evidence generation, turning it into policy, and creating action and practice derived from policy.
This is challenging as “the players do not necessarily inter-relate at all, and even if they do it will
not be in a linear or even cyclical fashion” (Kelly et al., 2007, p. 15). Furthermore, the inter-
relationships may involve “elements of knowledge transfer, of political process, of opportunism,
of serendipity and of power influence” (p. 15).

Developing the evidence base. To address the above noted challenges in SDH research,
the WHO Measurement and Evidence Knowledge Network (MEKN) established a set of eight
principles towards developing the evidence base (Kelly, Bonnefoy, Morgan, & Florenzano,
2006): (1) a commitment to the value of equity; (2) taking an evidence-based approach; (3)
methodological diversity; (4) gradients and gaps; (5) causes: determinants and outcomes; (6 & 7)
social structure and social dynamics; (8) explicating bias. Of particular relevance to this study
are principles 2, 3, 5, and 8.

Evidence-based approach. The commitment to an evidence-based approach in SDH is
central to physical and social sciences in general. What is challenging in SDH, and to arts-based
research, are considerations as to the type of evidence that is valued. Quantitative empirical
evidence principles are well developed in the sciences and medicine; however, other important
kinds of evidence have been excluded or under-emphasized yet are of high importance in
considering social determinants of health (Kelly et al., 2007). There has been increasing attention
to ways of evaluating competing qualitative research approaches, specifically with regard to

what constitutes good evidence and how to integrate different kinds of evidence (e.g., Pope,
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Mays, & Popay, 2007).

Methodological diversity. The principle of methodological diversity distinguishes SDH
from other research paradigms in that empirical quantitative evidence is often considered top of
the evidence hierarchy. This principle asserts that contrary to the priority of empirical evidence,
there is no single approach that should be favoured over others in generation of evidence (Kelly
et al., 2007). Rather, Kelly et al. (2007) assert that use of the appropriate research method for the
particular research question, and the research being well executed within the framework of the
utilized methodology, should be central factors in appraisal of quality of evidence.

Learning from practice. Pertinent to the principle of methodological diversity is the
discussion in Kelly et al. (2007) regarding learning from practice (practice-based evidence). As
the authors point out, mainstream evidence-based practice generally does not make good use of
‘non-scientific’, tacit knowledge which usually is not documented in published literature yet is
often a rich source of data. ‘Tacit knowledge’ is referred to as “knowledge which is held in
people’s minds and is difficult to access” (Kelly et al., 2007, p. 68). In an SDH context there may
be an explicit effort to document aspects of tacit knowledge to best intervene in efforts to address
social determinants of health.

Qualitative research methods, and especially in arts-based research, tend to place more
focus on tacit knowledge. Case study development is one way to systematically collect tacit
knowledge. Kelly et al. (2007) recommend that “the tacit knowledge of practitioners needs to be
captured and shared in a systematic way so that it can be combined with scientific research to
improve the chances of policy goals being delivered effectively” (p. 70). Benefits of learning
from practice systems include: improvement of practice at local, regional and national levels;

building a network of practitioners working in similar areas; fostering better quality of reporting;

70



improving the base of scientific evidence by impacting the design and evaluation of future
studies; and providing compelling evidence — ‘making the case’ — through storytelling about
successful local endeavours and potential impact of community-based programs.

Determinants and outcomes. The principle of determinants and outcomes (causes)
pertains to identification of causal pathways that underlie social determinants of health. In a
broader sense, consideration of causative factors and relationships is relevant to research in
general as it is exploratory rather than aimed at definitive explanations.

Explication of bias. The principle of explicating bias is central in SDH, and applies as
well in various forms of qualitative research. As “all writing and all science are socially
constructed and therefore subject to bias” (Kelly et al., 2007, p. 19), forms of bias may arise from
the particular methodology used, and from one’s personal beliefs, attitudes, worldview and
experiences. By openly acknowledging and making one’s biases explicit, the researcher’s
awareness can minimize impact and lessen the likelihood of interference with selection and
interpretation of evidence.

Later in this dissertation attempts will be made to draw upon these key principles and
theories, linking them to the life histories of the older adult study participants. Some SDH
research principles also parallel arts-based research.

Arts-Based Research

Overview. Arts-based research, “the use of personal expression in various art forms as a
primary mode of enquiry” (McNiff, 2013), has grown exponentially over the last few decades
across interdisciplinary, multidisciplinary and transdisciplinary contexts. Researchers from
various disciplines have been integrating novel art forms of inquiry to reflect research findings.

For example, representations occur in visual arts, music, dance, poetry and drama (see state of
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the arts-in-health publications, e.g., Clift et al., 2009; Cox et al., 2010; Goodman & Sims, 2009;
Wreford, 2010).

Dixon and Senior (2009) advocate for arts-based research as “the arts in general teach us
to see, to feel, and indeed to know” (p. 6) (See also, Allen, 1995; Clift, 2012; Clift & Camic,
2016; McLean & Kelly, 2010; White, 2009). Arts-based methods are seen as offering advantages
over the use of more traditional research methods and may also provide complementary
contributions (Lafreniere & Cox, 2012). This trend is noted to be rising in popularity in health
research ranging from technology, biology, neuroscience, psychology, medicine, nursing,
rehabilitation and art therapies, which is evidenced through increasing international conferences
on arts-in-health research (Fancourt & Joss, 2015).

However, along with this surge of arts-in-health research comes friction and tensions
between the disciplines. Scholars attest that arts-based research in health contexts may be
confusing and often misunderstood (Fancourt & Joss, 2015). Research practitioners in arts-in-
health draw attention to core problems in the field. The central difficulty “lies with the fact that
there is currently no reference point for arts in health research; no standard for the development,
design, delivery and dissemination of such research projects” (Fancourt & Joss, 2015, p. 3).
Furthermore, the creation of specific protocols for the research could lead to a climate of
‘exceptionalism’, alienating researchers both from arts-based and health disciplines.

It is increasingly the case that arts-based research practices are utilized as methodological
tools in qualitative research during all phases of social research - data generation and collection,
analysis and interpretation, and representation of the data (O’Connor & Anderson, 2015).

Haseman and Mafe (2009) argue that artistic methods are research methods; they provide a
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platform of understanding that creates diverse ways of knowing the world. (See also: Allen,
2012; Anderson & O’Connor, 2013; Kossak, 2012; Norris, 2009).

Ways of knowing. Central to arts-based researchers is the view that knowledge “cannot
and should not be reduced into words and numbers alone” (O’Connor and Anderson, 2015, p.
24). Citing Joseph Conrad (1897), O’Connor and Anderson (2015) note that the arts touch upon
“the spaces in-between, into the ephemeral and unmeasurable” (p. 24), the known and unknown,
challenging the concepts of singular truths and clear answers, instead looking to research which
reveals ambiguities and contrasting nuances along with complex multi-layered truths. Arts-based
research deviates from the intellectual alone, to include knowing through felt experiences,
intuitive knowing (Bruner, 1977), and multiple other forms of knowledge elaborated by
Rappaport (2013) and Prior (2013), summarized below. Some of these arts-based principles and
valued sources of knowledge challenge traditional empirical researchers’ notions of validity,
reliability and what constitutes research and/or evidence.

What constitutes knowledge? Rappaport (2013) advocates for the importance of both
direct and artistic expression to best convey experiential meaning. She refers to the person’s “felt
sense — or embodied knowing” (p. 97), the term ‘felt sense’ having derived from philosopher and
psychologist Eugene Gendlin (1981) who describes this as a physical rather than mental
experience: “a bodily awareness of a situation, person, or event... that encompasses everything
you feel and know about the given subject at a given time” (p. 32). The felt sense goes beyond
words and cognitive processes. This form of knowledge is communicated to the individual
suddenly and holistically rather than through a series of details.

This felt sense guides much of arts-based research as it brings to the foreground what is

unknown along with the known, creating a sense of holistic integrated knowing. The arts provide
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an excellent medium to bring forward this type of knowledge. Rappaport notes that this requires
mindful awareness to create space for an accepting attitude, the felt knowledge emerging from
the inner realm. The arts-based researcher, then, needs well-developed skills of listening to
his/her own mind and heart at the same time in a given moment, encompassing trust in the art
form of oneself.

Prior (2013) examines the overall question of what represents ‘evidence’ in arts-based
research. He notes that many arts-based researchers and practitioners have made substantive
claims about the benefits of arts engagement, and points out that a central difficulty is that other
professions value different forms of knowledge (e.g., empirical evidence, especially quantitative
methods) whereas arts-based researchers value multiple ways of knowing. Nevertheless, Prior
(2013) comments that the accumulating research “is now shifting public perception from the
intangible into the more practical evidence-based results of therapists and applied arts workers”
(p. 58).

In exploring ‘multiple truths’, Prior (2013) mentions diverse forms of knowledge referred
to as: procedural; situated; declarative; strategic; structural; tacit; abstract; and concrete. He notes
his earlier research in actor training wherein he identifies four constructs of types of knowledge:
personal; social; intellectual; and practical (Prior, 2012). As well, he divides subjective knowing
into two types of knowledge: explicit and tacit. Prior (2013) in particular elaborates on ‘craft-
based’ knowledge — ways of knowing based on specific meanings inherent in one’s practice that
are often challenging to communicate. For Prior, craft-based knowledge embraces subjectivity
which is part of the spirit of human experience. He asserts that the diverse ways of knowing
through arts-based research necessitate a broader definition of what is to be considered

‘evidence’.
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Arts-in-health. Some arts-based researchers are working towards developing effective
arts-based research methods for healthcare contexts (e.g., Gray, 2011; Gray et al., 2003; Fraser &
al Sayah, 2011; Kontos & Naglie, 2007). Lafreniére & Cox (2012) speak to important and
unresolved contentious issues which are arising through this burgeoning arts-in-health research
environment. They express concerns about the appropriateness of various methods of creating art
works and how to effectively assess arts-based contributions as there are few clear guidelines.
They assert the need for both theoretical and methodological development in arts-based research,
pointing out that little attention has been directed towards establishing frameworks to assess the
quality of arts-based work (Lafreniere & Cox, 2012; See also: Clift et al., 2009; Eisner, 2008;
Faulkner, 2009; Kerry-Moran, 2008; Poindexter, 2002; Prendergast, 2009).

Evaluating the quality of arts-based research. The challenge of assessing quality of
arts research lies in the inherent interdisciplinary nature of the arts, making the finding of
suitable paradigms for research methodology difficult as there is a lack of agreed-upon methods
for assessment. Furthermore, Lafreniere and Cox (2012) point out that beyond surveying
participants’ reactions to an experienced arts-based intervention (e.g., a post-performance
questionnaire given to audience members), there really is little if any empirical evidence whether
or how arts-based endeavours in a research context impacts specific audiences.

In an attempt to address the challenges of assessing quality in arts-based research,
Lafreniere and Cox (2012) offer a conceptual meta-framework entitled ‘Guiding Arts-Based
Research Assessment’ (GABRA), which integrates several methodological approaches with
multiple epistemological methods. Their aim is to guide the quality and effectiveness of an art
work specific to a given research context. They emphasize that arts-based research is not in itself

either a science or an art form; rather it is a hybrid. They note that many arts-based researchers
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(e.g., Eisner, 2008; Saldana, 2008) link the aesthetic quality of the end product to its assessment,
and assert that it is essential to develop the skills and techniques with the art form if one is to
attain effective arts-based research.

The GABRA framework is based upon sets of assessment criteria which address the art’s
effectiveness in meeting therapeutic goals and in fostering empathic understanding. Regardless
of the specific intent of the research, effective assessment requires that at the outset there should
be explicit identification and weighting of pertinent criteria as a basis for evaluation (Lafreniere
& Cox, 2012). “‘Criteria’ refers to “specification of desirable attributes, qualities or elements
guiding an individual and/or intersubjective judgment of an artistic form used as a dissemination
tool and its performance” (Lafreniére & Cox, 2012, p. 320).

However, contrary opinions argue that specified assessment criteria will limit artistic
autonomy. Baldacchino (2008) asserts that restricted artistic autonomy in arts-based research
may lead to circumstances in which “no arts, artists, art-forms, art-works or art-based research
will make sense” (p. 211). Nevertheless, Lafreniére and Cox (2012) concur with those who value
the identification of criteria towards improving assessment in arts-based research (e.g., Barone,
2003; Knowles & Cole, 2008; Rossiter et al., 2008), and cite Kerry-Moran (2008) in support: “It
is not enough to appreciate arts-related inquiry; quality evaluation demands the development of
the language and skills to describe, explore, and explain arts-related work and the reactions it
elicits” (p. 496).

A number of arts-based researchers (e.g., Kerry-Moran, 2008; Lafreniere and Cox, 2012)
support the need for assessment criteria specific to a particular artistic genre. For instance,
Lafreniére and Cox (2012) cite examples of medium-specific criteria with regard to poetry

(Faulkner, 2009) and particular cultural or political issues, e.g., “the articulation of a politics of
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hope using direct and indirect symbolic and rhetorical means (Denzin, 2000)” (Lafreniére and
Cox, p. 321). Assessment criteria may also target the aesthetic elements of an artistic piece
focusing for example on the use of expressive language (Ellis, 2000) or the presence of aesthetic
form (Knowles & Cole, 2008). Lafreniere and Cox (2012) point out that these types of
assessment criteria are for the most part concerned with the intended effect of the arts-based
work, e.g. engendering empathy (Barone & Eisner, 1997), or stimulating new questions or
dialogue (Siegesmund & Cahnmann-Taylor, 2008).

Some authors assert that it is important to develop arts-based research evaluation criteria
which reflect norms across various disciplines (Lafreniére & Cox, 2012; Oberg, 2008).
Lafreniére and Cox (2012) emphasize that to establish a common ground among diverse contexts
and disciplines it is essential to engage in dialogues across disciplines. A challenge for arts-based
research in health contexts lies in conceptualizing evaluation criteria through trans- versus
specific disciplinary norms. To date, the key contribution of such research is derived from a
knowledge translation model for health care settings in which the model combines critical
realism and arts-based methodologies - the Critical Realism & Arts Research Utilization Model
(CRARUM) (Kontos and Poland, 2009). Lafreniére and Cox (2012) acknowledge that this model
is strong in its support of arts-based research utilized for dissemination purposes and in the
evaluation of outcomes from artistic projects. However, they feel the model does not provide
guidelines or sufficiently specific criteria to assess the quality and effectiveness of artistic works
within specific research contexts.

The GABRA meta-framework (Lafreniere & Cox, 2012) focuses on the whole
knowledge translation process which reflects three significant requirements. First, the work must

accurately reflect significance about the data without denying voices of the participants, with
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accurate interpretation; this is referred to as normative criteria that include methodological rules
and ethical principles through all stages of the research process. The methodological criteria
pertain to ‘appropriateness’, ‘clarity’, ‘reliability’, and ‘rigor’ (Lafreniére and Cox, 2012).
Appropriateness relates to whether the use of arts-based methods to represent data is appropriate
for the particular research project. Clarity has to do with sufficient detail being provided about
the methods used in creating the arts-based work. Reliability pertains to whether the researcher
verified interpretations or meanings from information obtained through interview or other means.
Rigor refers to methods of data collection and analysis, and whether these were sufficient to
answer the research question or determine if the researcher’s goal was achieved.

Secondly, the artistic work must present literary, visual or performative techniques
skillfully — referred to as substantive criteria which pertain to the technical or artistic qualities of
the arts-based work. Third, the work needs to have a substantial impact on the audience’s
appreciation or comprehension of the study findings; this is referred to as performative criteria
which focus on the results of the arts-based work, the effects on the audience (e.g., increased
depth or change in understanding of the topic, emotional impact, stimulating new questions or
change in opinions that might lead to new practices or policy).

These three types of criteria are intended to address both quality and effectiveness of arts-
based research endeavours. Lafreniere and Cox (2012) clarify that this framework is based on
key questions derived from literature review of assessment criteria in arts-based research: Does
the artistic piece derive from data collected, interpreted and analyzed through rigorous and
ethical qualitative or other research practices? Is the research work created and produced
according to the technical and artistic properties of its genre(s)? Does the artistic work have an

effect on the audience that enhances appreciation for the experiences of research participants
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and/or the overall study findings? (See Tsiris, Pavlicevic, & Farrant (2014) for a comprehensive
guide to evaluation for arts-and-health practitioners.). A somewhat differing perspective on arts-
based research is noted among applied theatre practitioners, reviewed below.

Applied theatre research.

Overview of principles and methodologies. In applied theatre research the processes of
inquiry particularly are concerned with dialogue, praxis, participatory exploration and
transformation, social change, and the experiences of both the researcher and the study
participants (Baxter, 2017; Gjaerum, 2013; Jackson, 2007; O’Connor & Anderson, 2015;
Prendergast & Saxton, 2016; Prentki & Preston, 2009; Taylor, 2003; Thompson, 2003). Some
applied theatre methods are positioned well, with the aims of balancing arts and science,
performance aesthetic and reflecting the human condition.

Key principles in applied theatre research tend to place reflexivity, participation and
collective co-creation at the forefront. Applied theatre research aims to offer more than
performance as a representation of data; it is viewed as a process which informs every stage of
the research. The research may involve participants working with a personal experience directly
or through a fictional perspective. Either way, both are intended to create a safe and critical
distance from a subject in its exploration (Fels & Belliveau, 2008).

Fundamental to effective applied theatre research are principles of transparency and
accountability. As asserted by Bafios Smith (2006), it is essential to examine the impact of
applied theatre works such that practitioners are accountable for what they do to those with and
for whom they work. This is applicable at the individual, group, and institutional levels. Applied
theatre professionals advocate for balancing program enhancement, accountability, advocacy,

artistic autonomy, ethical practice, and participant needs with project goals.
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Common methodologies in applied theatre research include arts-based research (Clift &
Camic, 2016), historical research, action research (Reason & Bradbury, 2008), critical
ethnography (Davies, 1999; Denzin, 2003), and reflective practice case studies (Neelands, 2006).
Regardless of methods selected for an inquiry, key principles parallel participatory action
research (PAR) and community-based participatory research (CBPR). These include: tacit
knowledge involving affect and intuition, personal and social realities, metaphors and symbols to
communicate meaning, ways of knowing from everyday life, willingness to engage with
narrative, multiple roles and changing settings, willingness to improvise and take risks, and
above all — a sensitive and self-reflexive response to the environment (Henry, 2000).

Researching arts-in-health and wellbeing from applied theatre perspectives. Applied
theatre scholars, as of late, have shown significant interest in the arts and health movement (e.g.,
Baxter & Low, 2017). In health contexts, two strands of theatre-making in applied theatre and
performance have emerged — ‘arts in health’ and ‘arts for health’ (Low, 2017). Arts in health
views art-making as the primary purpose of the arts activity; any health or education benefits that
may result are a welcome outcome but not the focused intent. Arts for health refers to a strand of
theatre-making in which the arts are seen as the medium to engage regarding the health issue and
with pedagogical intent (Low, 2017). However, Low (2017) points out that in applied theatre
practice it is difficult to categorize specific research studies as one strand or the other, it is her
belief that art-making should transcend categorization, which potentially can medicalize the arts.
Throughout this dissertation, the term ‘arts-in-health’ is used and broadly refers to both the
aforementioned strands.

Applied theatre practitioners caution us in our assumptions on the impact of the arts on

wellbeing. While acknowledging the potential for increased wellbeing through arts engagement,
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acknowledgement must also address the subjectivity of creative practice. “For art to have
‘improvement’ qualities it needs to succeed as art in and as itself... in terms of aesthetic
qualities” (Low, 2017, p. 7). As Brodzinski (2010) has cautioned, theatre-making should not
neglect artistry in pursuit of the intentions of the work, as the intention to improve wellbeing or
quality of life in a healthcare context often takes priority.

Low (2017) cautions that without a focus on creativity and aesthetics, arts-in-health
practice can result in mainly addressing the agenda of the public health provider or funding
agency and less the artistic intentions. The arts aspect in the research may be viewed as a means,
an ‘instrument’, to achieve a health goal rather than the experiencing of the qualities of the arts
engagement per se (often referred to as instrumentalization of art).

Similarly, White (2009) has expressed concern on the primary purpose of the art in arts-
based research as demonstrating therapeutic effects while ignoring the importance of social
interaction. He believes it is a hazardous path for arts-based researchers to focus on
demonstrating mental health or physiological benefits while overlooking the participatory nature
of arts projects with the potentials for social engagement and autonomy. White has emphasized
that the participatory aspects of arts engagement can foster collective creativity and social
inclusion as well as understanding of artistry, all of which may impact one’s sense of wellbeing
but can be difficult to quantify. At the top of the hierarchy in solid scientific evidence are
randomized control trials and detailed quantitative reviews. Such methodologically rigorous
designs are impractical and often un-doable for many arts-in-health projects; furthermore, White
(2009) has asserted that quantitative measures alone cannot capture the subtleties of delicate

changes that occur for people.
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Baxter (2017) elaborates on the impact of economic pressures on arts research to meet
funding conditions by granters who require measurable outcomes. Baxter believes such pressures
have resulted in “a utilitarian approach and a feverish but flawed research process” (p. 67). She
especially is concerned that pressure to demonstrate effects has been at the expense of attention
to critical evaluation of applied theatre praxis. The lack of infrastructure to support applied
theatre practitioners also poses challenges to researching the impacts of applied theatre. Applied
theatre researchers have commented on evaluation seeming like a chore that serves corporate
interests, with boxes that can be ticked and formulaic cases made to justify funding, with little
space to develop critical and reflective practice (Jennings & Baldwin, 2010).

Applied theatre professionals argue for arts-based research that is complementary in
design, which captures both quantitative and qualitative information. Each can inform and shape
the other, inferring that both have the common goal of better understanding the human condition.
Binary research practices are seen as counterproductive. Fundamental to arts-in-health
researchers is the aim to balance attention to arts aesthetics, inherent values and impact
assessments on health, while being mindful of untenable or unproven assumptions of what the art
form can achieve in the health care context.

The discussion thus far has supported the notion that researching arts in and for health
and wellbeing as both beneficial and problematic. In applied theatre specifically, researchers are
in need of a methodology which can capture the subtleties of practice, and the affects and effects
on those who engage. The following offers insights from applied theatre discourse (from what
has been written or spoken about).

Applied theatre methods discourse. Performative arts researchers have increasingly been

drawn to current movements to employ both quantitative measures and qualitative research
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methods. Applied theatre research tends to be viewed more often as qualitative in nature. Herein
the research is understood to be non-objective. O’Connor and Anderson (2015) note that applied
theatre research is influenced by political and personal motivations, describing the research as a
“collaborative catalyst for change” (p. 4); they advocate for research which moves beyond the
notion of disconnect between researcher and the research itself. Other applied theatre scholars
(e.g., Boal, 1979, 1998, 2006; Cahill, 2006; Freire, 2005; Gallagher, 2011) argue for a model
which exemplifies the generation of knowledge towards processes of participatory democracy
and critical hope, as researchers often work alongside the silenced, marginalized or oppressed.

Broadly speaking, the applied theatre researcher aims to build creative partnerships that
enhance community capacity through aesthetic theatrical engagement. O’Connor and Anderson
(2015) assert strongly that such research is at its core political, with intent to confront and
ultimately disturb the status quo. Others (e.g., Denzin, 2003) look through the critical
ethnography lens, which moves back and forth along a continuum among politics, biography and
history, as a form of civic participatory social science.

Key to applied theatre practice is the premise that it is not enough for research to tell us
what our worldview is; instead, it must provide opportunities for communities and individuals
alike to imagine what might be (O’Connor & Anderson, 2015). Also central is Cesar Rossatto’s
(2005) notion of ‘transformative optimism’ as a first step in creating a socially just community.
For O’Connor and Anderson (2015), transformative optimism is deeply felt emancipatory hope,
a principle to guide applied theatre research with the aim to foster a sense of ability and
possibilities at the collective level. This stance is closely linked to principles of democracy.
Dewey (1916) reminded us that freedom and the ability to talk freely are at the core of

democracy, which in turn is crucial for healthy development.
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Gjaerum (2013) suggests that two characteristics of applied theatre research seem to be
‘diversity’ and ‘tensions’. The diversity and tensions are reflected in six main discourses
identified by Gjaerum (2013), based on his meta-study which reviewed applied theatre research
between 2000 and 2012. He covered fifteen books and over fifty journal articles on applied
theatre research (mainly from the Applied Theatre Researcher and Research in Drama
Education), and global analysis of twenty-three interviews (2010-2012) with applied theatre
researchers. The meta-study included research from the US, Canada, Australia, Europe, Asia and
Africa. The main discourses noted by Gjaerum (2013) are: the legitimation discourse, the effect
discourse, the ethics discourse, the outsider-visitor discourse, the global economy discourse, and
the aesthetic discourse. These discourses all connect to the key applied theatre research strategy
of reflection and action.

(1) The ‘legitimation’ discourse. This involves efforts for applied theatre and applied
theatre research to be considered legitimate. This is reflected in very positive descriptions of
applied theatre projects and superlative words used in describing applied theatre research; some
examples pointed out by Gjaerum include, ‘a gift” (Nicholson, 2005), ‘fruitful inquiry” and ‘new
possibilities for humankind’ (Taylor, 2003), and ‘participants on the journey towards
enlightenment’ (Mienczakowski, 1997), while others reflect the negative consequences that may
arise from applied theatre.

(2) The effect discourse. This refers to addressing the impact applied theatre has on
individuals and society. It is a major area of discourse that relates to diverse issues including
health, economics, politics and aesthetics. The discourse concerns itself with issues of

evaluation, assessment and measurement. There is diversity of opinions as to why and how one
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might measure the processes and products of applied theatre, for whom one is measuring, and
whether one can really measure applied theatre effects.

Gjaerum (2013) clarifies the tensions between a “positive strand’ and ‘negative strand’ in
the discourse. The positive strand argues for the importance of measuring effects of applied
theatre (e.g., Etherton & Prentki, 2006) through thorough analysis, participatory methodologies
and creativity. The negative strand (e.g., Jackson, 2001; Prior, 2013; Thompson, 2009) highlights
difficulties from over-emphasis on effects at the expense of ‘affect’ (touching one at an
emotional level, recognition of bodily responses and sensations, aesthetic pleasure). These
researchers caution that when researchers minimize attention to affect in applied theatre, the
power of performance can largely be missed or limited when it focuses mainly on effects, i.e.,
targeted social messages, impacts or outcomes (Thompson, 2009).

Some researchers side-step the dichotomy and focus on integration of these strands (e.qg.,
Chinyowa, 2011; Fryer, 2010). For example, Fryer (2010) advises shifting the
assessment/evaluation focus from critical and reproductive, towards viewing
assessment/evaluation as quest for new possibilities with creative engagement moving forward
both artistic and social practice. Balfour (2009) to some extent links the two strands when he
comments on the challenges of measurement, evaluation and assessment in applied theatre
research: “not always linear, rational and conclusive in its outcomes, but often more messy,
incomplete, complex and tentative” (p. 357).

(3) The ethics discourse. This involves difficult dilemmas that may arise, with agreement
that these occur but with no clear solution for the ethical and moral questions that emerge in
applied theatre research. Gjaerum (2013) perceives the applied theatre ethics literature discourse

as framed in various dichotomies, e.g., ‘necessary clarity’ vs. ‘creative confusion’, ‘integrity of
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the practitioner’ vs. ‘demands from the economic funders’, etc. He notes that Thompson (2003)
“manages to build an ethical discourse universe that several other researchers... pick up on and
further develop (e.g., Nicholson, 2005; Stuart-Fischer, 2005; Dalrymple, 2006; Neelands, 2007)”
(Gjaerum, 2013, p. 355). At the core lies theoretical analysis of applied theatre practitioners’
intentions and roles. Researchers agree that the ethics discourse is a moral and difficult
minefield.

(4) The outsider-visitor discourse. This discourse in a sense overlaps with the ethics
discourse in that it may involve dual-role issues, as the applied theatre researcher might function
in more than one role simultaneously - actor, facilitator, director, educator. Gjaerum (2013) notes
that this area has been heavily discussed in the literature (e.g., Jackson, 2007; Thompson &
Schechner, 2004) and seems to form into two strands. One strand (e.g., Thompson, 2003) posits
that applied theatre researchers will always be in an outsider role as a visitor or guest within the
disciplines into which theatre is applied. The other strand (e.g., Neelands, 2007) argues that in
applied theatre there is no ‘outside’ as everyone lives within a social dialogue, that “through this
process both the ‘visitor’ and the group begin to shift and develop their intersubjective
understandings” (Neelands, p. 310).

(5) The global economy discourse. This discourse involves “the relation between the
international funding agencies, the researchers and the applied theatre facilitators, by linking
‘international politics’, ‘the social change agenda’ and the ‘aesthetic demands’... a growing new
discourse” (Gjaerum, 2013, p. 357). The focus is on developing critical discussions of the role of
international funding agencies and the cooperation between applied theatre facilitators and local
community projects that intend to foster social change. Gjaerum (2013) identifies central themes

of this discourse as international politics, social change agendas, and aesthetic demands.
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(6) The aesthetic discourse. This is another growing discourse identified by Gjaerum
(2013). Essentially, it involves the tensions between focusing on maintaining aesthetic quality of
performance versus compromising on quality of productions in service of other agendas. In
applied theatre the term ‘aesthetic’ often implies a broad category of what is considered artistic
or art-like, and also may relate to specific aesthetic languages, and references that suggest
aesthetic attitudes or an aesthetic experience beyond art (White, 2009).

Cohen, Varea, & Walker (2011) elaborate on the term more specifically in referring to
defining features of ‘aesthetic experience’: First, it involves people “in forms that are bounded in
space and time” (p. 6). Secondly, there is engagement “on multiple levels at the same time —
sensory, cognitive, emotive and often spiritual — so that all of these dimensions are involved
simultaneously in constructing meaning and framing questions” (p. 6). Thirdly, through
engagement in aesthetic experience, people can “acknowledge and mediate certain tensions,
including those between innovation and tradition, the individual and the collective” (p. 6). These
defining experiences combine to create “an enlivening sense of reciprocity... between the
perceivers/participants and the forms with which they are engaging” (p. 6).

Sadeghi-Yekta (2015) refers to four types of aesthetics in applied theatre: the ‘aesthetic
sphere’, ‘aesthetic practice’, ‘aesthetic criteria’, and ‘aesthetic evaluation’. Aesthetic sphere
relates to art in general. Aesthetic practice, also referred to as aesthetic object, is the artistry itself
— the activity of making and appreciating art. Aesthetic criteria, also referred to as aesthetic
terminology, has to do with “how we describe an art form, whether formal (composition, line and
colour, innovation), extrinsic (content) or subjective (beauty, grace, connotation, pleasure)”

(Sadeghi-Yekta, 2015 p. 159). Finally, aesthetic evaluation refers to how an artwork is evaluated.
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Pressures on applied theatre in the theatre for development context are elaborated by
Sadeghi-Yekta (2015), commenting on “the journey away from locating a pure and universal
aesthetic of applied theatre” (p. 192). She expresses concern that aesthetic judgements would
lead to universal, internationalized applied theatre aesthetics which would end local practices and
essentially create a ‘flat’ form of applied theatre practice. Sadeghi-Yekta (2015) asserts that to
best understand aesthetics in applied theatre “we cannot detach it from the ethno — something
attached to the ‘human’ shapes and flows of life through economic, social and cultural channels”
(p. 191). She continues to elaborate that as there is not a “pure’ aesthetic a different tool is
necessary to describe, practice, analyse and explore the implications of applied theatre aesthetics.

The “different tool’ to which Sadeghi-Yekta (2015) refers is the ‘cultural ethnoscape’.
The term ‘ethnoscape’, having originated in the context of cultural anthropology (Appadurai,
1991) was defined by the sociologist Anthony Smith (1996) as “the belief shared by ethnic
groups in a common spatial frame or origin... of shared ethnic memories” (cited by Sadeghi-
Yekta, 2015, p. 161). As noted by Sadeghi-Yekta, applied theatre practice occurs in a complex
network of communicative exchanges that are spatially and historically based, in the context of a
system of behavioural patterns. She asserts that in applied theatre aesthetics, ethnoscape “is a
useful tool for analyzing the complicated flow of diverse actors, movements and systems”
(Sadeghi-Yekta, 2015, p. 160).

Given the above considerations, Sadeghi-Yekta (2015) stated that she had abandoned the
search for a universal aesthetic because “any meaningful notion of aesthetics in applied theatre
needs to serve art and community” (p. 193). The ethnoscape concept links applied theatre and
SDH research, as it conveys that the arts and social sciences do not stand apart from each other

but instead, both reflect on the human condition within a shared social and political frame.
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Reframing applied theatre research. Recent developments in applied theatre research
advocate for a reframing of the discourse debates on methodology. Chinyowa (2011) suggests a
new form of evaluation in which different types of evaluation methods would be combined such
that the researcher can pick up on nuances, and account for cultural differences and the embodied
learning process which includes ‘affect’. This in essence would merge the notions of ‘effect’ and
‘affect’ (see Thompson, 2009 and earlier discussion of the ‘ethics discourse’ in applied theatre).
Harley (2012) comments on connections among types of knowledge: “We need to see the
connecting paths and move between them constantly, finding a way around the obstacles... It is
crucial to remember that everything connects” (p. 148). Similarly, Hughes, Kidd, & McNamara
(2011) speak of interconnections between “the swampy lowland where situations are confusing,
‘messes’ incapable of technical solution” and the “high, hard ground where practitioners can
make effective use of research-based theory and technique” (p. 186).

Some researchers argue for reframing our perceptions of applied theatre research, to shift
from assessment, evaluation and critical reproduction to viewing research as creative
engagement that promotes both social and artistic goals (Fryer, 2010). As Dalrymple (2006)
emphasizes, the goal of applied theatre and applied theatre research is to “provide a unique
experience or another way of knowing and understanding the world that cannot be measured
using tools drawn from the social or physical sciences” (p. 201). She asserts that impacts of
applied theatre cannot be fully understood through verbal language alone; rather, applied theatre
research needs to combine diverse evaluation methods to best convey cultural differences,
nuances, subtle notions of affect, and embodied learning. As noted earlier, applied theatre

research may be non-linear, incomplete, complex and tentative, and even messy (Balfour, 2009).
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The aforementioned has emphasized ontological perspectives - what the researcher
believes about the nature of reality and what can be known; the epistemological - what is
accepted and valued as knowledge; and the axiological - the role of values, pertaining to ethics,
aesthetics, and religion (Creswell, 2013; Crotty, 1998; Denzin & Lincoln, 2011). The
implication, then, is that for research influenced by a critical ethnography perspective the ethical
researcher acknowledges up front one’s held beliefs and values related to the topic of study.

The manifestations of applied theatre research: What are valid claims? Reflecting back
to the metaphoric jellyfish as representative of applied theatre’s slippery slope in research, the
debate on applied theatre claims in practice and research is revisited.

There is ample literature about the value of applied theatre in fostering change (e.g., Boal,
1979; Bramwell, 1992; Browne, 1992; Doris Marshall Institute, 1990; Epskamp, 1989; Miller &
Saxton, 2004; Prendergast & Saxton, 2016; Taylor, 2003). However, less abundant is literature
on appropriate measurement tools and research methodology.

Balfour (2009) argues that the most that can be hoped for realistically in applied theatre is
‘a theatre of little changes’ rather than thinking of applied theatre in grandiose and romantic
terms. Ackroyd (2000) raises the issue of drama to promote ‘truths’ and applied theatre at times
being naively complicit with its agenda for social change, and reminds applied theatre
practitioners that they need to be open to debate the purposes of what they are doing. She stresses
that applied theatre is more than role play and simulations, and that practitioners should not
neglect the reflective mode. It is important herein to reframe Balfour’s (2009) phrase, ‘theatre of
little changes’, to ‘theatre of small successive steps’ towards the possibilities for change. ‘Little’
does not minimize the viability of change; rather, it reminds us to be mindful of claims and that

change occurs slowly over time.
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Thompson (2008) muses on the nature of changes that might be generated by applied
theatre, focusing more on ‘affective’ responses in the audience or community, not just ‘effects’.
Winston (2010), likewise, stresses the importance of engendering the pleasures of beauty as this
can enlighten a sense of hope. Citing Greene (1995), O’Connor and Anderson (2015) adopt the
stance that the potential of applied theatre “is to understand that its role is ‘not to resolve, not to
point the way, not to improve, but to awaken, to disclose the ordinarily unseen, unheard and
unexpected, to discover new possibilities — new ways of achieving freedom in the world” (p. 34).
Acknowledging the minimal societal change that might be created by applied theatre, O’Connor
and Anderson (2015) assert the value of applied theatre is in its ability to create dialogue in
communities and among the marginalized. They point out that what is does accomplish is a
humanizing approach that liberates potential. Applied theatre engages individuals and
communities to imagine and enact possible solutions for the future, identify attitudes and beliefs,
and consider the diversity of issues at hand.

At the very least, applied theater practitioners need to be mindful of their held beliefs,
values and claims. Next, methodological complexities of applied theatre research are discussed.

Methodological challenges of applied theatre arts-in-health research. Applied theatre
scholars broadly speaking tend to explore research in four categories: as ‘performance research’
which involves researching people’s health through participatory arts; ‘art-making’ in response
to a specific health issue; through creative activity to foster wellbeing; and educational work with
specific instrumental and pedagogical approaches (Low, 2017). Recognizing that not all research
can be neatly categorized, overlapping methodologies are often interwoven. Applied theatre
practice and research is more often seen as an exploration of socially topical issues. Research

specific to the healthcare contexts becomes challenging when balancing art intervention
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assessments with improvements in health or wellbeing. Matarasso’s (1994) view of the arts is
inherent to applied theatre practice and research. Herein the arts are viewed as “a means through
which we can examine our experience of ourselves, the world around us, and the relationship
between the two, and share the results with other people in a form that gives free rein to our
intellectual, physical, emotional and spiritual qualities” (pp. 3-4). Brodzinski (2010) postulates
that theatre-making specifically must hold artistic integrity, and aesthetic quality.

One feature common to all applied theatre practice is the concept that the aesthetic
qualities inspire emotionality, often involving performers and audience without formal theatre
training. Researchers and scholars of applied theatre utilize various forms of research to
illuminate their practice, many of which hold principles similar to conventional research,
particularly CPBR (community-based participatory research) and PAR (participatory action
research). CBPR is a collaborative approach to research which involves participants as equals in
the research process, recognizing the community as experts; the aim is to combine knowledge
and action for social change to enhance communities (Minkler & Wallerstein, 2003). PAR
promotes forms of research that are more democratic and transformative. As O’Connor and
Anderson (2015) clarify, PAR serves as a way to enable people to view themselves as actors
rather than spectators, to foster a sense of agency. In applied theatre the aim is to equalize the
power relationship and transform both parties engaged in the research.

Evaluation in applied theatre. Some applied theatre researchers advocate for strong
evaluation in the discipline. Etherton and Prentki (2006) argue that practices without effective
evaluation methods risk doing unintended harm, by inadvertently raising false hopes; it is
important to equally recognize triumphs and failings. The need to understand the impact of

applied theatre practices requires ruthless honesty in our reflections. As Bafios Smith (2006)
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points out, ignoring the full picture of research endeavours may foster a myth of applied theatre
as a ‘silver bullet’, a miraculous approach that solves and heals economic and social problems. It
IS important to bear in mind the unanticipated negative changes that might also result along with
positive outcomes. Scholars have commented on the difficulties in measuring the impacts of
applied theatre due to the methodological complexity of applied theatre research (O’Connor &
Anderson, 2015, p. 43).

Etherton and Prentki (2006) assert that in applied theatre, efforts should be made to
measure change over time. These authors suggest that longitudinal studies therefore are needed
to track applied theatre practices and outcomes over an extended time period, not just in
evaluations at one point during or shortly after a project. They highlight that in the community
development context, suitable measures have been developed regarding the delivery of basic
human needs but this is not the case for needs that have to do with changes in behaviour or
attitude over time. Etherton and Prentki (2006) point out that assessment and measurement of
impact is not a straightforward matter when interventions occur within the context of focusing on
rights and culture, often the case with applied theatre processes.

Performative research.

Overview. The arts provide us with ways to explore our world and world-views through
multiple lenses. Eisner (2013) postulates that arts-based research capitalizes on emotions,
making it possible to see beyond what has been observed of everyday life habits. In applied
theatre this is interpreted somewhat differently. In Brechtian terms (Brecht, 1964), theatre makes
the familiar strange and the strange familiar (‘verfremdungseffekt®), resulting in reframing the
commonplace. It is through this process, prevalent in performative research, that new

understanding is created.
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The theatre is a performative art that can capture the human experience beyond the
written word. Performance, with respect to artistic practices, includes the various artistic forms
involving participation at the individual or group level in presentation to others (Thompson,
2009). Recently, increased interest in arts-based research methodologies has emerged with
regard to the representation of research outcomes through performance; most of the
methodologies have in common the use of narratives from ‘real people’ (Thompson, 2009). The
theatre also provides a space for questioning held beliefs, attitudes and behaviours, for
celebrating and challenging individuals and communities.

Research-based theatre. Belliveau and Lea (2016) discuss ‘research-based theatre’
(RBT), “an umbrella term for the various uses of theatre in research” (p. 3). They refer to RBT as
a means to present research in a captivating and compelling manner, drawing upon theatre
artistry, arts-based and qualitative research approaches with the “potential to engage researchers
and audiences in critical and empathetic explorations within a live and ephemeral space” (p. 3).

RBT has gained momentum over the last few decades both as a method and methodology
(Mienczakowski & Moore, 2008). Belliveau and Lea (2016) note that initially RBT was utilized
as a novel way to disseminate research findings (Walker, Pick, & MacDonald, 1991) and has
been evolving as a methodology that may gather and analyze data in addition to dissemination
(Belliveau, 2014; Norris, 2009). Belliveau and Lea (2016) cite diverse research studies across
disciplines in which RBT has been incorporated: in “health research (Gray, 2011; Lafreniére,
Cox, Belliveau, & Lea, 2013; Mitchell, Dupuis, & Jonas-Simpson, 2011; Schneider et al., 2014),
anthropology and sociology (Conrad, 2012; Goldstein, 2012), and education (Belliveau, 2008;

Bird, Donelan, Sinclair, & Wales, 2010; Lea, 2013)” (p. 5).
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RBT has evolved from an applied theatre research practice of ethno-drama/theatre
(Mienczakowski & Moore, 2008; Saldafia, 2008, 2011). These are described as ways to use
theatre to disseminate data that have been gathered and analyzed through traditional qualitative
research methods such as action research, narrative, interviews and field notes (Belliveau & Lea,
2016). In ethno-drama/theatre, the evolving data are integrated into all phases of the study in a
cyclical pattern of observing, interpreting, integrating and adapting the research throughout.
Herein, the emerging data influences and shapes the study on an ongoing basis. Norris (2000)
asserts that use of drama and theatre in research can be much more than a form of data
dissemination, as “the potential of drama [and theatre] as research is fully realized, not when one
translates data into a play, but when the dramatic activities shape the presentation in the same
way as quantitative research uses numerical data through all stages” (p. 45).

Others view ethno-drama/theatre to be somewhat limited in that its definition as
“representational and presentational methods of ethnographic fieldwork or autoethnographic
reflection” (Saldafia, 2011, p. 15) is only part of the theatre research process and applications.
Belliveau and Lea (2016) believe that RBT is a more inclusive term in that it employs multiple
ways of integrating theatre throughout the entire research process. Whereas some researchers
have focused on the use of theatre for knowledge dissemination in RBT - utilizing dramatic form
to capture research knowledge (Sinding, Gray, Grassau, Damianakis, & Hampson, 2006) - others
have engaged in RBT more broadly. Mitchell, Jonas-Simpson, and Ivonoffski (2006), for
example, have utilized theatre throughout the research process and view RBT as a way of
heightening understanding of lived experience in diverse groups and communities. For Belliveau
and Lea (2016), RBT is varied as it encompasses the deliberate involvement of theatre within a

research process.
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With the increasing use of theatre in research contexts, Saldafia (2008) has raised the
issue of the perceived legitimacy of ethno-drama/theatre research in particular and RBT in
general; as many social science scholars remain skeptical about RBT, Saldafia questions whether
it should continue to be explored as a research mode. Denzin (1997), on addressing this, takes
the position that “the performance text is the single, most powerful way for ethnography to
recover meanings of lived experience” (pp. 94-95). As articulated by Belliveau and Lea (2016),
in RBT the “researchers show, not tell, the results of their research, creating a three-dimensional
(re)presentation of their research data that moves in space and time” (p. 7). This allows retention
of the human dimensions of lived experience, to not lose the persons in the data or at worst, be
transformed into ‘dehumanized stereotypes’ (Donmoyer & Yennie-Donmoyer, 2008). As noted
by Mienczakowski and Moore (2008), RBT provides ‘empathetic power’ often absent in
traditional qualitative research methods. This ‘empathetic power’, central to applied theatre
practice and research, also poses some ethical dilemmas.

Ethical Challenges in Arts-Based Research

Workshop discourse. Interdisciplinary research among the humanities and social
sciences is characterized by creating new knowledge, and new forms of translating and
exchanging knowledge (Boydell et al., 2012). Arts-based research has become of significant
interest to diverse fields including communication studies, sociology, health sciences, nursing
and education (as cited by Boydell et al.: Gray, 2003, 2004, 2007; Knowles & Cole, 2008;
Kontos & Naglie, 2006; Mclntyre, 2004; Mitchell, Jonas-Simpson, & lvanoffski, 2006; Pink,
2007; Rossiter, Kontos, Colantonio et al., 2008). Researchers in these fields are interested in
describing the conditions of arts-based research with regard to content and form (Knowles &

Cole, 2008).
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While advances in arts-based research are taking hold, questions of ethics in large part
have been neglected (Sinding, Gray, & Nisker, 2008), with a lack of theoretical and
methodological frameworks. As noted by Hodgins and Boydell (2013), “there is so much written
descriptively about the content and form of such research but very little critical thought focused
on the theoretical, methodological and ethical challenges encountered by the scientists, artists
and trainees engaged in conducting these projects” (p. 4). Increasing attention to addressing
research ethics in arts-based research is emerging, e.g., a research ethics guide for arts-and-health
practitioners and arts therapists (Farrant, Pavlicevic, & Tsiris, 2014). The following discourse on
ethical challenges is focused on arts-based research, especially in healthcare contexts; ethical
issues with regard to reminiscence theatre practice with older adults in care are addressed in a
later chapter.

Ethical criteria in general reflect whether the research was based on a foundation of
respectful relations with the research participants: ‘access to data’, ‘anonymity’, ‘assessment’,
‘authorship’, ‘harms and benefits’, and ‘integrity’. Essentially, these address questions of
whether informed consent practices were adhered to, if authorship agreements were developed
early in the artistic process with all parties, whether the assessment process was inclusive of and
clear to various stakeholders, and if the data was made available to participants. To address the
aforementioned issues, a group of professionals engaged in dialogue through a trans-disciplinary
workshop.

Boydell, Volpe et al. (2012) summarize a 2011 workshop specifically to address the need
to bring together those engaged in arts-based health research (ABHR) to discuss the ethical
issues they have encountered, and to share the findings from their dialogue with stakeholders

such as policy-makers and research ethics board members. The group surveyed peer-reviewed,
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empirical arts-based health literature which included attention to ethical issues in the research,
identifying three review articles of significant importance: Cox, Lafreniere, Brett-MacLean et al.
(2010); Boydell, Gladstone, Volpe et al. (2012); and Fraser and al Sayah (2011).

The review by Cox et al. (2010) included healthcare practice and health policy, health
promotion and health professional education as well as arts-based health research (ABHR).
They noted that knowledge about ABHR methodology was rapidly increasing but more attention
was needed with regard to ethics. In the review by Fraser and al Sayah (2011), 30 ABHR studies
were systematically reviewed, the authors finding that ethical considerations in utilizing arts-
based research methods were not explicitly stated. Among the key ethical issues highlighted
were data ownership, participant anonymity, and appropriate ways to analyze arts-based data.
Furthermore, Boydell, Gladstone et al. (2012), in their review of 71 studies, reported that
regarding ABHR-specific ethical concerns, they found few guidelines. White and Belliveau
(2010) have suggested that ethical considerations in ABHR be attended to throughout the
research study and not just one stage of it, that researchers need to remain vigilant of any
emergent ethical dilemmas throughout the research process, and that such issues be explicitly
addressed with performers and audience as an essential part of the research.

The workshop participants identified five key ethical issues in arts-based health research:
authorship/ownership of the work; ‘truth’, interpretation and representation; informed
consent/anonymity/confidentiality; dangerous emotional terrain; and issues of aesthetics. These
are briefly reviewed as they are critical to sound, ethical and effective applied theatre practice.

Authorship / ownership. With regard to authorship, Boydell, Volpe et al. (2012) raise
questions of who is to be considered the author of a collaborative text (Whose story is it

anyway?). They also raise a number of complex questions as to ownership: Who owns the work?
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Is the owner the research participants, the artists or the researchers? And, who owns the media
products — the videos, photographs, originals, negatives, digitalized copies, etc.? An example is
given of a university legal department that granted artistic ownership, the rights of the creative
research piece, after the artist had been granted permission from a researcher to engage
artistically with the research data. Some academics in the workshop did not agree with this
decision, and highlighted the need to put safeguards in place to protect participants. As well, it
can be counter-argued that in collaborative projects with vulnerable populations, co-ownership
arrangements may be considered as an ideal solution. However, observations from applied
theatre practice in health contexts, where the applied theatre professional is contracted, may
sometimes preclude such an ideal solution; some argue that ownership lies with the organization
unless otherwise stipulated (e.g., policy in a Vancouver Island Health Authority project
undertaken in 2005-06).

‘Truth’, interpretation and representation. \When exploring the interpretation of data, for
the most part artists, participants and researchers agree that the art genres utilized to create and
disseminate research elicit multiple meanings and contradictions. Several relevant key ethical
questions can be raised (Boydell, VVolpe et al., 2012): How much discretion should be given to
artists to select which research themes are to be conveyed? What if artists focus only on aspects
that can easily be dramatized? Does the selection process allow research participants, and
researchers, to challenge the interpretation that the artist has given to his/her work? How do we
deal with different interpretations of data or intentions by artist and researcher? If disagreement
occurs, who has the final say — researcher, participant, or artist?

Bishop (2014) cites Saldafia’s (2011) moral imperative with regard to care: “Participants

first, playwrights second, and audiences third” (Bishop, p. 69). This differs somewhat in a
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healthcare context, particularly when engaging what are considered vulnerable populations. It
could be asserted that the priorities would be: Participants first, researcher second, and artist third
(or participant first, and researcher/artist combined as second). In an ideal world all three would
negotiate and agree together. One could also ask, what are the implications of divergent
interpretations? Each of the aforementioned questions points towards the importance of
clarification of roles and responsibilities along with the extent of autonomy in specific research
relationships. Boydell, VVolpe et al. (2012) advise a pro-active approach that takes into account
the naturally fluid nature of the artistic creative process from which tensions may arise between
the intended messaging of core research questions or results and aesthetic or other goals of
particular concern to artists. These aspects need to be explicit at the outset of any given project.
Informed consent/anonymity/confidentiality. Also imperative to ABHR are ethical
conduct practices that highlight the need for respectful individual autonomy when researching
human subjects. The accepted ethics protocol of informed consent, to protect participants’
wellbeing, is clearly acknowledged but not without controversy. It entails that participants give
consent once the potential positive and negative effects of the research are clearly articulated.
Traditionally, researchers agree to protect the identity of participants (anonymity); however,
there is ethical uncertainty within ABHR when the end product may become public. The issue of
total anonymity (sometimes demanded) can produce difficulties in participatory emancipatory
research projects (Boydell, Volpe et al., 2012). The ABHR community is working towards
educating ethics review boards on the complexity of over-emphasizing the need for total
anonymity/confidentiality; while sometimes the researcher needs to favour participants’

protection over artistic needs, the perception of research participants as “vulnerable or
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marginalized, does not necessarily mean that confidentiality is required” (Boydell, Volpe et al.,
2012, p. 10).

This ethical dilemma is particularly perplexing at times for applied theatre
practitioners/researchers in healthcare contexts, as ethics protocols designed to protect
participants inadvertently do harm by denying voice when advocating for empowerment. This
directly contradicts applied theatre’s intentions (community development, social justice and
education). Ethical codes of conduct in research can become constraints for both the artist and
the researcher, and, most importantly, for the participants themselves. Further explicit discourse
is needed to agree on when, for whom and how it is appropriate for research participants to be
identified. A reframed ethics protocol for arts-based research, in healthcare in particular, is in
order.

Dangerous emotional terrain. It is accepted by many art-in-health researchers that
engagement in arts practices will likely evoke emotional responses, as often in applied theatre it
is at the core of the work. As noted by Boydell, VVolpe et al. (2012), art can be an intense
experience that engages emotional, sensory, and intellectual experience simultaneously. What is
provoked cannot necessarily be predicted; the responses will vary for different individuals and
groups, and therefore have different influences. Also, theatre is not necessarily meant to be safe.
The emotional overtones tend to stay with us even if for a time hidden in the subconscious
(Boydell, Volpe et al., 2012).

The genres of arts representations elicit differing ways of increasing or decreasing
likelihood of impact, positively or negatively for the researcher, artist or community viewer.
Emotional effects and persuasiveness of arts-based research raises questions for participants as

reactions may be evoked that are uncomfortable or unsettling, sometimes to the extent of being
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troubling or disturbing, eliciting among healthcare providers fear of harm. Furthermore, such
engagement may at times bring forth unintended consequences (Boydell, VVolpe et al., 2012).
Such is particularly concerning for those healthcare providers, artists and researchers working
with vulnerable older adults through reminiscence theatre practices. Artists for the most part
concur that arts opens up the audience to emotional moments and evokes feelings. Some artists
and other professionals are concerned that such engagement is too demanding or taxing, doing
more harm than good. (Again, this is elaborated on further in subsequent chapters.)

The arts’ end is to tap into the emotional and the cognitive simultaneously. Arts
researchers tend not to separate these out from one another. However, some researchers and
ethics boards often are not willing or are ill-prepared to examine arts-based research protocols
where unknown potential impacts exist. As well, there is equal concern about adverse emotional
impacts on audiences. It is generally agreed in the social sciences that providing advance
knowledge of potential risk to audiences is an ethical responsibility. Along with this
responsibility is the duty to provide support systems for participants who may need debriefing
and follow-up (Cox, Kazubowski-Houston, & Nisker, 2009).

Issues of aesthetics. The topic of prioritizing aesthetics in arts and applied theatre
practice and research has come to the forefront of many debates, e.g., the aesthetics of ‘good art’
per se vs. the goodness of art regarding its role in the research (Boydell, VVolpe et al., 2012).
(Again, this discourse is explored in detail later in subsequent chapters.) Briefly, in essence the
ABHR debate lies with the problem of what is considered good or bad art. As explained by
Gladstone, Volpe, Stasiulus, and Boydell (2012), some argue that the emphasis be on the
representation of complexity of the human experience through aesthetic principles while others

prioritize the contribution to the research — the process of judging goodness with regard to data
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production (ethics as process). As noted by Beck, Belliveau, Wager, & Lea (2011), artists and
researchers engaged in arts-based research are involved for different purposes and focused on
different audiences, and approach the research from backgrounds of diverse expertise and
experiences.

Overall, the above review indicates that meeting ethical competency in arts-based
research requires critical scrutiny with reasonable objectivity and reflection on the five
aforementioned themes.

Ethical evaluation in applied theatre research. ‘Evaluation’ can be defined as
“assessing the success/failure, worth/value and quality of something; and learning lessons that
inform and improve future practice” (Arendsen, 2014, p. 16). For applied theatre, this
‘something’ can take many forms, e.g., a project, a process or specific collaborations. Therefore,
there is a need to identify relevant standards with stakeholders before the onset of a project.
Evaluation cannot be viewed as neutral; there are always politicized practices at play. Applied
theatre can be influenced by different stakeholders within applied theatre itself, as different
practitioners may have conflicting goals and interests (Arendsen, 2014).

Stakeholders in applied theatre generally agree on the necessity of evaluation in order to
enhance the work through critical reflection. However, concurrence as to what is to be
considered ‘best practice’ is less agreed upon (Arendsen, 2014). There tends to be greater
emphasis on capturing the quality and value of applied theatre work and its impact on
participants, caregivers and researchers.

Several ethical dilemmas arise when evaluating applied theatre work. Thornton (2012),
from her observations through the Collective Encounters applied theatre company in Liverpool,

UK highlights some key questions to consider when exploring applied theatre ethics. These are
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delved into in Nadine Arendsen’s (2014) research in which her main question was, “How might
some of the ethical dilemmas that surface in the evaluation process of applied theatre in the
Western World be resolved?” (p. 7). Sub-questions had to do with identifying the most difficult
ethical dilemmas in evaluation, the different perspectives regarding these dilemmas, and how the
conflicting perspectives might be overcome.

Some scholars (Lincoln & Guba, 1986 — cited in Shaw, Green, & Mark, 2006) refer to
‘summative’ and ‘formative’ evaluation. Summative evaluation is focused on establishing the
impact of an existing practice; formative seeks information to refine or improve a practice
through constructive recommendations and actions. Evaluation can be carried out essentially in
two different general ways — ‘everyday, informal evaluation’ and ‘formal, systematic evaluation’
(Shaw, Green, & Mark, 2006). In applied theatre the evaluation is often formal, focused on
accountability.

Some confusion is evident when evaluating concepts in applied theatre research, like data
collection and advocacy activities which are distinctly different. Applied theatre evaluation
requires both summative and formative approaches, to critically analyze and reflect on the
impact of the work whereas advocacy is more often concerned with gathering data to promote
the work. Often both are at play in applied theatre research and practice (Arendsen, 2014).
Advocacy tends to highlight strengths as a central objective may be to convince with a
compelling argument. However, this approach can pose a threat to the quality of evaluation and
lead to significant ethical dilemmas. Documentation, gathering feedback, and monitoring applied
theatre practice become critical in the field’s advancement.

The concept of ethics is sometimes viewed interchangeably with morality, with the

essential concern being responsible behaviour of the individual in relation to others (van Es,
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1996), wherein moral values are considered as ‘collective ideas of the good’ and moral norms as
‘group expectations of behaviour’ (van Es, 1996 — as cited in Arendsen, 2014, p. 22). In
evaluating applied theatre, ethics focuses on “theories of what is responsible and ‘right’ or
‘wrong’ about intentions, decisions and actions relating to the evaluation processes” (Arendsen,
2014, p. 22). However, ethics do not determine the particular ‘right’ action to take in a specific
situation. As Edwards and Mauthner (2012) point out, ethics cannot prevent conflict between
principles or differing opinions among stakeholders, and the same applies to ethics and dilemmas
in applied theatre. In an ideal world, applied theatre professionals would develop their own
guiding principles. However, as Edwards and Mauthner (2012) clarify, ethics is not about
eliminating conflict or ambivalence; rather it is about how to deal with it. Accordingly, when
principles conflict in a specific evaluation, ethics can guide the decision-making process
(Arendsen, 2014).

Ethical dilemmas in applied theatre.

Understanding what is meant by ‘ethical dilemmas’. The term ‘ethical dilemma’ is
defined as essentially “a choice between mutually conflicting principles” (Simons, 2006, p. 244).
For Simons (2006), ethical dilemmas involve having to make complex judgements and choices
between alternative courses of action, in which multiple factors (social, political, personal,
cultural) must be taken into account in the specific context. Such conflicts may arise when
stakeholders are at a loss of how to choose between conflicting considerations seen as equally
important. Conflicts at times can be interpersonal, for example when different stakeholders
embrace conflicting principles.

As for evaluation in applied theatre, an ‘ethical dilemma’ is described by Arendsen

(2014) as “a complex situation related to a particular evaluation process in which conflicting
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moral values or norms lead to the necessity of trading one principle for another” (p. 23).
Arendsen points out that the choice to clearly follow one principle results in violating another.
As noted by House (1993), balancing conflicting principles in ethical dilemmas is ‘the ultimate
ethical act’ (cited in Arendsen, 2014). (Such will be discussed further regarding the ‘Moving
forwards backwards’ study in the latter part of this dissertation.)

Key ethical dilemmas in applied theatre evaluation. A review of pertinent literature on
ethics in applied theatre research and the findings from Arendsen’s (2014) participant
observation study identify the most intractable dilemmas that arise in the applied theatre
evaluation process: (1) difficulties involving participants in the evaluation process — differing
views among stakeholders as to the desired level of participant input, challenges of free
expression due to limitations in skill and power/dependency issues in relationships; (2)
conflicting values and goals among the different stakeholders involved; and (3) intrapersonal
conflicts often due to practical limitations, e.g., insufficient time or funding.

Caution has been called for with regard to claims sometimes made about the
transformative impacts of applied theatre. Some applied theatre professionals have expressed
their discomfort with grandiose claims and imbalances in power relationships (Nicholson, 2005;
Prendergast & Saxton, 2009, 2016). These issues can be addressed by facilitators openly
acknowledging their positions regarding power-over, dependencies and any vested interests
between them, participants and other stakeholders. As Prendergast and Saxton (2009) have
pointed out, the researcher might not have any intention to dominate in any way but needs to be
vigilant as to status positions and perceptions; therefore they advise awareness through
continuous reflection as a way to maintain ethical balance among the work, the researcher and

the fellow participants.
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In health-based arts practice and research, the issue of the ‘moral agent’ may surface,
particularly when addressing the involvement of participants with dementia. Moral agency has
to do with freedom and rationality among participants in the research — freely and rationally
articulating their views and making choices on participation at any stage of the process. For
example, when participants are individuals with dementia, issues arise regarding the evaluation
process: “the conflict between moral values that strive for an inclusive, collaborative and
democratic evaluation process and the limited capacities of the participants” (Arendsen, 2014, p.
33). These participants do not have full moral agency; they may not be self-conscious or aware
of personal interests involved, may not have sufficient freedom of choice, or are not able to
consider the consequences of a particular decision (Van Es, 1996). Such assertions, however, can
be challenged, as not all individuals with dementia are seen as void of moral agency.

For participants with capacity limitations pertaining to full moral agency, the question is
raised as to whether it is ethical to interpret the person’s attitude about participation in the
research on the basis of observation. It is not always clear whether one is speaking on the
participant’s behalf or speaking for the person. How do we select ethical models to ensure that
conflicting multiple voices are heard when some participants are unable or not allowed to do so?

Next, key ethical models are summarized for a potential framework to guide decision
making regarding applied theatre ethics.

Ethical models in applied theatre.

Three ethical models: Edwards and Mauthner (2012). Three ethical models for applied
theatre research are highlighted by Edwards and Mauthner (2012). These are summarized below.

The deontological model. This model regards the morality of actions as based on

intention rather than consequences. As applied to research and evaluation the emphasis is on
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“different kinds of right or duty” (Arendsen, 2014, p. 24). The model proposes universal
principles applicable in all circumstances and have been specified as ethical guidelines by some
evaluation societies (e.g., the Joint Committee on Standards for Educational Evaluation —
discussed in Simons, 2006). Arendsen (2014) notes that there is no professional society for the
evaluation of applied theatre. There are, however, some pertinent guidelines available, e.g.,
Moriarty’s (2002) ‘Sharing practice’ and Woolf’s (2014) ‘Partnerships for learning’. These
guidelines refer to broad ethical principles such as openness and honesty, ethical rules involving
informed consent of participants and dissemination of findings among stakeholders.

Arendsen (2014) clarifies that the deontological model implies that “when there is a need
to choose between two mutually conflicting principles there is always a highest normative
principle as a way out of the dilemma” (p. 24); an example might be informed consent viewed as
of greater priority than sharing results with stakeholders. Arendsen notes that Kvale (1996) has
been critical of the model because, if taken to an extreme, the intention of adhering to absolute
principles of ‘right action’ would result in moral absolutism always overriding the human
consequences involved. In applied theatre, with its interdisciplinary nature, who would decide
the rules and on what grounds? Given that applied theatre practices are offered in diverse
contexts, Arendsen (2014) suggests that a combination of two other models — the ‘care-based’
model and the ‘negotiation-based’ model — are more aptly suited to research and practice in
applied theatre.

The care-based model. This model, popular in the social sciences, prioritizes care,
nurturing relationships, and responsibility in ethical responding (Edwards & Mauthner, 2012),
and addresses dependency and responsibility quite differently from the deontological model.

Rather than always favouring one ethical principle, a range of ethical choices is considered when
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faced with ethical dilemmas. As explained by Edwards and Mauthner (2012), the ethical choices
“are dependent on context of time and place, because ethical dilemmas... are rooted in specific
relationships that involve emotions, and which require nurturance and care” (p. 19). However,
Arendsen (2014) comments that the model has been criticized for the potential to stray too far
from firm principles in that there may be over-identification or failure to recognize another’s
autonomy. This can easily occur in applied theatre when engaging in work of an emancipatory
nature.

The negotiation-based model. Derived from the doctoral dissertation of van Es (1996)
from an economic science framework the central focus is negotiation, defined as “a verbal
interaction between two and more agents to reach an agreement” (p. 185). The negotiation of
ethics model highlights “the promoting of mixed interests, the reaching of compromise, the
differences of power between agents and the actual concept of negotiation” (p. 244). Herein,
differences are discussed, identifying their own individual or group interests to learn of others’
interests, with agreements attained in various ways. For ethical decision-making in this model,
van Es (1996) asserts that reciprocity is necessary; this requires mutual trust and respect between
the stakeholders. The ethical action arrived at is considered a “temporary agreement of
negotiating agents who have an interest in the moral question at hand” (p. 272); usually such an
agreement is a compromise.

Overall, Arendsen (2014) concludes that there is no one-size-fits-all model to resolve the
ethical dilemmas that emerge in applied theatre research as the specifics of the context and
population must be taken into account. Accordingly, she prefers to rely on a combination of the
care-based and negotiation-based models as both value contextual reasoning, and the relations

among different stakeholders and power differentials. She rules out the deontological model as it
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evaluates an action apart from its consequences, with minimal flexibility in deviating from
prioritized normative principles. For the most part, Arendsen most prefers the negotiation-based
model with its emphasis on compromise and view of ethical evaluation as a process that takes
into account social and temporal aspects.

Further considerations in developing an applied theatre ethics evaluation model.
Arendsen (2014) concludes that “ethical evaluation can only be developed through a process of
continual fine-tuning, in close proximity to the field, and with the intent to genuinely include all
stakeholders” (p. 62). As for resolving ethical dilemmas, she suggests starting with informal,
creative approaches to evaluation already in use by some arts organizations, and promote more
interactive relationships with existing formal evaluations.

Differing motivations play a vital role in applied theatre ethics. This is especially
pertinent to the issue of applied theatre’s intrinsic value relative to its instrumental value.
‘Intrinsic value’ refers to the worth of the art in its own right whereas ‘instrumental value’ has to
do with the effects the art can result in when used as an instrument towards an end, such as
benefits in health outcomes, economic savings, etc.; tensions between intrinsic and instrumental
value have especially been apparent in the UK as related to legitimacy of funding (Belfiore &
Bennett, 2010). Yet, others view the intrinsic and instrumental aspects of arts’ value as
interconnected and not separate aspects (Balfour, 2009; Edgar, 2012; Thompson, 2000),
supporting a balanced approach. There does, however, seem to be agreement among applied
theatre professionals that artistic processes should not be determined by social objectives, and
that imbalanced emphasis on the side of instrumental value would be viewed as “limiting,

endangering and possibly even damaging the artistic process itself” (Arendsen, 2014, p. 27).

110



The issue of applied theatre’s intrinsic versus instrumental value has been linked to the
field’s autonomy with regard to the evaluation process. Arendsen (2014) comments that in
personal correspondence with Sarah Thornton, founder of the Collective Encounters applied
theatre collective, Thornton has raised the question of how applied theatre practitioners can find
a way to evaluate work in their own language, to genuinely show impact while communicating to
funders such that they understand but does not compromise the work. Similarly, Holden (2004)
asserts the need for applied theatre to develop its own language of evaluation, moving towards a
language that is critical and convincing, capable of “reflecting, recognizing and capturing the full
range of values expressed through culture” (p. 9). Bishop (2014) set out to articulate such a
language in her multiple ethics paradigm and moral imperative guide to research-based theatre /
applied theatre.

Multiple ethics paradigm model. Recognizing the interdisciplinary nature of research-
based theatre and applied theatre as it relates to the health care context, it is important to
acknowledge the need for a flexible set of principles to frame research practice. One of the most
and aptly suited ethical approaches is articulated by Bishop (2014). In her search for one overall
ethical framework for applied theatre, Bishop noted that there had been an extensive and varied
literature pertinent to ethical issues in the field. She cited key papers with attention to ethics in
applied theatre (Ackroyd & O’Toole, 2010; Fisher, 2005; Gallagher, 2007; Jackson, 2007; Kerr,
2009; McCammon, 2004; Mienczakowski & Moore, 2008; Nicholson, 2005; Prentki & Preston,
2009; Saldana, 1998, 2011; Shaughnessy, 2005; Thompson, 2009). Missing was the ‘moral
imperative’ that she was seeking - “a core principle which could guide applied theatre work... a
‘north star’ for ethical practice in research-based theatre... a personal principle which may act as

a guide for ethical conduct, personally and professionally” (Bishop, 2014, pp. 64-65).
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For her ethics review, Bishop interviewed six key figures in applied theatre: Jim
Mienczakowski (Abu Dhabi Education Council, UAE); James Thompson (Manchester
University and a director of the Centre for Applied Theatre Research); Johnny Saldafia (Arizona
State University); Kathleen Gallagher (University of Toronto); Anthony Jackson (Manchester
University); and Tim Prentki (University of Winchester). These applied theatre interviews did
not reveal a consensus on a moral imperative but did indicate a number of key principles for a
“multiple ethics paradigm” (Bishop, 2014, p. 73). These refer to four ethical perspectives rooted
in justice, critique, care, and profession (as described by Shapiro & Gross, 2008). A fifth ethical
perspective - moral integrity - was later added to the model (Branson, 2010). In essence, the
multiple ethics paradigm offers a ‘big picture’ perspective that has been found to be effective
through case studies (Shapiro & Gross, 2008).

Bishop (2014) concluded that there was a comprehensive approach to ethical questions
that arise in applied theatre work, and she was “able to locate particular dilemmas in a larger
theoretical framework to ensure a way of approaching ethics from many different perspectives”
(p. 73). These moral imperatives are briefly reviewed as they are current and significantly
beneficial to applied theatre research and practice.

Moral imperative: Justice. (Jim Mienczakowski) Emphasizing procedures for research in
social sciences and the humanities, the ethic of justice deals with laws, rights and policies that
can be applied universally. Deeply rooted in the idea of democracy, the justice imperative takes
an analytic and rational approach that focuses on relationships between structures and
individuals. Core values are equity, fairness and respect for liberty. Mienczakowski draws upon
his work in critical health ethno-dramas, calling for rigorous evaluation on how dissemination of

findings meaningfully and positively impacts audiences.

112



Moral imperative: Critique. (James Thompson) This critique targets inconsistencies
inherent in politics and law. This imperative challenges the status quo and questions the
oppression and social inequities through analysis of race, class or gender. Core values include
redefining privilege, power, justice, language and culture. Thompson calls for applied theatre
professionals to engage in the intimacy of practice and at the same time to do so safely and
critically with attention to context and discourses. He also asserts that in applied theatre work the
practitioner “must seek to also understand what is happening on a broader political level and how
a project can be (mis)represented, (mis)interpreted and/or (mis)used” (Bishop, 2014, p. 68). As
well, he cautions about the actual consequences that can result from applied theatre events — the
ramifications of privately and/or publically telling people’s stories, and how critical and
emancipatory practice can be deepened and cultivated, and with what limits.

Moral imperative: Care. (Johnny Saldafia) This imperative, focused on relationships,
epitomizes the ethic of care through supportive, nurturing relationships between self and others.
Core values include concern, connection, nurture and deep conceptions of trust, loyalty and
empowerment. Saldafia speaks towards ethno-drama’s ‘performance trinity’ (participants first,
playwrights second, and audiences third). He asserts: “no matter what I as a playwright or
director want to see and hear on stage based on my ethnographic fieldwork, the participants’
desires for how they wish to be represented and presented on stage take precedence” (Bishop,
2014, p. 69). An ethno-dramatist’s first responsibility is to the people he/she has interviewed and
observed. The second is to oneself as the researcher/artist, to maintain personal integrity and
standards of excellence. The audience, the third priority, witnesses what has been collaborated on
and is then considered as new collaborators in the ethno-theatrical event. Saldafia offers the

following guidance to build trustworthiness: Pre-interview participants to clarify mutual
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understanding; continually update participants on the progress of the work; share drafts, play-
scripts and videos, and listen to participants’ feedback; address the likelihood of disagreements
and develop agreed-upon protocols up front at the beginning of the project.

Moral imperative: Profession. (Kathleen Gallagher and Anthony Jackson) Gallagher
states: “Don’t let artistic questions cloud the ethical dimensions/relationships of the work AND
don’t let ethical assumptions obscure the drive towards robust artistic work™ (Bishop, 2014, p.
70). In this imperative the art form is highly valued with an emphasis on ‘robust artistic work’
yet not at the expense of sound ethical practice, and vice versa. Jackson cautions that
participatory theatre “can be immensely moving, even transformational, but it can also be (at its
worst) oppressive: promising enlightenment but delivering doctrine; and at its most mediocre:
delivering mere messages” (Bishop, 2014, p. 71). Both Gallagher and Jackson argue for utilizing
theatre within research to build professional standards.

Moral imperative: Moral integrity (Tim Prentki) This imperative encourages
transparency of the intentions of applied theatre in ethno-drama. Prentki speaks to the need “for
theatre-based researchers to engage in self-reflection and inquiry in order to clarify their own
positions and ensure that ‘right choices’ are made” (Bishop, 2014, p. 72). These choices reflect
practitioners’ moral integrity which is highlighted through the central motive of the decision-
maker being on what is in the best interest of others, not based on personal incentives or
sanctions. Core values of the moral imperative emphasize self-inquiry and self-reflection,
commitment to the best interest of others, inner freedom, and transcendence to make the right
choices. In this imperative, the responsibility of decision-makers lies in reflection upon and
understanding of the impact of their thinking in its role in constructing reality. This enables

practitioners to be aware of their underlying motives that drive their behaviour, which helps
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prevent self-deception, impulsiveness and lack of self-control. Prentki strongly advocates for
positioning the person at the centre of the decision-making process, to have clarity of intent to
give voice to the participants.

A synergized moral imperative. Bishop (2014), in keeping with the aforementioned
applied theatre practitioners’ ethical discourses, developed a paradigm which she refers to as ‘a
synergized moral imperative’ that could serve as a guide for researchers and practitioners —
“Value the forms of theatre and research as you critique, care and choose with good character”
(pp. 73-74). She explains that this synergized moral imperative “holds forefront valuing the
forms of theatre and research, developing a critical and emancipatory practice, being concerned
and caring and recognizing the range of choices at any given time available to, and a
responsibility of, the research-based theatre practitioner” (Bishop, 2014, p. 73).

Bishop also emphasizes the need for applied theatre practices to move forward, past the
tendency for theatre to be utilized primarily as the dissemination of data (Mienczakowski &
Moore, 2008; Paget, 2009). Citing her interview with Prentki: “If the process remains anchored
solely in the world of documented fact, why choose the theatrical form? ... This form is about
the possibility of change arising from critical and imaginative engagement with reality” (Bishop,
2014, p. 73). Bishop’s contribution of the synergized moral imperative to applied theatre
research and practice ethics has the potential to evolve research-based theatre forward, with
inclusion of theatre processes and practices in all phases of research from data collection and
analysis to dissemination. In addition, applied theatre professionals can begin to appropriately
address ethics in specific contexts to more accurately reflect the dilemmas which arise,

identifying unique situations yet within universal standards of ethical guidance.
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Bishop (2014) aptly advocates for the importance of keeping the wellbeing of different
individuals central. She emphasizes the care that must be taken with what and how people’s
stories are being portrayed. Such attention to ethical practices may offer new insights while
offering protection and confidentiality for participants. Saldafia (2011), in keeping with the moral
imperative of care, asserts that “regardless of the play’s story, subject matter, and themes, end
with hope” (p. 1). Bishop (2014) emphasizes that ethics begins with the person who perceives
the ethical issues; therefore ethical engagement ‘with good character’ is paramount. To do so,
practitioners need to consistently have the opportunity to share stories of ethical dilemmas and
speak with each other about them.

The synergized moral imperative values the forms of theatre, research as applied critique,
and care with choice of good character. This is a helpful framework to consider in applied and
reminiscence theatre practice. Recommendations for a potential ethical paradigm for
reminiscence theatre with older adults in residential care (based on Bishop’s synergized multiple
imperative model) will be offered in the concluding chapter of the dissertation.

Conclusion

In this chapter key methodological research principles from the perspectives of social
dimensions of health, arts-based research, applied theatre, and research-based theatre and ethics
are offered as a rationale for this dissertation’s selected research design for the ‘Moving forwards
backwards’ study. This exploratory descriptive within case study is based upon the theoretical
underpinnings of reminiscence/life review, interventional narratology (Kenyon, Bohlmeijer, &
Randall, 2011) and intergenerational reminiscence theatre practice. In addition, this chapter
highlighted key debates within applied theatre research. An argument is made for forthright

reflections upon the intended or unintended outcomes of applied theatre practices aimed at
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opening critical dialogue in response to current debates around the emancipatory question, ‘What
are the ethically sound and authentic claims for change?’

In keeping with applied theatre for change discourse and debate, it is speculated that
applied theatre practice (particularly in reminiscence theatre) within the healthcare context can
act as catalyst to reveal what exists rather than as a primary change agent alone. With regard to
older adults with dementia, the intention is not focused upon changing the individual; rather, its
primary focus is to reveal. Applied theatre as a revealer intentionally exposes and highlights
what exists for the dementia individual along with attitudes, beliefs and values towards the
condition and the environment in which the person lives. The change component of applied
theatre practice within this context is to bring forth increased understanding by reflecting
backwards, to learn from previous practices (to move current practices forward by informing
future endeavours).

The principles of reminiscence can also be applied to this dissertation’s study as it offers
the opportunity to Pause... Reflect back... Engage in the here and the now to Activate and bring
forth the possibilities of change (PREA). The past is not obsolete; the presence always remains;
the future is forever attainable. Such change is dependent upon fluidity flexibility and tenacity.

In conclusion, Chapter Two makes a case for the integration of arts-based research
methods in healthcare to complement and support existing social science research. Science and
art together can align to inform each other to capture the subtleties of the human condition. This
chapter also highlights a through-line between SDH and ABHR research methodologies. They
are both practice-based, honour tacit knowledge and argue for population- and context-specific
ethical practice. In the attempt to meet the aforementioned challenges of arts-in-health research,

the following chapter describes the intergenerational reminiscence theatre study entitled,
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‘Moving forward backwards’, integrating narrative inquiry and critical ethno-theatre/drama into

the case study design.
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Chapter Three
Moving Forward Backwards - Intergenerational Reminiscence Theatre Research Study:

Within Case Study Design and Description

Introduction

This intergenerational reminiscence theatre study, ‘Moving forwards backwards’,
explores and describes the effects of active engagement in [family] reminiscence theatre on older
adults with mild to moderate cognitive decline. The primary goal of this ethno-drama/theatre
case study was to offer a creative context wherein older adults and their adult family members
could engage in a novel reminiscence theatre arts initiative to reflect on their life experiences,
share memories, build upon their relationships, increase social activity and ultimately to reframe
their perceptions on their health and wellbeing. In a broader sense, it is anticipated that the
findings of this study may be beneficial to the development of future dementia-specific
sustainable practices to meet the increasing needs of older adults in residential care. The study
also anticipates that such programming could greatly enhance psychosocial quality of life for
older adults and their families.

The study design is described in two parts. First, key methodological, critical
philosophical assumptions and theoretical frameworks are briefly reviewed. Secondly, the
reminiscence theatre case study design is presented. To address the interdisciplinary aspects of
this study, the following methodologies have been integrated to link the disciplines of social
dimensions of health, gerontology and applied theatre (specifically reminiscence theatre):
narrative gerontology and interventional narratology, critical ethnography, and ethno-
drama/theatre. Next, these are briefly discussed to set the context for the reminiscence theatre

study.
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Theoretical Frameworks

Intersecting disciplines.

Overview. Gibson (2004) reminds us of the interdisciplinary nature of reminiscence and
life review. She highlights how reminiscence and life review theory and practice traverse
boundaries of professions, disciplines, generations, cultures and countries. Various aspects of life
— physical, emotional, intellectual, spiritual and creative — are embraced in reminiscence and life
review. As well, reminiscence and life review are both intrapersonal as private reflection, and
interpersonal as social engagement. These often have therapeutic effects although they are not a
therapy; they intersect with other aspects - philosophy, history, psychology, religion and the
creative arts - in the individual’s quest for meaning.

This inquiry of reminiscence theatre and impact on older adults addresses the inherent
need for an interdisciplinary approach to the research. Therefore, this study draws upon
intersecting disciplines of psychology, sociology, gerontology, social dimensions of health, and
applied and reminiscence theatre.

Psychology by definition is the “scientific study of the mind, brain, and behaviour”
(Lilienfeld et al., 2017, p. 3). Broadly speaking, psychologists are generally interested in
individual changes in the mental, internal processes of neurological functioning (cognition,
attention, speed of processing, memory, decision making), social cognition, self-concept, self-
efficacy, self-awareness, continuity of role, and personality and behaviour.

The discipline of sociology is interested in understanding group social relationships and
their historical underpinnings in social culture. The aim is to understand the relationship between
people and their experiences from the wider society, for example, how social structures, culture,

and class affect and influence experiences of aging. Sociologists are interested in how people
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transition through the stages of life - what constitutes these markers and how they intersect.
They assume that nothing occurs in only one way or in isolation, that factors of place, age,
health, status, economics, gender, class, ethnicity, family and social support all affect individuals
and groups of people.

The field of gerontology, the scientific study of the biological, psychological and
sociological phenomena associated with aging, has marked interest in identification of influential
factors on the changing aging process and the quality of life experiences of the older population.
Social gerontologists often are interested in studying such themes as life course, life journey,
social reconciliation, dependence vs. independence, ageism and intergenerational aspects of
aging processes.

Narrative gerontology. The term ‘narrative gerontology’ was first coined by Jan-Eric
Ruth in 1994 (Kenyon, Ruth, & Mader, 1999) and has since come to designate a framework of
research and practice. Narrative gerontology explores how older adults ‘story’ their lives and
how this relates to meaning-making and the internal dynamics of aging (Bohlmeijer, Westerhof,
Randall, Tromp, & Kenyon, 2011). Kenyon, Clark, and de Vries (2011) describe narrative
gerontology as unpacking a metaphor of story, to determine how the dimensions of story may
illuminate the dynamics of our lives as we transition through the later years of the life course.

Narrative gerontology is inherently interdisciplinary. Along with other disciplines that
utilize narratives (e.g., in anthropology, the humanities, nursing, social work, psychology and
sociology), narrative gerontology shares “the guiding assumption that the main way in which we
make meaning — of the events, situations, and relationships that constitute our lives — is by

making (telling, sharing, and imagining) stories” (de Medeiros, 2014, p. ix).
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Current narrative gerontologists assert that memory and storying in later life play a vital
role in transforming theory, research and practice in healthcare by balancing biographical and
biological understanding of the human and social experience (Birren, 2011). They view narrative
care (involving writing, reading, telling and listening to people’s accounts of their lives) as ‘core
care’ — respecting and acknowledging a person’s biographical life story as fundamentally
important as the basics of life.

Interventional narratology. A new term has emerged from the medical narrative
approach, entitled ‘interventional narratology’ (Wood, 2005). This encompasses a blend of
medical narrative, storying later life, reminiscence, and psychosocial ethics. Interventional
narratology emphasizes the inclusion of human story and narrative as a vital component to foster
understanding of human experience (Kenyon, Bohlmeijer, & Randall, 2011), and lies at the core
of this reminiscence theatre study. This emerging field encapsulates and connects each of the
aforementioned disciplines.

Each of the intersecting disciplines embraces particular theoretical constructs which have
further influenced this study. These are next briefly reviewed.

Theoretical perspectives and philosophical assumptions.

Critical theory. Interdisciplinary critical theory emerged from the Frankfurt School of
1920-1930; it was introduced by Max Horkheimer and the school’s successors. Critical theory is
built upon the ideal of enlightenment, of a civil society, influenced by Marxist theory of social
change with the premise of moving domination and oppression beyond class struggles. It is often
referred to as a form of social or cultural criticism which advocates for varying degrees of social

action (Kincheloe, Hayes, Steinberg, & Tobin, 2011). Critical theorists aim to change social
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institutions, policies and practice, improve social justice, and remove barriers and other negative
influences (Lincoln et al., 2011).

A group of German writers associated with the University of Frankfurt’s Institute of
Social Research in the 1920s, explored how oppression and injustice were shaping the lived
world in the context of post-WWI Germany. These scholars, believing the world was in need of
re-interpretation, focused on changes in capitalism and the associated forms of domination that
accompanied them; none ever claimed to have established a unified method of cultural criticism
(Denzin & Lincoln, 2000).

In the decade after the formation of the Frankfurt school in 1930, key figures relocated in
the 1940s to the United States as a result of the then controlled Nazi Germany and the Jewish
association with Marxism in the school. In particular, they (e.g., Max Horkheimer, Theodor
Adorno, and Herbert Marcuse) were critical of empirical practices of social science researchers
in America, where a common belief among the social science establishment emphasized that
their empirical research could accurately measure and describe any aspect of human behaviour.
The critical theorists felt challenged to respond to the prevailing empiricist outlook (Denzin &
Lincoln, 2000). They focused on the social construction of experience and its centrality in
historical contexts of power dynamics, along with some of the key themes in critical theory such
as alienation, oppression, social struggle, societal critique, new possibilities, and systematically
exploring social institutions through interpreting the meanings of social experience (Creswell,
1998).

Current critical theory has generalized to integrate the social sciences and humanities,
attempting to align ‘truth’ and political engagement (Payne, 1997). Raymond Geuss (1981)

offers a succinct set of definitions which articulate the key principles. First, he refers to critical
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theories as guides for human action in that “they are aimed at producing enlightenment in the
agents who hold them, i.e. at enabling those agents to determine what their true interests are”
(Geuss, 1981, p. 1). They are by their nature emancipatory. Secondly, their cognitive content is
considered forms of knowledge. Third, there are fundamental epistemological differences from
theories in natural science that are objectifying whereas critical theories tend to focus on
reflective practice (Geuss, 1982, p. 2).

Payne (1997) notes a preoccupation in critical theory with some epistemological
questions, e.g., whether truth and goodness relate to each other and if so, in what way; whether
attainment of knowledge relates to a desire for moral action or instead, a temptation towards
ethical and legal violation. Payne (1997) emphasizes that self-criticism is of central importance
to critical theory, addressed by clearly stating the ethical or political stance from which the
researcher is working, opening the researcher’s position for examination by others .

Ideology in critical theory is praxis-oriented, including a variety of approaches that share
an overall aim to empower individuals (e.g., neo-Marxism, materialism, feminism, Freireism —
e.g., Freire’s (1970) ‘Pedagogy of the Oppressed’, and participatory inquiry). Kincheloe et al.
(2011) note basic assumptions among critical theorists as: (1) the importance of power relations
that are social and historical in mediating the individual’s circumstances, as facts are never
isolated from values; (2) the relationship between concept and object is never fixed but often
mediated through social relations; (3) language is central to subjectivity (conscious and
unconscious awareness); and (4) acknowledgement of the privileged and under-privileged.

Applied to the social sciences, critical theorists aim for reconstruction to foster more
egalitarian and democratic practices. Thus, critical theory in research embraces different

methodological approaches. As noted by Creswell (1998), the critical researcher might “design
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an ethnographic study to include changes in how people think, encourage people to interact, form
networks and action-oriented groups, and help individuals examine the conditions of their
existence” (p. 81). Among the pertinent methodologies are case study and ethnographic designs,
as critical theory values multiple perspectives and methodologies. Kincheloe’s (1991) following
recommendation encapsulates the approach as: Viewing oneself as part of the wider cultural
context, “the researcher employs a variety of research strategies, making sense of information
collected in light of the system of meaning, gaining awareness of the theories and assumptions
that guide practice” (cited by Creswell, 1998, p. 82).

Next, key philosophical perspectives from ontology, epistemology and axiology are
offered.

Key philosophical underpinnings. Qualitative research is influenced by philosophical
assumptions which shape the research process. These beliefs influence how the researcher views,
interprets and acts in the world (Creswell, 2013; Crotty, 1998; Denzin & Lincoln, 2011). Denzin
and Lincoln (2011) note that the researchers hold a personal biography — speaking from
particular class, gender, race, culture and ethnic perspectives.

Ontology pertains to the nature of being and reality, and their characteristics. Ontological
questions focus on the nature of reality and what can be known about it (Creswell, 2013; Crotty,
1998; Denzin & Lincoln, 2011).

Epistemology addresses the nature of knowledge. It explores what counts as knowledge,
and what is the relationship between the inquirer and the known (Creswell, 2013; Crotty, 1998;
Denzin & Lincoln, 2011). In critical theory, knowledge is viewed as transactional and subjective;
findings are mediated by values as the researcher along with those researched are considered

linked interactively with the researcher’s values which in turn influence the inquiry (Guba &
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Lincoln, 1994; Lincoln, Lynham, & Guba, 2011). Given this understanding, the qualitative
researcher aims to move as close as possible to the study participants to glean subjective
evidence and experiences. It is through individuals’ subjective experiences that knowledge is
known. As Creswell (2013) asserts, such research is best situated in the field — where participants
live and work.

Carter and Little (2007) discuss three main influences of epistemology key to qualitative
research. First, epistemology impacts the relationship between the researcher and the research
participants, affecting how the researcher views participants in the processes of data collection
and analysis. Secondly, epistemology influences how quality of methods is evaluated. Third, the
form, voice and how the method is represented are influenced by the researcher’s
epistemological stance.

Axiology, a branch of philosophy, is concerned with ethics, aesthetics, religion and
spirituality (Creswell, 2013; Denzin & Lincoln, 2011). The central focus of axiology lies in the
role of values, clarified by Heron and Reason (1997) as the essential purpose of human inquiry
“since any ultimate purpose is an end in itself, a state of affairs that is intrinsically valuable” (p.
287). All researchers bring their values to a study; therefore these values unintentionally or
intentionally shape the research narrative (Creswell, 2013). The influences of the researcher’s
values can manifest at a variety of points throughout the research, for example in the problem
statement, when choices are made on theoretical framework, selection of participants, and
decisions on methods of data collection, analysis and presentation (Denzin & Lincoln, 2011;
Guba & Lincoln, 1990). The qualitative researcher in practice acknowledges the influences of
values and presence of biases in research, and is open in discussing how his or her own values

may have shaped interpretations along with those of participants (Creswell, 2013).
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Each of the aforementioned philosophical perspectives — ontology, epistemology, and
axiology — influences the research study design and selected methodologies. Within a broad
critical theory framework, methodology can be considered ‘dialogic’ and ‘dialectical’. The
dialogic research design enables participants to become actively involved in the construction and
validation of meaning with a purpose, to create a basis for further evaluation (Lather, 1986).
Dialectical practices in research integrate an interactive approach that values reciprocal
‘reflexivity’ and critique, to guard against impositions on the part of the researcher (Lather,
1986). Reflexivity, of high importance in qualitative critical research, is described as the process
of reflecting critically on the self-as-researcher, the human instrument (Lincoln, Lynham, &
Guba, 2011).

Reflexivity refers to the ongoing monitoring of the researcher’s actions and thoughts
(internalized actions) throughout the research process (Hardcastle, Usher, & Holmes, 2006). As
described by Davies (1999), reflexivity denotes “a turning back on oneself, a process of self-
reference... the ways in which the products of research are affected by the personnel and the
process of doing research” (p. 4) and applies across all phases of the research from topic
selection to reporting of findings. Reflexivity enables the researcher to both render as
problematic and provisional his or her own held assumptions while still taking a stand (Lather,
1991).

Reflexivity is central to applied theatre practice. As pointed out by Prendergast and
Saxton (2016), from an applied theatre perspective the reflective process provides room to foster
a personal connection with the material, allowing space for consideration of attitudes and beliefs

that underlie actions. In the applied theatre context facilitation and reflexivity go hand in hand.
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Next, key methodological/paradigm influences guiding the current reminiscence theatre
study are reviewed, integrating the aforementioned considerations.

Reminiscence theatre study: Methodological / paradigm influences.

Critical ethnography. At its core, the aim of ethnography is to describe the nature of
those who are studied, gathering empirical data with consideration of the societal and cultural
context. In ethnographic research the researcher is closely involved in the culture being studied.

With roots in sociocultural anthropology, ethnography is both a research process and a
product of research (Davies, 1999). ‘Process’ includes the data collection methods intended to
capture the essence of social meanings and ordinary activities of people (informants) in naturally
occurring settings (field settings). Multiple methods may be used to encourage a more in-depth
portrait of individuals and their communities. Strategies employed include field notes, interviews
(that may be taped and transcribed) and surveys. Secondary research and document analysis may
be utilized to provide further insight in order to discover logical patterns and social structure. An
ethnographic ‘product’ might be a written description of the studied phenomenon or
representation of the data through theatrical performance.

Aldiabat and Le Navenec (2011) give several reasons for choosing to conduct an
ethnographic study. Ethnographic research assists in describing, documenting and understanding
alternative realities from viewpoints of the participants. It increases the depth of understanding,
providing a rich description from participants’ perspectives and the researcher’s observations.
Secondly, ethnographic study allows the researcher to build a grounded theory that advances the
description and interpretation of observations. Third, ethnographers focus on full descriptions of

any given part of reality.
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A sub-branch of ethnography, critical ethnography”’, is well suited to this reminiscence
theatre study. Critical ethnography integrates a critical theory approach to ethnographic research,
emphasizing implicit values and biases as explicitly acknowledged (Kincheloe & McLaren,
2000). This is especially pertinent to research that aims to understand the thoughts, behavioural
patterns and lived experience within the context of cultural, societal and historical frameworks.
Critical ethnography, then, seems to be naturally situated in arts-based research genres of
performative ethno-drama/theatre and reminiscence theatre praxis. Of particular importance
herein is the stance that no attempt is made to be purely detached and entirely objective
scientifically in reporting and analysis. In practice, critical ethnographers strive to recognize and
articulate their own perspective in order to acknowledge biases that may arise from their own
backgrounds, institutional frameworks and limitations.

Campbell and Lassiter (2015) draw focus to contemporary ethnography. They point out
that although ethnography mixes together elements and histories of both the sciences and the
arts, it also “inhabits very particular ways of being... ways of encountering, thinking about,
interpreting, and acting in the world around us” (Campbell & Lassiter, 2015, p. 1). They assert
that ethnography is hermeneutic, inherently interpretive, and connected intimately to the
personal, implying that mutual learning and change in perceptions may result among researcher
and those researched. Campbell and Lassiter explain that it is only natural to be influenced by
co-experience that develops among researcher and participants as the researcher engages in the
participants’ lives. Therefore, it is imperative that the ethnographic researcher hone an
interpretive stance for engaging in and writing ethnographies.

The creative nature of ethnographic research is also highlighted by Campbell and Lassiter

as they point out that the writing processes themselves generate thoughts and ideas with
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interpretations and transformations. These thoughts and ideas in turn can change how the
researcher thinks about the topics of study and navigation in the world in which one lives.
Campbell and Lassiter view contemporary ethnography as more within the arts than the
sciences. With ethnography’s established tradition of systematic and empirical approaches based
in experience, these writers view ethnography as art to be different from but not necessarily
opposed to science; it is different in that it should not be narrowed to “a kind of ‘objective’,
scientific research method that can be acquired and applied independent of his humanistic,
textual, and intellectual histories and traditions” (Campbell & Lassiter, 2015, p. 9). While
respecting the necessity of epistemological rigor in ethnographic research, Campbell and Lassiter
stress as well the importance of ontological flexibility — to persist in being original, creative and
imaginative, and to be accepting of fluidity and the ambiguities of human relationships.
Particularly important in contemporary ethnographic research and indeed relevant to the
current study is the concept of ‘emergent design’. Campbell and Lassiter describe this as a
research perspective that recognizes the necessity of creative as well as practical alterations in
research design as the project evolves. Emergent design takes into account the diverse and multi-
layered contexts in contemporary ethnographic research, which calls for flexibility, creativity,
and the necessity to make adaptations as the research proceeds. Campbell and Lassiter remind us
that as the research unfolds, plans and goals may change for various reasons. Such research also
needs to take into account the possibility of attrition. For example, research participants may
drop out by change of mind about participating and consenting, or by relocation, illness or death.
Therefore, original questions in the research may become less pertinent while new ones arise.
Campbell and Lassiter emphasize that the core of ethnographic research is about people.

Ethnographic researchers, then, must be open, even embrace unexpected shifts and complexities
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encountered as the research proceeds, and not to sidestep, downplay or ignore these aspects.
These all need to be articulated to give a sense of the contextual environments in which
participants and researchers live.

Contemporary ethnographic researchers, then, will need to develop means to navigate the
messiness, the slippery slope of ethnographic research, setting aside any notion of true
authoritative expertise.

Ethno-drama/theatre. Saldafa (2011) distinguishes between ‘ethno-drama’ and ‘ethno-
theatre’. Ethno-drama refers to “a written play script consisting of dramatized, significant
selections of narrative” (Saldafa, 2011, p. 13). Narratives may be collected from a variety of
sources - interview transcripts, research field notes from participant observation, recollections of
personal experiences, artifacts from print and media, and devised and interpretive texts. Ethno-
theatre “employs the traditional craft and artistic techniques of theatre or media production to
mount for an audience a live or mediated performance event of research participants’
experiences and/or the researcher’s interpretations of data” (Saldafa, 2011, p. 12). Essentially,
Saldafa views ethno-drama as a particular genre of dramatic literary writing while ethno-theatre
allows for a variety of artistic styles and interpretations. It can be argued that ethno-drama is a
process centered creation of theatre whereas ethno-theatre is product centered (the performance).

Ethno-drama/theatre herein is used interchangeably. Ethno-drama/theatre methods lend
themselves naturally as a means to document, reflect and shape reminiscence theatre research.
Next, interdisciplinary narrative inquiry is described.

Narrative inquiry. ‘Narrative’ refers to a telling of some aspect of a person with action
and purpose, for the listener or reader (de Medeiros, 2014). Upon review of various definitions of

‘narrative’, de Medeiros (2014) concludes that narratives are more than the representation of

131



some reality; they typically involve personal interest, are not neutral, and are a constructive
process in the context of the cultural setting, history and interaction. This applies to listening to a
narrative as well as telling or enacting one.

‘Narrative inquiry’ refers to the research processes of re-representations of experience,
attending to and telling about experience, recording and transcribing the experience, analysis of
the experience and the reading of experience (Riessman, 1993). Focal to narrative inquiry are
questions on how much is revealed through communicative action, why the speaker or writer
tells the narrative and ultimately what it means. Zatzman (2006) explains that narrative inquiry is
both a process and a product; as a research methodology it explores how narratives provide a
way to make sense of the individual’s personal experiences within the context of culture, history,
language and gender. Narrative analysis refers to the systematic study of personal experience and
meaning, of how events have been constructed by the individual (Riessman, 1993), all of which
can include components of storytelling.

‘Storytelling’ refers to “what we do with our research materials and what informants do
with us (Riessman, 1993, p. 1). Central to storytelling is the use of metaphor. This narrative
approach is particularly useful to gerontologists seeking to understand biographical aging (Ruth
& Kenyon, 1996).

Metaphor, memory and aging. Randall (2011) explores the interplay between memory,
metaphor and meaning. He points out that in the psychology of aging, memory has been studied
mostly with regard to its cognitive mechanics (e.g., speed of retrieval, accuracy of recall) than to
the meanings connected to memories which Randall (2011) refers to as ‘textual entities’ —
narrative summaries of events which he considers as metaphors. As memories may be edited and

re-interpreted, changes in an individual’s life course may in turn impact how memories are
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interpreted and woven together in ongoing storying narratives. Essentially, Randall (2011)
reminds us that memory is a process; although flawed regarding reliable, rapid access to full and
accurate recollections of facts and events, memory as a process of ongoing story metaphor and
meaning-making is posited as the basis for a sense of self — the individual’s feeling of identity,
uniqueness and self-direction (Nugent, 2013) - all the more important in late adulthood to adapt
to a multitude of changes.

‘Metaphor’ is often utilized across intersecting disciplines, particularly in applied theatre
and narrative inquiry, yet its definition is unclear. As Randall (2011) points out, it is a challenge
to define the word. A review of how metaphor has been conceptualized from an
autobiographical perspective (Olney, 1981) and in science and the humanities (Kenyon, Birren,
& Schroots, 1991) offers a working definition of metaphor. Metaphor is a process and a tool for
meaning-making — a way to enter the unknown through the gateway of what is known (Randall,
2011). For Randall, memories convey metaphors which in turn evoke memories. He elaborates
that the meanings embedded in memories are repeatedly reconfigured as individuals tell and
retell their stories which may be re-examined and re-interpreted over time. Of particular
importance for the older adult is Randall’s (2011) premise that the inner and outer conditions of
later life have advantages that can positively facilitate reconfiguration of memories and meaning
making. He highlights linkages between narrative and dementia.

Randall (2011) acknowledges that with dementia, limitations can arise in meaning-
making, especially new meaning, but he asserts that the individual with dementia is still capable
of some degree of narrative development and can remain ‘biographically active’, which aligns

with the author’s perspectives. Ultimately, Randall (2011) links wisdom and self-understanding
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with the dynamic interplay between memory, metaphor, and meaning — all central to
reminiscence theatre practice.

In this next section, the reminiscence theatre study methodologies are reviewed.

Reminiscence theatre study methodology. This study integrates components of case
study, ethno-drama/theatre, and narrative inquiry.

Case study rationale. Case study methodology has been selected for this reminiscence
theatre study as it best reflects the interdisciplinary connections between the disciplines. Case
study is briefly defined as “an empirical inquiry about a contemporary phenomenon (e.g., a
‘case’), set within its real-world context — especially when the boundaries between phenomenon
and context are not clearly evident” (Yin, 2012, p. 4). The case study design is aptly suited for
this inquiry as it examines complex conditions, context, and real life experiences of older adults
with dementia in residential care. This approach allows for multiple data sources (e.g., ethno-
drama field-notes, research reflections pre- and post-health surveys and older adult interview
transcripts), all of which embrace multiple perspectives of artist, researcher, and healthcare
provider.

As clarified by Yin (2014), case study research is recommended as the preferred method
when the central research questions pertain to ‘how’ or ‘why’, when there is minimal control
over behavioural events (in contrast to experimental studies where independent variables are
carefully manipulated), and when the study is focused on a contemporary rather than mainly
historical phenomenon. This is applicable to the current study, as case study methodology
encompasses up-close and in-depth understanding of individual older adult life stories within the
context of the broader residential care environment. In addition, the small sample size (11 older

adult cases) lends itself to a descriptive analysis. Adding qualitative narratives expands upon
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what surveys alone offer, enabling a richer understanding of the human experience from the
setting. Case study methodology also supports the evaluative component of the theatre devising
process.

Yin (2014) elaborates on design and methods in case study research. Construct validity,
which identifies appropriate operational measures for the concepts of investigation, is addressed
in case study methodology by including multiple sources of evidence and establishing a chain of
evidence, typically in the data collection phase. Yin (2014) comments that internal validity,
which focuses on establishing causal relationships, does not apply to descriptive and exploratory
case studies. External validity, which addresses the generalizability of findings beyond the
research context, is tied to ‘how’ or ‘why’ questions at the design phase and is related to theory,
with replication involved in multiple-case studies (Yin, 2014).

Reliability, the likelihood of replicating results through the study’s method, seeks to
minimize errors and biases in the research. Yin (2014) points out that case study research has
generally struggled in this area due to poor documentation. However, reliability can be much
improved through use of a case study protocol and developing a case study database. Overall,
case study design methods can address limitations regarding issues of reliability and validity
(Yin, 2012), and enhance depth and breadth of understanding of the topic of study.

Selection of narrative inquiry and ethno-drama/theatre. For this reminiscence theatre
study, narrative inquiry can be justified as an appropriate methodology as it can play a vital role
in transforming theory, research and practice in health care by balancing biographical and
biological understanding of the human and social experience. Active engagement in writing,
reading, telling and listening to people’s accounts of their lives through reminiscence theatre as a

health care intervention, supports the concept of narrative care as core care — acknowledging and
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respecting an individual’s life-story. Narrative analysis assists us to decipher and best understand
the complexity of meaning.

Narrative analysis was selected for two purposes. The first was to capture older adults’
oral stories through tape recorded, one-to-one open-ended interviews and verbatim
transcriptions. These texts are analyzed to identify patterns and themes with the intention of
reshaping these into scenarios for the theatre production. Secondly, narrative analysis provides
insight into the health and wellbeing, and psychosocial state of the older adults engaged in the
interviews by exploring patterns in speech and emerging themes embedded in their stories.
Additional texts from field notes and comments from pre- and post-questionnaires are analyzed
to identify changes throughout the research process.

Ethno-drama/theatre creates a space for the researcher to observe, reflect and respond
from within in the reminiscence theatre process. It also creates a space for the researcher’s voice
to be embedded within the study. Narrative inquiry and analysis provide a method to understand
the lived experiences of participants from the past and bring them forth. Given the nature of
reminiscence/life review and storying later life, ethno-drama/theatre and narrative inquiry are
viewed as ideal methodologies for the reminiscence theatre study.

Study limitations. The link between ethno-drama/theatre and narrative inquiry for
reminiscence theatre is clear. However, it is important to be mindful of the limitations as they
hold implications for practice. Generalizations of meanings extracted from story narratives are
problematic in that representations and their interpretations are fluid and contextual, not
universal or fixed. Reality is represented partially, selectively and imperfectly, with
interpretation involving both expansion and reduction of the teller’s whole experience. The

agency of the narrative lies with the teller but the processes of interpreting, representing and
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composing the narrative are subjectively influenced by the experiences of others (e.g., the
researcher, the theatre devising team, the playwright).

Another limitation of narrative relates to time and sequencing. Riessman (1993) notes
that some researchers argue for a restrictive definition of narrative that pertains to the order of
events that move in a linear way through time. Others (e.g., Michaels, 1981) assert that thematic
sequencing should be utilized in which details of an episodic narrative are linked together by
theme rather than by time. For reminiscence theatre the latter tends to be the case, as in theatre
practices, moments in time are re-organized intentionally and non-sequentially, going back and
forth for dramatic effect and aesthetic appeal.

Some researchers (e.g., Labov & Waletzky, 1967) focus on language as representing
reality and thereby suggest the issue of ‘truth in story’ may be problematic in narrative research,
particularly when working with the elderly with cognitive or memory deficits. However,
Riessman (1993) notes that narrative researchers have been influenced by phenomenology and
take the stance that “narrative constitutes reality: It is in the telling that we make real phenomena
in the stream of consciousness” (p. 22). Narratologists view language “as deeply constitutive of
reality, not simply a technical device for establishing meaning. Informants’ stories do not mirror
a world ‘out there.” They are constructed, creatively authored, rhetorical, replete with
assumptions, and interpretive” (Riessman, 1993, pp. 4-5). Similarly, de Medeiros (2014)
addresses the issue, emphasizing the relational and interpretive aspects of narratives and the
importance of meaning, of conveying something personal about the narrator rather than getting
the facts perfectly accurate.

Narrative inquiry can be seen as an effective methodology for reminiscence theatre even

with its limitations. For applied theatre artists and reminiscence theatre practitioners, narrative
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provides an interpretive container to pay attention to meaning in context through an interpretive
lens. How experience is represented can be thought of through these questions: How is talk
transformed into a written text and how are narrative segments determined? What aspects of the
narrative constitute the basis for interpretation? Who determines what the narrative means and if
alternative interpretations are possible? (Riessman, 1993). From the perspective of the applied
theatre discipline, the answers lie in the intentions of the theatre piece. In applied theatre and
reminiscence theatre the narrative content is emergent; therefore the process is fluid and choices

are made on an ongoing basis, collaboratively with the older adults, researcher and artists.

In the first part of Chapter Three, key theoretical and methodological influences from
intersecting disciplines of social dimensions of health, gerontology, narratology, applied and
reminiscence theatre have been synthesized to articulate the influences which shaped this study.
The second portion of this chapter provides the case study design overview for the

intergenerational reminiscence theatre study entitled, ‘Moving forward backwards’.

Reminiscence Theatre Study: Within Case Study Description

Problem statement. The majority of Canadian older adults are living longer, healthier,
independent and active lives within the general community. However, for others this increased
longevity reflects an increase in chronic illness and Alzheimer’s/other dementias in later
adulthood, often requiring placement. As a result of changing residential care facility
demographics, it is anticipated that many older adults will experience accumulating losses as
they transition from home into a care facility, affecting their sense of self, autonomy and agency.
They can become socially isolated, decreasing their quality of life and well-being.

To best address the needs of this shifting aging demographic, healthcare professionals are

seeking sustainable, dementia-specific initiatives to meet care needs. As noted earlier in the
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literature review in Chapter One, international research highlights holistic, person- and
relationship-centred arts-in-health programming which is shown to enhance health, wellbeing
and quality of life for this population. In Canada, such initiatives are emerging in the general
community yet appear less frequently in some residential care facilities.

Research question. Does active engagement in family reminiscence theatre enhance
psychosocial quality of life for older adults with mild to moderate cognitive impairment in care?
If so, how? If not, what are the barriers? Sub-Questions: What are the factors which affect the
impact and outcomes of reminiscence theatre engagement for older adults and adult family
participants? What are older adults’/family perceptions of the older adults' health, quality of life
and well-being? How does engagement in reminiscence theatre with older adults in care affect
family participants' perceptions of their loved ones?

Background. This study was greatly influenced by reminiscence and life review theory
and practice, and several years’ experience as a freelance applied theatre facilitator. Previous to
this study, the PI (principle investigator) founded Applied Theatre Consulting Services (ATCS),
a proprietorship which developed, implemented and evaluated applied theatre initiatives across
arts, education and healthcare contexts with various age groups. Latter ATCS initiatives were
influenced by the reminiscence theatre practices of Pam Schweitzer, founder of the UK’s Age
Exchange and the European Reminiscence Network. Reminiscence theatre initiatives were
offered (‘Living History’ programs) to the then Vancouver Island Health Authority (now Island
Health) adult day centres in 2004-06.

The ATCS artistic director later expanded upon the Living History program by offering it
in a residential care facility. A reminiscence theatre practice model was developed and integrated

into the centre’s activities programing. The reminiscence theatre model included the steps of
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interview, transcription, devising, and performing. A total of twelve reminiscence theatre
projects were implemented at the residential care facility previous to this current research study.
Each project was informally documented, analyzed and evaluated in accordance with
reminiscence theory and literature. Anecdotal observations from practice motivated and shaped
the current reminiscence theatre study, which integrated the above model.

Study synopsis. This site-specific ethno-drama/theatre case study explores and describes
the impact of active engagement in reminiscence theatre on eleven older adults with mild to
moderate cognitive decline residing in a dementia-specific unit of a complex care facility. This
family reminiscence theatre research initiative aimed to develop, implement and document the
process of creating reminiscence theatre performance from older adult and family participants’
memories and stories.

Reminiscence theatre is performance created from the essence of real life stories and
memories of older adults. In this study, one-on-one reminiscence/life history interviews were
conducted with the older adult participants. These were audio-recorded, transcribed verbatim and
reviewed with participants for story selection and consent, to select content for play devising. A
core company of reminiscence theatre artists was created to collaboratively devise a
reminiscence theatre performance from these stories. The performance was presented to older
adult participants and invited guests at the facility, with post-performance evaluative surveys.

Objectives. The central objective of this study was to explore if and how family
reminiscence theatre engagement can enhance quality of life for older adults in care with mild to
moderate cognitive impairment. Secondly, the research was to explore how engagement in
reminiscence theatre affects adult family members themselves and their perceptions of their older

adult family member.
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Overall, the aims of reminiscence theatre are to involve older adults in social activity
relevant to their own life experience, to stimulate long-term memory, to honour the contributions
of older people, and to strengthen self-confidence, self-awareness and self-esteem, all of which
hold the potential to enhance quality of life.

For this study, a key objective was to provide a context wherein older adults in care and
their adult families could engage in a novel creative reminiscence theatre arts initiative to reflect
on lived experiences, share memories, build relationships, increase social activity, and reframe
perceptions of health and well-being. At a more general level, aims of this research were to
advance arts in health initiatives for older adults in facility care, and specifically explore family
reminiscence theatre as an initiative to address the need for innovative, sustainable, dementia-
specific programming while enhancing quality of life.

Research site description.

Overview. A Victoria area site, an Island Health complex care facility, consented to
participate in this study. The site administrators supported the integration of the reminiscence
theatre program into the licensed dementia care model on one unit of the facility. This model is
elaborated below, in the facility’s statement of philosophy.

Research site’s philosophy statement. Provide care that is gentle, respectful, ethical,
supportive and professional that supports chronic and complex conditions affecting the older
adult. Licensed Dementia Care (LDC) is an approach to care that has been demonstrated to
benefit people who have moderate levels of dementia. The model of care respects residents for
who they are and who they have been in their life. It allows residents to make choices about
social interactions and activities that reinforce their sense of dignity and emphasizes their

abilities rather than their losses.
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It is an activation-based approach to care that emphasizes familiar daily activities that are
meaningful to each person and promotes overall health and quality of life. It focuses on keeping
people mobile and functional for as long as possible, in spite of their cognitive challenges.

The licensed dementia care model has admission criteria that will assist in identifying those who
can most benefit from the service. In general, people who require ‘cueing’ and secure
environments in order to continue active lives are the best candidates for licensed dementia care.
The model is not suitable for people who have behaviours that may put themselves or others at
risk.

LDC focuses on people who are mobile but can no longer live safely in their home or in
an Assisted Living site, need additional security features and 24-hour care. The goal of licensed
dementia care is to support clients to maintain their remaining abilities for as long as possible.
Because they have less need for medical care than some other people in residential care, the
model involves a different mix of staff, with greater emphasis on activations and personal care
staff.

Individuals will be transitioned into complex care with increased nursing oversight if
their medical or cognitive status requires. Every attempt is made to transition people within the
same facility as their care needs change, maximizing familiarity with surroundings and staff.

Historical context. Historical socioeconomic origins of the institution ranged from upper-
middle socioeconomic status in earlier years, to middle to lower in later years. The residents at
the time of the study ranged from middle to lower economic status. Ownership of the residential
care centre was in flux at the time of the study (building in need of upgrade to accommodate
complex care needs of older adults). The facility was up for sale, creating internal administrative

and staffing difficulties. The activities team within the therapeutic services department consisted
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of six staff at risk of cutbacks as the facility was undergoing major adjustments to programming
and staffing. The administrative framework has shifted over time from privately owned to
Vancouver Island Health Authority (now Island Health).

Demographics. This site is a publicly funded community-based care facility for older
adults that houses an average of 290 older adults who reside in two, three-level sections
comprised of two Alzheimer’s/dementia contained units, two mild cognitive impairment units,
two general units and an independent living unit. A central, open space Main Lounge hosts the
centre’s larger group activities. Ages range from 65 to 103.

Participant demographics. The cultural demographic was mainly Caucasian with a Euro-
ethnic influence, a strong dominance of UK and Canadian backgrounds. Other much less
common ethnicities included Indian, Japanese, German, Norwegian, and Egyptian. Gender was
mixed, with more females than males.

The majority of the residents were physically mobile, able to navigate around the
institution either with walkers or wheelchairs. Many were coping with the effects of chronic
health conditions. The care facility unit was in an adjustment phase, adapting to new
management, program development and care structures. It is now referred to as a LDC facility,
with services shaped in accordance to the LDC philosophy.

Research study participants. Three groups of individuals were to be engaged in the
study: older adult participants, adult family members, and the reminiscence theatre devising
company. The first group was comprised of older adults (age 65 and over, mixed gender) with
mild to moderate impairment residing in the facility, to participate in interviews and a series of
drama groups towards play devising, and view the performance. This was the primary population

of interest. Because of decline, these individuals are often perceived as unable rather than able.
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As the literature (e.g., Kitwood, 1997; Kontos, 2010, 2012; Kontos & Naglie, 2013) and practice
shows, this population tends to become invisible, and loss of personhood occurs as the decline
progresses. The literature suggests that engagement in reminiscence theatre increases esteem,
decreases depression, and enhances social engagement. There is a need for innovative,
sustainable programming in facility care to augment existing services that can enhance quality of
life and reflect the positive capabilities of this group. As indicated in the literature, the older
adult population in the general community has access to an abundance of resources, creative
programming and support services, different than for older adults in care who are often isolated
and do not have the same opportunities for creative engagement.

The second group of participants was to be adult (at least age 19) family members of
older adult resident participants. Family relationships usually are the most important and longest
in duration for older adults, and likely to be a central part of the person's support network.
Family members and associated experiences are the most likely to be remembered by older
adults. Integrating adult family members into reminiscence theatre practice with older adults in
care is relatively novel particularly in the Canadian context. By engaging in a creative
collaborative project together, family members may begin to experience their loved one as
someone who, despite the decline, is still capable of engagement and personal connection.
During the processes of reminiscence theatre, family members have the opportunity to
experience new interactions with their loved ones in the here and now, seeing them in a new and
more capable light. Reciprocal potential benefits exist. Whereas the focus of the proposed study
is on the impact of family reminiscence theatre engagement on older adults' quality of life, the

involvement of family member participants does not address their quality of life. Their role was
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to be as participants in the reminiscence theatre workshops with older adults and viewing the
performance.

The third group - reminiscence theatre devising company participants — was of interest as
they would be able to provide the necessary aesthetic component to the project. Victoria has a
strong core population of applied theatre graduates who have the necessary understanding of the
theoretical underpinnings and professional expertise to conduct themselves in such a challenging
project. The proposed core company aimed to include participants with experience in working
with older adults in care facilities and familiar with the challenges of this particular
demographic. It was anticipated that with the facilitation of the PI they would be able to balance
aesthetic autonomy with healthcare integrity.

Study phases / timelines. The research activities initially were broadly organized into
the series of phases/timelines summarized below.

Phase 1 (Oct-Dec 2014): Pre-Project Preparation. Preparing all necessary material for
the project: Gaining participation consent from the site administrator, confirming procedures and
ethics protocol; Selection and refinement of instruments; Letter of invitation to participate.

Phase 2 (Jan 2015): Recruitment, instrument implementation and life history
interviews. Recruit older adult and family participants; Hold orientation session for participants
(including consent forms); Conducting reminiscence / life review interviews with older adult
participants; These interviews were transcribed verbatim in preparation for consent of older adult
participants and story selection for theatre devising; Review verbatim transcripts with older
adults for consent; story selection decisions on content (for theatre devising with reminiscence

theatre actors); compile selected stories into rehearsal manual for actors; principal investigator
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prepares workshop material for reminiscence theatre devising company; transcripts coded for
themes and content. Recruitment of reminiscence theatre acting company.

Phase 3 (Feb 2015): Reminiscence theatre/drama workshops with older adult and
family participants and actors. Weekly drama workshops offered with older adults and family
and the reminiscence theatre actors. Workshops filmed and photographed (with consent) for data
analysis and archival purposes. The aim of these workshops: to collaboratively devise potential
scenes for the final reminiscence theatre production.

Phase 4 (March-April 2015): Reminiscence theatre devising process. 2-hour weekly
sessions. Week 1: Orientation: Introductions, review of project; Week 2: Actors review stories
with older adults and tease out themes for focus of content; scene development; Week 3: Actors
present stories and scenes to older adults and family members for clarification and adjustments,
and further consent; Week 4: Actors present final revised scenes to older adults for final
revisions; scripted play — sequence outline; concluding workshop. Actors move into devising
process; rehearsals, integrate selected consented stories into final reminiscence theatre script.

Phase 5 (1 week in April 2015): Reminiscence theatre company rehearsal process.
(Without older adult and family participants). Devising/acting company rehearses and shapes
story into final play, integrating theatrical elements.

Phase 6 (April 2015): Reminiscence theatre performance. Reminiscence theatre
presentation; the shape of the production to emerge throughout the devising process with the
company actors. The performance filmed and photographed (with consent) for data analysis and
archival purposes. The reminiscence theatre piece performed first at the site for an invited
audience, consisting of older adult and family participants and their guests. Secondly (upon

confirmation), the piece to be performed at the University of Victoria Phoenix Theatre, Barbara
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Mclintyre Studio for an invited audience of site staff, administrators, applied theatre practitioners
and students, and available study participants. The performance piece to be followed with an
actor-in-role post-production audience question/answer period facilitated by the PI.

Phase 7 (April-June 2015): Post-production instruments administered. Post-production
questionnaires: Quality of life instrument (older adults), personal inventory survey (older adults),
post-performance interview (family participants) and post-production reflections (older adults
and family participants).

Phase 8 (May-Dec 2015): Final data analysis, report preparation and dissemination.
Review of all data, synthesized into project report and presentation for facility to occur.

Data collection procedures.

Overview. This arts-based research study on reminiscence theatre in a healthcare context
was inherently interdisciplinary. The emphasis was on qualitative data, with an approach that
valued the views and voices of the participants. Within case study, narrative inquiry, and ethno-
drama/theatre were selected to represent participants’ individual and group experiences of
engagement in reminiscence theatre.

This study involved pre-planned interview procedures. Emergent themes from interviews
were integrated during the drama workshops and play devising process. Themes were anticipated
to arise more explicitly from older adult, family and artist/researcher interactions throughout the
study phases. The ethnographic insider observations of the researcher and emergent data from
analyzed older adult interviews shaped the reminiscence play devising processes. Sources of
information related to determination of outcomes included the PI’s field notes throughout the

project, survey questionnaires, structured interviews, and a few standardized instruments where
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the data was used for descriptive rather than formal statistical analysis purposes. Following is a
synopsis of the types of data collected and procedures involved.

Self-assessment form. Following completion of approved ethics protocols; ‘Personal
Inventory’ forms were completed and reviewed by the PI prior to carrying out interviews with
older adults.

Ongoing ethno-drama field notes. These provided qualitative data from the PI’s
reflections throughout the study. Field notes included informal observations and reflections from
interviews and drama workshops with the older adult participants, and from the reminiscence
theatre company’s involvement in the drama workshops, play devising and performance
processes.

Older adult interviews: Audio-recordings and transcriptions. Individual interviews of
older adult participants were conducted and audio-recorded by the Pl in a closed private room by
the nursing station in the facility. The interview recordings were transcribed verbatim and coded,
removing names and other identifying information. The transcripts were brought back to the
interviewees (member checking), verbally read, and the Pl and older adult discussed what
aspects of the interview were to be selected for inclusion in the theatre play to be devised, with
informed consent sought for use of content in the fictional story for play development. Upon this
consent, the collected stories were refined and edited into narratives for script development by
the researcher in preparation for the reminiscence theatre devising company.

Video-recordings. Upon formal consent procedures and administrative approval, video-
recordings of drama workshops and the reminiscence theatre performance were carried out.
Selected photographs, images, and video recordings were to be used to supplement the study

report to the facility, the oral dissertation defense presentation, and potential journal publications
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and conference presentations. Any identifying information for which there is not consent was not
utilized.

Play devising process. The director and PI investigator worked collaboratively through a
series of drama workshops and orientations to develop a reminiscence theatre script. This script
was staged, rehearsed and performed at the care facility for the residents, family participants and
invited guests. This process was documented by the PI through reflective journaling on
observations as to what was done, how, and reactions throughout the process.

Surveys / questionnaires. Signed consent procedures were followed through, with
informed consent/assent obtained from participants and documented prior to administration of
any surveys/questionnaires. The selected inventory forms were verbally administered
individually by the P1 with older adults prior to the theatre preparation process. The standardized
instruments included the CASP-19 (Hyde et al., 2003), and the Alzheimer Disease-related
Quality of Life (ADRQL) — Revised (Black, Rabins, & Kasper, 2009). The ‘CASP’ in CASP-19
refers to the dimensions of ‘control’, ‘autonomy’, ‘self-realization’, and ‘pleasure’ captured by
the items (Hyde et al., 2003). The quantitative data from these instruments were intended to be
utilized for descriptive purposes rather than formal statistical analysis (not feasible for a small
group size) to note any significant patterns that might correlate with interview transcripts.

The CASP-19, which assesses quality of life among older adults, was self-rated with the
older adult participants and verbally administered by the PI. The ADRQL-R focuses on the
Alzheimer’s population in assessing health-related quality of life, based on ratings of family
caregivers or professional staff in residential care facilities. The latter instrument is more suitable
for older adults with at least moderate cognitive impairment (only yes/no responses required) and

is proxy-rated. The Pl completed the form with and for each older adult participant, and
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reviewed it with the Activities staff person responsible for the particular older adult resident, to
add their observations.

The Personal Inventory, a self-rating scale developed for the study, was verbally
administered by the Pl. An impact of engagement rating scale survey (Reminiscence Theatre
Evaluation Questionnaire) was administered to older adult and family participants after the
reminiscence theatre performance (verbally administered to older adults by the PI; completed on
own by family participants and others in the audience).

The following forms, questionnaires and standardized instruments were utilized to collect
background and health / quality of life-related information (see Appendix B): Participant
Demographics / Perception of Health Form; Personal Inventory - Pre-Program; CASP-19 (Hyde
et al., 2003) - Pre-Program; Older Adult Interview Questions - Reminiscence / Life Review
Interview for Theatre Devising; Personal Inventory - Post-Program re-administration; CASP-19:
Post-Program re-administration; Alzheimer Disease-related Quality of Life (ADRQL) — Revised
(Black, Rabins, & Kasper, 2009) - Pre- and Post-Program. The aforementioned forms and
questionnaires were devised by the PI except for the CASP-19 and ADRQL-R.

Data analysis procedures.

Overview. The data collected in this study were shaped as an interpretive inquiry
exploring reminiscence theatre through a series of within-cases studies. The priority was placed
on the qualitative strands with some quantified measures to enhance the descriptive exploration.
It was anticipated that a large amount of data would be gathered from field notes, interview
transcripts, survey instruments and a reflective journal; therefore, a systematic approach to

managing the data was followed.

150



Qualitative data. Transcripts from interview data were analyzed for two purposes — to
gather health-related information on older adult resident participants, and to collect stories and
memories for theatre development. Interview data were collected first as verbatim texts and then
further refined for analysis by reducing the texts into themes through a process of coding,
condensing codes, and finally representing the data in figures and tables. Interview transcriptions
were reviewed first to gain a sense of the whole narrative and secondly, to clean the transcripts to
remove any identifiable information and replace these with pseudonyms. These transcripts were
reviewed with the older adults, the narratives re-read several times with the aim of memo-ing in
the margins to focus general ideas expressed by the participants. In addition, field notes
immediately after the interview captured the researcher’s interpretation, with the intent of
gathering observable behaviours, moods, nuances and other variables which impacted the
interview. Next, the Pl implemented open coding steps as discussed by Boeije (2002) and
Saldafia (2013).

The data from transcripts were analyzed and summarized into ‘codes’ — “labels that
assign symbolic meaning to the descriptive or inferential information compiled during a study”
(Miles, Huberman, & Saldafa, 2014, p. 71). The first step in coding involved comparisons within
a single interview to code passages to draw links between them, comparing fragments, looking
for new or repeated information. The second step entailed comparisons between interviews
within the same group (axial coding). Herein the aim was to compare individuals with the same
group of older adults, looking for patterns and combinations of codes and categories essential for
thematic analysis. This provided for further conceptualizing of the subject, identifying

indications and characteristics for each concept.
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The coding followed first and second step coding cycles (Miles et al., 2014) to provide
insights into participants’ perceptions, worldviews, and life conditions. Transcripts were
reviewed for themes linked to literature and theory on quality of life, well-being and self-
perceived health — in turn linked to a social dimensions of health perspective by considering
older adult participants background with regard to socioeconomic status and health. The
emergent codes were a combination of pre-planned, emotion, exploratory, provisional,
hypothesis, magnitude, and attribute coding patterns.

Emotion coding pertains to references to emotional experience in a transcript passage or
inferred by the researcher. Exploratory coding includes several methods, the most relevant to this
study being provisional and hypothesis coding. Provisional coding begins with codes generated
by the researcher, and as the data are reviewed they can be revised, modified, narrowed or
expanded. Hypothesis codes also are researcher generated at the start, based on theory or
prediction of data to emerge. Magnitude coding are alphanumeric or symbolic codes applied to
existing coded data to convey intensity, frequency, presence, direction, or evaluative content.
Attribute coding refers to descriptive information such as characteristics of participants or
demographics. Miles et al. (2014) proposed that these codes are apt for studies, such as the
current one, that aim to honour and prioritize the voices of participants, attending to both
intrapersonal and interpersonal experiences and behaviours, thus enhancing insight into the
perspectives and life conditions of the participants.

Code patterns were documented as narrative descriptions, integrating first cycle codes
into narratives with supported field notes. This information was organized on an ongoing basis
utilizing the techniques of jotting (Emerson, Fretz, & Shaw, 2011), essentially ‘analytic sticky

notes’ in which the researcher’s comments can be attached to specific chunks of data (Miles et
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al., 2014). Also utilized was analytic ‘memo-ing’ — “brief or extended narrative that documents
the researcher’s reflections and thinking processes about the data” (Miles et al., 2014, p. 95),
aimed towards synthesizing data into a higher level of analytic meaning, towards second cycle
coding.

Within-case analysis: once this second cycle data coding was completed the data were
further analyzed through strategies within cases, data evaluated pre- versus post-program.
Within-case analysis strategies included replication (studying a case in depth and examining
successive cases for matching patterns), forming types or families (finding clusters of cases that
share certain patterns and organizing them along particular dimensions), and looking for themes
that may be evident across cases. These types of strategies are believed to deepen explanation
and understanding (Miles et al., 2014).

Quantitative data. Data from quantitative measures were tabulated. For standardized
measures (CASP-19, ADRQL-Revised), individual and group scores were reviewed with
reference to normative data. It is acknowledged that the sample was not sufficiently large for
formal analysis; however, it was anticipated that the quantitative data may be illuminating and
help provide corroborative information regarding other sources of data. Other quantitative
measures that are not formal standardized instruments (e.g., Personal Inventory) likewise may
supplement qualitative data with quantitative information.

Handling of missing or incomplete information: it was anticipated that the most likely
reason for missing or incomplete information would be if participants chose to withdraw at any
point from the study or if there was variable attendance. Data from participants choosing to

withdraw from the study were not used.
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Reliability and validity.

Qualitative data. Reliability was addressed through use of protocols incorporated into the
study processes and establishing a database for the case study (Yin, 2014). As for checks for
validity, strategies of reflexivity, triangulation, member-checking, and audit-trail were integrated
into this study.

The concept of reflexivity acknowledges that the researcher’s orientation is shaped by
socio-historical locations, values and interests (Hammersley & Atkinson, 2007). In keeping with
this principle, reflexivity took place throughout the research process at multiple levels through
ethnographic field notes.

Triangulation involves finding evidence for a code or theme across several data sources
or different individuals. Data from participant observation, interviews, and survey documents
were compared to check for validity of inferences (Hammersley & Atkinson, 2007), qualitative
interviews referred to in order to inform or add to the quantitative data from inventory surveys.

Member-checking involves showing the findings to the participants and checking with
them whether their experiences were accurately reflected. The PI inquired about the identified
themes from interviews, made sense of them and reflected on what they meant (e.g., verbatim
transcript texts were reviewed for accuracy with older adult participants).

Audit-trail documents the details of the research process as it unfolds. The Pl maintained
a log of activities that took place along with evolving decisions made throughout the study. The
log accompanied ethno-drama/theatre research journaling as a reflective commentary on what
occurred.

Quantitative data. As noted earlier, data from quantitative measures were tabulated for

descriptive purposes as it was expected that the sample size would not be large enough for
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formal analysis procedures to establish statistical significance. Nevertheless, there is ample
statistical evidence to support the use of the CASP-19 and ADRQL-R even if not intended to
establish statistical significance of quantitative data.

The CASP-19 (Hyde, Wiggins, Higgs, & Blane, 2003) assesses quality of life among
older adults, focusing on the domains of control, autonomy, self-realization and pleasure; these
domains are viewed as equal and integrated rather than organized in a hierarchical manner. This
instrument is now included in many national surveys in Britain and other countries. A recent
study focusing on the psychometric properties of the CASP-19 (Kim et al., 2014) lists a number
of studies that have validated its factor structure, most of these undertaken in Western European
countries. This research was based on large samples in three Eastern European countries (Czech
Republic, Russia, Poland), with findings of Cronbach’s alpha coefficient of internal consistency
reliability ranging from 0.83 to 0.86 for the total score. Two of the domain scores (Pleasure, Self-
realization) showed acceptable reliability while correlations were weak regarding the other
domains (Control, Autonomy). The authors conclude that the instrument is a valid and reliable
tool for assessing quality-of-life in older adults, and are refining the instrument by exploring
twelve-item forms that optimize statistical properties.

The ADRQL-R (Black, Rabins, & Kasper, 2009) focuses on the Alzheimer’s population
in assessing health-related quality of life, based on ratings of family caregivers or professional
staff in residential care facilities. The following excerpts from Kasper et al. (2009) highlight the
acceptable statistical properties: “good item-internal consistency (67.5% of items met 0.40
standard); high correlation of items to hypothesized scales (85% of items met criteria for 4 of 5
subscales and the overall instrument)... internal-consistency reliability coefficient exceeding the

minimum reliability standard for group comparisons (0.86 for total scores; range of 0.56 to 0.83
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for subscales). In a community sample, the ADRQL discriminates between groups and is

responsive over time in hypothesized directions” (Kasper et al., 2009, p. 275).

Next, the original Joint University of Victoria and Vancouver Island Health Authority

Ethics protocol for this study is reviewed.

Study protocol. (Approved through the Human Research Ethics Board)

Protocol synopsis. This study explored the impact of active engagement in family
reminiscence theatre on older adults in care with mild to moderate cognitive impairment.
Reminiscence theatre is performance created from the essence of real life stories and memories
of older adults. This family reminiscence theatre initiative involved the development,
implementation and documentation of theatre performance creation from older adults’ and
family participants’ memories and stories. Individual reminiscence/life history interviews were
conducted with the older adult participants, audio-recorded, transcribed verbatim and reviewed
with participants for consent, and story selection for play devising. A core company of
reminiscence theatre artists collaboratively devised a reminiscence theatre performance from
these stories — first, through group drama workshops with the older adult and family participants,
and secondly with the theatre company actors, playwright and director. The performance was
presented to older adult study participants, family and others in an invited audience, with post-
performance analysis.

All Ethics protocol documents are in Appendix B. These are grouped into four sub-
categories: approval documents (B-1), recruitment materials (B-2), data collection methods (B-

3), and free and informed consent forms (B-4).
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Selection of study population.

Older adult participants. Older adult participants were selected on the following criteria:
age 65 or older, males and females, have a range of chronic health conditions including mild to
moderate levels of cognitive impairment, Alzheimer’s disease and other dementias, and reside
full-time on a dementia-specific unit of the residential care facility. They were capable of
cognitively understanding activities and had minimal mobility issues. Psychologically and
physically they were able to participate in individual interviews and group drama activities with
minimal assistance. They were either capable of giving consent, or if cognitively unable to
consent the family or healthcare provider could consent on the individual’s behalf where other
inclusion criteria are met.

Family participants. Adult family participants considered for inclusion in the study were
related to the older adult study participant. At least age 19, they may be a spouse, sibling, parent,
aunt or uncle, adult child, adult grandchild, or adult niece or nephew, biological or adopted.
Participants would have a relationship history with the older adult with no known physical,
behavioral or mental health issues which would negatively impact the older adult. The family
participant would be able and willing to positively engage with the project and adhere to ethical
conduct in accordance to ethical Joint UVIC/Island Health Ethics protocol as outlined in the
consent agreement.

Reminiscence theatre devising and performance company participants. These
participants were selected among current and former UVic applied theatre students. Criteria for
inclusion were: experience working with older adults in healthcare facilities and familiarity with
the challenges of this particular demographic. The participants were young adults age 19 and up,

of mixed gender and ethnicity.
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Exclusion criteria. For older adult participants, exclusion criteria included being below
age 65, beyond a moderate level of cognitive impairment, cognitively incapable of giving
consent and without consent from family or the healthcare provider, behavioral or mental health
challenges beyond mild severity. For family participants, primary exclusion criteria were being
below age 19, a relationship history with the older adult wherein participation of the family
member would likely have an adverse impact on the older adult, unwillingness to positively
engage in the project or to adhere to ethical protocol as specified in the consent agreement. For
devising team participants, exclusion criteria were no prior academic training or experience with
applied theatre or reminiscence theatre practices, being below age 19, and not agreeing to adhere
to ethical protocols.

Recruitment processes.

Residential care facility. The PI sent a letter of invitation along with the Ethics
Operational Review, to the residential care facility administrator for review and authorization.
The letter of invitation requested the facility’s participation in the research study and consent for
the PI to recruit older adult residents and their adult family members. The Pl would conduct the
recruitment process as approved by the Ethics board.

The PI circulated a poster invitation advertisement to participate in the study at the
facility. Older adult and adult family members who wished to commit to participate in the study,
provided a signed consent form. Study presentations were offered to older adults, family, and
facility staff.

Recruitment of older adult participants and adult family members. Older adults residing
in a secured dementia unit of the residential care facility, and adult family members and/or

guardians of the residents were recruited. An open call for study participants was circulated via a
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recruitment poster. The poster, outlining the reminiscence theatre study, was placed in a visible
space on the unit’s lobby wall by the nursing station. Those interested in participating in the
study were invited to write their names along with their expression of interest and their contact
information on a blank card, and to place this card in a sealed envelope. This envelope was
inserted into the locked box secured at the unit’s nursing station. The PI collected these
envelopes daily. The PI then contacted those who had confirmed their interest in participation in
the study via phone or email, to schedule a face-to-face private meeting to review the study.

At the close of the orientation, older adults were asked verbally if they wished to
participate in the study. The PI verbally reviewed the study participant informed consent form,
which included a synopsis of the study, clarification of risks and benefits, confidentiality, no
coercion to participate, and freedom to withdraw at any time without adverse consequences.

Family members and/or guardians of residents were recruited in the following manner.
Those who had expressed interest in the study were forwarded a letter of invitation to attend a
small-group information session. This presentation (on a separate date from the presentation to
the older adult residents) provided an overview of the study, its phases and activities, and
informed consent protocols along with questions and answers. Family members were invited to
participate even if the older adult resident did not participate. It was anticipated that not all older
adult residents would have family members able to participate. By allowing additional adult
family participants, it was anticipated that the group process would create a sense of
family/community for those engaged in the process.

Recruitment of devising and reminiscence theatre performance company participants.
The PI forwarded a notice of this study with invitation to participate in the devising company, to

the instructors of applied theatre courses at UVic. Those students interested were to contact the
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PI via email; the PI in turn invited them to participate in an orientation session which overviewed
the study’s objectives, activities, schedules, roles, protocols and consent procedures.
Confirmation of commitment to participate, along with informed consent forms were gathered at
the end of the orientation session.

Informed consent procedures.

Overview. Informed consent forms were administered for signatures at the beginning of
each phase of the study where consent was needed — interviews with older adult resident
participants; storytelling/drama workshops with older adult participants, devising team
participants and any adult family member participants; and theatre devising workshops with the
devising team participants. All consent forms included the following principles: that participation
was voluntary; participants could withdraw without personal or professional consequence at any
part of the study; disclosure of possible risks of harm, and procedures for support and referrals
should any harm occur; and statements clarifying privacy and confidentiality.

Obtaining informed consent: Older adult participants. The assessment of older adult
residents’ capacity to provide consent/assent was determined by the facility Administrator and/or
the Therapeutic Services Coordinator. In recognition of diminished cognitive capacity of some
older adult participants with dementia, consent could be given through assent (by attending and
participating in the storytelling group, they have agreed to consent), or full consent on behalf of a
resident participant through a Legal Authority Representative (LAR). Any required LAR for full
consent on behalf of the residents was gathered as required.

Informed consent was obtained from the LAR if the older adult resident was deemed
unable to consent. The LAR consent occurred after the older adult expressed interest, before the

project began. Once LAR consent was received, the older adult resident consented through
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assent at each stage of the process. Older adult residents’ assessment of overall cognitive
capacity level had been attained before the study, as such assessment was a criterion for
placement on the facility’s secured unit (the administrator has clarified that all residents on this
unit have a rating of 111 or under). The assessment tools used were the Mini Mental State Exam
(Folstein et al., 2010), and the Montreal Cognitive Assessment (MoCA,; Nasreddine et al., 2005).

The consent letter was verbally reviewed before interview. Prospective participants were
asked if they understood or had any questions. Ample time was taken for the participants to
process and understand the information. Informed consent was signed by the older adult or LAR
and the PI.

The original consent form was verbally reviewed at each interaction, and signed and
dated at the subsequent interactions. To clarify: informed consent was reviewed verbally with
older adult participants and signed before the interview was conducted. A second consent was
carried out to review the transcript of the interview with the older adult participant to select
aspects of the individual's story for the reminiscence theatre script, and a third time before the
performance to review the script and authorize content.

Obtaining informed consent: Family member participants. The Informed Consent Letter
was to be provided to adult family members prior to the first drama workshop. Once the family
member expressed an interest in participating, the Pl would forward an overview of the study
and the Informed Consent Form (ICF) for review, and invite the family member to a separate
orientation at the beginning of the study. At the orientation session, those who would like to
participate would be given an ICF to complete, and then give to the PI at the conclusion of the

orientation.
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Obtaining informed consent: Devising team participants. Consent letters for prospective
theatre devising team participants followed a similar process. Once they had expressed interest,
the Pl would forward the overview of the study and the ICF for their review before the first
workshop. A separate orientation would be held to prepare them for working within the
healthcare environment and provide knowledge on the older adult demographic along with the
overview of the study and the devising process.

The consent letter was read at the beginning of the orientation session for the play
devising process. The prospective participants were asked if they had any questions. Ample time
was taken to discuss the information. Respect for confidentiality of the older adult participants
was also addressed in the consent form. Informed consent was signed by the reminiscence
theatre devising team participant and the PI.

Dual-roles/power-over considerations. Provisions were made for any possible dual-roles
and power-over dynamics with the PI, who had been employed as part of the therapeutic
activities team at the facility and was no longer an employee at the time of preparation for the
study. The role of the PI in the study was as researcher and reminiscence theatre arts facilitator.
Potential power-over was minimal. Many of the residents previously known to the PI no longer
resided at the facility. Those who still remained, who had a previous resident-staff relationship
with the PI in her previous role, were not recruited for the study. Potential participants, then, had
no known relationship to the PI, lessening power-over dynamics. Therefore, undue influence on
participants to be in the study was minimal.

As the researcher, the Pl was in a power-over authority position. Therefore, due diligence
was practiced; all effort was made to not influence older adult residents or family members or to

coerce them into participation. The choice to participate was solely with the prospective older
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adult resident and family participants. In the event that a family member would express interest
and consent but the older adult not expressing interest, the family member would verbally
approach the older adult for permission to participate; this would lessen the potential for
coercion.

Risks for participants: Anticipation of risks, minimizing risk, and planning to address
potential harm. This research was regarded as within the range of minimal risk. Participants
were reasonably expected to regard the probability and magnitude of possible harms, implied by
participation in the research to be no greater than risks encountered by the participant in all
aspects of his or her everyday life.

Possible risks for older adult participants could arise. For example, some residents might
be at risk for potential embarrassment or general distress through revealing awkward or
unpleasant stories (e.g. war traumas) during the interviews. Health limitations and physical
conditions could tax a person's capacity to endure long interviews and performances. The
reminiscence theatre processes could elicit an adverse emotional response. There was some risk
to privacy in that the workshops and performance were videotaped, and residents were known to
each other. Therefore, residents’ names were not used; instead, fictionalized characters were
created within the theatre script.

Possible risks for adult family participants: an older adult participant might reveal
memories, whether accurate or distorted, that could have an adverse impact (e.g. embarrassment
or through difficult family relationships/dynamics) on the family participant. Families are
complex systems based in historical context. It is known from literature and practice that the
same event can be interpreted differently by different family members. Therefore, it was possible

that engagement in creative theatre from memories together, might trigger sensitive material and
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unresolved family issues. The process could elicit or rekindle anticipatory grief issues. It was
anticipated that if this occurred it could be worked through in the devising or interview
processes; if not, referrals to the facility’s social worker would be offered.

Possible risks for reminiscence theatre devising team participants: there could be tension
arising from the need to compromise creative expression and aesthetic autonomy in the
healthcare context to meet the older adult resident participants’ needs. Younger adults not
accustomed to later-life aging might feel uncomfortable or ill-equipped to emotionally manage
what they observe from older adults in care. They might find this older adult population as
somewhat non-responsive (e.g., slower reaction time, difficulty hearing and articulating
thoughts, fragmented memory recall, lower energy level) compared to general community
audiences to which they are accustomed.

Plans to mitigate risks and address emerging concerns: given the complexities of family
dynamics and the sensitivity of some relationships, it was anticipated that through the processes
of individual interviews and older adult / family drama workshop sessions, that sensitive
personal memories and experiences might surface for both older adult and family participants.
Should this occur at any stage of the project, the process would be stopped (interview or
workshop), with the participant given the option to take time out and resume, or to disengage
from the process temporarily or completely. Therefore, all necessary ethical protocols were
discussed with the facility's staff administrator at the outset of the project, acknowledging that
participants who might require additional support would be referred to the facility social worker.

During the interview process, for older adult participants there might be risk of
embarrassment or general distress from sensitive memories or comments from the transcript.

The PI reviewed original transcripts with older adults for consent and uncomfortable comments
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were removed, and inappropriate remarks rephrased to a more positive framework. Questions
were kept respectful, non-invasive and open ended, and supported the individual if sensitive
material and discomfort emerged. The risk also was minimized by the nature of the process of
selecting content for play devising, as this was done jointly with the older adult who gave
permission to what content could be utilized for play devising. The older adults held all decision-
making rights throughout the study, having final say on what was edited out of final transcripts.
The written transcripts from the interviews were seen only by the Pl and older adult.

As for fatigue or stress, time limits were adhered to and interview periods shortened as
needed. Stress of being interviewed was lessened through a relaxed, safe and friendly
environment with refreshments served, the interviews having been conducted more like casual
conversations over tea. The older adult participants were assured there was no pressure to
perform, no right or wrong answers, and that they were not expected to produce or remember,
just share only what they were comfortable with discussing freely and spontaneously.

The possibility of reminiscence theatre processes themselves (ranging from the interview
to drama workshops to viewing the performance) could result in adverse emotional reactions.
The risk of sensitive material eliciting adverse emotional impact was minimized by the play
devising process that depicted older adults' stories and memories in a fictionalized, distanced
manner; the material was not enacted verbatim from content.

There was the possibility of adverse social impact, e.g., from loss of privacy or
diminished reputation. In order to minimize or prevent these risks, a script — ‘Drama Group
Ground Rules and Safeguards’ - was read by the PI at the beginning of each drama workshop

and performance.
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For reminiscence theatre devising team participants, at the outset of engagement with the
reminiscence theatre devising company an orientation session was offered, overviewing older
adults' aging processes and a synopsis of forms of cognitive decline (Alzheimer's and other
dementias) generally speaking. Devising company artists were given the opportunity during the
orientation and onward, to ask any questions. On an ongoing basis, reminiscence theatre devising
team participants, as with others, had the opportunity to talk with the PI about any issues that
might arise, and if need be would be referred to a counselor for additional support.

Applicable to all participants, particularly the older adults, was the safety built into the
group structure: group processes / workshops followed a consistent structure of beginning with
gentle warm-up and relaxation exercises; the creative activities in the mid-section; sessions
ending with grounding exercises along with a gentle debriefing. The Pl was the consistent
facilitator of the group, and on an ongoing basis would monitor individuals in the group for
indicators of stress responses (e.g., increased breathing rate, signs of anxiety and discomfort).
To ensure that physical exertions were not taxed, activities were moderated to group skill level,
and nutritional refreshments were provided at each session.

Protection of confidentiality and privacy. Interviews were conducted in privacy one-on-
one with the PI. All identifying information was removed from transcripts (i.e., name replaced
with interview number). The interview content was not used verbatim, only the essence of
participants' stories reshaped into a theatre performance script — narratives or poetry.

Ethnographic documentation in the reflective journal would be referred to anonymously.
No names or identifying personal information would be cited. The journal was a reflection of the
process of how the play was constructed and observations on effectiveness of what was done,

choice points, how and why decisions were made, issues and challenges that arose and how they
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were managed, and observations of the impact of the arts engagement on older adults and any
adult family participants throughout the program. The PI confirmed that all participants recorded
in the journal were anonymous and that the journal would be destroyed along with all other data
after project completion.

For the performance event, confidentiality was managed in the facility’s performance
space. During the PI’s verbal introduction of the play, audience members were reminded that the
content of the play they were about to see had been developed and adapted from the stories of the
residents, and that identifying information had been fictionalized. The audience was reminded
that the information was to be respected as confidential. A sign detailing the same information as
above was posted at the entrance of the main lounge. Printed in the performance program was,
"Please respect confidentiality (UVic/Island Health Research Ethics)".

Given the small sample size in the proposed research, and that the older adult participants
reside in the same care facility, the likelihood of the individuals knowing each other was good
(although memory difficulties might impede recall). Therefore, complete confidentiality was
difficult to ensure. Attempts to adhere to confidentiality were respected.

It is important to note that the stories were not represented verbatim. The essence of the
stories was fictionalized to depict the themes, not specific factual details. Reminiscence theatre is
not oral history depiction. Experiences were not be depicted verbatim or re-enacted; rather, the
thoughts, ideas and themes that the older adults wished to convey (e.g., resilience, camaraderie)
were portrayed through the fictionalized story line, plot and made-up characters to conceal
identity.

With consent from administration and participants, the drama workshops and

performance were videotaped and stored for archival and data analysis purposes following the
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program. Participants had the right to choose not to have their image shown, whether the
participant remained in the program and did not want their image used or if the person withdrew
from the project. Use of one’s image from video recordings was completely voluntary and the
participant could decide to decline use of his/her image at any point. If use of one’s image was
declined, the person’s image would be blurred or removed to prevent the participant being
recognized or shown. These points are clarified in the consent forms. If five or more participants
declined consent to use their images, then these images would not be included in the analysis. If
all declined, the video would not be taped or used as data.

Data storage and transmission. All recordings, transcripts, forms and evaluations were
locked in a filing cabinet. All electronic data were stored on a server accessed through a
password protected computer. Audio and video recordings were transferred to a separate hard
drive and stored in the locked cabinet. All data were stored in a locked filing cabinet at UVic in
the office of the PI’s co-supervisor, Dr. Warwick Dobson, in Room 108 of the Phoenix Theatre
Building.

Interviews of older adult residents were transcribed verbatim, and essences of stories then
formed into a theatre performance script. Questionnaires were administered pre- and post-
program, the responses in written form and some tabulated for descriptive purposes. With
consent from administration and participants, workshops and the performance were video-
recorded for archival and data analysis purposes. The use of data from this research study is only
for the PI’s doctoral dissertation and possible dissemination through professional journal articles.

Upon completion of the project, a report would be prepared synthesizing the project’s

processes and outcomes. It will be made available to the site administrator in hard copy and/or
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verbal presentation. The report also will be offered to older adults and any family participants

upon request. In accordance with best practice, data are to be destroyed after 5 years.

Unforeseen circumstances required that the original study be adapted. These adjustments
are summarized below.

Study adjustments. The following adjustments were made to the study procedures and
timelines to accommodate for unanticipated events. The central factors requiring adjustments
were the time duration of the ethics approval process, and that no adult family members of the
older adult resident participants signed up for participation in the research. This necessitated a
change to intergenerational reminiscence theatre rather than a family reminiscence theatre study.

Phase 1: Pre-project preparation. The Ethics approval timeline (Human Research Ethics
Board (HREB) Protocol; UVic/VIHA Joint Application Process for Research with Human
Participants) expanded as several revisions were required.

Phase 2: Recruitment, instrument implementation and life history interviews. By
request from the facility’s administrator, four dementia unit staff orientation presentations were
scheduled. Two presentations were completed. The other two were cancelled unilaterally by the
facility social worker who cited reasons of being ineffective, not a good use of staff time, and
that the presentations were deemed beyond the intellectual understanding of the staff (nurses) as
they were perceived as functioning at a grade eight level.

Recruitment of older adults and family was delayed, as the original HREB protocol was
ineffective for this older adult dementia population, with no older adult or adult family members
signed up. A recruitment protocol amendment process required additional time. Recruitment was
changed to the PI facilitating a storytelling/drama workshop with the unit’s activities staff, and

11 older adult residents signed up for the study after the workshop. However, no adult family
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members signed up for the reminiscence theatre workshops or the study itself. Health surveys
and life review interviews with older adult participants were delayed as a result.

Interview times needed to be extended to accommodate schedules and health needs.
Length of interviews extended beyond one hour, carried out in smaller segments over time to
accommodate for attention spans, agitation or impatience. Two of the individual interviews were
conducted in participants’ own rooms where they felt more comfortable.

Some of the questionnaires and surveys were carried out before and separate from the life
history interviews. It appeared that for some, the questionnaires/surveys were cumbersome and
difficult to understand, and some participants would begin to discuss their lives during the
survey, at which point the survey would be postponed for a later date while fluidly continuing
with the life review interview. Many of the interviewees spoke in a fragmented manner; the
sequencing of questions would then be adapted to the topics emerging from the resident.

Given the above-noted factors and adjustments, Phase 2 required an extension of over
half a year. Recruitment for reminiscence theatre devising team participants had to be adjusted to
meet students’ schedules, and adjustments impacted availability of prospective participants.
Upon the PI’s presentations to applied theatre classes, thirteen undergraduate applied theatre
students signed up for portions of the devising and performing parts of the study. One
director/playwright (an applied theatre graduate student) was recruited as part of the company,
and one videographer (from the community).

Phase 3: Reminiscence theatre/drama workshops with older adult, family, and
devising team participants. The number of storytelling/drama workshops that originally were

planned was lessened to three sessions only, to accommodate students’ and older adults’
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schedules. Older adult residents’ participation varied due to a Norwalk virus outbreak. Students’
availability varied due to their schedules. No adult family members participated.

Workshop formats were adapted spontaneously in each session to accommodate
fluctuations in attendance. The videographer for documentation of workshops was cast as an
actor in the devised theatre piece; therefore she could not film the sessions. The Pl video-
recorded with her own equipment, which malfunctioned at times, resulting in sporadic video
documentation. The playwright/directed co-facilitated with the PIl. The dementia unit activity
worker participated in one session. The workshop sessions were opened to include additional
older adult residents who were not interviewed. Numbers of attendees ranged from four to
sixteen.

Phase 4: Reminiscence theatre devising process. Four, two-hour devising workshops
were held once a week with the PI, actors and director/playwright, to improvise potential scenes
devised from older adults’ stories in interviews and workshops. Older adult participants did not
attend these devising workshops. The workshops were video-recorded and the audio transcribed
verbatim.

The original intention was for the PI to script and direct the performance piece. This was
altered to the playwright/director scripting and directing the play in consultation with the PI.

Phase 5: Reminiscence theatre company rehearsal process. Rehearsals for the play,
entitled ‘The Artist and her Daughter’, took place at UVic’s Barbara MaclIntyre Studio in the
Theatre building. The original plan of bringing acted scenes back to the older adult participants
for verification and feedback, did not occur due to unavailability of many students (devising
team actors). Instead, one follow-up storytelling workshop with the Pl and one actor was offered,

and several older adults participated in the creation of the story booklet (as a keepsake). Some
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residents’ photos of their artwork were integrated into the workshop.

Phase 6: Reminiscence theatre performance. The date was altered from the initial plan
(April 2015) to about eight months later (December 2015). The reminiscence theatre play was
performed at the residential care facility, for the older adult participants, their family members,
facility staff, and an invited audience of community and applied theatre artists with
approximately eighty in attendance. Some family members and friends of older adult resident
participants attended. A post-performance social with music and refreshments was offered, and
post-production surveys were implemented during this time. The production was video-recorded
for archival purposes and to present to study participants and their families as a keepsake, along
with a story booklet and project participation certificate.

Phase 7: Post-production instruments administered. The timing of this phase was
delayed due to delays in earlier phases.

Phase 8: Final data analysis, report preparation and dissemination. As with other later

phases, timing was delayed due to adjustments in earlier phases.

As noted earlier, critical theory and ethnographic research practice call for full researcher
disclosure. The following section of this chapter comments on this study’s author-positioning.

Reflective practitioner: Author-positioning

Multiple roles. As the ‘Moving forwards backwards’ PI, I held several roles. Although
my primary role was as a researcher, other aspects — artist and healthcare provider perspectives -
were evident throughout the study. My past experience as a healthcare provider and my
experiences as an applied theatre artist cannot be in my view separated out from the researcher
position. Each is present and in play to some degree at all times. Even though | aim for

consummate professionalism at any given moment — that is, I aim to be reflective and self-aware
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of the variables at play — I am cognizant that my personal and professional views will at times
take precedence and blur the boundaries between diverse roles.

In keeping with reflective practice principles, | as the Pl voice my views from multiple
perspectives throughout the study. | am a researcher, a healthcare provider, an applied theatre
facilitator, and an artist and storyteller. | take these roles seriously and am aware of the potential
impact on all the participants engaged in the study. Although ideally I aim to keep these roles in
check there are times when particular roles have naturally taken precedence at particular times in
the study processes.

Role conflicts and biases. | am aware that there were times where choices between artist,
healthcare, and researcher perspectives were at play. At times, some discussions were not in
keeping with my ideal personal or professional values and beliefs. Like actors and counselors, |
employed the 90/10 rule — 90% of self is engaged in action, the other 10% is witness, noting and
observing my personal triggers and reactions. The task at hand was to, in the moment, be aware
of my own biases, responses and needs, and separate these from the group or participant needs,
setting my internal needs and responses aside to be revisited later. Study participants’ needs and
study intentions took precedence over my own.

In this particular study there was risk of succumbing to the artist vs. scientist binary, or
aesthetics vs. the group process. Throughout my career | have always been challenged by such
dilemmas. | often fall prey to the desire to have all at play at any given time. Often | am torn
between meeting the fundamental rights of artistic integrity and autonomy in my creative
endeavours, and meeting the health and wellbeing needs of groups with which I work. Being
aware of my biases | work to balance personal and professional with artist and researcher roles. I

am cognizant that some of my colleagues would vehemently disagree, arguing that artistic
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creative expression takes precedence. | too support artistic autonomy but my stance varies from
that somewhat.

PI’s priorities. With regard to balancing artistic autonomy with sometimes conflicting
needs in a given healthcare or research context, | argue that applied theatre work is participant-
and context- specific, and that these aspects take priority. My priority in this study context
(residential care) with this population (older adults with mild to moderate dementia) was first and
foremost with the specific intention of honouring the lives of the older adults. My loyalty lies
with the safety, health and wellbeing of the older adult study participants, their families and
equally so for the reminiscence theatre devising and performing team. Having said this, | fully
acknowledge that | am by nature an artist and creative thinker. In my view, then, an arts-based
methodological approach was well situated for both my authentic self and the study itself.

In this study | view myself as researcher/storyteller/artist. Although the ultimate aim was
to balance the aesthetic theatrical quality, the older adults’ stories took precedence over dramatic
choices. Therefore, the goal was to honour the older adult participants and integrate the essence
of all eleven of their stories into the final reminiscence theatre performance. | was cognizant,
however, that not every detail of the older adults’ stories could be realistically included in the
theatre performance. In keeping with Saldafia’s (2011) way of clarifying prioritization in ethno-
drama/theatre (participants first, playwrights second, audiences third), I argue for older adults’
stories first, researcher second, and artists (playwright, devising team) third. Ideally, all three
would be in the play at the same time.

Interdisciplinary stance. | approached this research with several lenses — those of artist
(reminiscence theatre devisor and facilitator), healthcare provider (past employment in

healthcare provider roles), researcher (ethnographic narratives), and as an advocate for older
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adults’ health and wellbeing. Each of these perspectives at times has differing intentions which
poses some challenges. Nevertheless, | advocate for integrated interdisciplinary research
methodologies. The diversity of roles and at times differing intentions are acknowledged and
welcomed. These need not be in conflict with each other; rather, each can be seen as ones which
can inform and support each other.

An aim of this study was to explore the subtleties of the dynamic relationships of
researcher/artist and art-making. As clarified by O’Toole (2006), while research is largely logical
and discursive, and art mainly symbolic, they share several essential aspects. Both involve
inquiry into the subject matter, locating sources and starting points, and a suitable method.
Particularly relevant to applied theatre is that both research and art entail “ongoing
reconsiderations and reconstructions in response to emerging data and experience and produces a
tangible outcome to the enquiry” (O’Toole, 2006, p. 22). In applied theatre research we are
mainly concerned with affect, effects and impact, and the experiences through the dramatic arts —
in the theatre devising, play scripting and performance, and responses to drama presentations.

As articulated earlier, some (e.g., Norris, 2000, 2009) equate the theatre-making process
with research methodology. However, | would argue to the contrary. While there are similarities
between applied theatre devising and qualitative research methods, they are distinctly different in
their purposes or intentions. For example, O’Toole points out the dictionary definition of
‘research’ (Concise Oxford English Dictionary): “Systematic investigation into and study of
materials and sources, in order to establish facts and reach new conclusions” (in O’Toole, 2006
p. 2). As O’Toole (2006) points out, drama/theatre researchers are interested in gaining new
insights that they consider as important as established facts, and do not expect research findings

to be objective and verifiable but “open-ended, dynamic and ambiguous” (p. 2). More so,
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drama/theatre researchers are interested in better understanding the human condition or, as
Dorothy Heathcote has described it, ‘man in a mess’ (Heathcote, 1973).

The dramatic process creates a context where participants engage to try out new roles and
experience a situation from multiple perspectives. In the social sciences the aims are to define,
explain and predict human behaviours and understand underlying motivations and other factors;
in drama/theatre processes the focus is on discovery and entails imagination, flexibility and
fluidity in research. As behaviour and imagination are constantly in flux, ever-changing and
shifting, the drama/theatre facilitator/researcher is continually engaged as such; therefore pure
objectivity is not only implausible but also unwanted.

Having contrasted key differences between drama/theatre-making processes and research
methodologies, | believe such differences need not be in conflict with each other (e.g., fact or
fiction; reality or imagination; quantifiable/objective or qualitative/subjective). Artistic practices
and products of their various genres do enhance scientific research. Drama/theatre research has
some features in common with criteria for high quality scientific research (National Research
Council (U.S.), 2003), such as linking research to relevant theory, positing significant
investigative empirical questions, and producing an explicit and coherent chain of reasoning. As
O’Toole (2006) notes, drama/theatre researchers do well in those aspects but need to make
modifications regarding other key criteria — use of methods that allow for direct investigation of
the research question, replication across studies and generalization of findings.

In essence | believe that artist and scientist both hold similar goals of understanding and
striving to create new knowledge. What is considered as constituting truth or knowledge varies
(truth is relative in my view). O’Toole (2006) comments on the mixed motives and intentions

among those who engage in drama/theatre research, with some purposes being focused on
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academic and professional aspects while others have more personal motivations, or combinations
of both. In applied theatre practice and research the overlap of different underlying intentions is
recognized, while working to identify and separate these distinctions clearly and honestly. This is
a primary intention of reflective practice.

Ultimately, | do not subscribe to a divisive binary of art versus science; rather, | envision
both as artist and scientist. Quantitative and qualitative researchers face the same challenges.
They acknowledge their subjectivity; they utilize the creative and imaginative capabilities to best
analyze, interpret and disseminate their findings. They too aspire to contribute to the health and
wellbeing of individuals and communities on many levels. Both are offering evidence, some
numerically, others through narrative and theatre arts, to share knowledge and move the
disciplinary practices and research forward. Both aspire to better understand and improve the
human condition.

Applied theatre stance. A conundrum in applied theatre research is our (or shall | say
‘my’) initial tendency to infer that what occurs in applied theatre practice is the direct result of
the applied theatre intervention. Such claims cannot justly be made, as correlation does not equal
causation. We are reminded of the messiness, the slippery slope of arts-in-health research with
our older adults — of the methodological complications, of replicating results across contexts,
challenges of sample size, variability, reliability. Referring back to the jellyfish metaphor for
arts-in-health research with older adults, O’Toole (2006) also mentions this creature while
discussing data analysis and the bell curve: “The most normal curve plotted on a graph looks a
bit like a bell (actually more like a jellyfish)” (p. 124).

While acknowledging the power of applied theatre to bring forth change, as applied

theatre artists we need to be cautious about our claims. In my opinion, all that can truly be
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claimed is an offering of observations in the here and now, moment by moment at one particular
point in time, with one particular population within one particular context and intention, with full
disclosure of our interpretations. We hope and aim for such shared knowledge and experience to
expand our horizons, and ideally be transferable and useful across several contexts over time.
An ideal outcome, yes... but is it doable in our current political and economic climate?

Having said that, | remain committed and passionate about human potential for our
ability to build a better, healthier world, and am not opposed to the view that applied theatre
holds potential to impact political, societal and personal change. I am a believer in such, in
working authentically to bring forth change; otherwise why do the work if all is to remain the
stagnant status quo? | remain committed to the betterment of society yet | ponder the question,
Who am | to think | can do so?

I concur with Prentki and Pammenter (2014) on the argument for the positive possibilities
of applied theatre while considering its limitations and challenges. In my practice and research |
aim to make a positive difference in the lives of the people with whom I engage, in small
accumulated steps. As Prentki and Pammenter (2014) note, “it is appropriate to ask what
functions applied theatre might undertake in the current context” (p. 8). Accordingly, I may aim
for the grand but humbly accept what is doable in any particular context. This may appear
contradictory. It is not; it is realism.

Reminiscence theatre stance. Reminiscence theatre is inherently interdisciplinary and
requires a multimodal approach to practice. Therefore as the researcher | have integrated my
understandings of the findings through creative narratives throughout the study. My observations
and reflections are presented metaphorically through poetic narratives, combining researcher

field-notes, health surveys and some verbatim text from older adult participants. As a researcher
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| am passionate and committed to interdisciplinary research yet quite aware of the complexities
and challenges this paradigm holds.

From the beginning of my applied theatre practice and from the inception of this
reminiscence theatre study, | authentically believed that reminiscence theatre practices would
support Butler’s (1963) seminal theories, that engagement in reminiscence and life review would
decrease depression, use of medication, isolation, increase esteem and generally enhance quality
of life for older adults with or without dementia. | have observed such benefits throughout
practice yet, paradoxically I now, after years of practice, study and research find myself at an
unusual and significantly awkward place, as currently I am not so sure that Butler’s theories hold
true. At times throughout this study | have questioned my beliefs. | have questioned whether
reminiscence and life review theory still holds true for the current aging demographic. In all
honesty, | nervously question if reminiscence theatre in its present form is appropriate for older
adults with dementia. Am I inadvertently doing more harm than good? Does my conviction and
advocacy for arts-in-healthcare practice cloud my research judgments? Is my passion for arts-in-
health creating a blind spot?

This all begs the questions, is this reminiscence study even needed or relevant? How will
| know that it has been effective? How will I know the thoughts and feelings of those with
dementia? What is knowledge and how is it constructed? My belief at this point is that
knowledge is socially constructed, variable, fluid and elusive. All I can authentically do in
research practice is move forward with the study analysis and be pleasantly encouraged by
discoveries along the way regardless of outcomes. So, open minded and curious, | move forward,
trusting in the process in the hope that asking these questions will lead to new insights which can

enhance our reminiscence theatre and applied theatre practices.
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Personal stance. Philosophically | believe that people are born fundamentally good. | am
an optimist at the core, yet swayable towards cynicism when compounded by rhetoric or over-
generalizing actions. Essentially 1 am an idealist turned pragmatist. | believe in the existence of
the seemingly invisible, in the unquantifiable self, the spirit and soul which exist in all humanity.
| believe we can with authentic care touch what appears invisible within, that such connection
can be sensed, felt and brought forth. I believe that this particularly is true for those with
dementia, and that engagement in the arts can bring forth what still remains — their imaginative
creativity, personality, and ability to form meaningful relationships.

| recognize the world is not fair, that not all people are viewed as equal, but that we can
and must strive to equal the playing field to create equitable, sound environments which not only
sustain life but nourish the mind, body and soul. This principle in my view holds true across
contexts, ages and stages of life.

With regard to dementia populations, my goal is not to change the person but rather to
affect the possibility of changing or enhancing their experiences in care. | have often been asked,
Why theatre with this population? My response is, What is the role of the theatre artist? ... to
reflect life back to you authentically, in the moment... greet and accept you as you are, and offer
all that I can. 1 am not here as an expert to impose what | assume | know is best; instead, | would
much rather stand beside the person as he/she is and be warmed or touched and challenged by
what I learn. As Prentki and Pammenter (2014) remind us, facilitators and participants in applied
theatre can go on and on with dramatized stories about what has gone wrong in theirs and others’
lives but this is not a social change process; as they boldly state, rather it is “a celebration of
misery” (p. 12). Prentki and Pammenter (2012) clarify that in applied theatre, the action occurs

“in the moment of understanding between actors and audience” (p. 12). In the context of this
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study, I concur such moments of understanding can occur between the researcher and older adult
participants, between devising team participants and older adults, between researcher and
devising team members, among those in the devising team, in responses of family and audience
at the performance.

My main desire is that we create reciprocally meaningful relationships. Engagement in
the arts, particularly reminiscence theatre arts, provides such opportunities for moments of
understanding. In this vein I support as does Prior (2010) “the value of art for art’s sake” (p. 4).
We can easily lose sight of this in our determination to elevate applied theatre aesthetics. It is the
use of spontaneous, imaginative play that captivates the older adult with dementia, as their
imaginative abilities do not necessarily diminish with the illness (e.g., Basting, 2003, 2006;
Kontos, 2010, 2012, 2014). Aesthetic qualities “act upon our senses to make us feel more, hear
more and see more than we otherwise might” (Prior, 2010, p. 4). These qualities naturally
intertwine with physical, mental, social and spiritual health.

Observations of our care for older adults with dementia in my view show that not all is
well. While acknowledging an abundance of excellent healthcare providers and services, in my
heart (felt sense of knowing) | know we can and must do better. As practitioners, we must move
beyond the rhetoric and be courageous enough to reveal what exists with individuals and the
environments in which they live. Our residential care facilities and services need improvement.
The principles of reminiscence theatre can be applied the healthcare: look back over time; keep
what is still effective, and develop new systems for today.

Conclusion
| assert that applied theatre practice, particularly reminiscence theatre, holds the potential

to reveal what remains — the capabilities of individuals with dementia, freely reigniting the
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imaginative and creative aspects of the individual, reframing or adding to perceptions of illness
and health.

In previous chapters | argue for applied theatre practice for education, community
development and social justice or change and secondly, that engagement in intergenerational
reminiscence theatre holds the potential to enhance quality of life socially for those older adults
with dementia. The ultimate aim of this study was to honour and pay tribute to the older adults’
lives and remind them of their contributions and value, to make the invisible visible, the
voiceless heard. It was anticipated that this study’s findings would provide evidence, information
which can advance arts-in-health initiatives as a complementary component to our healthcare
systems, to enhance psychosocial health and wellbeing, and through reminiscence and life
review to help support successful adaptation through later life.

Although this study’s primary goal was to reflect the impact of reminiscence theatre on
older adults, it is my position that this cannot and ought not to be done in isolation. In keeping
with applied theatre philosophical and political principles I will include in Chapter Four some
reflections on the institutional framework and brief history of the residential care facility in
which the eleven older adult participants in the study resided. Their micro-world community
(individuals) was part of the whole macro-community (institution). The historical trajectory of
the facility has evolved and shifted over time, the infrastructure and policies of the care facility
in which they live, care staff and researcher having all been affected by systemic changes.

It is my belief that even though individuals with dementia may not be able to verbally
articulate experiences (although some freely do), they can sense the emotional climate and
hidden tensions among those with whom they engage and can be subsequently affected

negatively. Although this study was not explicitly researching the institutional infrastructure it
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was significant. SDH principles come into play here — the conditions in which these individuals
live affect health and wellbeing, particularly with the noted shifts in the complex care needs of
older adults with dementia. These factors need to be taken into account in addition to the
biomedical and social aspects of the study participants. In a sense, although problematic and an
ethically interpretive minefield, as the researcher | attempt to reflect the silent, the voice of those
older adults within the context of the institution as | have witnessed.

This case study, then, reflected three cases. One, the institution itself — its infrastructure,
policy care practices, power structures and decision making practices. The second case - the
intergenerational reminiscence theatre devising and performance company practices and
processes. Third and most significant, were the eleven individual older adult participant cases
within the context of the reminiscence theatre project and the residential care facility.

The following two chapters review the data gathered from the reminiscence theatre study.
Chapter Four reviews the health findings regarding older adult participants. Chapter Five offers

the reminiscence theatre project analysis and P1 reflections.
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Chapter Four

Off the Record! Older Adult Participants’ Case Studies: Health Survey Analysis

In this chapter 11 individual older adult reminiscence theatre study participants’ case
studies are presented. Participants were interviewed one on one by the Principal Investigator
(P1), audio-recorded and the interviews transcribed verbatim. These transcripts were analyzed,
identifying emergent health themes. The older adult case studies are presented as found poems
and story narratives integrating both the participant’s and the PI.’s voices.

This chapter begins with a brief overview of key concepts in narrative medicine. This is
followed with an archival historical narrative of the study site to set the context for the
descriptive case studies. The chapter concludes with a synthesis of pertinent key findings from
the 2018 British Columbia Seniors Advocate report on residential care facilities.

Introduction: Storying Our Lives — Narrative Medicine and Gerontology

Human beings throughout history have instinctively observed the experiences of their
lives through narratives or connecting stories. Currently, narrative study has greatly influenced
scholarship and medical practice. Launer (2009) articulates that in almost every academic field,
research focus has “moved from the study of facts to looking at how people weave these facts
together into stories” (p. 167). This concept had influenced medical practice, referred to as
‘narrative-based medicine’ or ‘narrative medicine’ (NM).

Generally, the aims among those interested in NM cover the following areas: (1) studying
literary texts, poems and novels to heighten our sensitivity; (2) having patients tell stories of their
personal illness or stories by doctors who have also been patients; (3) physicians writing stories
or poetry to better understand their practices and their professional experiences; (4) researching

how patients describe their illness; (5) examining how doctors construct medical knowledge
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through how they talk to each other about their work or how they write about it; (6) exploring
how doctors and patients communicate with each other; and (7) utilizing NM practices to be
more aware and attentive to patients’ stories.

Overall, NM professionals are interested in other theories of understanding human
relationships (e.g., they may draw upon psychoanalytic theory, complexity theory, and systems
theory). NM converges with other disciplines such as sociology, medical humanities,
anthropology, psychology, and medical ethics.

Launer (2009) asserts that there are two concepts which hold the discipline coherently
together. The first is ‘narrative evidence’ or ‘legitimacy’. Patients’ stories are viewed as an
essential complement to evidence-based medicine. NM “reasserts the importance of lived
experience, and the expression of that experience” (p. 167).

The second key concept that distinguishes NM is ‘narrative competence’ — the skills of
listening, expression and empathic interaction through language. Kalitzkus and Matthiessen
(2009) refer to essential NM competencies. A core skill is sensitivity to the context of the illness
through a patient-centred perspective of one’s experience. Another NM competency is skillful
communication in exploring differences and connections, hypothesizing, and sharing power. In
diagnosis, NM competency means that the individual’s context is considered, with diagnosis not
limited to the systematic description and cause of the disease.

Arguably, NM can be of vast benefit to the health care disciplines, particularly health
research. Conversely, there are those who argue for the contrary. Shapiro (2011) raises several
counter-arguments on the potential flaws to NM. Noting that patient and relationship-centred
care have supported the value of patients’ voices, she explains that through theories of textual

analysis applied to understanding stories of illness, scholars and doctors hold the opportunity to
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develop multifaceted nuanced appreciation for these. It is accepted that stories are more than a
story; they are unconscious and conscious representations and interpretations of intricate
personal motives influenced often by cultural meta-narratives and dominant influences.
Deconstructing these can reduce naive assumptions about authenticity and scholars’ reliability.

A growing number of scholars highlight counter-arguments of personal narrative,
suggesting they have inadvertently stifled patient voices. They ‘de-legitimize’ because of their
concerns for trustworthiness of patients’ stories (particularly relevant in dementia care). They
may trivialize such stories in medicine as inauthentic. Even with critical inquiry’s
acknowledgement of NM shortcomings, Shapiro (2011) asserts that scholars and physicians must
respect that patients tell their stories as they need to tell them, and should approach the stories
“with an attitude of narrative humility, despite inevitable limits on reliability and authenticity”
(p. 68).

Physicians have often interpreted patients’ stories with discomfort and skepticism. Even
S0, at the core of NM lies the goal of moving the patient’s voice “from a position of relative
marginalization to one reinvested with a measure of authority” (Shapiro, 2011, p. 67). Despite
this, for literary and medical reasons patient stories are still viewed as mistaken, dishonest,
inaccurate and untrustworthy. Several scholars cite problematic reasons for this unreliability.

Garden (2010) queries the authenticity of first person narratives and suggests that readers
of the narratives tend to take them at face value and assume the stories are objective truth, the
narratives privileging the voice of the teller. This uncritical acceptance of the narrative as
factually true is referred to by Shapiro (2011) as ‘narrative fundamentalism’; as she points out,
even when the narrative depicts the individual’s actual experiences “there is never a literal

recounting of all events exactly as they occurred” (p. 68). Garden (2010) and other NM
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researchers (e.g., Chambers, 1984; Hardwig, 1997; Paley, 2009) remind us that narratives are
inherently biased as they are constructed and shaped through authors’ decisions from a variety of
aesthetic and personal motives such as literary coherence, relevance to the reader and self-
presentation. Narratives may include many mistakes through omissions and distortions. Critics
note they may have a positive bias in self-presentation or a negative, confessional tone.

NM is also influenced by meta-narratives. Unconscious and conscious personal choices
in writing or telling in all narratives are influenced by external forces established from power
structures of ideology; therefore the stories are constrained by the dominant narrative
conventions available at a particular place, time, history, culture or society (Paley, 2009).
Understanding the meta-narrative context of the patient’s story is critical in order to decipher if
the individual is telling the story how the person actually perceived it, or saying what the person
thinks the listener wants to hear.

In addition, third party representations of patients’ stories are problematic as they are not
necessarily more objective or reliable than autobiographical writing. These also may be
motivated by the value of the teller, the person’s subjectivity or bias. In addition to concerns
about the authenticity of first-person narrative accounts, Shapiro (2011) suggests “equal if not
greater concerns about the appropriation of one’s story by another, particularly when the original
story belongs to someone who is a ‘vulnerable subject’” (p. 69). She notes that some in the NM
field have raised concerns about the practice of utilizing patients’ stories in the medical context.
As pointed out by Charon (2006), the patients can be exploited and their privacy violated unless
a moral and relational obligation to serve has been established. In evaluating the validity of third
person narrative writing, Shapiro (2011) comments that the most important question to ask is

who is likely to benefit from the telling.
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Third person involvement is significantly critical when narratives of individuals with
dementia are portrayed. In reminiscence theatre, for example, the issue of ownership arises; who
‘owns’ the story — the older adult, the artist, or the researcher? Shapiro (2011) strongly argues for
approaching all stories from the perspective of narrative humility: “The first person voice, no
matter how incomplete, flawed, transgressive or unexceptional, still merits respect and empathy
because ultimately it belongs to the patient and represents that patient’s truth in that specific
iteration” (p. 70).

Shapiro (2011) reminds us from a critical analysis lens that it is imperative to follow the
story that is valuable to the teller; that it is all too easy “to develop intellectual and philosophical
blinders so that scholars and clinicians alike end up making un-interrogated assumptions... that
may distort the patient’s desire and intention” (p. 70). She points out that all narratives contain
aspects both of authenticity and inauthenticity, that they are both partly trustworthy and
untrustworthy. Shapiro asserts that interpretations of patients’ narratives need to move beyond
the moralistic dichotomies of whether a narrative is authentic or inauthentic, true or invalid, right
or wrong; it is more important to explore personal motivations, values and worldviews in how
individuals frame stories of their experiences.

As argued by Shapiro (2011), critical thinking in NM should take place within a humble
and compassionate context. She explains the essence of what is meant by ‘narrative humility’
(DasGupta, 2008) — a position “that acknowledges that patients’ tellings are not objects to be
comprehended or mastered, but rather dynamic entities that we approach and engage with, while
simultaneously remaining open to their ambiguity and contradiction” (pp. 70-71). The storyteller,
then, through a stance of narrative humility is granted poetic license and privilege to shape the

narrative in the way that the individual wants to express meaning. This allows a trade-off and
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balance between accuracy / precision and personal meaning, between mastery / critique and
respect / honouring. As distinguished by Frank (2004), ‘thinking about’ stories is very different
from ‘thinking with’ stories, the latter considered as a form of empathic witnessing in which one
enters into a narrative instead of dissecting it. Shapiro (2011) remarks that this approach “does
not have to be the end of scholarship, but it must be the context that drives critical analysis and
interpretation” (p. 71). As an old folk proverb queries, what is truer than the truth; the answer is
‘a good story’. Intuitive affective P.I. responses to the older adults’ stories are offered as found
poetry (poems constructed from verbatim and P.l.-devised texts).

In addition to participant story narratives, poetry is integrated into this study.

Poetic inquiry and emotion. According to Plato, poetry quickly stirs the emotion and
elicits an appeal to immediate instinct; in his view, then, poetry is a harmful force (Jack, 2018).
In contrast, Galen of Pergamum argued that such emotional responses are helpful in eliciting
action. Jack (2018) notes that in the 17" century, a distinction emerged between emotions
prompted from cognition and emotions from passion. These cerebral-visceral distinctions
changed perceptions of emotions in science and medicine.

As Jack (2018) explains, Plato had implied that poetry ‘happens’ to the reader. However,
it is a reciprocal, interactive process initiated by the poet and undertaken by the reader. Poetry
stimulates both affect and intellectual ideas. Quoting Robert Frost, Jack clarifies that “poetry is
not an event, or a static record, but both — for the poet and the reader... Poetry is when an
emotion has found its thought and the thought has found words” (p. 732).

Creativity engages in a manner which involves choice, recognizing multiple meanings
and interpretations. Jack (2018) explains that poetry can reconnect us with an emotional

experience, allowing us to articulate what we have not yet understood but have felt, providing a
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shape or form to what remains as mysterious. Poetry may provide a sense of understanding that
otherwise leaves us with unprocessed feelings that often arise from intense private or group
experiences.

Prendergast (2009) along with other poetic inquirers reflects on a two-year post-doctoral
study that drew upon an annotated bibliography of over 1,000 pages on the use of poetry in
qualitative social science research practices. Poetic inquiry, a form of social science research
which incorporates poetry in some way as a research component, is growing in arts-based
qualitative research studies. Its main purposes are to elicit emotional response in the reader and
create a shared experience, to reconfirm or reconstruct the lived experiences of others. Sparkes,
Nilges, Swan, and Downing (2003) highlight advantages of poetic representation as integration
of speech as an embodied activity which stimulates both the sensory and the cognitive. As a form
of narrative inquiry, poetic inquiry aims to synthesize experience in a direct and affective
manner. According to Prendergast (2009), poetic inquiry generally can be placed in three broad
categories according to the voice engaged - researcher-voiced poems, participant-voiced poems,
or literature-voiced poems. Researcher-voiced poems are written from field notes, journals or
reflective autobiographical writing as a data source. Participant-voiced poems are derived from
interview transcripts, sometimes co-created with researcher and participants. Literature-voiced
poems may include poems written in response to literature or theory in a particular discipline.

Several models have been offered for converting research data into found poetry (e.g.,
Butler-Kisber, 2002; Glesne, 1997; Richardson, 1992; Walsh, 2006). Found poetry involves the
process of “sifting through data, whether researcher data from field texts of various kinds or
participant data... intuitively sorting out words, phrases, sentences, passages that synthesize

meaning from the prose” (Prendergast, 2009, p. 547). These siftings tend to be narrative,
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metaphorical, and affective, through a reflexive process (key to applied theatre practice): “the
researcher is interconnected with the researched, that the researcher’s own affective response to
the process informs it” (p. 547). Thus the voices of both the researcher and the participants are
intertwined into found poems; verbatim transcript words or phrases are fused with the
researcher’s affective responses.

It is open to question whether poetic inquiry in the context of qualitative social science
research meets the standards of ‘high art’ in really ‘succeeding as poetry’ from a critical literary
perspective. However, Cahnmann (2003), based on her own ethnographic research, states that
“developing a poetic voice prepares scholars to discover and communicate findings in
multidimensional, penetrating, and more accessible ways” (p. 29).

As this study’s PI, I was faced with the challenges of representing participants’ stories
and found myself instinctively drawn to poetic form. Far from considering myself a ‘poet’,
poetry for me represents what Bruner (1977) refers to as ‘intuitive knowing’, a source of
knowledge that cannot immediately be articulated in a logical, linear sequential manner. The
poems at the beginning of each narrative case study reflect my spontaneous affective response to
the older adults’ stories and life experiences. These are first-hand unedited researcher responses
to the older adults’ stories. In my view this is a means of expressing the researcher’s
interpretation and acknowledged bias. For additional research on poetics in research see: Galvin
and Prendergast (2015); Prendergast, 2010, 2012; Prendergast, Leggo, & Sameshima, 2009; and
Prendergast and Belliveau, 2013.

Next as an example, a creative narrative entitled ‘The Old Men’s Home’, offers insight

into the historical influences which shaped this current research site.
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Historical Overview of Research Site: From the Archives — The Old Men’s Home

This study’s care facility has a rich and diverse historical background which has
undergone several sociopolitical changes. The facility has evolved from a private old men’s
home, to a detox centre, to a public Health Authority care home, to a private non-profit society
home and back to the now Island Health government public complex residential care facility.

The facility is situated within a high-level socioeconomic community on what is still
considered prime real estate. Interestingly, the facility began as a grand Victoria home built in
1906, known as The Victoria City Home for Aged and Infirm Men, better known as “The Old
Men’s Home”, which catered to wealthy senior male clientele. The facility was equipped with
only the finest of china, elegant menus with food served by waiters in black tuxedos and starched
white shirts boasting matching arm towels. Residents were chauffeured from the home to town
by a personal valet in a Cadillac.

The home in its initial years was deemed very successful. However, over time it was
forced to close as a result of declining clientele as there were not enough wealthy older males in
need of a care home. An archival search revealed a letter which gives a glimpse into the origins
of the home, known as the ‘Old Men’s Home’.

‘Letter home’: Memoirs from the Old Men’s Home. These excerpts reflect an adult’s
recollection of experiences as a child dwelling in the original Old Men’s Home. They reveal the
home’s culture and practices of the time. The letter is addressed to the assistant director of the
care home. It reads [with bracketed portions to conceal identifiable information]:

Dear [Mr. ...]:
Thank you very much for the information and photos. How strange it seems to

receive correspondence from the address which used to be my home from 1928 to 1942
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when | left for overseas in WWII. During those years my father had been the manager of
the ... Home for Aged and Infirm Men, commonly called the “Old Men’s Home.” Our
family lived in a residence on top of the red brick institution. | never returned to the
“Home.” By late 1945 when | returned from overseas, my parents had retired.

Your facility now ... is in sharp contrast to the old “Home " institution as I knew
it. There were about 40 inmates, one or at most two to a room, central toilet area only,
and only a cook for help. Later, a male orderly was employed, but the old men did a lot of
the chores (setting dining tables, preparing vegetables, washing dishes, doing laundry in
a separate building, and looking after a large kitchen garden. Perhaps I’ll send a copy of
my memoirs if you want.

The property was part of a famous family estate from which the city purchased 65
acres of land. This became the site for an agricultural and exhibition grounds, with the
first exhibition building built in 1887 that in 1907 eventually succumbed to fire like many
of the area’s historic structures. The fairgrounds housed a racetrack and stables. As a
young lad I resided with my family at the Old Men’s Home from age four to eighteen, had
a somewhat unusual early life.

This era, different from today, is where our story begins.

Just about everybody has a lifetime story. And this is mine. It is the story of one
raised in a privileged and protected environment. I was born in [a small country town],
1925. My family moved to [the city] without my consultation. Jobs were scarce, so my
father had gone to the Prairies for harvest work, but upon the poor misfortune of a road
worker who had received a piece of flying rock, and the good fortune of an old [city]

alderman, my father was given the opportunity to be a replacement worker.
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We lived on [the main street], and | used to accompany my mother when she took
hot tea to my father every noon hour, which I'm sure was a welcome pick up, as our road
builders used very little machinery in those days which meant mostly hard hand labor.
On occasion, when | accompanied my mother with my wagon in tow, she loaded cow pies
found along the road. As she was an avid gardener, with her guidance | learned to grow
cosmos. Such strange memories are indelibly etched in my mind.

Then, in 1928 things took a turn for the better, much better. It was the help of a
city alderman ... that changed our destiny. My father suddenly went from laborer on a
city road gang to the manager of a grand [city] home, built in 1906, better known as the
... Home for Aged and Infirm Men, “The Old Men’s Home”... We were supplied with a
family residence atop the brick institution, rent free with utilities supplied at no charge.
The salary was $125 per month, a goodly sum in the year just prior to the start of the
Great Depression.

My father, as the manager of the home, was a very busy man. At times there were
as many as 40 inmates. He had very little help — just a cook and the willing assistance of
[a friend]. The Depression years resulted in a tight money situation. Eventually, an
improved budget enabled the hiring of ... a live-in orderly. He was a man whose energy,
dedication and compassion for the elderly proved to be a godsend. Even so, the operation
of the home relied heavily on the help of inmates who prepared vegetables for the cook,
set dining room tables, cleared them after meals, washed dishes, etc. Completing this,
they did the laundry in a separate 2-story building.

As a small boy, the grounds of the home seemed vast, set on high ground with a

commanding panoramic view, the main grounds nestled just below a rock promontory

194



upon which an open octagonal lookout building had been placed for enjoyment of
inmates. Inadvertently this also became a hangout for the neighborhood kids as such an
environment was deemed conducive for a good game of cops and robbers or hide and
seek, with the beautiful Garry Oaks and broom bushes below.

| can also account for several adventurous kite flying events in the frequent wind,
where often the old men would volunteer to baby sit these playthings, revealing a bit of
their own childhood. Sometimes too, my tomboyish sister would cut the strings of a kite,
scuttling any popularity she had with the boys. | suspected, however, that this infiltration
of youth, as unplanned as it had been, was nevertheless a bonus for those old fellows
who, | suspect, probably craved an occasional mixing of generations.

My sister and | lay in wait in the two-foot grass fields to throw horse chestnuts to
young women who sometimes passed by. Our youthful imagination classified all such
females, older than us and younger than our mother, as flappers, although we really
didn’t know what the term meant.

As | reflect back, I vividly recall the stories told by the old men of the home, but
with no notion of how valuable such tales would be today. These were, after all, men
acquainted with horse and buggy days, sailing ships, coal-fired steam: a forgotten era.

For example: [a male elder], 81. When he came to the home, had been a
steeplejack. In his prime, he was often the centre of attention as he looked down from a
precarious perch to the uplifted heads of onlookers who marveled at his dexterity and
daring. After his retirement, [he] had managed to keep his bosun’s chair, his one tangible
link to the past. One noon, I recall, as | returned to school, | was surprised to see a fire

truck and a group of onlookers at the base of the tall husky flag pole in front of the home.
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Almost at the top [he] was, defiantly ensconced in his bosun’s chair, having scaled the
height by his own steam and refusing to come down. Persuasive measures of restraint
were employed as he shouted...

And then there was [another], a white bearded soul with a long pendulous nose
with two bright but squinting eyes that could pierce through steel, who always wore a
peaked tweed cap even to bed, was known as the scissors grinder. A fruit peddler, [he]
always bought a bunch of bananas from the Chinese peddler who came upon [the] road.
He would consistently hide them in the shrubbery shade of a summer house located in a
grove of oak trees, and then invite my sister and I to visit his banana ranch,

[And another]... was one of our favorites, a lean, energetic little man so eager to
please my father that when spoken to, he tended to take off on the double without
knowing what had been asked of him. He was a great help to my father.
Compassionately, he lavished special attention on those who needed help. He had a
particular weakness for children and secretly spoiled me. In fact, I hold him responsible
for the development of my sweet tooth. As I recall, he was one of the youngest inmates in
1928. He was still there after my father retired in 1945.

In the 30s, inmates received a monthly $5 allowance out of their $20 pension, the
balance of $15 going towards their keep. Those were days when 5 cents would buy a
chocolate bar, 12 cents a quart of milk and 15 cents a great big milk shake. In addition to
being housed and fed, Home inmates were clothed, and through donations sometimes
received tobacco and cigarettes. $5 then was really frill money.

Many of these allowances disappeared in one fell swoop in [a nearby

community]. It was a time when [this locale] was “dry” but [this other community]
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wasn’t. The ... electric streetcars of the day played a big role in the monthly exodus to the
favorite watering hole. The old boys, some barely able to hobble, suddenly somehow
made it to the tram stop across from the Home gate. Somehow they managed to make it
up the steep stairs onto streetcar #9. For many, this ... escape was a high point [of their
life here]. As the inmates returned to their sleep quarters, they often interrupted my
parents’ blissful sleep.

Religious services, mostly hymns, were conducted every Sunday afternoon for
inmates. A delicate, dedicated lady... came faithfully to play piano for hymn singing. For
those who were house bound and secretly hiding out in the smoking room, the sounds of
chair movement and the chording of the first hymn, were the signal to put out the butts
and sacrifice a half hour. Through the chime could be heard down the hall, an indignant
and perturbed old voice that loudly declared, “That old bugger in my room has taken the
piss pot to bed with him, again!”

In reflection, I have to conclude from what I’ve witnessed from my growing years,
that people, especially old people, are happiest when they work at something, if they are
able, because it gives them a sense of still being needed. Our home was special.

Old Men’s Home transitions. The Second World War had come and gone. As our

young lad grew and changed, so did the Old Men’s Home. The stately home did not attract

enough gentlemen to sustain itself. The home transitioned from its beginnings. In the 1960s the

old home was demolished and in its place, a privately operated, upscale residence for male and

female seniors was built in 1970. It was constructed as a modern residential hotel.

The hotel was a 150 bed private luxury retirement residence that offered its guests a

variety of facilities including single accommodation with ensuite bathrooms, a well-appointed
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lounge, conservatory and dining room, swimming pool, whirlpool and sauna. Also provided were
limousine service and in-house entertainment activities. Care services were included as residents
required more assistance. However, it eventually became evident that the facility could not meet
the increasingly stringent licensing requirements without major renovations. Ultimately,

financial difficulties forced the hotel’s sale and for a short time it became the rehabilitation
centre for recovering alcoholics.

In 1979, the Provincial Government purchased the manor and turned it over to a societal
organization. The name was changed and the facility was operated as a non-profit society.
Extensive renovations to the physical plant were completed in 1980 including upgrading of the
main kitchen, the addition of nursing stations, and kitchenettes and dining rooms on each of the 5
care units along with and the conversion of most resident rooms to double rooms. The capacity
in the care units was increased to 299. Previous guests who did not require care continued to live
independently on a separate floor. In 1980 an adult day centre opened in the facility.

In 2002, in response to a needs assessment by the regional authority, the facility was
designated a Complex Care facility for 246 beds, plus a 22 bed Transitional Care Unit and
Independent Living Unit. It was in 2004 that ownership of the facility was transferred from one
society to another — a continuing care society under the direction of the Health Authority.

The ‘inmates’ are now referred to as ‘residents’, who no longer partake in the daily
functioning tasks of the facility. Residents reside in primary shared rooms and have a small
daily stipend managed by social workers and administrators. Our young lad would notice a stark
contrast in the health of the older adults as many live with several chronic health conditions; in
particular he would be cognizant of the prevalence of Alzheimer’s and other dementias,

something to which he may not have been accustomed.
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Our young lad’s observant and wise mind would notice that some things do not change
over time or context; he would note that within these walls are extraordinary citizens who would
insist on more humble adjectives. He would be privy to and marvel at their stories. His astute
ears would hear stories of immigration from Britain, from Scotland, Germany, the former
Czechoslovakia, Holland, throughout Europe and the Caribbean, stories of the Paris moon that
would not follow the five year old into her home, stories of Canada’s settlement as newcomers
adjusted to the unknown with courage and tenacity, stories of the great Dust Bowl and harsh
winters, of the Great Depression and rationing. He would hear of coastal Canadians who built up
industry, forestry, fishing, and stories of hardships, of adversity overcome by sacrifice, stories of
prisoners of war becoming custodians of peace, of memorable sing-a-longs in bomb shelters,
stories of triumph, joy, friendship, love and unwavering pride.

If our young lad, let’s call him ‘Jake’, came to the current site, he would see a very
different world than the one he grew up in. He would not see limos in the parking lot; instead he
would see Handy Dart vans in the turnabout. Nor would he see seniors working with the kitchen
chef and other household staff. Instead, he would see stainless steel food carts delivering meals
to and fro through the facility units. The unique heritage character is no longer evident; instead
there are squared corridors with hospital rooms, nowhere near the elite wealthy hotel to which
Jake had grown accustomed. He would not see the gentlemen running to the town pub tram. He
would see instead, weekly bused outings to the local Dairy Queen on route to the scenic ocean.
He would see a happy-hour pub in the candy store where residents approved by their doctor and
family, could have one 2-ounce drink in the evening, gathering to socialize before dinner.

If Jake were to wander the grounds he would be swept away with beautifully manicured

fragrant lush gardens with winding stone and brick iron cast rails. If he followed the path, he
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would eventually rediscover his childhood playground in the grass filled hilltop which now hosts
a wooden glassed gazebo with 360% vistas of the surrounding city, ocean and mountains.

Inside the building, Jake would enjoy a large bright sun-lit main lounge with a
magnificent Steinbeck piano which rings out familiar tunes when accompanied by guest
musicians. The walls echo the voices much like his Sunday afternoon hymns. As Jake ventures
further into the units’ separate resident living quarters he would find himself in long hallways
with rooms off each side. He would not see a small family-run hotel; instead he would cross
paths with well over 300 staff.

What would not be different is the level of impeccable compassionate skilled committed
care. Jake would be immensely impressed and reassured with the level of dedicated care the
residents receive from their healthcare professionals. Furthermore, he would be comforted to
know that the facility staff has been loyally providing the best medical, psychological and
emotional care for their residents. Many have been working in the facility for over 25 years,
reflective of the commitment to the health and wellbeing of each resident. As Jake wanders
through the corridors he would become acquainted with the remarkable older adults who now
live there.

Research Site Description

Current study facility site. The care facility site at the time of this study was primarily
owned and managed as a not-for-profit long term care facility. Half-way through the study the
facility changed ownership. The research site is now again operated through Island Health and is
in the process of transitioning to a new facility under construction (scheduled to open in 2019).

The research study participants live on a dementia-specific secured (locked and coded)

unit. It is situated on the second floor of the care facility in the right wing of the complex. The

200



unit is accessible by elevator for family and residents. Nursing staff sometimes utilize the
adjoining stairwell off the administrative offices.

The unit holds 37 beds in one double-occupancy room and the others single. The nursing
station is located in the centre of the unit. Behind the open counter are two locked office rooms,
one for general meetings or resident assessments and the other for nursing files and staff
meetings. There are two corridors off the nursing station, one to the north/left and the other to the
south/right. Resident rooms are positioned along the hallway on both sides. Each room has a
number to the side of the door, with the resident name and photo encased in a clear plastic frame.

Housekeeping and laundry services are offered daily. Each wing has a separate dining
room with Kitchenette and a sitting room with armchairs, couches and a secured television.
Meals are prepared in-house and brought to the unit from the facility’s main kitchen. The left
corridor has an outdoor patio area with a gated pathway to the railed gardens and wooden gazebo
boasting city, mountain and ocean views. Weather-permitting, residents are able to take escorted
walks throughout the garden area.

Unit activities. Most activities, planned and implemented by one Recreational Activity
Worker (RCA) are kept within the unit and occur between morning and afternoon. Residents
who are mobile and not considered a flight risk may attend weekly activities, accompanied by
RCAs and volunteers on the first floor in the main lounge. This area has large floor to ceiling
windows and a stone, gas fireplace. Activities include regularly scheduled events such as
bowling, reading hour with a CBC radio DJ, and diverse musical performances in the afternoons.
Adjacent to the main lounge is a large tea room with round tables for visitors and large floor to
ceiling windows. Daily afternoon teas with in-house baked goods are offered from 3:00-5:00.

Community volunteers assist with serving the residents and visiting family.
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Throughout the seasons, special events are hosted on the dementia-specific unit. In the
summer, outdoor barbeques and in the winter months highly decorated Christmas celebrations
are popular. During the week (Monday-Friday, 9:00 a.m. — 3:00 p.m.) the unit RCA offers small-
group activities for the residents; these include spiritual hymn sing-alongs, crosswords, board
games and various cognitive activities along with baking, and arts and crafts. There is no RCA in
the evening hours; therefore there is no evening programming. Residents in the evenings tend to
stay on the unit unless family members take individual residents on outings or to music in the
main lounge.

The next portion of the chapter describes the reminiscence theatre study.

Reminiscence Theatre Study: Older Adult and Family Participants

The original intent of this study was to engage older adults residing in the dementia-
specific unit, adult family members, and university theatre students in all aspects of the
reminiscence theatre arts project, from the beginning life history interviews through
storytelling/drama workshops to theatre devising and performing. This proved to be unattainable.
Unfortunately, no family members joined the project (speculated reasons are discussed in the
next chapter). Consequently, the original study design was altered to include older adult residents
and the young adult theatre company participants only. (The theatre devising process is discussed
further in Chapter Five.)

Older Adult Participant Case Studies: Life History and Health Interviews

Resident interviews. The resident interviews for the reminiscence theatre research study
occurred during the week between 9:00 a.m. to 3:00 p.m. in the office off the nursing station and,
on occasion, in resident private rooms. Individual interviews were conducted by the PI, audio-

recorded, and transcribed verbatim. Transcriptions were reviewed with the participants for
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accuracy and fact verification, story selection, and informed consent for play devising. The
interview transcripts were subsequently condensed into verbatim stories for later theatre-devising
with the reminiscence theatre company. The transcripts were manually analyzed and coded by
the PI to identify emergent health themes.

Case studies analysis. This explorative study integrated both quantitative aggregated
health survey scores across respondents and qualitative descriptive narratives. A series of 11
individual older adult study participants is presented in narrative form. The data have been
gathered from three primary sources: (1) individual life review interview transcripts; (2) Pl
reflective journal / field notes presented in narrative form as commentary; and (3) pre- and post-
project health surveys. For purposes of literary flow and a more personalized representation, the
case study participants have been given pseudonyms.

The health survey data forms / questionnaires — Perception of Health form, Personal
Inventory form, CASP-19, and Alzheimer Disease-related Quality of Life (ADRQL) — Revised,
as described in Chapter Three (pp. 150-151, 154-157) are synthesized following the case study
narratives. An individual’s scores can be understood with reference to normative data for the
CASP-19 (Sim, Bartlam, & Bernard, 2011) and ADRQL-R (Kasper et al., 2009). The CASP-19
norms are from a retirement community sample; the ADRQL-R norms are from combined
samples of individuals with Alzheimer’s disease in the community, in assisted living facilities,
and in nursing homes.

The case studies are presented in narrative and poetic forms. (Full transcripts of
interviews are found in Appendix C.) The stated ages and comments pertaining to the
individuals’ relationships, health, activities and perceptions, are based on information at the time

of the interviews.
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Case study format. The case studies are described in the following manner. Each begins
with a found poem devised from older adult verbatim text, and PI affective responses. Next, the
resident’s life history themes — of birth and family of origin, childhood and youth, education,
adulthood and later adulthood — are synthesized as a short story narrative. Third, the case study
narrative concludes with the PI’s reflective commentary adapted from ethnographic
observations, field notes and journal entries.

The health surveys are synthesized after presentation of the 11 case studies. The results
for a specific individual can be located by reference to the case study number (from 1 to 11) in
the tables where individual results are shown. Aggregated data across individuals are reported.
For some individuals there are both pre- and post-program data, and for others only pre- or post-
program.

Case Study #1: Joe

(Adapted from Transcript #1: Feb. 25, 2015; PI journal field-notes: Feb. 25, 2015, pp. 47-

52; Short-story narrative: May 27, 2015)

‘Now that I am old’

| awake each morning, | hear my breath
| feel its warmth sail over my chest
Before my eyes awaken

| firmly pinch my thigh

For this is how I know

| am alive.

Then | listen

to my heart beat

and rummage through my imagination
to what will

come of today.

Old — I don’t bother with the word ‘old’
for I am as young as | feel
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| would say hello to strangers, for
| know what it is like to arrive as one.

Now that | am old,

When | see a child upset or crying,
maybe the appearance of neglect,

| want to help,

Not with a cheque but with my soul.

| have no time for boasting,

| simply enjoy,

| enjoy dance, the ballet, jazz, the piano
and of course a Saturday night.

Now that I am old,

at the eve’s twilight

| lie down gently,

| stroke my olive-oiled skin of my face,
| search for each wrinkled crevasse;

| am proud,

for each is earned.

My face is old; it is mine;
As is, it tells the story of my life.
What is yours?

(Adapted and combined from all older adult study participants’ verbatim transcripts)

Birth. Joe is an 80-year-old male born in February 1935 in a city in BC.

Family of origin. Joe, an only child, did not wish to speak about his parents although he
spoke freely about growing up in a big 3-bedroom house here in BC.

Childhood and youth. Joe had a happy childhood. He was raised in a middle class
family. He played baseball and other sports with several adventurous friends. Even though he
grew up in the WWII era he refers to his home as a good quiet place. Joe refers to himself as the

Huckleberry Fin of his times as he and his friends were adventurous daredevils.
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As a teen he made a special connection with an older man in the neighbourhood. Joe
chuckles as he describes his spying on the old wooden-legged man across the field. Over time he
became good friends with this man and his son. They hiked and fished regularly, and built
balsam airplanes. Joe as a teenager held a passionate affinity for cars, especially for the Ford
150. He and his friend would frequently pretend to buy one from the local car lot so they could
test-drive it.

Education. Having completed high school, Joe wanted to become a geography teacher
but did not have the opportunity to afford university.

Work experience. After high school, Joe worked in a local fish store where he developed
new fish products. In later years he and his second wife ran a laundromat in Hawaii.

Adulthood. Joe married the daughter of the owner of the fish market where he worked.
The relationship ended in divorce within the first year after a heartbreaking extra-marital affair
on her part. Twenty years later he followed his dream to travel to Hawaii where he met his
current, Chinese, wife. Joe would often accompany her, a university student, so he could sit in on
classes. Together they had one son. With the encouragement of the mother-in-law the family
moved to a west coast island town in 2000 to give the child a Canadian education experience.

Later adulthood. Joe had a serious fall and broke both hips; as a result, he was placed in
the care facility by his now seemingly estranged wife, where he remained. Seldom does she or
their son visit. He becomes teary at her mention. Joe states, “I saw her last February; she brought
me things I do not need.”

Pl commentary. Joe appears quite withdrawn. He is almost always found sitting in a far
corner of the unit, far away from others. He sits in the same armchair daily, his tall thin physique

curled into a fetal position with legs crossed, arms crossed, and head consistently leaning down
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with his chin nestled into the left shoulder, eyes staring to the floor as if awaiting his passing.

An old black and white movie appears on the television; he lifts his head to watch but the rest of
his body does not move. Upon first glance Joe appears inattentive, unaware of himself and
others, disconnected from the world, much like a blank state. Yet, with a closer eye his demeanor
changes drastically when encouraged to engage in conversation. His body opened up; he sat
straight and tall. Over time, after sitting aside him and speaking with him as if he were alert, he
came to life verbally; once he started speaking he would not stop.

This gentle, quiet, shy, unassuming individual appeared quite intact cognitively. He could
express himself quite articulately when offered open-ended questions. He spoke quite freely
about his life, his favourite childhood activities, teen mischief and most notably about his wife,
the daughter of a fisherman and their life together in Hawaii. His eyes sparkled, his face beamed
with glowing smiles when he spoke of their past, which sharply and abruptly changes when he
speaks of the present. She, his wife whose name was never mentioned, seldom visits. Sometimes
months pass between the exchanges; when she does visit their interactions appear to an observer
as obligated custodial care void of affection. Any attempt to discuss Joe’s current life or how he
came to be here, was notably avoided.

In group situations Joe would consistently withdraw but in a one-on-one situation his
demeanor was the opposite. He was eager to engage in conversation given the space and time to
reflect and respond. During the interview, for two hours Joe was calm and engaged throughout.
In the interview Joe’s spirit was high and with a positive attitude about his life.

Joe engaged, frequently making eye contact during the discussions although very seldom
initiating conversations on his own. He also regularly participates in the Memory Café, an

intergenerational storytelling and drama group where high school youth and older adults come

207



together in the facility. He enjoys the interaction with the youth; he smiles a great deal, and his
eyes light up when interacting with the high school students. He is also is open and very quick-
witted with his humour and often flirtatious advice.

My sense is that he feels elevated by being listened to by these young people. All in all,
Joe holds a positive attitude towards life. He is adapting to failing health well. He does express
that life is lonely at times. He can walk with his walker but only for short periods of time. He
strikes me as someone who only speaks when spoken to (much like old-school conditioning...
only speaks if he has something good to say or when spoken to). His spirits are high, his attitude
positive, yet weary from poor physical health, as if awaiting the end. In his words: “I’m positive
but my body is broken and wearing me down” (adapted from reflective journal of Feb. 25, 2015).

Joe passed away weeks after the study interview, from a series of strokes. Therefore his
stories are not included within the reminiscence theatre piece.

Case Study #2: Elsie

(Adapted from Transcript #2: Feb. 26, 2015; PI journal field-notes: Feb. 26, 2015, pp. 52-

60; Short-story narrative: May 28, 2015)

‘Mind’s Shell’

Awareness of remembering
or not,

Caught in the emptiness

of a shell,

Trapped in an ailing body
| within a cave of vacant
mysterious dark

space.

Searching through

and between,

| call their names

Sounds float from wall to wall

208



through the warmth of time.

They ricochet

back, sinking further, climbing
into the blackness,

calling their names.

No sounds,

just flickers of light,

like fireflies surrounding
the campfire,

swirling

Names dissipate,
transcending all time.

No names,

just flickers of
joyful playfulness
ricochet

from shell to shell.

No need

for names;

Caught within the emptiness
of a shell...

| know.

Birth. Elsie is an 88-year-old female born outside an Ontario city in 1927.

Family of origin. Elsie’s parents were both Canadian born. Her mother was a nurse, her
father a farmer. She grew up and worked aside her parents on the 200-acre mixed farm — grains,
wheat, with cattle and pigs. The farmland had been in their family for several generations, passed
down from father to son. Elsie’s grandparents on both sides along with uncles and aunts lived
and worked on the farm in separate dwellings. The land was filled with her large, healthy and
active family and nieces, nephews, cousins and neighbourhood children. Many of her siblings

and cousins grew up to pursue professional careers as nurses, administrators and educators. Elsie
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described her family’s socioeconomic status as very high because they owned the land and
homes. The farm in her words “turned a good profit”.

Childhood and youth. Elsie spoke of her childhood as happy and playful, with not much
free time but good times. There were always a lot of people around to help with the chores and
then celebrate the harvests with huge feasts and laughter. She had a large social network of
friends from the school. They spent a great deal of time out in nature — swimming, fishing, and
riding horses, Clydesdales specifically. “We made our own fun”, Elsie exclaims. She spoke of
being a good Catholic but that religion did not rule their life. Elsie referred to her home as a
playground in nature, as a paradise filled with people of all ages.

Education and work. Elsie completed Grade 12 and 13, and continued on to nursing
training in a city hospital, greatly influenced by her mother, also a nurse. Two of her brothers
became physicians in Vancouver. Elsie moved to BC with her cousin to continue nursing. She
also pursued the visual arts and became a watercolour landscape painter.

Adulthood. Elsie continued nursing in BC with a large cohort of fellow nurses. She spoke
about getting out and about, meeting other people. She participated in many social outings with
her two best twin-sister friends. She married a dear friend, an engineer from the West Indies,
dating officially and getting married a year later. Eventually both moved to the West Indies
where her husband worked for an engineering company designing and building bridges.

Elsie stopped nursing by choice in order to enjoy the culture and beauty of her
environment, and her six children. She became endeared to her husband’s father and new wife
(his mother passed away when he was very young). Elsie and her husband lived in British
Guyana and St. Kitts on the water’s edge, and parts of Barbados where she continued to paint the

landscape.
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In 2008 Elsie, her husband and children moved to Canada for work in an architectural
company, and stayed. They returned to the West Indies one more time, for her husband to
receive the Order of the British Empire award and attend a private business meeting with the
Queen (confirmed with photographs proudly centered on the bedroom wall). Their grown
children have chosen professions in medicine and education; they live in Ontario and Vancouver.
Elsie is very proud of all their accomplishments. She also was very proud of her husband’s
writings but saddened that he passed away before they could be published. Their sons have them
in safe-keeping while intending to publish the voluminous works.

Later adulthood. Elsie placed herself voluntarily in residential care. She needed support
for her ailing health and cognitive issues.

Pl commentary. At the time of the study Elsie appears in frail health. Much of the time is
spent resting in her room. Physically she is mobile, walking with the assistance of a walker albeit
slowly and with pained shortness of breath, forcing her to sit in her armchair or lay down for
short naps. In spite of her apparent physical discomfort, usually she epitomizes all that is beauty
— her skin softly wrinkled with a hue equal to that of Snow White, hair white and softly curled
frames her strikingly large crystal turquoise blue eyes. Her constant smiles illuminate the room
with her perfectly aligned pairs of original teeth. Although unwell, Elsie is aglow and appears to
be the epitome of health. Her demeanor is calming and gentle, her loving spirit resonates.

As we chat (interviewed in her room), Elsie slowly but with purpose makes her way to
each and every family photo and to all of her eloquently portrayed watercolour paintings of the
West Indies. She beams with pride as she shows each one and talks of her love for her family.
Cognitively, however, it is evident that she has memory lapses; as she tries to name the people in

the photos her frustration, ever so gently is revealed. As the interviewer | am careful not to
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pressure Elsie to remember details of specific names and dates; instead, we focus on the emotion,
the aesthetics of her space in time surrounded by a wealth of memory. The felt sense herein is
what matters the most. Elsie is one of the most positive, gentle souls | have ever met.

This resident was happy to be interviewed. She had a joyous, peaceful presence about
her, impeccably dressed with colour-coordinated sweater and scarves, beautifully groomed; her
face glowed with warmth with not one flaw to be seen in her pure powder-white skin. As we
persevered with the health survey (off the nursing station) her agitation began to grow.

(Feb. 26, 2015: Adapted from reflective journal): Elsie expressed concern about her
health, feeling sad that she cannot do what she used to do; walking is a challenge, feeling tired
most of the time. The second part of the interview (life review) was conducted in her private
room as she was feeling she needed to lie down and rest. Even though she was physically tired
she was verbally engaged, continually smiling and quite chatty.

It was a pleasure to interview Elsie in the private, quiet comfort of her room, as she was
at ease and very proud to have a guest in her room as if it was her home. The room had a very
loving, warm caring ambience as the walls and countertops were filled with numerous photos of
herself and her family along with art work from her travels. She constantly referred to her
husband as if he were alive and about to come in any minute. The interview later revealed he had
passed away over a year ago. This individual also spoke of her children and grandchildren; each
time she spoke of them she would break into a huge smile with giggles that would last a
significant while. When asked about the pivotal/key turning points in her life, she spoke of her
children rather than events.

Anxiety with remembering was evident. Elsie rested comfortably on her bed; she talked

of her husband being from the West Indies and of her children. She became increasingly fixated
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on remembering their names, where they lived. The more she tried to remember their names the
more anxious she became (although not revealed in the survey). She would close her eyes
tightly, rub her head and forehead rapidly as if this would help her to remember. | worked to
defuse her anxiety by reassuring her we all at times have trouble remembering names, and
redirecting the conversation. She always returned to her children but could only remember two
of the four names; she would mix up where they lived and what their occupations were.

As I observed this woman’s anxiety increase I noticed that I began to distance myself
from my emotions; | was aware that | felt very sad for Elsie and for all those others like her. |
could imagine how difficult it would be to be aware enough to know that you cannot remember.

As a diversion | focused upon her travels and Elsie began to relax. Interestingly,
noteworthy is that as the conversation focused on her travels, as she relaxed more, several of her
children’s names came back to her without anxiety or discomfort. Once the pressure to
remember was off, she could naturally remember with ease... anxiety dissipated. I am reminded
that it’s not the remembering that matters; rather, it is the storytelling that matters the most.

Case Study #3: Mary

(Adapted from Transcript #3: Feb. 27, 2015; PI journal field-notes: Feb. 27, 2015, pp.

61-73; Short-story narrative: June 3, 2015)

‘Invisible’

No one asked
No one heard,
No one felt my rage.

As I clearly see,

cut off,

away

from my life, my several selves.

Just like that,
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I’'m not even here anymore,
invisible.

A pinch reveals

| am for a moment

not invisible, if only apparent
to me.

‘Fragments’

Heading into space

speeding too quick, or too slow to hold
churning hard softened mush

tangles, strings long and lean

meanness tighten
breadth of depth gone,
words land somewhere
lights bright

sounds shrivel

slow.

Fragments from here to there
collide again and again,
settling like crevasses

in lava’s spill;

No one saw... no one.

Ah...
There you are...
Not invisible to me.

Birth. Mary, a 93-year-old female was born in the Falkland Islands in the year 1922.

Family of origin. Mary immigrated with her parents to a remote island on Canada’s west
coast where she remained until adulthood. Her parents were originally from Yorkshire in the UK.
Her father fished to support the family. He homesteaded the land and built the family home.

Mary’s mother raised five children.
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Mary had two brothers and two sisters, with two years between each. Mary was the
second oldest. Both sisters died in later adulthood. One brother is in a seniors’ care facility on the
island. Mary is quite annoyed with her other brother, who care-takes the family home, as she
feels he has let the property go downhill.

Childhood and youth. Mary speaks of her childhood as wonderful, filled with many
friends and a loving family. She was particularly close with her adventurous father. She talks of
them doing everything together — acreage chores, building the home, and of salmon fishing. In
addition, Mary and her parents were very involved in the local Catholic church. They sang in the
choir together weekly; then she would go salmon fishing with her father and share their catch
with the villagers. Evenings would end with musical jam sessions and a community dance, and
sometimes theatre productions.

Mary refers to her family as athletic. Her youth was filled with several sports activities;
she was particularly fond of tennis, baseball, rowing, swimming, hiking and racing (a 100-yard
sprinter). She was greatly inspired by her father who she helped build a tennis court on the
family property. She described in detail a time when “the experts”, the tennis pros, came to play.
“There were these two big tall fellas; they were the kind of people that thought they could do the
best, better than everyone. I watched... They would whack the ball so hard, but it never got to
where it was supposed to, so I said it to them straight up. I said, ‘If you were a little careful and
not so busy trying to be so tough, you would get the ball where it was supposed to go, and you
would be a better player’. Imagine me telling them that! They needed to learn artful care, to
practice their eye work; ultimately these two strapping fellas needed to learn how to control their

energy. After that we played tennis every day of the week during the tournament.”
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Education. Mary completed Grade 8 in the island school, a small school of about 20
students. She graduated school at age 18. As a young adult she was interested in nursing.

Work experience. In her youth Mary worked as a babysitter and tennis instructor. She
worked on the family farm helping her father tend sheep and her mother to card wool, and
assisting in weaving garments for the community.

During adulthood Mary volunteered at a local special needs school where she taught
English/American sign language to deaf youth. | too had background in sign language and
invited Mary to show me some signs. Amazingly, without hesitation or error Mary eagerly fired
off the alphabet along with a few key phrases. The natural teacher in her surfaced and revealed a
gentler side of her sometimes abrasive personality. She patiently demonstrated the correct
positioning with me until I “got it right”.

Mary joined the army at age 24, during an economic downturn experienced by many
during WWII. She was the chef/cook for the officers. Mary proudly asserted that she was “proud
to do this work... the war, the end for me... 1939... miles away”. She recalled assisting the
nurses as well during this time. They trained her on the spot. She commented, with vivid
memory, “When you were in the army you went and did what was needed to be done!”” Mary
states that the war was not a wonderful time. “I got up at 5 A.M., made breakfast, marched in the
parade; | was good at everything — cook, nursing... did what had to be done”.

Adulthood. Mary did not discuss her husband. She just referred to the marriage as short.
She emphatically insisted, “just go past this part”.

Later adulthood. Mary had difficulty recalling if she had children of her own. Her

memory is quite fragmented; she consistently confuses names, and comes in and out of different
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time periods. She does have an adult daughter who visits the care facility daily, yet insists she
never Visits.

She recalls having had a fall, maybe through hiking in the woods or elsewhere, where she
hit and injured her head. She believes this is why she is placed here. Mary appears confused
about her health, one moment healthy and fine then in another moment full of body aches and
pains.

Pl commentary: Mary was initially very much opposed to being interviewed. Although
she willingly agreed to be interviewed without coercion, once the interview began she became
quite indignant and resistant. She would become quite verbally agitated when unable to
remember details. Each time the interview was stopped, offering the opportunity to try another
time.

| attempted the interview with her on three separate occasions. Each time, she was very
resistant, with many complaints of how difficult it is to be confined and in ill health. Mary
carried on for the most part as if fully healthy, completely unaware of her reality or limitations
physically or cognitively, almost as if she was living in an altered state of consciousness. At the
same time, she was quite verbally articulate, freely without editing, speaking her mind. On the
fourth attempt, she did the interview but declined to complete the forms, commenting she would
rather just have a conversation.

(Journal — Feb. 27, 2015): Within two minutes of the first health survey question, this
individual responded with, “I don’t like this; these questions are inappropriate. | feel
interrogated, like you are prying into my life. I don’t understand why you are asking me these

ridiculous questions.” I responded with an explanation — “to help me to get to know you, to
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better understand how you think your health is”. As well, I reviewed the theatre storytelling
goals and project process. She responded with, “Ok then”.

I moved on to question #2 on the Perception of Health form: How would you say your
health is? Her response choice was ‘very good’, in contradiction to earlier comments where she
had elaborated on her poor health. When | asked the next question, as to how in general she
would describe her emotional health, she became extremely defensive. She responded with,
“That’s inappropriate; I’m not going to answer that”. In keeping with Ethics protocol I did not
ask any more survey questions or probe further.

| then asked if would be ok to move on to the life review interview. She agreed. | turned
on the audio-recorder. She began to speak, non-stop for three hours. I just listened, reframed and
rephrased her comments to her. She began to speak, after requesting to stop the audio-recording,
about how she felt being placed at the facility. | suspect the emotional health question triggered
how she was feeling subconsciously... (anger at her family for being placed, and about being
unwell).

The interview then progressed smoothly. Mary’s intellect and vibrant personality shone
through. Her skills as a previous teacher were evident as she on countless occasions proceeded to
teach me something (e.g. knitting). During the entire interview she offered clear suggestions on
how to speak with older adults. Here are a few examples of lessons from Mary: “Ask meaningful
questions; these are too vague so | lose interest. Asking questions makes me phase out. You
don’t need to ask questions, because that’s not good enough; it’s insulting. When you talk about
nothing, you lose the moment. It’s all in your control, not mine. Can’t we just have a
conversation? Also, you need to talk at the same level as the person you are talking ... voice

pitch is very important. If the level is high-pitched, I cannot hear nor can I understand you.”
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Mary also stated that too much talking is no good; you need to listen and then talk to the
person the way they talk, in their tone, their pitch. A free-flowing style of conversation was
effective for her.

Mary’s personality traits in the teacher role were notable; she was patient, would give
clear directions with good humour and laughter. | gained a sense that regardless of dementia,
personality and professionally learned skills remain.

By the end of the interview a nurse came by to say that Mary’s daughter was here. Mary
lit up like a Christmas tree, excited and full of smiles. She physically came to life. | was invited
to meet her daughter. We raced to her room and the three of us visited for some time. The
dynamic was positive, catching up on the family news. After the visit the daughter asked to meet
privately, which we did. | was asked to mail the transcripts to the daughter and other family
members but declined, explaining the study protocol. She graciously accepted.

Invisible grief. Mary in my opinion may be experiencing what I refer to as ‘invisible
grief’, known in the literature as ‘anticipatory grief’. This person clearly has experienced
accumulated losses. Seemingly unaware of her dementia diagnosis, Mary appears confused as to
why she is placed in the facility. She clearly articulates that she is displaced, with no say in her
life, as if invisible. Physically she is active, mobile with a few health issues.

In contrast, cognitively Mary wavers between lucidity and confusion; her intelligence is
apparent in conversation. Her humourous witty tongue is often in full gear; she clearly has no
filter. Observations over the time of the study suggest that she is aware that something is amiss in
her life and occasionally aware that her mind is different; yet she seems completely oblivious
that she has dementia. Her focus primarily is on going home to the island where she once lived,

to make sure people are caring for her house, garden and tennis court. The absence of her family
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is frequently noted by her. Mary often exclaims bursts of verbal anger towards her daughter,
stating “she never visits me”, which is far from the truth as her daughter is a predominant
community member with a pressured busy professional life and visits daily. The daughter takes
her out each weekend to community events.

| have been under the impression that people with dementia are aware of their loss and
that they are therefore grieving, as parts of themselves and their abilities disappear they are
grieving these accumulated losses. This may be the case for some, but Mary reminds me that
may not be true. She is not grieving dementia particularly, but appears to be in the anger phase of
loss, grieving the losses in her lifestyle and living circumstances. She is fiercely independent and
intelligent, and clearly resents lack of control in her life. She carries on as if nothing is different
about her. Many people with dementia may not be experiencing grief; instead, it is the family or
caregiver that is invisibly grieving.

Mary’s thoughts on her health. On feeling alive: “When | wake up in the morning the
first thing 1 do is feel my legs and pinch myself to see if I am alive. When | can feel myself, |
know | am alive. | had to feel to see if | was cold or warm.” On memory: “l had a stroke, so now
my memory is not so good. Too bad; I used to be good at remembering names. Losing your
memory is not so great... Sometimes I think you don’t recall that life is not that great anymore...
My mind is very faded to what it should be. I’1l think of someone or I go talk to someone and all
of a sudden their name is gone... absolutely empty. I don’t like that sort of feeling.”

Case Study #4: Steven

(Adapted from Transcript #4: March 2, 2015; PI journal field-notes: March 2, 2015, pp.

74-83; Short-story narrative: June 3, 2015)
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‘The Little Miracle’

A crisp beautiful country stroll
with my best canine friend

A glimpse of time

changed all.

A treacherous fall,

water drenched dark hole
could have been

the end.

A faint bark,
a neighbour’s call
a flip on the gurney...

A little miracle
occurred
on a beautiful country trail.

Birth. Steven, age 80, was born in a prairie city in 1935.

Family of origin. Steven spoke highly of his Canadian-born parents. His father,
described as a Marlborough-smoking kind of man, was a supervisor for the grain mills
throughout Alberta. And his mother — he teased her and called her a big dwarf. “She was so tiny
that she could walk under my arm without me raising it.” Steven teared up when speaking of his
parents. Emotionally he often stated, “I had a wonderful relationship with my Mom and Dad;
absolutely wonderful; my parents had a magnificent marriage, very loving.” He never once saw
them argue; never a bad word was spoken.

“My father in particular taught me one of the most important lessons of my life, never to
be forgotten - respect for women.” Steven spoke about an incident where he spoke sharply to his
mother, rudely raised his voice, actually yelled at her. “My father, a tall slender man, stood over

me and gave me a whack on the head. | was really hurt, not by the strike but by my feelings...
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that I would disrespect my mother so.” Steven’s parents passed away in his young adulthood. He
conveyed that he was devastated and insisted he would bring them back to life if he could.

Childhood and youth. Steven was an only child raised in a middle class family. He had a
live-in British nanny to whom he emotionally was very close, his best confidant. He often spoke
of being an only child, alone a great deal of the time as a young boy. He said this shaped his
personality and his desire to develop close meaningful relationships, many of whom became
lifetime friends.

When later in his youth Steven’s parents moved to an Alberta city he had no choice but to
move with them; he begrudgingly went, kicking and screaming all the way there. He often refers
glowingly to his prairie city as his spiritual home, where his heart still is.

Education. Having completed Grade 12, Steven continued on to the school of
engineering at the university. He vehemently stated that he wasted his time there. He stated that
he wasn’t much for schooling, “too lazy”. Eventually, he changed paths and began working for
the city’s engineering department — “on the job training, the best education I could ever have!”

Work experience/career. While working for the engineering department for the city of
Winnipeg, Steven was in his words adopted by a Ukrainian gang of workers. They pushed him to
his limit. His supervisor recognized and admired his quick witty intellect, and encouraged Steven
to go to university but he refused. Instead, he persevered in the engineering job as he loved the
outdoors and the challenging physical work.

Eventually, Steven drew upon his high school theatre experience and became involved in
local theatre, acting and singing in a few plays. Later, he transferred to work in live television.
The local media organization (CBC) took note of Steven’s abilities, talent, intelligence and most

notably his charismatic and warmly engaging personality. He came to be hired as a studio
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director and learned his craft on the job — camera, editing, interviewing — all of which led to his
lifetime career as a producer.

Steven emotionally speaks of his time with the CBC as the most rewarding period of his
life. He traveled the world, engaged with remarkable individuals from political leaders and
diplomats to his pride and joy — the coverage of several Olympics. “I met the greatest of
humanity along with the worst.”

He comments on a particularly alarming interview experience: “I can’t see why Putin of
Russia, how we are letting him get away with what he is getting away with. We can see what it is
going to lead to... to another world war... He killed a guy who was going against him; no one
will ever convince me that he isn’t the guy that did that.” Such a comment is poignant given our
current international political climate.

Steven discussed his most significant career achievements as covering a number of
Olympics and the Commonwealth Games. “It took three years of preparation time... You really
get a feeling of being Canadian... it really means something to me to be Canadian, especially my
friendships with the great ones like Nancy Greene.” Steven went on to say, “To this day when I
hear the Canadian anthem I must stand and salute.” He can be heard many a time say, “As I tell
my kids, you won the lottery of life to be born Canadian.” However, he emphasizes that “you
have to think about who you vote in as leaders... As for our previous Prime Minister, the kindest
thing I can say is nothing; he ruined the CBC for good,; for that | would like to kick his ass... for
taking away the voice of our nation.”

Adulthood. Steven was married several times. His first wife, a ballerina with the city’s

main ballet company, passed away a few years into their marriage. They had one son together.
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Steven spoke passionately about their early life — happy, romantic... “She was great; I messed up
but that’s life”.

He remarried and had twin girls whom he adores. His son from the first marriage
instantly bonded with the daughters. The three children are extremely close. Steven often refers
to marriages not working well.

Relationships (Journal, p. 79): (He spoke passionately about relationships and of his
family): “I was an only child, no brothers or sisters, so I go for stronger bonds with people. |
work on my friendships. My friends say I’'m good for anything! Relationships are so important in
life. I have many good friends around the globe. Some say I’'m a romantic but let’s not talk about
my wives! ... Although | had great experiences working for the CBC and traveled the world, in
the world of romance I fared well... not so well in marriage... She [his last wife] would often
say, ‘You don’t need a wife; you are married to the CBC’.”

Later adulthood / placement in care. In Steven’s words, “blame this on a dog — my
prized Brownie - an Airedale — bad roads and careless works... I took a fall into a large sink-
hole... and now here I am.” Steven was placed in the facility after his fall and a stroke, to
recover, where he remained.

Pl commentary. Steven is a gentle, warm and loving soul. His tall, slender physique
leads to his huge glowing smile and equally striking blue eyes. He is an emotionally and highly
intelligent human being with a remarkable positive zest for life.

I will name his story ‘off the record’ as he told many a great story of his work travels and
adventures. However, in keeping with ethical protocol, when his interview transcripts were

reviewed with him the majority of the stories were stricken by him for public sharing. In his own
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words, “these are off the record, between you and I; keep these secret, as these folks are still
alive and if their stories were to be told there would be trouble for all.”

Nevertheless, Steven’s interview was for me one of the most profoundly touching ones
that I have had the privilege to partake in. “Sometimes you meet someone and you just know you
are in the company of greatness” (PI journal, March 2, 2015). As a researcher I aimed to conduct
myself in an impartial manner, believing | needed to be close to neutral or objective, to keep
emotional distance. However, in this case it was not humanly possible, nor is it morally or
ethically sound. How is it possible to remain neutral with someone so emotionally intelligent,
connected and verbally articulate? To be authentic, | needed to engage with Steven from the
heart. Anything less would be not only ineffective and destructive to the interviewer-participant
relationship but in my view highly disrespectful and therefore unethical.

Steven’s life story is nothing less than astonishing. What touched me the most was his
heart; he exudes warmth and the love of life, for himself and his family. He conveys tremendous
compassion and insight for humankind. Having witnessed several global atrocities, he remains
hopeful and believes in the good will of mankind above all. He did not shy away from showing
his emotions, expressing his feelings freely, often tearing up in conversations.

In Steven’s words, this is his story (from PI journal, pp. 76-77, 343-345) - ‘A Little
Miracle’:

“My doctor calls me the little miracle... One day while out walking my dog in the
country we stumbled on the path, into a 15-foot hole in the ground. I fell; my dog came tumbling
after. | put my arm up to brace his fall, which | did, but I fell back and hit my head. | was
knocked out, all night. It was raining heavily. The trail was close to our home on the lake, and

our neighbour heard the dog bark the next morning in a very different tone and pace. The
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neighbours went to the house to check on the dog, only to find no one home. They called Search
and Rescue. Later | was found, but unconscious with my mouth open and my lungs filled with
water. They tried to resuscitate me.

| am told by my doctor that | am the little miracle. As | was being taken away presumed
deceased the movement un-jarred something in my throat and I coughed. Imagine the surprise
and shock. I had no heartbeat but | coughed. | was resuscitated and slowly recovered. | feel
differently about life and death as a result... I thrive in a spiritual realm... not afraid of death...
This experience not only changed my life but it profoundly changed my view on life. Three years
in hospital, then here... Nevertheless, even though my memory is not as good as it was, [ am
extremely lucky to be alive. This makes you think how easily life can be snapped away from
you.”

Life here (Journal, May 2, 2015, p. 75): Steven exclaims: “So now here [ am... I want to
leave but my daughters do not want me to move. Time goes by very slowly, so to pass time |
walk, two miles. I have figured out that if | walk up and down the hallway five times, this equals
two miles. I make sure I do... All I want is to get out of here. I can’t even get out; don’t know
why I’m held here. I feel like I am being warehoused... I get tired of watching people fall
asleep.”

Steven reflects on aging and family (Journal, pp. 80-81): “I do not consider age as a
handicap. I'm 80 now; it’s my health that limits me, not my age. I feel the same, as the same
person I was in my 20s, at 60; it’s not age itself that matters... As for my memory, I do have a
tough time filing things in the right places... Now that I’'m here I’'m handicapped; now I cannot
plan my future. Things are out of my control. I lost my house, I lost my car, I’ve lost my sweetie.

| could go live with my sweetie but my daughters do not wish for me to move away from here.
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My daughters say | could live with them but | choose not to. | do not want to be a burden, a
handicap... Good times are disappearing here each and every day, but when I feel sad I sing.”

(Music) (Journal, p. 82): Steven comments: “I have a good capacity for song. The good
news is here I have the opportunity to sing... [ have a great memory for music of all kinds. They
stay in my head. People challenge me... they will hum a bar and | finish the tune every time. |
have a lifetime friend who visits me here once a week. We go for a long walk; while we chat
away, my friend randomly picks a song from the book and I sing it for him... Not only do I
know each song, I sing in tune.”

He continues with: “Socially active? ... no, not in this place; you can’t be. I want to get
out of this place... I don’t like to have to be with someone all of the time. I can’t even go out for
a walk on my own... Being confined like this makes me feel like sneaking out more... There is
nothing wrong with this place; it is just that | am tired of watching people fall asleep in their
soup! My daughter... cheers me up when she refers to me as the little miracle.”

Case Study #5: Cynthia

(Adapted from Transcript #5: March 5, 2015; PI journal field-notes: March 5, 2015, pp.

84-108; Short-story narrative: June 3, 2015)

‘Horizon’s Line’

Horizon’s line

sharp and straight
separates

rich blue up high;

Bright yellow fields below
Sway with nature’s rhythm.

Dismayed farmers,
plow deep furrows,
keeping dark soil
close.
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Once starched white linens
turn grey,

grasshoppers tumbleweed
bounce amongst

troubled clouds,

yellow, red and brown
blanket our prairies.

Sky’s dust
blocks our sun
for days;
Winds whistle,
sprinkling dust;
church chimes
beg for rain.

Dust, dust, and more dust...
Nostrils bear no more;
darkness inside and out,
lanterns light the day;

a dresser drawer

protects the infant’s cry
while a mother’s gentle soul
touches.

We fought the heat
We fought the drought
We fought the wind
Until

at last

The horizon’s line
appeared;

blue on top,

yellow on bottom.

Birth. Cynthia is nearly 89 years old, born May 1926 in a Canadian prairie city.
Family of origin. Cynthia’s parents emigrated from Switzerland after WWI. Her father
had worked on a farm in the UK. The British government of the time offered bachelors a quarter

section of land if they came to Canada. He accepted the paid offer and immigrated to the prairies.
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Cynthia recalls that a friend told her how her parents met. Her father was working on a
farm and said he would farm for one year; then he will go get him a wife. He did just that.

The parents are described as loving, hard-working people of the land. They purchased a
large farm plot which sustained the family along with several other families in the community.
Cynthia’s father built the family home, large enough to house the entire family.

Cynthia described the farm as miserable, especially the first year. She states they were
either frozen or dusted out. She describes the family home as awfully cold and filled with layers
of dust from the road dust drifts. Cynthia recalls a sister born in the house; when the dust blew,
her sister’s nostrils would be covered in dust, as if she had been left out on the land.

The decision to move to the island was made after her father had a serious accident. He
was pinned under the sleigh of a tipped horse cart, rupturing his stomach. The family enjoyed life
in the warmth of Western Canada. Her father over the years developed several illnesses and
eventually succumbed to stomach cancer.

Childhood and youth. Cynthia was the eldest of 14 children with six sisters and seven
brothers. She describes her family as happy but plagued with illness. Two siblings did not
survive infancy (crib deaths), and another died at age nine after a lifetime of lung ilinesses. Most
that did survive childhood experienced health challenges. Although Cynthia was the oldest of the
siblings, she was the healthiest. She became the family caregiver and took on a heavy workload
in the family farm activities.

Cynthia described her family as poor yet rich with joyous laughter. She was very close
with her siblings and parents. She credits the Christian faith for the family’s strong bond and

ability to withstand the hardships of prairie life. There was not much time for fun with friends,
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holidays or trips, even to the local townships. However, Cynthia recalls that birthdays and
seasonal holidays were never without home-made presents and heart-felt celebration.

Family health. This case study highlights the impacts of environmental conditions on
health. Cynthia talked at great length about sibling illnesses such as whooping cough,
pneumonia, heart valve issues, epilepsy, soft teeth, and two crib deaths. She referred to her
siblings as plagued with illness; several had severe respiratory problems. She recalled her blue-
lipped youngest brother unable to partake in sports yet he insisted on walking uphill to school.
Upon collapsing one day: “Our teacher carried his lifeless body in the height of winter to the
schoolhouse to warm him by the fire. He could not be revived.” Cynthia comments: “I learned to
live with death. We all cared for each other and took our losses in stride, all as a natural part of
life.”

Cynthia spoke of many children having one day a year where dentists serviced the
community at the school. She herself had 10 teeth pulled for $1 in Grade 8. One could surmise
that environmental conditions such as the Dust Bowl period, lack of clean water, and ice boxes to
store cows’ unpasteurized milk, shaped this family’s health outcomes.

In reflection, | wonder why the eldest of the 14 siblings would be the healthiest and
longest surviving. It is interesting to consider that Cynthia’s birth-year was 1926, which is
significant. The first three years of Cynthia’s life, critical for development, were before the onset
of the great depression that began with the stock market crash of Oct. 29, 1929 which was soon
followed by the Dust Bowl through much of the 1930s with its extremely adverse impacts on
farmers in the U.S. and Canadian prairies. Cynthia’s younger siblings were born in much less

favourable socioeconomic and environmental conditions than her.
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Education and work. Cynthia was inspired by her father’s thirst for education. She
describes him as a natural teacher, a well-read learned man who would say to all the children:
“Get a good education; get a good job. You need to voice your opinion. You can’t just do it our
way. You have to get everyone’s views and vote on it.”

Cynthia and most of her siblings attended the local country 1-room elementary school.
One section went to Grade 10; the other part Grades 9 to 12. She recalls being very impressed by
her teacher who consistently insisted that you get more results from higher education. Most
impressive to Cynthia was that her teacher was deaf, and taught four grades at the same time,
proficiently reading all her students’ lips.

Cynthia was very fond of school, as teachers reinforced her father’s principles; she
learned to cooperate, to tolerate what she didn’t like, and to pose good questions. She boasts that
she regularly impressed her school principal with her winning debates. She expressed her respect
and gratitude for her father as he never kept the children away from school to work the farm.
She went on to complete Grade 12. Although encouraged by her family to pursue further
education she chose not to do so. Instead, she worked on the farm and later as a waitress in the
local diner through her adulthood.

Adulthood. Cynthia married her first love. She met her prospective husband at a lively
fiddle reel barn dance. She was his only girlfriend. He was from an Icelandic family with two
boys who played in the band. She recalls: “The first dance I walked a mile and met my
husband... We went to every Saturday dance but he never danced once.” They dated for two
years and married in 1948.

Cynthia had planned on four children but after feeding the first two twins every three

hours, she decided that she had enough, commenting “if we raise these properly this is enough”.
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They remained in the prairies until work brought them to the west coast. She explained that her
husband had challenges finding work in the trades as he was not unionized. He eventually found
work first as a labourer and later as a welder in the shipyards where he continued until
retirement. Cynthia notes that he welded through his training for $1 a month; once unionized he
gained a good reputation and did alright working on the tugboats. Over the years, her husband’s
deteriorating health and cognitive decline required both to be placed in residential care.

P1 commentary: Cynthia moved to the facility one week prior to this study. She presents
as if in good health and cognitively high functioning. Her husband, on the other hand, lives with
moderate to late-stage dementia. He presents as anxious and confused most of the time. Cynthia
states that she moved to the facility to be with her husbhand. They share a private room on the
secured dementia unit. The two are seldom seen apart. Cynthia is very active physically, always
in motion. She is not only the Energizer bunny; she is the battery charger (maybe hyperactive).
She is also quite a talkative person, barely taking a breath between sentences. Cynthia presents
for the most part as cheerful and with a positive attitude towards life.

She dresses sharply, with fully coordinating colours and with accessories, jewels and
scarves on her tiny frame. Age is not a concern to her. Noteworthy is her exuberant desire to help
others less able than her. She is the matron caregiver to all others on the unit. Often she can be
found comforting others emotionally, helping with meals and activities. Cynthia refers to herself
as a born helper. Most conversations with her focus on how to best help others.

Contrary to her frequent comment, “I’m not the type that frets over things”, she is often
seen fretting over people, especially her husband. Cynthia is rather forthright, often verbally
aggressive and outright domineering with her husband but not with other residents of the unit.

She tends to her husband’s needs almost every waking moment. Although she is clearly caring
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and supportive of his physical needs she does have a tendency to be rather frank, frustrated and
harsh with him verbally, often quick to anger. Her impatience is evident; she comments on what
she thinks without editing or filtering her thoughts. For example she was often heard saying,
“Come on now... | have told you that a thousand times. What is wrong with you? What are you
thinking? Do you think?” I suspect her demeanour reflects deeply held frustration with her
husband’s cognitive decline.

Cynthia’s husband declined to be interviewed. He presents as quite confused, unaware of
his surroundings, often thinking he is somewhere else in another time. When he speaks of family
it is as if they are present, and Cynthia will respond with “they’re dead”; he insists the contrary,
which spurs a duel of wits arguing back and forth until she walks away in a huff. He is anxious
much of the time, more so when separated from his wife. With his scowling facial expressions,
resembling a traumatized, fearful child as if lost in a void he is often seen wandering in a haze,
demanding to go home. The domineering approach from Cynthia only exasperates and stresses
her husband further. Several times | attempted to intervene in their interactions to defuse the
tensions, modeling a calmer, gentler and more sensitive communication approach that
unfortunately had no effect on softening Cynthia’s demeanour. In contrast, in one to one
interactions with Cynthia she was calm, relaxed and eager to share stories and memories. We
sometimes spoke all afternoon. A majority of the stories were from her life growing up on the
farm with her siblings.

Interview reflections. (Adapted from journal, pp. 96-102) The interview with Cynthia,
like for other participants, was conducted in a private room beside the nursing station. Her
husband was not present during these times. This proved to be very problematic and disruptive

both with regard to the interview itself and Cynthia’s relationship with her husband. Although
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eager to be interviewed, Cynthia would fret about her husband’s whereabouts, stopping the
interview in order to find him, reassure her husband he was ok and explain to him where she
was. There were about 10 interruptions within an hour.

Cynthia’s husband was extremely agitated by her absence from him; his confusion led to
severe anxiety and panic attacks that prompted several nursing interventions. As a result the
interview was postponed for another date. Later, Cynthia’s husband joined in a few interview
sessions, sitting by choice in the corner of the room, away from Cynthia and I; he appeared to be
calmed by our voices and discussions. His demeanour was much like that of a young child
disciplined in a time-out yet curious about the discussion. There were several lucid moments
where his eye sparkled, his face adorned with huge smiles, interpreting this as an invitation to
join us. I invited him to join in the conversation. As he stood to join us at the round table Cynthia
verbally imploded, saying “oh no, we can’t include him; he cannot remember a damn, darn
thing...” - all of which he heard. I ignored her and visually with open hand gestures encouraged
the husband to come closer; he sat at the table with us and began to speak in great detail of his
work, with explicit directions on how best to operate the combine machine along with other farm
tasks. His agitation appeared to dissipate.

Cynthia’s husband continued chatting uninterrupted for about 20 minutes (much to
Cynthia’s disapproval). Occasionally Cynthia would intervene correcting his statements,
triggering arguments between them. | attempted to defuse the tensions by redirecting the topic to
more pleasant themes, changing the focus of the conversation to happier times of holidays and
dances. Glimpses of joy and laughter followed from both.

This interview was both a challenge and a delight as it was a pleasure to see aspects of

Cynthia’s husband which still remain — his pride in his work and in his farm life was abundant.
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In the future, had | known ahead of time of their relationship dynamics or the severity of the
dementia, | would have interviewed both together to lessen the tension, fear and anxiety they
both experienced. Ironically, both Cynthia and her husband could be seen as having anxiety
issues but for differing reasons. For the husband it was fear of not knowing where his wife was;
separation brought forth panic attacks and severe agitation. For Cynthia the anxiety was more
about her husband’s health and dementia-related behaviour.

After the interview interactions | found myself wondering if reminiscence or
reminiscence theatre practice is even appropriate for this population. This case study highlights
the writings of Gibson (2011) on the concerns or fears of such work in the institutional
environment. | wonder if the interview triggered participant trauma, or if it is appropriate at all in
late stage dementia. As a researcher in a one-off interview | felt a sense of self-imposed pressure
to continue and complete the interview regardless of the challenges. Removing the constraints of
research, | would have dropped the interview and postponed it to when and if circumstances
were more favourable for the couple, maybe after they had more time to settle into facility life
routines.

This interview begs the question on the effectiveness of one-off interviews in the context
with dementia individuals. | would argue for an ongoing immersive process instead to build
relationships and/or develop clearer understanding of the individuals before beginning the
interview process.

Case Study #6: Teresa

(Adapted from Transcript #6: March 5, 2015; PI journal field-notes: March 5, 2015, pp.

109-117; Short-story narrative: June 8, 2015)
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‘Inseparable’

| adopted
my best friend; were inseparable,
so different from one another.

As through osmosis,
we know instinctively
of each other,

of our lives.

So distinct

yet so impermeable,
how remarkable to
find such

love
companionship.

Such tight unquestionable bonds
with another soul

inseparable

in unwanted spaces.

Birth. Teresa, 88, was born in 1928 in the United Kingdom in Lincoln and moved to
York with her family.

Family of origin. Teresa spoke highly of her family, all born in the UK. Her mother
nurtured her family of 10 children. She was respected in the community as the town matriarch; if
anyone needed anything, it was Teresa’s mother who came to their aid. Teresa spoke of the
neighbourhood children always around, being fed well from their garden, and taken care of by
her mother as if they were her own. In essence, her mother was the community caregiver. Her
father held a position of power connected to people in high places. Teresa could not recall his
actual title, just that he was important enough to keep their family and others safe during the war.

Childhood and youth. Teresa grew up during WWII in a village outside of a UK city.

She referred to her family as poor: “We did not have much in money but we never went
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without... always fed and clothed; my mother knitted and sewed all of our clothing.” The
family’s home was connected to the aerodrome. She spoke often of the constant bombing around
them from the Germans. “We had bombs in our garden but they never hit our house.” She spoke
of her father being outside of the aerodrome and working with the police, church minister and
school-masters. When trouble broke out he would send information to her mother, messages like,
‘do not send the children to school today; it’s not safe’, or ‘drop everything and get the children
to the shelter’. In Teresa’s own words:

“l'am 1 of 10 children surviving the shelters. I had lovely parents and a lovely family. |
used to work at the aerodrome... We were bombed but no one was hurt, mainly because of my
dad and the other men in the village and the police...

As a young girl | thought the war was terrible. We lived where the bombing was... I
remember everything. | was only a young girl. Here | am in my eighties and | remember
everything. Then, | was only 14 years old...

My father was with the police outside the house along with the soldiers guarding our
house. | felt so sorry for my mother. She was indoors tending to our large family while my father
and the other men took care of the outdoors. | and the others inside would help my mother out.
The policeman’s wife and daughter and us... all inside sitting and waiting. When the Germans
came my father would alert us and we would make the way to the shelter outside along the
house. We had to run down into a big field but we were taught to run only by the edges, so the
Germans could not see us. The men stayed guard, protecting and guiding us to safety as we ran
alongside the walls, making it to the upper shelter.

Teresa comments on life in the shelters: “I can see vividly to this day the images that

haunted me as a child. As we ran up the stairs, | could see below the remnants of bombed people.
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As | walked, tears ran down my face. Physically I felt sick. | knew that | must never look back
and keep going forward and get to the shelter. I recall thinking, ‘“We will never get this back;
how will we ever bounce back?’ We were all in one way or another tortured by Hitler’s and
Goering’s cruel stance. I knew from the first trek to the shelter that everything was different.

At the same time, the Air Force in a strange kind of way brought people together. No
matter how brutal it all became, there were always people who would stop and say, ‘How can |
help you?’ They would say, ‘Don’t look back; always look up’. Even the school-master would
say to my father, ‘Don’t send your children to school today. Wait’. He never got angry at us for
not going. People would say, somehow we are going to get through this. It was amazing to see
what people would do... All will be lovely again for everyone! Even my mother, who was so
busy inside, would drop everything and run outside to help someone if they fell. She also gave
food to the poor.”

“I hated the shelter... | was not one to sit down inside. Inside, all we could do was sit and
wait in pure cold damp darkness... | wanted to move. My dad said no... So, | stayed in the
shelter... We did nothing while we were in there — just sat still in the darkness, careful to not
make any noise to alarm the Germans who were all around us... My baby sister’s mouth was
covered by my mother’s blanket so her cries could not be heard. We had food hidden there, even
dark chocolate for special days... I could not stand it in there. I felt like a madman; people are
not meant to be indoors. Thank goodness we were only in there for hours. If we stayed any
longer I don’t think I would have made it through. I think I would have gone mad... no talking,
no reading, no lights... hours felt like eternity.” (Teresa spoke about loving the outdoors to this

day. She thrives in sunlight and natures’ glow.)
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“We rejoiced when we could go back into the house. We had a huge kitchen with a fire-
pit. We could enjoy music in the afternoons... On good days we would play... It’s amazing what
you can take... you find a way to get by these things!”

“As children we would pretend and play, singing ‘It’s over now’ to a game of ‘ring-a-
rosy’. We all had a laugh about it. It certainly felt then that indeed we would make it. It helped
us, these games, to not think about it. For me, as someone who could not sit still, this was a great
distraction. This also helped the mothers cope and gain some relief if only for the duration of the
song.”

For the most part there was little time or space for play. Teresa’s primary aim was to
help her mother and care for siblings and neighbourhood friends. She spoke often about her
loving community, and referred to people as friendly and looking out for each other. “I saw
horrible things... the war did terrible things to people but I just sat with them and found ways to
make them smile and laugh through all the torment. I could not stand to see people hurting. We
survived, all of us.” Most of Teresa’s family is still in the UK. Her parents died after the war.
Teresa immigrated to Canada but could not recall the details.

Education / work. Teresa spoke repeatedly about her job as a youth — as a telegraph and
mail messenger. When there was a window of calm between bombings, Teresa mounted her
bicycle with a secret envelope given to her from the post office, and she would rush through the
tunnels and the street rubble past guards with bayonet to the aerodrome. She felt very proud to be
trusted with such an important, rare responsibility.

Teresa attained Grade 12; she could not recall whether this was through the UK or the
school system in Ontario. As an adult she trained on the job to become a psychiatric nurse. She

believes she entered into this type of work because she saw so much destruction growing up
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during the war. Her family, as community caregivers and especially her mother had a great
impact on shaping the caregiver in her that has persisted to this day.

Teresa spoke passionately of her profession as a psychiatric nurse, attesting to her
background experiences: “After the war, when | grew up I chose psychiatric nursing as my
profession, | think mainly because | saw destruction; | wanted to make a new world. | saw
women who lost their husbands during the war, children that don’t have much... things like
that... I have seen it all. I have also seen that people with so little have done so much for so
many people. | have seen the devastation, heartache and the unfairness... | loved being a psych
nurse. | thought I am so lucky to be alive, that | want to do all that | can to help others. | feel very
satisfied with how my life has turned out.”

Adulthood. As a fiercely independent woman, Teresa vehemently refused to marry.
“Several great men tried hard to convince me but to no avail... I saw what my mother and other
women of the time had endured... Although I never married, I did have boyfriends. | was the
only one out of 10 siblings that did not marry. I liked my life the way it was. | was free to travel,
if I wanted to go off | could do so. | cherished my independence. We had fun but | saw too much
— too many women tied to the house... and that put me off. | chose not to have any part of it.
Marriage is not for me.

Nevertheless | was far from lonely as | had many a friend who brought me much fun and
great adventure. | had a great fulfilling life. I enjoyed my career, travel and enduring friendships
throughout my lifetime.” She added: “No need for marriage to lead a full enriched life; I was
very fortunate.” She enjoyed the company of her siblings and their children but was eager to

send them on their way. She conveyed that overall she enjoys being in the company of others.
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Teresa also revealed her sense of pride when reflecting on her work at a mental health
facility. As a nurse, Teresa also saw too much: “This was a time that really got to me... I think |
am still a helper. I look around here... wherever I am I see people and I say, ‘Shall we sit down
and have a coffee?’ We talk and I make them laugh.”

Later adulthood / placement in care. The reasons for Teresa’s placement into the facility
were unclear. She was diagnosed with mild to moderate dementia.

Pl commentary: (Pl journal, March 5, 2015, pp. 109-110): Details of Teresa’s life are
scarce, other than those of the war. Her memories were quite fragmented. She had difficulties
recalling specifics — names, places, dates. Teresa became quite concerned, worried and anxious.
She constantly apologized that she could not recall and often repeatedly commented, “Oh my,
this is not good; I should be able to remember.” Then, she would resort to stock statements: “I
had a good life; | grew up at the aerodrome; | delivered code messages for my father; | never
married; I chose not to.” She would repeat these statements over and over, each and every visit.

Although Teresa presents as very friendly and positive on the outside, internally she
appears fixated on childhood traumas. Mindful of the potential to re-traumatize, I did not probe
too deeply, following her lead in keeping the conversation light, on her more happy experiences.

Teresa maintained a positive attitude during the interview. She held a positive view on
her health, as physically mobile and active, walking every day. Teresa viewed herself as having
very good emotional health. Her attitude is positive and happy, although I am told by nurses that
she is a complainer about others and the facility, and quality of care in the facility. When we
spoke of quality of life, her tone changed. Teresa comments: “Now that I’m in here, life is a bit

hard. I miss my family in England. I am social, so it’s hard to sit around here and watch others
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nod off. I prefer to be with people... When I compare myself to the people here, [ know I am
doing well.”

Teresa expresses her gratitude frequently: “I am so lucky where I am living now; some
are younger than me, who can’t do much and I help when I can.” She comments that age does
not interfere with what she can do, that her life is in her control and that she is never left out of
things. She conveys a sense of pleasure from what she is able to do, and empathizes for others
who cannot do much. Although she talks about being satisfied with her life in the facility she
says that sometimes she is “in between... I don’t like to think I’'m doing the same thing all the
time.”

Verbally, Teresa says that she does not feel isolated or depressed, but this is in sharp
contrast to her day to day demeanor. Her facial expression reflects a level of sadness as she looks
around her unit, even teary-eyed when faced with a lack of responsiveness from other residents.
On several occasions she commented that she does not like to sit, does not like it when a person
does not know what they want or does not know who she is.” Friendships are key to Teresa,
who views good humour as the glue for happiness... “Best medicine I would always say”.

Teresa’s helper/caregiver traits were consistent with her background and her profession as a
psychiatric nurse. At times it appears that to her, she is still working as one within the facility,
always being on the move assisting others with their needs. Her dedication and commitment to
compassionate relationship were evident, particularly when in the presence of her proclaimed
adopted friend (Amy). The best of friends they would say, were seldom seen apart, Teresa the
able-bodied one and Amy physically frail with complex health issues and dementia more
progressed. Teresa was both Amy’s best friend, and social caregiver, attending to every aspect of

her needs, helping with dressing, feeding and crafts.
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Most impressive was the intense emotional connection Teresa and Amy shared. Teresa
had an enormous talent; she could pull Amy out of any stupor and engage her in sometimes
rather profound conversations about love and life, their eyes sparkling and gleaming with joy,
enlightening the room with contagious empathy. Even the grumpiest could not resist a hug or
smile when passing by these friends, nurses often commenting, “there go the twins” as they were
often seen walking the hallway arm in arm, laughing and teasing each other.

| spent a great deal of time during the study on the unit, several hours per day or evening.
Both Teresa and Amy would eagerly and very proudly invite me into their room to share tea and
peruse their photo albums. Stories of their loves and their lives flew like sparks from a summer’s
evening campfire, a true privilege to take part in and paradoxically at the same time, perplexing
and disillusioning to hear them speak so fluently of the fun they used to have, of the “times
before I came here”.

Case Study #7: Claire

(Adapted from Transcript #7: March 5, 2015; PI journal field-notes: March 5, 2015, pp.

118-123; Short-story narrative: June 10, 2015)

‘I’'m Ready’ ‘Family’

Please do I know you are out there
call for me | can see you,

Reach your tender hand feel you brush by

for me My hair sways,

to grasp. gentle breeze.

| am ready So why then

The days is my reach

are long and still, so distanced, so diminished,
the nights so invisible?

vanish into an abyss

Please do Come on now!

call for me. Stop this silliness!
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| am ready Hide and so seek

for the whiteness I know you ’re out there
of time Do come closer ...
Ready, won’t you?

letting go.

Birth. Claire, 87 years old, was born in a small village in BC.

Family of origin. Claire’s parents lived their lifetime in the village and worked in the
commercial fishing industry. Her father owned his own gillnetter boat. He died young. Her
grandfather and uncle were loggers and owned a family farm. Claire was the eldest of her
siblings with three sisters and one brother, and there were substantial age differences between the
children. One sister was 16 years younger; her brother was three years younger. Claire’s father
“had a hard life being a fisherman and everything but my mother lived to be almost 100 years
old”.

Claire refers to her family as good, fun, and looking out for each other. They got along
well. As the eldest she took on a great deal of family responsibility, helping her mother with the
daily household tasks. Claire commented that after commercial fishing slowed down, “places
where we fished are obsolete now... My father did alright with catches of salmon, spring
Sockeye and Coho”. Claire comments that she loved the fish but not the fishing. She stayed back
when her father and brother ventured out to sea, attesting the waves were often too high.
Eventually the family moved to Vancouver Island.

Childhood and youth. Claire talks highly of her childhood in the village although it was
rough country with nasty weather. The community was small so she knew almost everyone.
“Nature, the outdoor life sustained me, my family... but things have changed; I could not live

there now.” She had her family around and reiterates, “I wouldn’t be without them”.

244



She referred proudly to herself as an athlete, one who joined in every sport available to
her. Claire was particularly fond of long-distance running and sprint relay runs, boasting that she
won the Sportsman Cup, beating out her brothers.

Education. Claire completed Grade 10 and then trained as a telephone operator (a
striking resemblance to Amy, another resident in the care facility).

Work experience. Claire worked as a BC Tel. telephone operator in several hospitals
throughout her adulthood. She spoke of a wall of plugs with an array of numbers which intrigued
her, loving to memorize.

Adulthood / relationships. Claire met her husband in the village. He was from a farm
family and extremely athletic. They met at a country dance. She knew who he was, as they often
went to the same dances with friends. She states: “I liked him right away... We went to one
dance and then a dance after that, and after that it escalated into more.” She joked, saying that
she was close to his mother; they talked and shared everything.

Claire recalled that her boyfriend’s mother had said, “I don’t know what you have done
to my son. He won’t shut up; he keeps on talking about you.” Claire replied with, “I’m sorry but
I happen to like your son,” and the mother answered, “Oh, that is good, because he likes you
too!” Claire talked further about her husband’s mother: “He was a sweetheart. We both had the
same birthdate, August 14.” She laughed robustly when she recalled her husband’s comment:
“He always said, that is why I married you. If I forget my mother’s birthday I will forget your
birthday, which he never did.”

Claire and her boyfriend dated for one year and then married. Both families became close
friends. Claire and her husband had four children — three girls and one boy. “One had the thing...

mental retardation.” She described the fun her husband and her had in their communications:

245



“We used to do ‘conips’ with each other all the time... teases... whenever I said something he
would say ‘Oh yes, sure?’ ... The whole family had a marvelous sense of humour.”

Claire and her mother-in-law were known around town for pulling off ridiculous pranks
successfully. Above all, Claire boasts a hard work ethic and a strong family backbone. She talks
of her 4 children, 14 grandchildren, 14 great-grandchildren and 3 great-great- grandchildren.
They are spread around Canada and the U.S., most in Toronto and Vancouver. Claire rattles off
some of their names and birthdates, then stops herself to say, “I don’t know all their jobs; hard
enough to remember their birthdays.”

She cheerfully describes her married life as wonderful, giving credit to her sweetheart
husband both families’ numerous loving relationships, hard work and their ability to get along.
“We had a good life. My husband was a wonderful husband. The secret to our happy marriage is
that we and all the family get along. His mother loved my mother; my mother loved her; his
mother loved me. She would do anything for me and me for her. We were eternally connected.”

Pl commentary: Claire’s health appears frail. Most of her time is spent in her bed or
wheelchair. Despite this, her attitude is remarkably positive. Her happiness resonates with smiles
that are contagious; when she laughs and smiles from ear to ear you cannot resist joining in. Her
positive spirit shines through all.

Claire is verbally proficient. She speaks eloquently when probed, very much like a
youngster taught to speak only when spoken to. She is polite and charming with a very gentle
demeanor. Cognitively, Claire appears alert, for the most part able to understand and keep a
conversation focused. However, several times she seemed confused, convinced that her husband

is alive and living in another nursing home, at times eagerly awaiting his arrival to introduce him

246



to me. When she realizes that he is gone she becomes sad and withdrawn. A great deal of her
time by choice is spent in her room alone, often remarking of not feeling well.

Claire reminds me of an SDH principle, that a key factor in health is one’s held beliefs, or
self-perceptions of health. Claire seems to view herself as unhealthy, not well, which in turn
influences her health behaviour. She appears more physically able than other residents but does
not actively engage with other residents or in the unit activities. In a sense she isolates herself
willingly. It may be that she has an introverted personality and seeks solace in her quietness.
However, there are times | wonder if Claire is depressed, even mildly, which is in stark contrast
to her cheerful conversational demeanor. There are times when | get the distinct feeling she is
ready to go, to pass on, that she is passing the time, awaiting her imminent death. It is not a
morose feeling at all, rather peaceful and calm — simply ready.

Pl journal (March 5, 2015). Claire often made contradictory statements. Her self-
perception of her health reflects her physical decline. She speaks honestly about how she
currently feels. For example she states, “My health is fair some days. I think to myself: Why did
I 'live?”” She talks about feeling sad a fair amount of the time yet states that on the contrary she
feels her quality of life is not bad... good, as she has good friends right now at the facility. She
then refers to being happier, and states, “I could be happier if I could see my family more.” She
does not feel isolated, mainly because she can talk with her family about anything. “I don’t know
what I would do without them.”

Claire sometimes feels, “what happens to me is out of my control”, but comments that
she does not feel left out and she feels her life often has meaning. She says that she enjoys the
company of others, yet does not really look forward to every day. She earlier stated, “I look back

over my life and feel a sense of happiness”, then comments on her poor energy and isolates
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herself. She is able to be honest about her perceptions of herself: “At this stage I never feel life is
full of opportunities” yet she expresses that she is happy with the way things have turned out.
When asked how she sees her self-worth, Claire asks an insightful question: “To whom — to me
or for others... what I think about me or what others think of me?” Then, she switches to, “I’'m
87, my health is poor... I miss my husband.” My sense is that Claire cannot separate past from
present, the physical from the emotional.

Cognitively, Claire appears sharp with high-level reasoning. She demonstrates her
insight, clarity of thought and acceptance of her aging. For example, during our ethics consent
conversation and discussion of the devising process of fictionalizing the real, Claire emphatically
exclaimed, while gently caressing her face with both hands: “Why not tell the story just as it
was? Why not use my name as it is; my face too? It shows who | am and my story. Please do tell,
for it is what matters most to me!”

Case Study #8: Amy (Teresa’s best friend: Case Study #6)

(Adapted from Transcript #8: March 6, 2015; PI journal field-notes: March 6, 2015, pp.

123-125; Short-story narrative: June 10, 2015)

‘Lovers of a Different Time

Times when

one just knew

a photograph

a uniform

a smile permanently
entrenched.

Inseparable souls,

love permeates

generations

Mother’s love,

A cherished son,

Love imprints the dance hall.
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The dance of love,
from mothers

to sons

to wives

to daughters

Love permeates
the midnight
moon sail.

How fortunate
to have known
the
permanence
of such

Love.

Birth. Amy, age 91, was born in 1924 in an area of a BC city.

Family of origin. Both parents were born in western Canada and moved to BC. Amy’s
father passed away when she was 10 years old, leaving her mother to raise five children on her
own, four girls and one boy. Amy was the youngest; the siblings are now all deceased. She spoke
fondly of her mother: “She was lovely — strict but lovely” (interview transcript, June 10, 2015).

Childhood and youth. Amy’s childhood was happy, filled with fun. Siblings made their
own entertainment. They rode bicycles together, played a great deal of baseball and swam in the
ocean. Amy recalls, “My mom did not have time to do things with us so we made plenty of our
own fun and friends in the neighbourhood”.

Education. Amy completed Grade 12 and then trained as a telephone operator.

Work experience. In Amy’s words, “I followed one of my sister’s footsteps; we both had
a good memory for numbers. | was the better of the two as | could remember a great deal of
detail”. Having worked as a telephone operator, Amy described a huge wall of plugs at her work

station. She memorized all the numbers in order to respond to numerous calls that came across
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the board. She enjoyed this position throughout her adulthood, commenting that time went fast
and the job paid well at the time.

Adulthood relationships. Amy met the love of her life through her best friend. When
visiting her best friend’s boyfriend’s home, Amy immediately was drawn to a photo of a fine, tall
man with big brown eyes. Amy probed for more information from her girlfriend. This striking,
young uniformed man was her girlfriend’s boyfriend’s brother. With a glow which could
instantly melt an iceberg, Amy said, “I’m going to marry him”, even though she had yet to meet
him. They met in March 1950, and she instantly said to his face, “You have to marry me”. They
married in October that year, in the family home. For their honeymoon they traveled to the island
on the midnight overnight ferry (no longer in existence) and met up with friends; the men went
to a hockey game while the girls stayed home and reminisced about their years of friendship.
Later, Amy and her husband traveled to China.

They eventually returned to BC and had two children, a son born in 1952 and daughter in
1954. Their son is now a clinical psychologist in the Northwest Territories. The daughter resides
here with her two children. Amy’s husband has passed away; the daughter and grand-children
visit regularly.

Amy switches her focus to the present and with a laugh she states softly, “but not now; I
do not look back. I look forward to what we are going to do”.

Later adulthood. Amy was placed in care after a fall and subsequent hip fractures. She
since has been diagnosed with Alzheimer’s related dementia. Amy has multiple health issues —
heart disease, diabetes, arthritis, hearing loss, and poor eyesight.

Pl commentary: Details of Amy’s life were limited as she had great difficulty recalling

specific memories over her lifetime. She also had major current difficulties with her short-term
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memory, often confused about where she was. Her adopted friend, Teresa, would watch over,
speaking for her. Over the course of the study Amy declined rapidly, from walking unassisted to
requiring a wheelchair.

The interview with Amy was conducted in her room. She proudly showed her family
photos, which immediately brought huge smiles to her eyes. Interestingly, Amy could speak
fluently about her husband and children in great detail. This was in contrast to the interview
itself, where her memory for detail was clearly compromised. For example, she would often
repeat the same phrases such as, “I had a good life”, and almost as if this was a stock phrase she
would tell herself when she was struggling to remember.

Amy was aware that she could not recall and would freely comment on this herself. She
would say, “Oh dear, I don’t know; I never think back that far very often. I’'m looking ahead all
the time”. Or, she might say, “I don’t know; never gave it thought” or, “I don’t know, isn’t that
awful? I must know... but [ don’t know what it was”. Amy would make such comments
frequently but without anxiety. She spoke freely with humour, often giggling at herself. Her
affective memory (recall of emotions or feelings associated with an event) did not appear
impaired.

There seemed to be a major difference between Amy’s episodic and semantic memory.
Episodic memory refers to memory of experiences and events in one’s life in a spatial and
temporal context, whereas semantic memory has to do with recall of specific facts from acquired
knowledge, concepts and ideas (Madigan, 2015). It appeared that recall of details pertaining to
episodic memory was impaired, yet Amy’s semantic memory for details of importance in her life

seemed good. She could recite dates (e.g., her marriage, when she and her husband first met,
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children’s birth dates), the names of her children, and vividly describe the essence of key events
of her life.

I would suggest that Amy has a high degree of emotional intelligence; she appears quite
aware of herself and the feelings of other residents. This is particularly evident in the tight
friendship she has with another resident, Teresa (case study #6). The two were inseparable,
communicating clearly with each other as if they had lived the same life. Often they would finish
each other’s sentences, and would be seen sharing stories and photographs in each other’s rooms.

One visit elicited exuberant laughter for much of an afternoon. Amy was showing off a
photo of herself in a 2-piece bathing suit; they teased each other about their stunning beauty in
their youth and of all the very naughty good times. After the gut-wrenching laughter subsided,
Amy pulled a head-shot photo of her husband in full uniform, framed in gold, gave it to Teresa
and asked, “Do you remember what he said before he died?” ... both answered in unison, “He
told your best friend to look after my babe when I’m gone; she is the love of my life. You take
good care of her.” Both laughed, rummaging through the chest of drawers for more treasures.
The importance of family and friendship resonate from this interview. As a close, long-lasting
bond of love, these memories are not lost to Amy or Teresa.

PI journal (March 6, 2015). Generally speaking, Amy viewed her overall health as good
and felt her emotional health was very good. Amy is not socially active in her view. She
described her quality of life as good, and that she feels happy. With regard to her physical health
she does not see herself as active; she is not as physically able as she once was... She comments,
“I used to run but no more; I used to jump but no more; I liked walking”.

With regard to her emotional state she sees herself as having little control, which she

often feels left out, that her health stops her from doing what she wants to do. In spite of this, she
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does not view herself as isolated or depressed, and the future looks bright to her. She expressed a
desire to be more socially engaged.
Case Study #9: Rick
(Adapted from Transcript #9: March 6, 2015; PI journal field-notes: March 6, 2015, pp.
125-142; Short-story narrative: June 11, 2015)
‘Beyond Glasgow Town’

Look beyond

Glasgow town,

beyond all that is seen,
Look beyond

my smiling kilt.

Beyond

my toe-tapping knees,
beyond

my perma-grin

or robust song.

Will you please?

for if you do so with ease
| can too

look beyond

to find resolve.

Birth. Rick, age 83, was born in Scotland in 1932.

Family of origin. Rick’s parents died when he was very young, leaving him to be raised
in an orphanage outside a city in Scotland. He states that he never knew his parents. At age 4,
Rick was transferred from one of the baby homes to one of the 43 cottages, living there until age
14 when he was subsequently placed in another orphanage, designed for those 14 to 16. At age
17 he was shipped to a boys’ home in a city.

Childhood and youth. Rick describes his childhood as “pretty good as long as I behaved

myself” (transcript, March 6, 2015). Teary-eyed, he spoke of the superintendent visits where

253



strict appraisals were made on the orphanage management, and reports from the powers that be
for any inappropriate behaviour. “Then they would deal with it. Some of my friends were asked
to leave... too many belts I imagine, for sneaking over to the other side, the girls’ cottages; never
the two shall meet”, Rick recalls with laughter. Abruptly his tone shifts, stating “I would
change... using the strap less; in my day it got out of hand sometimes” (he tears up).

Rick referred to his house-parents as gems, lovely people who cared for him well. He
speaks of his time in the orphanage as good times. He played many board games, sometimes by
himself. He joined team sports, loving soccer and cricket the most. Rick spoke as well about
outings to town, meeting many people from all over. He referred to them as settlers. Rick
recalled life there as fun but not all fun and games though. He had plenty of work chores as did
his orphan-mates. Once old enough to leave the orphanage, he noted that “they sent you to
wherever you chose to go”. Rick chose a small island, Iona, off the west coast of Scotland.

(Transcript quotes: March 6, 2015): “At Paisley we received a small pay to add to our
bank accounts that the orphanage set up for us. This had been deposited regularly from the age of
12. Here, our average day included our jobs after breakfast and the classes. On the weekends we
were able, we would head to town for activities there, to go to town to shop. This was also an
opportunity to connect with people in the community.”

In his later teens: “Here, at Overbridge, we had separate cottages for boys and girls.
There were about 30 boys in these cottages — father and mother in the boys’ and I believe the
girls had one lady and other female helpers... (He laughs): We were not to mix, but I had a
girlfriend. We could visit but never in each other’s private rooms. That was out of the question,;
otherwise there may have been a whole line of little ones. The cottage parents would check on us

at regular intervals to keep is in check. We would go to the seaside for outings as groups - to
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Ardrossan, sometimes to town to see the movies. At this time we were often paired with
prospective employers in the towns for practice for future work once we left the orphanage.”

Education. Rick completed his general secondary education certificate during his time at
the orphanage, continuing on in the greenhouse and farm trades in his young adulthood. A large
component of Rick’s education entailed financial management. As a youth in the orphanage he
received stipends for his labour. The institution invested the funds in a private bank on his
behalf, a practice for all who lived and worked at Bridge of Weir. Before Rick moved out on his
own, the orphanage masters provided specific money management education to prepare him for
success in his adulthood. He learned three languages — English, French, and Gaelic. Rick
comments that they were trained in accordance to their aptitude.

Work experience. Rick sought out a variety of work apprenticeships in Glasgow before
settling on his career trajectory. He was very successful in securing work along with substantial
financial security. By age 20 he was already investing two thirds of his regular income in bonds.

In the orphanage, prior to striking out on his own, Rick had acquired extensive work
experience in the greenhouses and farm where he grew roses, daffodils and produce, producing
10 bags of potatoes each week for the orphanage. Over time he had also been trained as a cook
and became the orphanage’s head chef.

Rick taught Gaelic in Glasgow. As an adult in lona he worked in the tourist industry
from May to September in the accounts department. Eventually, he bought his own farm while
developing an investment company.

(Transcript: March 6, 2015): “I continued to farm on the Isle of lona, a small island (15-
20 miles long) on the West Coast of Scotland. It was a beautiful place, so much so that the isle

drew tourists from May until September. Here | continued to farm and cook. | was also
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introduced to the world of business and trade. On the isle of lona, people there spoke in Gaelic. |
was proficient and could speak fluently. I also came in handy as an interpreter for the tourists. |
loved the language. On lona I lived with about 6 to 10 others the same age as me.”

Rick’s story highlights in particular the importance of two SDH factors — socioeconomic
status and education - as determinants of health and wellbeing. He was an exception to the
poverty begets poverty concept. His story gives pause for reflection. Growing up in an orphanage
his prospects could appear limited. However, the opposite rings true here. His education and the
healthy environment in which he grew up - farm life, fresh home-grown and home-prepared food
—set him up for a healthy, prosperous life. Ironically, orphanage life which stereotypically is
often viewed negatively, in fact shaped Rick’s success in his adulthood. With each step or
transfer to a new orphanage, Rick was taught the life skills necessary for success and financial
stability.

Adulthood. Rick’s successes and work ethic in the orphanage environment carried him
through his adulthood. He had met his wife back in the orphanage where they had become best
of friends. They married in Scotland and later emigrated to Canada with their children, one boy
and two girls. The family settled in Ontario. Rick and his wife eventually separated; he then
ventured to find “better soil... you cannot grow shi.. in clay”, he exclaims. He eventually moved
to Victoria alone, founding a landscaping business and specializing in lawn turf.

Rick’s children remained in Ontario. He laments the breakdown of his marriage: “Travel
and business... has taken its toll on my family and my marriage; neither lasted. That’s my fault. I
was too busy. I wish I could go back and make life better. I do miss my family. I do not see any

of my children anymore.” He becomes quite emotional as he repeatedly says, “I wish they
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would come to visit me sometimes... I worked too hard and lost them... I haven’t much time
left; I hope that I taught them well”.

Later adulthood. Rick was placed in care once diagnosed with dementia and other
chronic illnesses, requiring complex healthcare.

Pl commentary: Rick is quite the character, a full Scot, proud and exuberant. He exudes
a joyful, happy-go-lucky attitude to life. He is physically mobile, one who quickly breaks into his
favourite Scottish song in both English and full Gaelic, with the click of the highland fling.
Quick-witted with an enormous laugh, his smile lights up the room, cheering up all those in his
reach. He is a proud gentleman with locks of pure white curls framing rosy cheeks and turquoise-
blue eyes.

Rick participates in almost all the main lounge activities, particularly when music fills the
air. He loves a cheery sing-along and belts out each and every word at the top of his lungs. His
Scottish pride and joy are evident whilst singing Home to Glasgow in Gaelic. This is a man who
appears to be living his life to the fullest, moment to moment, and seemingly unaware of his
dementia.

Parallel to this apparent joyfulness lurks sadness and sorrow. In almost every one-to-one
conversation with Rick his tears swell, sometimes uncontrollably, particularly when he speaks of
the orphanage. He appears fixated, stuck in this period of his life understandably, as this was a
major part of his life throughout his entire childhood and youth. Although he speaks quite
positively about the orphanage | glean a strong sense that there is so much more not spoken of,
secrets he dare not reveal, of a generation where one was taught not to tell. No matter the topic of
conversation, he returns to the orphanage, almost obsessively. He becomes emotional and then,

in a flash of lightning reverses back to a smile, to talk of gardening and obsessively lecturing on
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the importance of investment. Often Rick will say, “I was into investments more than anything
else; | saved my money. | was never a drinker of beer or liquor” (contrary to medical diagnosis);
“instead, I invested in bonds”.

Appearing unaware of his dementia, conversation of his past never arose other than the
three topics of landscaping, the orphanage, and financial investment. He could and did speak in
detail about these topics to the exclusion of anything else in life, emphasizing the most salient
aspects.

Rick strikes me as well, as someone who is highly intelligent, spontaneous and eager to
engage, a quick thinker ready and available to offer his views and opinions. One who thrives on
good wit and outrageous humour, he portrays both extraversion and introversion; he is highly
social, and often sits quietly in reflection. When he reflects on his personal family and his
alienation from them he often will say, “I never hear from them... I suppose this is my fault. |
was not a good father. That makes me sad”. (Contrary to his claims, his daughter visits
regularly.)

Although his sadness is clearly apparent, I chose not to probe too deeply, to give him
time to process. If he changed the topic | went with his lead. My sense was that his avoidance of
sensitive topics was a healthy protective measure, one to be respected. As an interviewer it is
always a challenge to know when, how or if to probe further, to reach deeper, richer material. It
is my sense that Rick is a prime example not to do so; any aggressive approach to the discussion
could easily trigger difficult memories.

I am reminded of trauma literature and theory (e.g., van der Kolk, McFarlane, &
Weisaeth, 2007) which supports not pushing for full disclosure when trauma is triggered and that

in some circumstances, defensiveness or avoidance is a healthy psychological protective device.
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Therefore | chose to keep the interview light, defusing upset and to redirect or reframe to more
cheerful and hopeful topics. Perhaps | was over-protective. As an ongoing health employee |
would have time to address and work through topics as they arise, but not as an outsider
researcher. | chose a cautionary approach, to not open material that could not be worked through
in this context. My intent was as a supporter, not a therapist, just a listener.

Case Study #10: Alex

(Adapted from Transcript #10: March 10, 2015; PI journal field-notes: March 10, 2015,

pp. 142-145; Short-story narrative: June 11, 2015)

‘Delish’

Life is delish

Eel skins,
fiddle-heads
Maples, colours.

Life is sweet
delish as
you make it.

Slide your iced lakes
Climb the highest of trees
Fly your twin otter

over

and wave.

Wave

your proudest

wave,

Maples,

fiddle-heads, eel skins
Delish!

Yum!

Then turn around and
Do it all again,
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again and again.

Birth. Alex, 76 years old, was born in an eastern Canadian city in New Brunswick.

Family of origin. Alex, the eldest of 10 siblings spoke highly of his Canadian-born
parents, as hard working small-town folks. His parents had a mixed farm, agricultural farming
with wild stock — cattle, pigs, chickens and horses.

Childhood and youth. Although the family did not have much money to spare they were
not poor. The family was fully self-sufficient from the land. He refers to his childhood as happy.
He felt at home in the outdoors, loving the large flat land filled with the aroma of maple in the
afternoon breeze. “Life was not bad, not bad at all; we grew everything so there was lots to eat”
(transcript, March 10, 2015).

The family would all work together to make fresh maple syrup, as did the local
neighbours. He thoroughly enjoyed the white and rock maple treats of honey sap. Alex laughs
when describing his adventures roaming the night on thick crusts of ice-covered snow mounds to
collect the best. He jokingly says that the maple syrup recipe is his mother’s secret to this day;
the syrup was never to be sold, only given as gifts to the closest of friends, even then only in
secret.

Alex joyously spoke of the mischievous fun he, his siblings and friends would have at the
annual winter maple syrup fairs. They delighted in music and dances, a great party atmosphere
for all. A favourite for Alex was the competitions, especially the horse hauling/pulling
challenges. He calmly, shyly with a twinkle in his smile, described his major wins. He would
tend to the rig to pull 5300 pounds on the sled; skilled at backing up the Clydesdale horse Alex

was usually the fastest in the race, a true leader of the team his friends would say.
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Alex and his older siblings began each day before breakfast with rounds of farm chores
such as feeding animals and milking cows. The afternoon was a time for hiking in the great
countryside, through fields of sweet-smelling maple and birch trees. He particularly loved the
colourful fall trees adorned with red and yellow leaves of the fall.

He smiles as he recalls explicit details of ice fishing for huge lake eels, skinning them and
cooking them right then and there. He noted that on days where fishing was good, he may not
have made it to school.

Education. Alex recalls walking to school over the frozen ice lakes. He completed Grade
8. Economic times were difficult with very little in the way of well-paying jobs. Alex refers to
himself as fiercely independent. He quit school at the age of 15 and moved to Prince George,
BC to secure work.

Work experience. Alex’s experience on the farm proved to be very beneficial as did his
independence. His first job was as a CAT machine operator. He reflects back to the first day on
the job — “in those days you could learn a trade on the job”. He speaks of the day when an older
gentleman, the “boss man” of the forest logging operation, pointed to a huge truck and to a
narrow road; he instructed Alex to go and bring back the fallen logs, which he did in a flash. The
boss man was so impressed that he hired Alex on the spot for permanent employment as a tree
feller and heavy machine operator.

From that moment on, boss man took Alex under his wing, carrying him through his
young adulthood. Alex spoke excitedly about going into the woods with his friends to chainsaw
and the big-gun machines. The dangers of his work did not faze him. Later in his adulthood he
became a bush pilot, flying Beechcraft and twin Otters in BC’s forest terrain. He shyly and

quietly mentions that an airplane tarmac he made was named after him.
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Adulthood: relationships. Alex met his wife while she was picking fiddleheads with
friends. He offered to help carry the heavy pillowcases stuffed with enough to feed an army; and
that was that — they married shortly thereafter in New Brunswick, bringing two children into the
world, one boy and one girl. Alex and his family moved across Canada for work — to Churchill,
Manitoba and then to Seattle in the U.S. His uncles enticed the family to move to the west coast,
to the island, where they eventually settled.

Later adulthood / reason for placement. Unknown.

Pl commentary: Alex refers to himself as healthy and physically active, and in his view
his emotional health is good. However, he sometimes feels sad as he is unable to get out as much
as he would like.

He is of medium stature, about 5’°6” with a firm, muscular build. Alex proudly wears
tightly trimmed hair, gleaming with shades of dark black with silver strands throughout. He is
clean shaven, often seen pulling his comb from his back pocket to smooth his straight locks. He
carries himself well, walking with ease and determination as if heading for the great outdoors.

Alex’s eyes come to life in conversation, exuding pride when he speaks of his life. Given
his rugged work experience as a tree feller 1 anticipated a macho tough-guy demeanor. His
personality traits were quite the opposite; he was soft-spoken and generally quiet. He is often
observed sitting on the outskirts of group activities without turning his head or moving a muscle.

His eyes scan the room very attentively, with a gleam of wonderment as if he were
questioning why he was there, with all those strangers. For the most part he keeps to himself,
only speaking when spoken too. However, when invited in, Alex gleefully would engage with

quick wit, smiles and great humour. His cheerful, self-assured, calm and kind demeanour filled

262



the room. When discussing quality of life he refers to it has “having meaning, that you are able to
enjoy life, whatever it is; life’s pretty good here.”

Alex jokingly suggests that he is a slacker at times. He goes on to state that at times he
feels confused and depressed as he now has no one to talk to; he notes that he does not feel
isolated though. As we talked more about the upcoming reminiscence theatre project, that young
adults were to join us from UVic, he became very excited, stating that we need young people in
here and he hardly ever sees any.

| am saddened when | observe Alex sitting alone much of the time; staff have noticed him
withdrawing more recently. | imagine that his quiet life now is a shock to his system after
leading such an active outdoor life before. Outwardly, Alex attempts to present as a strong,
independent tough guy; a quick glance into his smiling eyes reveals his inner gentleman and
gentle soul.

Case Study #11: Damian

(Adapted from Transcript #11: March 11, 2015; PI journal field-notes: March 11, 2015,

pp. 146-163; Short-story narrative: June 11, 2015)

‘To Dare’

One, two, three...
| dare you
Dare you
stand on the x
Dare you
utter a sound
or

break a stick
with your
worn out
boot.

Dare you...
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Come on,

I will if

you will

stand on the x.

Here, take my hand,
hold tight

on the count of 3
one-

two

three.

Jump,

one

Bullet
One
stomach
no longer.

Birth. Damian, age 92, was born in Taranville, Ukraine, formerly part of eastern
Czechoslovakia in 1923.

Family of origin. Specifics are sketchy, as Damian’s memory travels much like a
hummingbird — whimsical and blurred at the speed of light. His parents were born in what was
formerly known as Czechoslovakia. They led a life of impoverishment. His mother died seven
years before his father died. He states that his grandfather was Russian and his father was
German, and that he had several brothers but by the end of the war he is the only one left.

Political undertones. This was a pre-WWII historic time of extreme European unrest
between Czechoslovakia, Poland, Russia and Germany. Damian cited his Ukraine distrust of
Russia, primarily for Kiev.

Childhood and youth. Damian did not discuss his early to mid-childhood but elaborated
on his teen-age experiences. He grew up in impoverished conditions with little food, at times
“only grass” to eat (transcript, March 11, 2015). Damian was small for his age, probably in part
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due to malnourishment. He had a very traumatic life during the war; despite this, he had great
adventures with his best friend as they would joyfully out-dare each other.

One such adventure changed their lives forever! Damien and his friend, convinced that
their citizenship in the Czechoslovakian republic would shield them from any harm, ventured off
to what they believed was the Polish border, between Finland and Russia. They had been enticed
by rumours of ‘Xs’ on the ground that marked the territory at the border. Although they knew
that crossing the markers was strictly ‘verboten’, German for forbidden, they ventured off
regardless with their shield of armour to which they had so keenly become accustomed.

Tragically, these Xs were not the Polish border but Russian. Damien recalls armed guards
marching along the border line. When the two guards had their backs turned, 200 yards away,
they decided as a game to cross the line, the marked X sure to be undetected; both took the leap,
directly into a line of fire. Damien exclaimed: “They shot him... I watched him fall... Me? ... no
shot for me; because I was so small, the soldiers believed I was a child... too young... They felt
sorry for me... Even the Russians have heart!”

Consequently, Damien served three years in one camp, then several others, the last in
Kallimar in the corner of Russia and Finland. Damian describes deplorable conditions: “You
live, sleep in the same clothes... outside 40 degrees below zero; then you work.”

Young adulthood / work. After the camps, Damien spent his young adulthood in the
Czech Army as a paratrooper. Eventually he traveled back to Prague where he was delighted to
live on his own in the streets, and under the bridge of the Prague Museum of Art. He spoke
fondly of his underground tunnel explorations. Later, Damien made his way to Austria where he
trained and worked as a welder and crane operator. After immigrating to Canada, to VVancouver

Island he worked most of his adulthood as a welder in a BC Ferries shipyard.
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Adulthood / relationships. In Austria, Damian met his love and married. He and his wife,
with a son of her own from a previous marriage, lived happily together for many years. He
wanted the family to move to Canada but his wife refused to leave Europe. He went to Canada
on his own, planning to bring his family later. Eventually, after some difficulties with
immigration Damian was able to bring his wife and her son to Vancouver Island.

Their family life was difficult for his wife particularly; she had a hard time adjusting to a
new country and missed the European lifestyle, friends and family. Damian adjusted well to
Canadian life. However, he comments that Ukrainians were unkind, that they distrusted him and
were afraid to be seen speaking with him (post-war trauma?). His marriage did not survive
immigration woes. Damian’s wife left, returning to Europe. They did have a daughter together
before she returned to Europe. He preferred to live in Canada with his daughter. He settled well
and helped other Czechs to immigrate.

Later adulthood / placement in care. Damian’s health deteriorated as he aged. He
developed several chronic health conditions and began to exhibit signs of cognitive decline. His
daughter, living in Seattle, cared for him until placement was inevitable. His daughter and grand-
daughter visit regularly from Seattle. He is happy living in the care facility and manages to live
an active, independent life, free to roam. He often expresses his appreciation: “What more could
anyone want? [ have a warm bed; [ have good food; I don’t need anything more... sleep alright 1
feel alright... I have grown taller now!”

Pl commentary: Damian is a remarkable human being. I am deeply touched by his story,
as it closely resembles much of my family history (Russian/German/Polish descent). What is
truly remarkable and frankly astonishing is Damian’s character. For all that he has endured in his

life Damian is exuberantly positive and deeply respectful for his life now. He is a tiny, slim man
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full of energy and vitality, always on the move physically (despite his illnesses) when not power-
napping, constantly walking and biking around the local village neighbourhood. Cheerful and
talkative, any cognitive deficits appear minimal.

In fact, Damien was so physically active and unable to be still, the only way to interview
him was to walk briskly with him wherever he went, whether at the village shops or local
waterfront. We walked together through the streets to a secret beach he goes to daily, where his
Czech friend lives, once in the morning and again in the afternoon.

This was a thoroughly entertaining and substantially challenging interview experience.
Regardless of intent, it was impossible to stick to the original interview question sequences, for
Damian’s thoughts were quite sporadic and fragmented, jumping in and out of time periods and
locations (classic dementia). It was like walking full-speed through an intellectual game show,
constantly in the moment, piecing the puzzles pieces together whilst keeping the conversation
moving.

Damien’s English was understandable in moments and completely indecipherable in
other moments, complicated by his accent and brisk speech pace. Audio-recording him was
equally problematic. The traffic and other outdoor noise overlapped much of the conversations.
In addition, Damian throughout our conversations respectfully spoke freely yet he was quite
clear in articulating when to and when not to record. Just as the stories became juicy (with that
great dramatic material theatre artists crave), Damien would abruptly and aptly state: “Is that
thing turned off? These are deeply personal and revealing!” As with Case Study #4, | will entitle
this narrative ‘Off the Record’.

Most extraordinary, beyond Damien’s life story, was his remarkable physical stamina and

agility. My walks with this 92-year-old often left me breathless; keeping up with him was a
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painful stretch of my own stamina. As an example, the following excerpts from one of the jaunts
to his Czech friend’s beach house exemplify Damien.

A Reflective Walk Together to the Beach Place

(Damian’s comments in italics.)

It is good here for me... | walk twice daily to the seaside with my walker. | used to bike
but it is no longer safe for me... I have friends there who also lived through the war as a Czech.
He has a beautiful house on the beach. | can come to his back yard anytime.

We walk together; he is determined, swift and intense. As we approach the beach-house
he comments: 7 have no bread today for the ducks... Look around. Isn’t it beautiful? Let’s go
right down. He puts his walker gently in the open car garage so as not in the way of anyone who
may decide to park there. He briskly walks to the cliff’s edge. I fear that he may fall, and resist
the urge to run to him and help him down, fearing I may insult him or that he may injure himself.
I hold my breath, taking a step back, observing him in his glory. He stands at the edge — | think
metaphorically and symbolically of all the times he has stood at the edge, of the X. Feet firmly
planted on the ground, turned out like a ballerina, back straight, arms stretched out with hands
open, facing the sky, Damien says with great pride, sun in his face: “Who could want anything
more?”

Then abruptly he turns to me and with a magnificent smile and sparkle in his eyes, he
invites me to his beach place. Ok, now let’s go down to the ocean. Come... this is my bench. | see
it from the corner of my eye — a rustic, carved bench of driftwood on two rounds of wood,; it is
perfectly situated into the curve of the sea hillside, a dugout perfectly fit for him. Out of the blue,
he quickly squats down on all fours to the ground, scurrying backwards very rapidly down the

hill. He safely arrives at his beach and looks at me directly in the eyes and gently invites me to
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sit — with arms stretched like a medieval knight, poised elegant and charming — | forget for a
moment that his is over 90 years old. | felt honored to be invited into his sanctuary. He said:
Here is my bench. Come have a seat (as if it were the Royal crown’s throne). This is my seat
(pointing to the right). You have a seat.

With this invitation | sit beside him, absorbing the sun’s warmth, the fragrances and the
gentle waters trickling over the shoreline pebbles. I listen with the tape recorder on, to his story.
I am mesmerized and astonished at the depth of his stories and at the juxtaposition of the horror
of his and others’ war experiences; in this iconic pristine scene we sit at the water’s edge, staring
into nature and | listen.

He continues with his story of the Czech, Poland and the Ukraine past years gone by...
Then he looks out to the sea and says, That part over there is the sea marina; over there people
go shopping. You can walk there. He turns to me abruptly and says, You will never convince me
that Putin did not murder that journalist (Case Study #4, Steven, stated the same)... Nothing has
changed... Ok, now it’s time to go back. Damian scurries up the sea cliff faster than I can blink
an eye; then he offers me his walker. We both chuckle, and saunter back.

He continues talking about Putin for a while: They took Crimea; they took some part of
the Ukraine now... (Leonard Cohen’s ‘Let’s Take Berlin’ plays in my head)... He is quiet... He
softly utters: But if this happened 10 years ago there would have been World War 111. The
Ukraine is a rich country, independent, with its own army. They work the land. Russia is mostly
army. They take what they want. | saw the speech on TV, on Moscow on the Ukraine. They were
completely free before; they were only free on the paper... History always repeats itself if we do

not learn from it.
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As we venture back and enter the care facility, we both smile and go our separate ways —
me out the front door, him to his room. We glance at each other, quietly wave our smiles forward
while the nurses probe me for Damien’s secret beach location. | know | have been privileged to
now know the meaning of freedom and beauty.

My Life Now: ‘From Home to Home’

| have come from the camps
To here; | live here now

At the sea’s edge

A good place for me,

my friend’s house,

my private place,

What more can | ask for?

Shelter, to sleep, food to eat
And the most beautiful beach in the world
That | now call home.

Reflections. | am in awe of Damian. | wonder how it is possible after all the horrific life
experiences to be so joyful and full of laughter. I am impressed by this man’s resilience and with
his daughter’s ability to challenge the administrative system in order to get his independence
needs met. She has made sure that he is free to leave the unit at any point, that he has access to
his personal bank account (other residents do not) which he uses freely to purchase clothing,
especially for walking shoes. Damian is quite thrifty; he keeps close tabs on his finances.

Damian and I have had several profound conversations as we strolled to his secret beach.
He confided a great deal with me about his life, both past and present. | am reminded of the
privileged position | am in as a trusted confidant, as a researcher, as an artist — one | do not take

lightly. His last words to me were: “Forget the last 40 years; freedom is an illusion”.
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In this last section of the chapter, 11 older adult participant case study narratives have
been presented. The following portion of the chapter summarizes the older adult participants’
health surveys.

Older Adult Amalgamated Demographics

The majority of study participants were of European descent, all Caucasian; seven born in
Canada, three in the UK and one Eastern European — Ukraine, former Czechoslovakia. Five of
the participants were male, six female. The mean average age of the 11 participants at the time of
the study was 86.1, ranging from 76 to 93. Seven were in their 80s, three in their 90s, and one in
his 70s.

Socioeconomic status during childhood and youth, based on older adult participants’
interview comments, ranged from low to middle class; of the 11 participants six were middle
class. One case study reflected an abrupt change from middle class to poor as a result of the Dust
Bowl of the 1930s and the economic depression following the stock market crash of late 1929.
Another reflected severe poverty, with malnourishment during WWII.

Over half (six) of the participants cited large families with at least five siblings, in one
case 14. One participant was an only child; another was an orphan residing with 1200 other
children. Generally, family life was referred to as very good. Although some families did not
have much money to spare there was always enough food to go around and plenty of fun.
Participants also spoke of hard work — on the farm, household chores, caring for younger siblings
—and a great deal of outdoor activity and close-knit communities. Many of the participants cited
self-sufficiency from their agricultural and livestock farms.

Religious affiliations were primarily cited as Christian. All but one of the participants

referred to their family life as loving and supportive; even through economic hardship their basic
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needs of food, shelter, clothing, clean water and emotional support were always met. Many
spoke of being part of a community in which they took care of one another. Some families cared
for neighbourhood children as well as their own.

Participants’ education ranged from Grade 8 to 13. Two completed post-secondary
training in nursing. Others received on-the-job training in various fields ranging from
engineering, media and television production, welding and forestry, to financial planning and
business ownership. Male participants often held several manual labour work positions over their
adulthood while females tended to stay with one profession, e.g., nursing, telephone operator, or
stay-at-home mothers.

Health Survey Summaries

This exploratory study summarizes 11 older adult participants’ pre- and post-program
health surveys. It was anticipated that a review of this quantitative data may reveal notable
patterns or raise questions for further investigation. Table 1 provides a synopsis of the older adult
participants’ family health history and background of environmental conditions, and their health
status at the time of the study. Tables 2 through 12 reflect findings from the Self Perceptions of

Health, Personal Inventory, CASP-19, and ADRQL-R surveys.
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Table 1

Case Study Participants’ Health Summary

CS# / Age / Educ.

Family’s Health Background

Environmental Exposures

Current Health Conditions

#1; Male; 80
Education (Ed):
Grade (Gr) 12

#2: Female; 88
Ed: Gr 13

#3: Female; 93
Ed: Gr 8

#4: Male; 80
Ed: Gr 12

Unknown

Healthy and active parents,
deceased from natural causes;
history re sibling’s health
unknown

Healthy, active and athletic
family; parental causes of death
unknown; a brother in care home
with dementia; sisters died in
late adulthood

Both parents died when he was
a young adult, the father from a
heart attack and mother from
cancer (type unknown)

Small rural BC farming community;
Fishing industry: processing and sales

Large mixed agricultural Ontario farm:
grains, cattle, pigs; Nursing profession:
large-hospital environment; West Indies
environment; Visual artist: exposed to
paints and solvents

Childhood: fishing, farming; Young
adulthood: Army C.W.A.P. and chef
in WWII in UK; Post-war: Economic
downturn: Nursing career

Farm life; Large city: international travel,
high-stress work; Late adulthood:
accidental fall, drowned and revived

Hypertension; osteoporosis;
atrial fibrillation; unspecified
dementia

Depression; hiatus hernia;
osteoporosis; unspecified
dementia; wheelchair-bound;
keeps private; sociable in her
room

Traumatic brain injury;
hypertension; hypothyroid
condition; mobile and active;
sociable; conversationalist

Vascular dementia;
Alzheimer’s; COPD (lung
breathing difficulties),
arterial hypertension;
physically mobile; active

273



Table 1 (cont.)

Case Study Participants’ Health Summary

CS#/Age/Educ.  Family’s Health Background Environmental Exposures Current Health Conditions
#5; Female; 87 Large family; father: heart Immigrated post-WWII; Farming: Unspecified dementia;
Ed: Gr 12 condition, ruptured from ‘Dust Bowl’ in prairies, harsh winters, arthritis; hyperthyroidism;
farm injury; stroke; cancer; impoverished conditions but lived mobile and active with
2 siblings died from sudden fully off the land; drought walker; placed with husband
infant death syndrome; 1 had who has late-stage dementia
intellectual disability; 2 had lung
conditions (whooping cough);
1 had asthma; 3 with heart valve
conditions; epilepsy, pneumonia;
soft teeth
#6; Female; 88 Large family; healthy, active; WWII in UK: bomb shelter in village; Osteoporosis; Alzheimer’s
Ed: Gr12,and  unknown re parents’ cause of food rationing dementia; COPD (lung

nursing school

#7: Female; 87
Ed: Gr 10

death or info re siblings’ adult
health

Father: died young (“hard life”);
mother: lived to be nearly 100;
eldest of 5 children; active,
outdoor lifestyle; self-sufficient
food sources

Commercial fishing community in rural
BC; much time spent on gillnetter boat
and outdoors

breathing difficulties);
mobile; sociable

Unspecified dementia;
COPD; arterial fibrillation;
anxiety; GERD (gastro-
intestinal disorder); renal
failure; osteoporosis; hyper-
thyroidism; mobile (needs
rest periods); sociable;
conversant if prompted
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Table 1 (cont.)

Case Study Participants’ Health Summary

CS#/Age/Educ.  Family’s Health Background Environmental Exposures Current Health Conditions
#8; Female; 91 Youngest of 5 children; father Raised in large city in BC; active outdoor ~ Alzheimer’s; unspecified
Ed: Gr 12 died when she was age 10 (cause lifestyle; lived 10 years in China; worked  dementia; osteoporosis;
not known); siblings all deceased  as telephone operator in Canada hyperthyroidism; mobile
at beginning of study;
wheelchair half-way through;
depends on friend for
assistance; very confused
and anxious
#9: Male; 83 Parents died when very young; Grew up in large orphanage in Scotland; Alzheimer’s dementia;
Ed: G 12, and orphan; no knowledge of causes a lot of exposure and training in outdoor alcoholism; GERD;

business school

#10: Male; 76
Ed:G8

Large family; eldest of 10
children; healthy, active family;
parents lived long life, cause of
deaths unknown

in indoor chores/responsibilities; work
environments: horticulture/farming;
business; financial planner; never drank
alcohol

Grew up in eastern Canada; mixed farm:
agricultural and livestock; left school
early to work: tree faller, heavy duty
machine operator, rural settings across

the country; outdoor living; self-sufficient;
fishing

osteoarthritis; mobile, very
social and energetic

Alzheimer’s dementia;
hypertension; renal failure;
type 2 diabetes; mobile;
quiet, shy, reserved; engaged
in conversation when probed
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Table 1 (cont.)

Case Study Participants’ Health Summary

CS# / Age / Educ. Family’s Health Background

Environmental Exposures

Current Health Conditions

#11; Male; 92 Large, impoverished family;
Ed: unknown  mother died 7 years before
father died; causes unknown

Poor environment in Ukraine, previously
part of Czechoslovakia; WWII years:
imprisoned in several camps from teens

to young adulthood; fought in armies;
food was scarce: at one point ate grass

to survive; immigrated to Canada post-war

Vascular dementia;
alcoholism; primary
hyperthyroidism; physically
very active: walking and
cycling in community
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Preamble to presentation of health survey data. Earlier, in Chapter Three it was noted
that quantitative data from the administered instruments was for descriptive and exploratory
purposes rather than formal analyses of statistical significance as the sample size was small,
some participants completed only pre-program or post-program surveys and not both, and the
study did not include a control group. Inclusion of the instruments provided another source of
information that could add to ‘triangulation’ (support of findings from several types of
information / sources).

References to pre-program and post-program administrations of survey instruments are
with respect to the beginning and end of the RT program. Post-program data was collected
within one week of the performance of the devised play. The participants’ overall engagement in
the RT program — interviews, drama workshops, viewing the performance and the post-
performance social — would be considered the ‘intervention’ regarding considerations of pre-
program / post-program changes.

Perception of Health survey. This survey includes items on self-perceptions of general
health, of emotional health, and social activity. Item #1: In general, would you say your health
is?, and Item #2: In general, how would you describe your emotional health?, were rated on a 1
to 5 scale: Poor (1); Fair (2); Good (3); Very Good (4); Excellent (5). Item #3: In general, would
you describe yourself currently as socially active? This was rated as 0 (No); 1 (Somewhat), or 2
(Yes).

Table 2 reflects overall ratings of both pre- and post-program perceptions of general
health, in the range between ‘good’ and ‘very good’. Table 3 reflects pre- and post-program

perceptions of emotional health, also in the range; between ‘good’ and ‘very good’. The post-
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program average was closer to ‘good’; the lower average in part is due to three participants with

ratings of 5 initially, not responding at post-program survey (one deceased).

Table 2

Participants’ Perceptions of General Health

Participant: 1 2 3 4 5 6 7 8 9 10 11 Mean Average (n)

Pre-Program 2 2 4 5 5 5 2 3 4 3 4 3.55 (11)
Post-Program - 3 4 - - 4 3 4 4 5 2 3.63 (8)
Table 3

Participants’ Perceptions of Emotional Health

Participant: 1 2 3 4 5 6 7 8 9 10 11 Mean Average (n)

Pre-Program 5 3 - 5 5 4 15 4 2 3 4 3.65 (10)
Post-Prog.am - 2 2 - - 3 3 3 4 5 3 3.13 (8)

Table 4 shows ratings reflecting perceptions of social activity; the averages ranged
between ‘somewhat’ (1) and ‘yes’ (2) on the 0-2 scale. Five of the 11 participants provided
ratings at only pre- or post-program, not both. Of the six respondents who provided ratings, four
reported no change; one reported an increase in social activity level and another noted a

decrease.
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Table 4

Participants’ Perceptions of Social Activity Level

Participant: 1 2 3 4 5 6 7 8 9 10 11 Mean Average (n)

Pre-Program 2 1 - 0 2 - 2 1 1 2 2 1.44 (9)
Post-Progpam - 0 O - - 1 2 1 2 2 2 1.25 (8)

Personal Inventory survey. The eight rating scale items below were generated by the PI
to reflect objectives of reminiscence theatre practice. Ratings were made on a scale of ‘very
little’ (1) to ‘very much’ (5). A rating of 3 is considered neutral. Higher ratings reflect positivity
except for items #6 & #7 where higher scores are negative. There is no ‘total score’ calculated on
this instrument. Tables 5 and 6 show the aggregated and individual responses for each item.

| see myself as having high self-worth.

| feel happy about my life.

| am socially active.

| am physically active.

Through my experiences I feel I have contributed to today’s world.
| feel depressed.

| feel isolated.

| have someone to talk to about my memories.

NGO WDdDE

Overall, group averages for each item at both pre- and post-program were on the positive
side. The items consistently with the most positive ratings had to do with feeling happy about life
(2), a sense of positive self-worth (1) and having contributed to the world (5), feeling they had
someone with whom to discuss their memories (8), and not feeling isolated (7). In the neutral
range were responses on items reflecting level of social activity (3) and feeling depressed (6).
The item that showed the most overall change was the level of perceived physical activity (4),

increasing from pre-program (3.3) to post-program (4.2).
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Table 5

Personal Inventory Items: Average Pre- and Post-Program Scores across Participants

Item

Mean Average

Pre-Program Post-Program

Pre-Program averages are based on 10 responses for each item.

Post-Program averages are based on 9 responses for each item except for #8, with 7 responses.

| see myself as having high self-worth.
| feel happy about my life.

| am socially active.

| am physically active.

o > w0 e

Through my experiences | feel | have contributed
to today’s world.

o

| feel depressed.
7. | feel isolated.

8. | have someone to talk to about my memories.

3.8
4.3
3.6
3.3
4.5

2.5
2.0
4.4

4.1
4.4
3.6
4.2
4.7

2.6
2.1
3.9

Note. Ratings of ‘3’ are neutral, with responses ranging from ‘1’ (very little) to °5° (very much). Except for items 6

& 7, ‘17 is the most negative and ‘5’ the most positive. For items 6 & 7, ‘1’ is the most positive and ‘5’ the most

negative.
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Table 6

Personal Inventory Items: Individual Participants’ Pre- and Post-Program Responses

Item Individual Participant Scores
2 3 4 5 6 7 8 10 11
1  Pre-Program: 3 - 5 5 3 3 3 5 5
Post-Program: 3 3 - 5 5 3 5 5) 3
2  Pre: 4 - 3 5 5 3 5 5 4
Post: 5 4 - 5 4 3 4 5 5
3  Pre: 2 - 2 5 5 4 4 5 3
Post: 3 3 - 5 4 3 4 5 3
4  Pre: 2 - 2 5 5 3 1 5 5
Post: 2 3 - 5 5 3 3 5 4
5 Pre; 5 - 5 5 5 5 1 5 5
Post: 5 5 - 5 5 3 5 5 4
6 Pre: 3 - 3 5 1 3 1 2 1
Post: 3 4 - 1 3 5 3 1 1
7  Pre: 3 - 3 4 1 1 1 1 4
Post: 5 2 - 2 2 2 2 1 1
8 Pre: 4 - 4 5 5 5 3 3 5
Post: 4 4 - 3 5 - 5 5 -

Note. Ratings of ‘3’ are neutral, with responses ranging from ‘1’ (very little) to ‘5° (very much). Except for items 6
& 7, ‘1’ is the most negative and ‘5’ the most positive. For items 6 & 7, ‘1’ is the most positive and ‘5’ the most

negative.
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CASP-19. Domain Scores and Total Scores are presented for the individual participants
who completed the instrument pre-program (Table 7) and for those completing it post-program
(Table 8). Average pre- and post-program scores across the participants along with normative
data are shown in Table 9. Each of the 19 items is scored 0-3, higher scores indicating greater
positivity. Some residents answered items pre-program but not post and vice versa. Of the 11
participants, seven completed the survey both times.

Review of Tables 7 and 8 subjectively does not suggest much overall difference between
pre- and post-program ratings. Notable is a relatively lower score at post-program on the Self-
Realization domain. Reviewing specific item responses within that domain, among the seven
individuals who responded at both pre- and post-program, the item | feel the future looks good
for me, decreased most often (3 negative changes, 1 positive, 3 with no change). The item | feel
satisfied with the way life has turned out, changed the least (6 respondents with no change, 1
with a negative change).

At the individual participant level, at post-program only two participants showed much of
a change in the Total Score. ‘Elsie’s’ (CS #2) was quite a bit lower, and ‘Cynthia’s’ (CS #5) was
higher.

Table 9 indicates that overall, relative to normative data, the case study participants’
Total Scores were average. Among the domain scores, Autonomy and Self-Realization were

average, Control was above average and Pleasure below.
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Table 7

CASP-19: Individual Participants’ Pre-Program Scores

Domain Individual Participant Scores

1 2 3 4 5 6 7 8 9 10 11
Control 8 11 - 15 14 18 12 14 6 15 16
Autonomy 9 11 - 10 14 15 11 14 12 11 13
Pleasure 7 8 - 1 9 10 10 11 11 12 12
Self-Realization 12 10 - 7 9 11 75 11 8 12 12
Total Score 36 40 - 43 46 54 405 50 37 50 53
Table 8
CASP-19: Individual Participants’ Post-Program Scores
Domain Individual Participant Scores

1 2 3 4 5 6 7 8 9 10 11
Control - 9 10 - 15 18 9 18 6 18 -
Autonomy - 7 6 - 15 14 11 14 13 11 10
Pleasure - 9 10 - 12 11 10 10 11 12 9
Self-Realization - 5 5 - 1 9 10 7 8 12 -
Total Score - 30 31 - 53 52 40 49 38 53 -
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Table 9

CASP-19: Mean Average Pre- and Post-Program Scores

Domain Range Norms (Mean, SD) Pre-Program Post-Program
Control (6 items) 0-18 7.4 (3.0) 12.9 (10) 12.9 (8)
Autonomy (5 items) 0-15 10.9 (2.7) 12.0 (10) 11.2 (9)
Pleasure (4 items) 0-12 13.2 (2.2) 10.1 (10) 10.4 (9)
Self-Realization 4 items) 0-12 8.7 (3.5) 10.0 (10) 8.4 (8)
Total Score (19 items) 0-57 40.2 (9.0) 45.0 (10) 43.3 (8)

Note. Norms are from “The CASP-19 as a Measure of Quality of Life in Old Age: Evaluation of its Use in a
Retirement Community,” by J. Sim, B. Bartlam, and M. Bernard, 2011, Quality of Life Research, 20(7), p. 1000.
The number of ratings (n) for each Pre- and Post-Program average in the current study is shown in brackets.

Alzheimer Disease-related Quality of Life — Revised (ADRQL). This observational
instrument was completed by the Pl in consultation with the participant’s Activities worker.
Responses of ‘Agree’ or ‘Disagree’ referenced the 2-week period before ratings. A ‘1’ rating
reflects a positive rating and ‘0’ negative. If an item was not clearly endorsed with an ‘agree’ or
‘disagree’ response it was counted as 0.5. In the ADRQL scoring system, ratings are converted to
a 0-100 scale; higher scores reflect observational perceptions of higher quality of life.

Individual participants’ Domain Scores and Total Scores are found in Tables 10 and 11.
Mean averages across participants are shown in Table 12. These averages are based on ratings
for 11 residents at pre-program and 9 at post-program. The instrument was completed with some
residents pre-program but not post and vice versa. Of the 11 participants, ratings were provided
on this instrument both pre- and post-program for 9 of the residents. Normative data are included
in Table 12 for illustrative purposes to better understand whether the participants’ average scores

might be considered high, average or low compared to norms.
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Overall ratings are strong on all measures relative to normative data. The only noticeable

drop among the amalgamated scores from pre- to post-program was with regard to the Feelings

& Mood domain.

Among the nine participants with ADRQL ratings at both pre- and post-program, the

figures show large changes relative to other participants for three of the individuals. In two cases

these were downward changes. Participant #5’s (‘Cynthia’) Total Score dropped from about 96

to 66, mostly due to lower scores on the Social Interaction and Feelings & Mood domains.

Participant #9 (‘Rick”) dropped from about 91 to 79, mainly due to a decrease on Feelings &

Mood. Participant #10°s (Alex) Total Score was increased from about 84 to 94, mainly due to the

higher score on the Social Interaction domain.

Table 10

ADRQL-R: Individual Participants’ Pre-Program Scores

Domain Individual Participant Scores

1 2 3 4 5 6 7 8 9 10 11
Sl 79.2 917 917 833 100 875 708 100 95.8 708 75.0
AS 68.8 875 100 100 938 875 875 750 813 750 100
FM 958 988 958 833 917 708 100 100 91.7 91.7 100
EA 875 100 100 100 100 100 100 100 87.5 100 100
RS 100 100 100 875 100 100 100 100 100 100 100
Total 850 938 963 888 963 850 888 950 913 838 925

Note. Domain Abbreviations: SI - Social Interaction; AS — Awareness of Self; FM — Feelings & Mood; EA —

Enjoyment of Activities; RS — Responses to Surroundings.
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Table 11

ADRQL-R: Individual Participants’ Post-Program Scores

Domain Individual Participant Scores

1 2 3 4 5 6 7 8 9 10 11

Sl - 66.7 79.2 917 458 958 750 917 958 917 -
AS - 938 100 100 813 938 875 813 938 813 -
FM - 875 958 875 542 708 100 100 458 100 -
EA - 100 875 100 100 875 100 100 100 100 -
RS - 100 100 75.0 100 100 100 100 75.0 100 -
Total - 850 913 913 663 875 900 938 788 9338 -

Note. Domain Abbreviations: Sl - Social Interaction; AS — Awareness of Self; FM — Feelings & Mood; EA —
Enjoyment of Activities; RS — Responses to Surroundings.

Table 12

ADRQL-R: Mean Average Pre- and Post-Program Scores

Domain Norms (Mean, SD)  Pre-Program Post-Program
(n=11) (n=9)
Social Interaction (12 items) 74.2 (25.8) 86.0 81.5
Awareness of Self (8 items) 325 (27.5) 86.9 90.3
Feelings and Mood (12 items) 67.6 (25.2) 92.4 82.4
Enjoyment of Activities (4 items) 474  (33.6) 97.7 97.2
Response to Surroundings (4 items)  89.4 (18.1) 98.9 94.4
Total Score (40 items) 63.2 (16.5) 92.4 89.2

Note. Norms are from “Evaluation of the Validity and Reliability of the Alzheimer’s Disease-Related Quality of
Life (ADRQL) Assessment Instrument,” by J. D. Kasper, B. S. Black, A. D. Shore, and P. V. Rabins , 2009,
Alzheimer Dis Assoc Disord, 23(3), p. 16.

286



Concluding comments on inclusion of health surveys. Although not necessary for this
type of exploratory, descriptive study | did find the inclusion of health surveys added to the
study. Consistencies and contradictions between health survey results, older adult participants’
narratives and PI observations relate to theory and may increase understanding. For example,
individual participants’ discrepancies between objective health status and self-perceived health
provides a link to social determinants of health, with self-perceived health among the established
contributing determinants. In one instance, the process in itself of administering a health survey
led to a significant moment when the respondent remarked, “can we just have a conversation?”
In essence, | advocate for research which integrates both qualitative and quantitative data as each
may inform the other.

Conclusion

Older adult participant narratives reveal both consistency and inconsistencies with
reminiscence and social dimensions of health theory and literature. First, several participants
expressed they do not like to reflect back on their lives; rather, they prefer to live in the moment,
in the here and now. Their focus lies in accepting their life circumstances and health as it is now,
choosing to make the best of their situation, preferring instead to look forward.

This can be interpreted as contrary to Butler’s (1963) reminiscence and life review
theory. Herein he asserts that reflecting back over one’s life helps to come to terms with one’s
current life, and is essential for successful, healthy adaptation to later life. Haber (2006) points
out that a number of Butler’s contentions have been challenged. For example, the view that
reminiscence becomes more frequent with age has not been consistently supported by research;
he cites a number of studies that do support this view (e.g. Lieberman & Falk, 1971; Revere &

Tobin, 1980) and some that do not (e.g. de Vries, Blando, & Walker, 1995; Webster, 1994). The
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assumption that life reviews are universal has been challenged in several studies (e.g., Merriam,
1995; Taft & Nehrke, 1990). As well, Haber notes a research study that contradicts another of
Butler’s positions on reminiscence and life review: “Butler’s assertion that reminiscence appears
to be precipitated by approaching death is not supported by one research study (Merriam, 1995)”
(Haber 2006, p. 155).

One could surmise that these participants may have previously worked through this
developmental stage, having achieved what Erickson (1980, 1982) refers to as successful
resolution (‘wisdom’) of the later life stage of ‘ego integrity vs. despair’. It is quite notable that a
large majority of older adult participants in this study have come to terms with the circumstances
of their lives, fully accepting their health and inevitable end.

Several individuals spoke of being ready to go. Other case study narratives revealed
significant discontent with their lifestyle in care, although noting good healthcare. They often
reiterated their unhappiness with the limitations of living in a secured dementia unit, unable to
move about freely, citing lack of freedom to make their own choices (loss of autonomy),
insufficient availability of stimulating activities, absence of social connections with others,
boredom and loneliness. Such narratives are disturbing given that it is known and accepted that
social connection is a key determinant of health.

Most significant is the discrepancy between older adults’ narratives and the health
surveys. This was anticipated, given the complexity of the population. Some surveys reflect
feeling alright in mood while field-notes and nursing reports on the individual show evidence of
depression. In addition, discrepancies between self-perceptions of health and health-behaviour
were evident. Narratives revealed various contradictions. For example, some able-bodied

individuals perceived themselves as unhealthy; behaving accordingly, they thought they were ill
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so they behaved ill, isolating themselves in their room and avoiding activities, confining
themselves to bed. Others who perceived themselves as healthy behaved accordingly.

For example, case study #4 (Steven) would initiate social contact, engage in activities and
ensure his physical fitness by walking the unit corridors five times in order to equal a two-mile
walk. Others kept active, helping others who needed assistance.

With regard to mental health, the majority of participants presented as happy, enjoying
many aspects of daily life. Despite accumulated losses, depression did not appear to be prevalent.
Several would distinguish feeling sad sometimes, missing family, or feeling frustrated with the
decline of ability, from depression. This was sometimes in contrast to their surveys where the
scores reported on rating scales suggested greater depression than reported in the older adult
narratives.

Also notable was consistency between personality when younger and their current
behaviour, particularly with regard to work roles. For example, this was exemplified by case
study #5 (Cynthia) — once a helper always a helper; case study #6 (Teresa) — once a nurse, still a
caregiver; case study #2 (Elsie) — held a positive attitude in her early life, positive and proactive
now; and case study #3 (Mary) — outspoken in youth, outspoken and forthright now. Such cases
support the view that essential aspects of personality may remain for those with dementia.

With regard to the dementia population it was anticipated based on literature mentioned
in Chapter One and on the PI’s prior observations, that several individuals would be grieving loss
or a sense of self. This did not appear to be the case. Instead, many accepted themselves as they
are now and were quite content. They did not focus on loss; rather, on what they do have. Their

sense of self remained intact, unaltered from who they were throughout their life.
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During the life review interview, several individuals did exhibit anxiety when attempting
to remember dates, names, activities or specific details of their earlier life. Several dementia
individuals exhibited classic deficits of explicit memory, which broadly includes episodic
memory of events and activities, and semantic memory of specific facts (Madigan, 2015).
However, the majority had superb affective memory. They could recall details with ease of their
family members and key friendships throughout their lives. Many expressed tremendous love
and pride for their spouses, children and grand-children even though specific names might not be
recalled.

Regardless of their past or current health status, participants were overwhelmingly
appreciative of what they have now and immensely grateful for the care they receive. Although
for many, their physical and cognitive health is in decline, their emotional, psychological health
appears good, with a strong sense of wellbeing, aligning with Strout & Howard’s (2012) six
dimensions of wellness in aging adults.

In conclusion, the integration of both quantitative (surveys) and qualitative (story
narratives) data can be viewed as beneficial to this study. The quantitative provides numerical
data (although a small sample size). The qualitative interpretation of older adult story narratives
greatly enhanced the study by adding human voice and meaning to the numbers. As the Pl and as
a healthcare provider, I strongly advocate for research which integrates both research methods;
each informs the other. Both complement findings and add richness, assisting us as researchers,
artists and healthcare provides to better understand each other and the individuals we serve.

Next, in closing I highlight key findings of the newly released 2018 British Columbia’s
Seniors Advocate report on residential care (Mackenzie, 2017; Office of the Seniors Advocate

British Columbia, 2018) as it provides a rationale for innovative, creative programming for older
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adults residing in care. The findings correlate significantly with the reminiscence theatre study
goals. The conducted research is “the most extensive survey of residents’ quality of life ever
conducted in Canada” (OSABC News Release, Sept. 15, 2017). The aim of the study was to
assess quality of care and to identify opportunities for improvements. The report synthesizes the
voices of 9,600 older adults from 292 facilities.

Overall, the facilities were rated fairly well in a number of areas. However, notable is the
consistent finding across all centres that relates to social engagement. For example, over one
third of residents report there is rarely or never enjoyable things to do in the evening (38%) or on
the weekends (36%). Nearly half (46%) of residents report that there is no one residing in the
facility whom they consider a close friend; 45% report there is no one for them to engage with in
activities. Just over half (58%) indicate having a staff member they would consider a friend; 34%
of residents perceive that staff only ‘sometimes, rarely or never’ have enough time for them.
Less than half of the residents (46%) report that staff regularly makes time for friendly
conversation with the resident.

Mackenzie (2017) strongly advocates for increasing activities to support social
engagement. She suggests increasing activities to create more meaningful experiences which
foster an environment and culture within facilities where residents are naturally encouraged to
participate in care home life by connecting with other residents and staff; and to promote greater
community and family engagement.

In addition, Cloutier (In Paterson, 2018) states that much of the residential care system
focuses mainly on quality of care and on tasks, instead of quality of life and time spent with

residents. She emphasizes the need to develop initiatives on healthy aging that are more strategic
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and creative in bringing about change towards a more ‘heart-centred’ approach to residential care
for older adults.

This intergenerational reminiscence theatre study, with its focus on affirming older
adults’ storying of lived experiences, on building social connection, and on fostering meaningful
relationships between dementia individuals in care and the community, would meet Mackenzie’s
(2017) recommendations towards improving the quality of life of older adults in residential care.

The following chapter describes and analyzes reminiscence theatre (creating theatre from
older adults’ stories), devising and performance processes. The chapter concludes with Pl
recommendations on how reminiscence theatre practice can be adapted for dementia-specific
populations in residential care.

It has been a privileged honour to hear the life stories of older adults of this study.
Stories shared acknowledge those who told their stories in confidence but declined including
them in this study.

‘Stories Shared’

Oh no,

not mine;

Firmly planted,

it must stay

in lush

secret veins
pumping

silence

to the most curious.

This story;

it is mine,

mine alone,

lying quietly and sheepishly
beneath a golden key.
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It stays firm

upon my command,

for if

it were to awake,

its turbulent sweet breath
no one could withstand.
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Chapter Five

‘The Artist and her Daughter’ — An Intergenerational Reminiscence Theatre Initiative with

a Dementia-Specific Population in Residential Care

“We don’t stop playing because we grow old; we grow old because we stop playing.”

(George Bernard Shaw)

Introduction

Overview. To begin, reminiscence theatre (background) historical influences and key
intergenerational practices which have influenced this study are presented. Secondly, to set the
context for the theatre devising process, selected applied theatre styles, methods and conventions
are reviewed. Third, applied theatre aesthetic discourse is explored. Fourth, the reminiscence
theatre devising process of ‘The Artist and her Daughter’ initiative is described and critiqued
through an aesthetic lens. The chapter concludes with an analysis of the project and
recommendations on how traditional reminiscence theatre practice could be adapted for the
dementia population in residential care.

Reminiscence theatre devising adaptations.

Family involvement. As noted in Chapter Four, | was unsuccessful in recruiting adult
family members to the reminiscence theatre project. Originally, I had envisioned bringing
together adult family members, older adult residents, and young adults to share in the creative
processes of devising theatre from their stories and memories. | had aspirations for equitable,
collaborative engagement throughout each phase of the reminiscence project. By doing so,
participants could engage in meaningful drama storytelling activities that would foster

conversations and enrich their relationships while discovering something new about each other.
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It is my sense that the lack of family participation in this study was due to three possible
factors: (1) family accessibility and availability; (2) ethics recruitment protocol; and (3)
unspoken resistance to arts-in-health research along with power-over dynamics.

Family accessibility. As noted in the earlier reviewed literature on family involvement
with elders in care, family structures and composition have changed over generations. Many
need to relocate for employment and economic reasons. For those who remain in close proximity
to their loved ones, they tend to have work commitments and time-consuming demands in their
current lives. Family members of the study’s older adults were not available or accessible during
the study’s scheduled timeline; therefore, they were unable to partake in the activities. However,
several did attend the final performance.

In addition, | would speculate that many are in need of respite after years of caregiving,
taxing their energy and ability to take on additional tasks. As supported in the literature, many
family members care deeply about the older adults and would be delighted to be more engaged in
their loved ones’ lives if they could.

Ethics recruitment protocol. The recruitment protocol as outlined in the participant ethics
procedures was ineffective for this dementia population. The time delays in gaining approval for
amendments impeded study timelines and students’ availability. The original recruitment
procedures were to (1) post a written notice at the nursing station, apprising family and residents
of the study; (2) those interested were asked to contact me via email or leave a form in a locked
box at the nursing station; (3) | would then contact them to set up a meeting to discuss the study
and obtain consent to participate.

Subsequently, a Joint UVic/VIHA Ethics recruitment amendment application was

submitted - requesting permission to facilitate a sample storytelling/drama workshop with the
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older adults on the unit. The amendment was granted after several revisions, with consent by
assent. Eleven older adults and one recreational care assistant participated in the storytelling
workshop; eleven older adults consented to participate in the study.

Although 1 strongly support ethics protocols in research, | suggest that recruitment
processes for dementia populations and the broader context need to be more user-friendly. Face-
to-face invitations may be most effective for this population. Once the seniors saw for
themselves what reminiscence theatre looks like, they easily understood and eagerly participated.

Resistance to arts in healthcare. As pointed out by Gibson (2011), reminiscence theatre
professionals often face resistance from healthcare professionals, as many may be unaware of the
processes and benefits of such arts engagement. The reminiscence theatre study was supported
strongly by the facility administrators, board of directors, nursing staff and therapeutic activities
personnel. However, an incident arose that revealed resistance to arts research in healthcare.
Although | am somewhat cautious in bringing this topic forth, I feel it is important to
acknowledge that artist/researchers in a healthcare context may be vulnerable to resistance and
power-over situations. |, as the PI, was cognizant that my presence as an arts researcher created
unrest for some staff. | was aware that | was viewed as the outsider. | was aware of the tense
political climate of the institution at the time of the study.

The facility at the time of the study was undergoing major political and administrative
changes. Some staff had difficulty in adjusting to new leadership styles and organizational
restructuring. There was an aura of fear (losing their positions) and mistrust. Some expressed
discontent with unilateral decision-making practices that affect staff morale and resident
autonomy. Several staff resigned, leaving the institution under-staffed and those remaining

feeling over-worked, and highly stressed.
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There was a prevailing resentment to change or anything new that could threaten the
status quo. | sometimes overheard hallway conversations in passing that clearly depicted the
view that arts are not part of the biomedical model of care. I would hear comments like, ‘What
does art have to do with health?” Or: “We’ve had researchers here before; they made no
difference’ (Reflective Journal, January 14, 2015). Although such resistance was expressed by
only a few, such held attitudes negatively impacted me as PI. One incident that occurred was
particularly troubling.

| was asked by the facility executive director to conduct a series of study orientation
sessions for the unit nursing staff. Several orientations were presented to small groups of nursing
staff who participated eagerly in the sessions, with vibrant discussions. They expressed their
support for the study, stating that the residents would enjoy this and that they wished they had
time to join in the project. Several were excited to learn of the health benefits of arts
engagement.

Half-way through one orientation session, two non-nursing staff sat in on a session, to
observe. As | was preparing for the next staff orientation, one of the staff approached me to state
that all the sessions are cancelled, that “the (nursing) staff did not understand the study... they
needed to be spoken to at a level they could understand, as healthcare workers are at a grade
seven or eight level.” I asked for elaboration, and was requested to provide a 1-pager with only
the logistics of the study in point form.

| was shocked at such an attitude. | felt insulted, primarily for the nursing staff as from
my observations they were an impressive, competent group of healthcare professionals. Such
incidents certainly raise serious ethical questions. What are the researcher’s rights? Who makes

the decisions? Who protects the researcher from such power-over dynamics? | suggest that our
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residents in care are also affected by the political environments in which they live. It is
significant to note that many family members relocated their older adult residents to different
facilities during that tumultuous period.

Timeline adjustments.

Study original timelines. The original design was shaped in phases, to begin in October
2014 and end in December 2015: Pre-project preparation (Oct.-Dec. 2014); recruitment,
instrument implementation and life history interviews (Jan. 2015); reminiscence theatre/drama
workshops with older adult & family participants and actors (Feb. 2015); reminiscence theatre
devising process (March-April, 2015); reminiscence theatre performance (April 2015); post-
production instruments administered (April-June, 2015); and final data analysis, report
preparation and dissemination (May-Dec. 2015). Delays in Ethics approval adversely impacted
the study timelines, creating difficulty synchronizing students’ schedules for the drama
workshops and devising groups, which in turn resulted in delayed devising and performance
dates.

Adjusted study schedule. The study timelines were adjusted accordingly. Feb-March
2015: first interviews conducted; April-May 2015: interview transcripts completed; May-June
2015: personal interviews were condensed to short stories; July 2015: unanticipated personal
travel to Germany to explore own family heritage; August 2015: review of journal field notes,
selection of story themes for devising theatre; Sept. 2015: intergenerational reminiscence theatre
workshops with older adults and UVic theatre students devising company; Oct.-Nov. 2015:
devising company — script and play development, rehearsals; Dec. 2015: performance of the
reminiscence theatre play, ‘The Artist and her Daughter’, in the care facility and post-

performance social with audience and cast. The reminiscence theatre performance occurred on
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Dec. 4, 2015, about eight months later than originally intended. Jan. 2016: follow-up story
drama workshops with older adults; Feb. 2016 to May 2018: study analysis and write-up.

This Reminiscence Theatre (RT) study, an intergenerational project entitled ‘The Artist
and her Daughter’ has been influenced by the notable leading master scholars and practitioners
introduced in the next section. Their contributions to the intergenerational reminiscence
community have been abundantly significant.

Key Influences in Reminiscence Theatre and Intergenerational Practice

This portion of the chapter highlights the works of key contributors to the field: First,
Pam Schweitzer, founder of the UK’s Age Exchange and the European Reminiscence Network;
secondly, Warwick Dobson and Tony Goode — ‘Taking Care of Basics’ RT project at New York
University (Dobson & Goode, 2002); third - David Barnet and Matthew Gusul of Edmonton,
Alberta’s GeriActors and Friends; fourth — the practices of Anne Basting, founder of
Milwaukee’s TimeSlips company; last — Vancouver’s founder of the i2i Intergenerational
Society, Sharon MacKenzie.

Intergenerational reminiscence practices are burgeoning with novel companies and
organizations moving the disciplines forward. (See Appendix D for an annotated list of
resources, organizations and companies.)

Historical evolution of the Age Exchange and European Reminiscence Network.

The Age Exchange. Founded by Pam Schweitzer in 1983, Age Exchange is a registered
charity operating in the heart of Blackheath in London, UK. In essence, Age Exchange began to
evolve from theatre-in-education (1970s Belgrade Coventry TIE Team) and educational drama.
In the early 1980s a volunteer task force was created to work with older people. Reminiscence

grew out of this now dismantled group. From there, intergenerational theatre emerged with
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drama students from a comprehensive school. Performances were created from older adults’
memories, but this practice was short-term as students were constrained by their curriculum
requirements. However, this began the development of a professional RT centre, celebrating the
past in the present.

Through a combination of grants, Age Exchange with its reminiscence theatre company
was created in 1983 when subsidized projects and performances ensued. From there, productions
were toured and eventually administrators and stage managers were appointed, where projects
were published. By 1986, a key working method was established along with a period of research
mainly of taped interviews and stories that were transcribed verbatim (all of which are now
stored in the Reminiscence Theatre Archive at the University of Greenwich).

Additional projects were launched outside of London. Youth were hired from young
people’s employment programs to help with administrative tasks. This evolved further into
training and skilled team development. 1987 brought short training for healthcare professionals
out to a permanent Reminiscence Centre in Blackheath (offering now up to 40 programs). Books
were published on the productions. Local municipal officials and politicians became supporters.
The touring productions were commissioned by the European Commission and offered across
Europe.

The programming at Age Exchange has evolved from Schweitzer’s practice. Age
Exchange has accumulated 35 years of experience in using creative reminiscence to improve
well-being. In recent years the centre completed a 3-year research project that evaluated the
impact of creative reminiscence arts programming (summarized in literature review in Chapter

One).
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Age Exchange continues to this time as a community hub that offers an array of creative,
intergenerational arts programs for older adults, youth and families. Daily programs include a
volunteer tea library service operating 6 days a week, volunteering opportunities to help people
return to work or contribute to their community, a not-for-profit café, and intergenerational
school programs. The centre is highly regarded for its broad range of support services for people
living with dementia and their carers. They offer a wide variety of regular training and support
for Reminiscence Arts practitioners and community workers. Currently, to increase service
capacity Age Exchange is planning to join forces with Community Integrated Care, one of the
UK’s largest health and social care charities that supports people with a range of care needs
including dementia. Age Exchange would retain its own identity as a subsidiary of Community

Integrated Care. (For more information on the Age Exchange, see www.age-exchange.org.uk.)

European Reminiscence Network. The Network was established through the efforts of
Pam Schweitzer in 1993 to organize international conferences, seminars and festivals featuring
best practice in reminiscence work. Projects have focused on international cooperation,
particularly in the fields of dementia care, intergenerational and intercultural work. This
partnership organization includes representatives from 16 European countries and numerous
associates in the U.S., Canada, Latin America, India and the Far East.

1993 was a very significant and seminal year wherein the European Commission,
highlighting ‘The European Year of Older People and Solidarity Between Generations’,
supported by Age Exchange initiatives for a year-long programme of RT tours, training
workshops and an international conference. Five professional RT productions were toured to
Germany, Denmark, Ireland, the Netherlands, France, and Belgium. These were: ‘What did you

do in the war, Mum?’ (Based on memories of British women’s work in WWII); ‘Dear Mum’
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(about the wartime evacuation of thousands of London children); Across the Irish Sea’ (based
on Irish people’s memories of growing up in Ireland and then making a new life in England in
the post-war years); ‘Can we afford the Doctor?” (Based on memories of healthcare before the
advent of the National Health Service); and ‘Routes’ (based on the experience of people from
India coming to Britain to secure a better future for their families).

During 1993, Schweitzer carried out training workshops across Europe and in the process
established valuable interdisciplinary links with practitioners in health, social work, and arts
fields. The year ended with an international conference, ‘Celebrating Reminiscence’ in
Blackheath, London involving speakers along three strands of reminiscence — in healthcare
settings, community settings, and educational contexts. It was at this conference that the
European Reminiscence Network was established. Some of the connections formed during the
year, later developed into fully-fledged projects, a few of which are briefly noted below.

In 1995, the International Festival of Reminiscence Theatre — ‘A Time to Remember’ —
marked the 50™ anniversary of the end of WWII. At this event, guests from 10 countries
presented specially devised pieces of theatre based on their memories of the end of the war in
their countries. This was regarded as a highly successful endeavour with powerful impacts on
many of the participants, as older people who were on opposing sides in the war were brought
together in a spirit of reconciliation and adventure. In 1997, two key projects began — ‘The
Journey of a Lifetime’, an international arts project for ethnic minority elders; and
‘Reminiscence in Dementia Care’. In the late 1990s, a major dementia care project was
undertaken, ‘Remembering Yesterday, Caring Today’. These and other projects resulted in

numerous publications, paving the way for sophisticated empirical research studies on
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reminiscence arts in recent years (e.g., Charlesworth et al., 2011; Lloyd & Cole, 2014; Hatton,
Woods et al., 2009, 2012).

Reminiscence Theatre Archive Company (University of Greenwich). Age Exchange and
European Reminiscence Network continued work following Schweitzer’s retirement. Her
accumulated collection over a period of 30 years, of older adult Londoners’ memories obtained
through oral histories, DVDs and videos, scripts and performance materials, were donated to the
University of Greenwich’s Reminiscence Theatre Archive that was established in 2007. The
archival materials reflect key social issues and how they were experienced by those living in
London. A Reminiscence Theatre Archive Company utilizes these materials to create new
performances as well, to devise its own original theatre from the archival material. The
university’s applied drama students have toured new performances to care homes and
community older adult settings. In addition, university departments beyond theatre utilize the
archives in teaching and research endeavours such as social historians working on a collection of
WWII memories from people across London, and the health and nursing students working with
older persons in various settings.

‘Taking Care of Basics’ RT devising model. The Taking Care of Basics RT project
model was developed by Dobson and Goode (2002) as part of a 5-day program entitled, Creating
Meaning through Community Drama, with older adults attending a seniors’ centre on the Lower
East Side of Manhattan collaborating with students from New York University. The project was
organized by the Paul A. Kaplan Center for Educational Drama. Their work directly influenced
the current study’s devising phase of ‘The Artist and her Daughter’. Based on some of Butler’s
(1963) reminiscence and life review principles, the Dobson and Goode RT model stands to this

day, often integrated into applied theatre curricula.
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Herein, student actors informally met with older adults one on one or in small groups to
share stories. Once collected, these were documented and explored through the drama rehearsals.
The aim of creating theatre from the stories was “to explore what is fundamental and universal to
the human condition... transformation of real, lived experience into a new representation that is
fictional” (Dobson & Goode, 2002, p. 183). Dobson and Goode assert that fictional
representation in theatre draws on the medium’s “essential quality and power... that derives from
our innate ability to identify with an other (i.e., a fictional other)” (p. 183). The participant
willingly extends oneself imaginatively into an other’s place.

The RT devising model of fictionalizing the real has been adapted, utilizing interview
transcriptions, instrumental in the devising of ‘The Artist and her Daughter’ in the current study.
Dobson and Goode (2002) outline the following aims: provision of entertainment that engages
older adults “in social activity relevant to their own life experience... documentation of popular
history through the reclamation of their own culture... to stimulate the long-term memory of
participants by encouraging recall of previous events and personal experiences... honour the
contribution that older people have made to society... and strengthen self-confidence, self-
awareness and self-esteem” (p. 184). These aims form the foundation of this RT study; they are
incorporated into older adult participant surveys (Personal Inventory; Reminiscence Theatre
Post-Performance Survey).

Geri-Actors and Friends. This inter-generational theatre company was developed under
the direction of David Barnet at the University of Alberta. The company originated from a joint
project in 2001 with the Seniors Association of Greater Edmonton (SAGE). Barnet worked with
groups of older adult writers to develop and perform plays from their stories. After five seasons

of productions, Barnet integrated university students into the seniors’ theatre group. In 2006, an
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intergenerational theatre drama class was developed; the course connected the two groups —
university students from age 20 to 50, and the seniors age 60 and older. The company created
theatre that represented different views form all the members and stories derived from group
discussions. Barnet adapted this material into scenes that were rehearsed with seniors.

Matthew Gusul, having joined Geri-Actors and Friends (G & F) in 2007 as assistant
director, introduced the company to what he now refers to as the ‘playful/ontic’ devising model
(Gusul, 2015) which he views as instrumental in theatre. In his M.A. Thesis, Gusul (2009)
distinguishes between ‘play’ and ‘playfulness’: “Play is a noun that refers to the action of
playing. Playfulness is also a noun but it refers to behavior” (p. 21). Play can be recreated in
different groups or situations, often in the form of games; however, social interactions are
essential to the notion of playfulness. Both create a sense of community, a safe space to share life
experiences. Spolin (1999) suggests that play allows people to feel personal freedom.
Nachmanovitch (1990) and Huizinga (1949) support this notion, highlighting freedom from
arbitrary restrictions and openness to new experiences.

For spontaneous playfulness to emerge in adults, Schechner (1977) emphasizes the
importance of a sense of safety and security. Gusul notes that G & F participants have remarked
on the importance of feeling safe and secure in fostering playfulness, and they have added
comments on the importance of camaraderie and not feeling judged. Gusul (2009), in his
discussion of definitions and theories of play, includes a synopsis of Mitchell and Mason’s
(1948) examination of five traditional theories of play: surplus energy, recreation, instinct
practice, recapitulation, and catharsis. Play activities are posited to ‘blow off” extra energy; play
as recreation helps refresh oneself after work; instinct practice is rehearsal of instinctive

behaviours before the person needs to use them; recapitulation theory refers to play as a
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predisposition passed on through generations; and discharge of distressing emotions underlies
catharsis theory.

Literature is saturated with an abundance of theory that supports the value of play for
youth and adults alike. However, play is often met with trepidation, skepticism and cautious
resistance by some of our older adult population. Practitioner experiences reveal an unflattering
response to play; sometimes it is viewed as degrading, diminishing or insulting: “as child’s play;
we are not children... This is insulting. I am old. I do not play” (PI Journal, 2015). Having said
that, Gusul (2009) notes that in his experiences with Barnet in G & F, Barnet has reframed play
as ‘Re-invigoration Theory’. Gusul comments that while some of the theories posited by
Mitchell and Mason (1948) do seem applicable, “surplus energy may not apply to G & F”
(Gusul, 2009, p. 29); energy may increase through the use of play and playfulness in G& F rather
than dissipate ‘excess energy’. The group tends to become energized through play and
playfulness, lifting participants’ spirits and encouraging pursuit of other activities.

Gusul, while in a Ph.D. applied theatre program at the University of Victoria,
collaborated with the writer in a Living History program where he co-created several RT projects
with older adults in residential care and University of Victoria applied theatre students. His
playful and re-invigorating ‘ontics’ were effectively integrated into RT practices.

Ann Basting.

Time Slips Creative Storytelling. TimeSlips is an improvisational storytelling approach
developed by Basting for persons with dementia. The process begins with a picture or
photograph being shared in a group setting, the participants provided with their own copies.
Leading questions about the picture or photo are then asked by the facilitator: Who is in the

picture? Where is it? What does he/she feel like? When is it happening? What can they see?
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What can they smell? It is emphasized to participants that there is no wrong answer. All
comments and reactions (even just single words, fragments, or sounds) are noted on a large sheet
of paper, the team working individually with participants to encourage answers. A story or poem
is then crafted, titled, and read out. This method reflects an example of collective storytelling that
relies on imagination rather than memory, and shows that doing theatre with persons with
dementia does not require a linear narrative or text of a play.

In Canada, TimeSlips has 12 BC affiliates / facilitators who work with Alzheimer’s
persons in care facilities through sensory theatre storytelling. Basting’s work was created as part
of her doctoral studies, using theatre to change how we think about aging. The work began as
research associated with a university and emerged as an independent non-profit organization
established in 1998. Collaborations were identified through community meetings. Research
includes pre- and post-program surveys that assess the many aspects of the programming. Time
Slips offers training programs, intergenerational projects, and public sharing of stories. The
organization also conducts specific research on given projects along with independent
researchers to evaluate their work, and summer student internships are offered.

‘The Penelope Project’. This project, spearheaded by Ann Basting, took place at a care
facility in Milwaukee where a team of artists from the University of Wisconsin’s theatre
department and Sojourn Theatre Company, university students, staff, residents, and volunteers
engaged in a two-year project to examine the ancient story, ‘The Odyssey’, from the perspective
of the hero who never left home - Penelope, wife of Odysseus. The project documented the
impacts of community-based arts in transformation of the long-term care facility’s culture. The
team collectively devised a performance, utilizing narrative to represent stories and testimonies,

and staged a play that powerfully engaged the participants. In addition to fostering
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intergenerational connection, the project showed a care model that challenges views of old age
and disability, institutional regulations, disciplinary boundaries, and fostered intergenerational
connection. (For further information see Basting, Towey, & Rose, 2016).

i2i Intergenerational Society. Sharon MacKenzie, i2i founder, formed the society with
strong community and government partnerships, offering school and care centre based
intergenerational programs. In 2009, i2i launched a collaborative toolkit (BC Ministry of Health,
BC Care Providers Assoc.) for use by educators and service providers in promoting age-friendly
communities through a wide variety of intergenerational connections. This toolkit, available

through the i2i web site (i2i@intergenerational.ca), is entitled, ‘Creating caring communities: A

guide to establishing intergenerational programs for schools, care facilities, and community
groups.’

The organization is a not-for-profit society funded by private and corporate donations and
grants. The society offers programs to build intergenerational community and further develop
intergenerational endeavors. It created, for example, the successful full immersion Meadows
School Project in Vernon, BC. The society provides connections to Canadian projects, research
and resources, forum discussions, project consultations and keynote presentations. (For further

information, see the intergenerational theatre annotated contacts/resources in Appendix D.)

Table 13 broadly compares some RT practices and devising processes. The following
sections review aesthetics discourses relevant to applied theatre and RT, and devising methods

and theatrical styles.
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Table 13

Reminiscence Theatre Models

Schweitzer

UK: Age Exchange

GeriActors

Edmonton, Alberta

Dobson & Goode

UK/US: ‘Taking Care of Basics’

TimeSlips

Milwaukee, Wisconsin

Story Group discussions with

gathering older adults; interviews;
verbatim transcriptions;
archival research

Devising Director co-writes scenes

process with older adult actors;
rehearsals

Theatre Verbatim / realism;

genre traditional theatre: lighting,
sound, set, costumes, props
and some minimalist
stylization

Cast Older adult actors and

actors some intergenerational

Location Schools, care homes,

Age Exchange centre

Group and individual
discussions with older
adults; re-write scenes;
conversational

Improvisation — theatre
games; improvise scenes;
playwright/director writes
final draft; rehearsals

Stylized minimalist; some
theatrical elements; semi-
realists and fiction

Older adults and university
theatre students

University theatre;
community events

Theatre students interview
older adults one-on-one;
informal conversation
with questions

Student actors document
stories through drama
workshops in theatre
studio; conventions
approach; develop
scenarios into script;
rehearsals to refine script

Fictionalizing the real;
create new characters,
scenarios and plots from
essence of older adults’
stories; Brechtian influence

University students only;
perform for older adults

Residential care facilities,
private and public

Facilitator leads story-making
in older adults group; visual
aids, photos as prompts

Facilitator documents all
older adult responses to cue
questions re: photos; story or
poem read to all; no theatre
rehearsals — process only

Readers’ theatre; stories and
poems read to and with older
adult participants; no outside
audience

Readers’ theatre

Care homes
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Aesthetics Discourses

To set the context for aesthetic choices made in ‘The Artist and her Daughter’, key
principles of aesthetics discourses are discussed. The following section reviews key terminology
and aesthetics discourses including aesthetics of care, neuroaesthetics and RT aesthetics.

Aesthetics terminology.

Aesthetic. The term ‘aesthetic’ in applied theatre literature refers to broad categories of
artistic, art-like, aesthetic attitudes and experiences which transcend art (White, 2015). O’Connor
(2013) suggests that aesthetic and pedagogic dimensions are inextricably linked. Cohen, Varea,
and Walker (2011) refer to aesthetic as “the resonant interplay between expressive forms of all
cultures and those who witness and/or participate in them” (p. 6).

Aesthetic experience. Cohen et al. (2011) describe characteristics of ‘aesthetic
experience’ as interaction with artfully composed expressive forms, integrating music, visual
arts, images, gestures or objects which involve people in forms that are bound in space and time
(e.g., a frame around a picture). Secondly, experiences which engage people on multiple levels
simultaneously — sensory, cognitive, emotive and often spiritual — such that all these dimensions
form constructed meaning. Third, the authors point out that aesthetic experience engages people
with forms that acknowledge and mediate particular tensions between tradition and innovation,
between the collective and the individual.

Applied theatre aesthetics. This involves engaging people in experiences on several
levels, e.g., participants, actors, artists or audiences, leading to aesthetic experience “in which an
enlivening sense of reciprocity arises between the perceivers/participants and the forms with

which they are engaging” (Cohen et al., 2011, p. 6), rather than the focus being on a singular
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artistic product (e.g., the painting itself). Aesthetic experience involves meaningful interaction
with the art work in addition to the response to an object considered as beautiful.

Artistic legitimacy. This has to do with valuing aesthetics in circumstances that present
challenges to decrease its priority. Van Erven’s (2001) perspective expresses the struggle in
recognition of ‘artistic legitimacy’ that many AT practitioners face — susceptibility to
institutional or political pressure for ‘results’ that are immediately measurable, therefore often
ignoring the artistic merits of the production. Practitioners whose work is focused on the social
good it can achieve are often bound to identifying value that is not easily measured in
instrumental terms of conventional data analysis or fiscal outcomes. Arts practice in AT
embodies a participatory orientation that embraces the value of beauty, creativity and artistic
autonomy. An understanding of aesthetics in applied theatre reflects “how art can be ‘real
knowledge’ in its own right, and at the same time remain a tool of personal and social change”
(White, 2015, p. 4).

Aesthetics discourse. In applied theatre, ‘aesthetic discourse’ refers to dialogue that
encourages us “to see things in common between practices and the contexts in which they
happen, rather than a coherent set of practices in itself” (White, 2015, p. 11). At the core of
aesthetic discourse lies the phenomenon of interpreting and articulating beauty, which arguably
is purely subjective and therefore problematic. Who defines beauty, for whom and for what
purposes? Aesthetic discourse reveals contradictions between artistic quality and efficacy. In AT,
aesthetics is conceptualized in pedagogical and interventionist practices, interpreting beauty as a
facilitating quality. For example, Winston (2010) regards beauty as an educational experience
that contributes to individual growth. Thompson (2009) insists that dimensions of performance

should “focus upon affect rather than effect” (p. 111).
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Esoteric discourse on what constitutes beauty and aesthetic quality has and will continue
to be debated over time. Although intriguing and creatively enticing, such deliberations are
beyond the scope of this chapter. Instead, this chapter focuses upon the aspects of aesthetic
practice and artistic choices that specifically influenced this reminiscence theatre study.

An aesthetics of care. Reflecting on personal experiences in a theatre for development
context, Thompson (2015) challenges demarcations between public justice and private care,
between one’s professional life and personal life, noting that sometimes these domains regarded
as separate can be productively connected. He comments that “the ‘professional’ cannot be
sustained ethically without a commitment to the potential for it to blur dynamically with the
personal” (p. 432).

For Thompson (2015), an aesthetics of care focuses on realization of the sensory,
affective, and values in human relations as fostered in art projects. It involves connections and
engagement between groups or individuals over a period of time. An aesthetics of care does not
differentiate between process and outcome; both can foster affective connections whether
between participants or performer to audience. Thompson acknowledges the challenge of
developing an ethics of care through an aesthetics process, as continuous modifications and
reciprocal effects on those involved are part of what naturally occurs. He outlines an overall form
of an aesthetics of care process, referring to ‘preparation’, ‘execution’ and ‘exhibition’ stages
that are all linked, reflecting values of openness, mutual respect, honesty of intention, and
collaboratively working together with a focus on human relationships and the collective efforts.
Central to the process are the relations created by the arts project.

Thompson (2015) emphasizes that in an aesthetics of care framework, individuals who

devise arts initiatives do not distinguish between what occurs privately in the development of the
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project and the public displays of what was developed. “The shape and feel of the relationships
at the heart of the project are its aesthetics” (p. 439). Especially pertinent to this current RT study
is Thompson’s assertion that an aesthetics of care in community-based theatre ultimately would
be extended to other contexts such as institutional care practices. He asserts that, “care has an
ethics but attention to its feel for all parties is crucial for the quality it delivers” (p. 440).

A novel aesthetic that may be relevant to the current study is that of ‘neuroaesthetics’.

Neuroaesthetics. In this reminiscence theatre arts study participants were likely to be
engaged on several levels. They would be absorbing visual stimuli, emotional sensations and
auditory experiences through spoken word and song. Even as passive spectators viewing the
theatre piece they would observe actors’ physicalizations, song, dance and monologues. Each
experience is interpreted, stored and processed. Although this study did not utilize neuroimaging
it is beneficial to consider the burgeoning field of neuroaesthetics — the cognitive neuroscience of
aesthetic experience (Pearce et al., 2016) — to glean a sense of what the older adults with
dementia may be experiencing.

A recent field of research viewed as a subfield of cognitive neuroscience, neuroaesthetics,
seeks to understand the neural substrates of human aesthetic appreciation. The aim is “to
understand the biological and cognitive mechanisms that enable humans to have perceptual
experiences that are evaluative and affectively absorbing... in individually and culturally
meaningful ways” (Pearce et al., 2016, p. 269). At the individual level, the focus is on the
aesthetic sensory experience in a particular context.

Briefly, the emerging research does not indicate any one central brain area or process as
key to aesthetic experience; rather, accumulating evidence from neuroimaging evidence and

research on those with brain lesions, suggests that “neuroaesthetic experiences arise from the
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interaction among neural networks involved in sensory-motor, emotion-valuation, and meaning-
knowledge processing” (p. 269). These networks tend to involve memory, attention, basic
perceptual processes, emotion, social cognition and other cognitive processes that each are
associated with several underlying brain networks and regions.

Especially of interest to arts-in-health researchers and practitioners are the potential
implications of findings from cognitive neuroscience, aiding us to better understand the aesthetic
experience of arts engagement. There is an accumulation of a reliable body of evidence as to
beneficial effects on emotional, cognitive, and/or social functioning. For example, Vessel, Starr,
and Rubin (2012) studied the impact of viewing visual art pieces, the aesthetic responses
assessed through fMRI and behavioural (questionnaire ratings) analysis. This research pointed to
two specific findings — a linear relationship of increasing ratings of positive response (1-4 scale;
1 - low, 4 - high) to greater activity in sensory regions of the brain (occipito-temporal); and a
different type of effect that occurred only for the most positively viewed paintings.

This latter finding involved several regions considered part of the brain’s ‘default mode
network’ — “a network of brain areas associated with inward contemplation and self-assessment”
(Vessel, Starr, and Rubin, 2012, p. 12). The authors specifically highlighted activation of the
anterior medial prefrontal cortex, the left hippocampus and left posterior cingulate cortex. They
concluded that the most moving artworks had activated particular cerebral regions and networks
that “reflect the evaluative and emotional dimensions of aesthetic experiences” (p. 11).

Other examples of neuroaesthetic impacts of arts include other research studies on
appreciation of paintings (Brieber et al., 2015; Tschacher et al., 2012), and research on responses
to music (Egermann, Pearce, Wiggins, & McAdams, 2013; Salimpoor, Benovoy, Larcher,

Dagher, & Zatorre, 2011; Salimpoor et al., 2013; Salimpoor, Zald, Zatorre, Dagher, & Mclintosh,
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2015), and appreciation of dance (Jola, Abedian-Amiri, Kuppuswamy, Pollick, & Grosbras,
2012; Jola & Grosbras, 2013). For example, Salimpoor et al. (2011) found that both the
anticipation and experience of listening to music were associated with the release of dopamine in
distinct regions of the brain’s striatal system, highlighting the caudate nucleus in the pleasure of
listening, and the nucleus accumbens in the anticipation — cerebral structures believed to be
involved in the brain’s pleasure/reward network.

The majority of neuroaesthetic studies have focused primarily on the visual arts or music.
Visibly absent from neuroaesthetic studies is research on the effects of theatrical performance.

The website of the International Network for Neuroaesthetics (https://neuroaesthetics.net) in its

listing of papers and books includes the categories of theory and review, visual arts, dance,
music, poetry and literature, design, facial attractiveness, expertise, and neuropsychology.
Theatre is missing as a listed category. However, theatre often integrates a variety of art forms
such as visual arts, set design, costume, physicalized images, music and dance, each of which
may stimulate neurological response for viewers. Therefore it is reasonable to consider that
theatre viewing may have similar neuroaesthetic impacts suggested by the emerging literature.
For recent research on aesthetics and the brain, see Huston, Nadal, Mora, Agnati, and Cela-
Conde (2015).

Reminiscence theatre and relational aesthetics. RT as an art form can be seen as
having its own aesthetics, particularly when viewed as the intersection between art and science.
Gjaerum (2013c) cites Aristotle (2013) in referring to art and science as having different
languages and spheres of knowledge built on different epistemological stances. Gjaerum, citing

the Danish philosopher Logstrup (1961), notes that Logstrup “encourages us to view phenomena
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in the world as compatible contrasts, which gently converge towards a meeting point” (Gjaerum,
p. 245) and emphasizes that this perspective is especially applicable between art and science.
Gjaerum (2013c) comments that RT in addition to being considered part of care of the
elderly “can also be regarded as contemporary art and can thus be connected to the relational
aesthetic (Bourriaud, 2007)”. The relational aesthetic in theatre is noted by Gjaerum to be well
established through the “multifaceted connection between the social and aesthetic drama in life
and art” (p. 250), referring to theatre anthropology and performance theories as documented in
Schechner (1985) and Brodzinski (2010). RT aesthetics, then, can be interpreted as an art form
which links artistic engagement with the cognitive neuroaesthetics and the aesthetics of care,
highlighting the relational aesthetic through the beauty of intergenerational connection and
shared art-making. RT aesthetics can be seen as an integration of the aforementioned aesthetics.
The nature of RT aesthetics is illustrated in the following passage from (Gjaerum, 2013c,

p. 249):

When the elderly contribute their memoires to create reminiscence theatre, the viewer’s
life world is also challenged, as theatre sets in motion associations in the life of the
viewer. In reminiscence theatre, a discussion is continuously taking place regarding how
the narrative will be played out, for whom, and with what purpose... The relational
connections between the past, present and future in reminiscence theatre therefore

create room for critical reflection on everyday life between the artists.

I would concur with Gjaerum that RT participants are engaged in various forms of
aesthetic experiences throughout several stages. Therefore, it may be sensible to consider an RT
aesthetics. | suggest that the RT aesthetic can be seen as the creative use of varied art genres,

forms and conventions to stimulate imagination and promote relational social engagement.
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Next, RT practices of theatre devising, ethics of representing stories and memories, and
key theatrical methods are summarized.

The Practice of Devising Reminiscence Theatre: Forms, Genres, and Conventions

Devised theatre. “To devise means ‘to invent’” (Guss, 2004). A great deal of RT is
devised collectively, which involves processes that are distinct from mainstage traditional or
classical theatre. Therein the roles of directors’ and actors’ are to interpret the playwright’s script
as written.

Neelands and Dobson (2008) review 10 key stages in the devising processes. The first is
working as an ensemble where the performance “is dependent upon the whole group working
together, rather than on ‘star’ performances by individuals” (p. 195). Second, is to research the
topic or theme to explore truths — “exploration of the human experiences suggested by the
theme” (p. 200). The third step is focusing on material of importance to the audience and
devisers, and with attention to the social function and aesthetic intention. Creating and
developing characters, situations and scenes constitute the fourth stage. Fifth, is developing
script, building the performance text, and refining earlier work to create a layered, textured
cohesive piece for the viewer which includes decisions on acting styles (e.g., one style or a mix;
representational - characters locked in their scene, or presentational — actors show exactly what
occurs). Sixth and seventh in the devising processes are refocusing of the overall intentions, and
sharing the initial work with a selected audience for feedback and re-evaluating effects and
intentions. Eighth, is re-working the material to tighten up the presentation with greater
coherence and clarity of intentions. The ninth stage is developing criteria to guide assessment of
the performance (whether ideas and intentions were realized), followed by the performance(s).

Evaluating the processes and performance(s) is the last stage - revisiting the original intention or
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vision of the piece, considering which aspects of the vision were realized and how to account for
any differences between the vision and overall performance.

RT devisors draw upon a myriad of theatrical forms, genres and styles to create their
performance pieces. Prentki and Preston (2009) state that “theatre practices include a multitude
of intentions, aesthetic processes and transactions with its participants” (p. 11) that engage them
in differing ways and relationships. They note three intentions of community theatre (a genre of
applied theatre): theatre ‘for’ a community — performance is carried out for the community;
theatre ‘with’ a community — drama workshops and performances directly involve community
participants; and theatre ‘by’ a community — the community participants devise and perform
theatre on their own.

RT as carried out in the current study can be viewed as community-placed theatre as it
occurred within the residential care facility. It is contextualized as theatre ‘with’ (story
gathering), ‘for’, and about the older adults (theatre piece performed by the company). RT
devisors often integrate a wide variety of styles, genres and conventions into their productions.
Ones central to this study’s play, ‘The Artist and her Daughter’ are briefly reviewed in Table 14.

Re-presenting older adult stories in theatrical form. A primary aim of RT is to reflect
authentically the essence of older adult participants’ stories and memories throughout the theatre
performance. How these stories are conveyed can take many forms. RT devisors choose from an
array of theatre or drama strategies and conventions to re-present their memories aesthetically.
Story and narrative are two of the most utilized forms in theatre as they convey our
interpretations and understanding of experience (Neelands & Dobson, 2008). The manner in

which stories are told can have a profound impact on audiences.
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Table 14

Styles / Genres / Conventions Often Used in Reminiscence Theatre
(Adapted from Neelands & Dobson, 2008)

Naturalism

Realism

Non-Realist

Psycho-Realism

Presentational Theatre

Representational Theatre

Draws from human psychology. Herein actors identify with psychology and consequences of
characters’ behaviours.

Based on the notion of art impersonating life (‘mimesis’). Plays are based upon real-life people and
everyday ordinary lives and speech, to create illusion of reality or how the world appears to a particular
culture or class.

Aims to represent the invisible or imagined worlds of thought, ideas, fear or dreams.

Stanislavski’s acting method where performers produce realism in characterization by balancing the
actor’s inner experience of the role through precisely crafted vocals and physicalizations, subtly
expressing the character’s subtext.

Describes the relationship between the world of the audience and the performer. Like Brecht’s epic
theatre, there is a direct communication between performer and audience, as if these were the audience’s
here and now experience. In Brecht’s plays, actors would comment to the audience on their characters
and events through song, stories and narratives.

As in realism and naturalism, there is no direct contact or communication between audience and
performers. Actors aim to create a parallel reality on stage and ignore the presence of the audience.
These performances create a “fictional ‘world’ that is entirely divorced from the audience... to re-
present a different experience which is happening somewhere else in a parallel, or virtual reality that is
not the same as the actual place and time of the performance itself” (Neelands & Dobson, 2008, p. 38).
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How events are situated into a particular place and time shape the setting. Characters are
introduced throughout, demonstrating how they respond or behave in these events. The theatre
differs significantly from storytelling in that theatre intentionally utilizes theatrical elements
(e.g., lighting, sound, movement, costumes, props) to create an atmosphere or mood of the story
by varying tempo, rhythm and timing. Playwrights often integrate storytelling directly into the
play’s plot line, combining elements from the past with events that occur in the present, as
stylized scenes. For example, Brecht was well known for interjecting narrators, song and other
devices to connect past and present. The worldview (attitudes and beliefs) are revealed literally
or subliminally through the interplay between events and characterization.

With regard to RT specifically, playwrights and directors select or combine various
approaches to represent older adults’ voices. Key forms are synthesized next.

Documentary theatre. The aim of documentary theatre is to “inform audiences and to
provoke community discussion or action on a wide range of issues” (Prendergast & Saxton,
2016, p. 63). It uses previously published documents such as government reports, statistics,
tables, news articles and trial transcripts. This type of theatre presents authentic material that is
edited but unaltered in content.

Verbatim theatre. Verbatim theatre utilizes the exact language of the participants in
theatre productions. The participants’ words, phrases and sentences may be incorporated in part
or fully. Schweitzer (2007) articulates that verbatim theatre “is not about the writer crafting a
phrase, but rather the writer recognizing the special quality in what the source has given and
putting it predominantly verbatim into the script” (p. 50). During the past few decades the use of

verbatim transcripts as a basis for theatre has become more recognized among mainstage theatre
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companies (Schweitzer, 2007). These reflect a dramatization of lives of ordinary people and
playing them back to others with similar backgrounds.

Fictionalized theatre. This is theatre created purely from the imagined worldview of the
dramatist. It may have been influenced or inspired by actual events but, does not necessarily,
incorporate factual or verbatim material into the scripts. Herein stories are about imaginary
events, people or explanations that are not real.

Fictionalizing the real. In some forms of RT, the descriptions of real experiences from
the older adult participants’ stories are reshaped into theatre that conveys the essences of the
stories through fictionalizing, rather than verbatim portrayals. The aim is to create some distance
from direct experience and a sense of safety, a “buffer zone between the real people and their
fictional counterparts” (Dobson & Goode, 2002, p. 183). Essentially, the original stories are
“reflected back as fictional representation, rather than as faithful re-enactment of the individual
narrative” (p. 183).

As Dobson and Goode explain, the fictional context provides a way to structure lived
experience and invoke humans’ natural ability to identify with a fictional ‘other’. They point out
that willing extension of oneself into the place of a fictional other, can be thought of as the
‘dramatic imagination’. In the RT context this “provides the potential for viewing past
experience from a new vantage-point” (pp. 183-184). Citing Gillham (1994), Dobson and Goode
note that through fiction life experiences are condensed. Rather than reflecting the disorganized
nature of lived experience, fiction “brings these experiences under control” (Gillham, p. 5). Thus,
RT provides entertainment that stimulates remote memory and creates an environment in which

older adults with dementia can regain a sense of self-worth through recognition of past events.
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The performance becomes an interactive environment where audiences engage in a shared
dialogue with peers and performers.

Fictionalizing the real is considered beneficial to effective RT practices. However, the
representation of other people’s stories is a matter that has raised much ethical debate,
particularly for those practitioners in healthcare contexts. Depictions of real-life experiences and
stories of people who may be vulnerable / marginalized (e.g., among those with dementia) raises
ethical questions. Aesthetic choices made reflect whether the theatre piece speaks for, about, or
with individuals or communities. These choices are influenced intentionally or unintentionally,
affecting what stories are selected for script development and how they are represented, “by
differing ethical-political priorities, as well as aesthetic sensibilities which may, or may not be
exclusive of each other” (Preston, 2009, p. 66).

Ethics of representation. Applied theatre practitioners inevitably will be faced with the
problem of representing others. Wilkinson and Kitzinger (2009) prioritize efforts towards self-
advocacy where people speak for themselves rather than the playwright unilaterally speaking for
them. Ideally, in supporting self-advocacy, the aim is for others to represent themselves, working
“to create the social and political conditions which might enable Others to speak (and to be
heard) on their own terms” (p. 86). The interpretations of others’ stories may fall prey to
projections or transferences of our own agendas, thereby unintentionally misrepresenting
participants’ stories or leaving some OuUt.

RT professionals who engage in healthcare initiatives often face challenges of navigating
the healthcare system that consists of interdisciplinary professionals whose work is guided by
firm ethical codes of conduct rooted in the tradition of the Hippocratic Oath principle of ‘do no

harm’ (Callahan, Singer, & Chadwick, 1998). In applied theatre and RT specifically, questions
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are raised as to whether ethical codes are overly rigid and unnecessary, that artistic autonomy
will be compromised and interfere with the theatre process (Gallagher, 2007; Kerr, 2009; Maiter,
Simich, Jacobson, & Wise, 2008; Prendergast & Saxton, 2009). For example, Gallagher (2007)
remarks that “to find an ‘ethical standard’ for theatre and research... is to risk effacing the
important specificity of each individual’s research/artistic process” (p. 110). Dobson and Goode
(2002), Prendergast and Saxton (2009) and others note that some hold the view that the theatre
work is in itself safe — that the strategies, techniques and conventions of effective applied theatre
will protect people from harm.

Others argue that in RT there is the possibility of inadvertently doing harm emotionally,
psychologically and socially, as risk is inherent to the process of reminiscence or life review.
Surfacing memories may trigger a wide range of feelings and thoughts that may in some
instances re-traumatize participants (Aarts & Op den Velde, 2007; van der Kolk, McFarlane, &
van der Hart, 2007). Therefore, RT professionals are encouraged to be self-aware, to address
their beliefs and be mindful of the ethical implications in their work.

It is the devising process that may pose ethical dilemmas for practitioners. Ethics refers to
“the way in which someone functions in accordance with the cultural values of standards of the
group” (Prendergast & Saxton, 2009, p. 193). For example, a project directed by Nicholson
(2003), involving intergenerational RT, clearly illustrates the ethical challenges posed by oral
history presentation. Students had devised theatre from interviews with their grandparents and
other community members about events that shaped their lives, with the work partly derived
from a local writing group in which the members had documented their memories of growing up.
The director admitted that the impact of the devising process and performance on the elderly was

not a central concern for her: “I tended to use old people as a resource. They were happy to
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help... but I think I took them for granted. My primary focus was on the young people who were
largely responsible for re-presenting their stories, with elderly members of the community
having small walk-on parts” (cited by Prendergast & Saxton, 2009, p. 174).

Some of the ethical discussion regarding representation of participants’ stories has
focused on the practice of fictionalizing the real. Although this method does serve to protect
confidentiality, it paradoxically may raise concerns with healthcare practitioners in that
cognitively challenged populations (e.g., those with dementia) may become more confused and
therefore more agitated when unable to distinguish the fictional from the real (James, 2010).
Others counter-argue for the benefits of dramatic engagement for those with Alzheimer’s. For
example, Kontos (2010) notes that “social and health science researchers are increasingly
challenging this view” (p. 127). She points out the benefits of dramatic engagement in her
account of the devised play, ‘Expression of Personhood in Alzheimer’s’. The use of distancing
seems to be a challenging balancing act in that on the one hand it is a safety device but on the
other, moves away from authentic depiction of one’s story.

The balance between respect for the authenticity of stories in devised theatre and how
they are represented artistically is a key issue in applied theatre and in RT. Cody (2010) refers to
several commentators (Park-Fuller, 2000; Schirle, 2005; Wooster, 2009) who emphasize that “a
balance must be found between a respect for the stories shared, the way these present and
represent others and the artistic development of the work” (Cody, 2010, p. 5). The author cites
Denzin (2003), noting central questions: “Whose story is being told (and made) here? Who is
doing the telling? Who has the authority to make the telling stick?” (Cody, p. 4). Cody also
reminds us of the importance of clarification of purpose, citing central pertinent questions from

Schirle (2005): “What is the intent of the devising project? Why make this? Who is it for? Why
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does it matter?” (Cody, p. 4). Cody asserts that answers to such questions depend on the
particular community context.

In Cody’s (2010) research, she notes that in the devising process tensions arise around
artistic and participant autonomy when the artistic vision overtakes the collaborative process.
This brings into perspective ethical dilemmas for those involved in RT. It highlights the issue of
how the director creates theatre productions of a sound aesthetic quality while maintaining group
cohesion and individual autonomy of the participants. There is always a point where difficult
decisions need to be made as all content can never be encompassed in one piece: Whose stories
are included? What aspects are included? What is cut? | would add: What is the basis on which
these decisions are made?

The above discussion and examples clearly demonstrate the delicateness and challenges
of devising theatre from real lived experience. For further reference to the ethical issues in the
overall area of research-based theatre, see Chapter Two of this dissertation, where Bishop’s
(2014) multiple ethics paradigm is reviewed.

Key Theatrical Methods / Styles

Theatre devisors draw from a wide variety of methods, forms of representation and styles
to develop their work. Below, three key methods which have influenced this RT study are briefly
overviewed.

The methods of Stanislavski (1936, 1949, 1961), Strasburg (1987), and Brecht (1964),
each discussed in Carlson (1993) and Neelands and Dobson (2008) have been instrumental in
supporting actors to develop the ability to convey their characters’ sensory and physical

experiences of their given circumstances in a credible and believable, authentic manner.
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Stanislavski’s method. Stanislavski’s method evolved over time. In his early days he
developed a system known as ‘emotion memory’. This system of acting, delineated in six steps,
develops actor skills to communicate a character’s subtext (internal unspoken thoughts). The
system is shaped on the actor’s ability to build a character from what they experience within
themselves, through ‘the magic if” - based upon human ability to imagine what it is like to be in a
different situation from multiple perspectives. Actors identify dominant emotions the character
will experience with scenes, and draw on their own felt experiences from life, to bring forth the
emotion as needed while in character.

Actors analyze their scripts and characters, identifying units of action and objectives.
They plot key major moments of the character’s development throughout the play. These
moments become the through-line of action, establishing the character’s milestones and central
motivation (‘super-objective’). Stanislavski worked with actors to isolate “different elements of
human behavior — such as ‘concentration of attention,’ ‘relaxation,” ‘sense memory’ — in the
belief that mastery of any one of these elements alone might bring the actor into a creative,
spontaneous state” (Moore, 1991, p. 2). This would stir the actor’s emotions and transform to the
character portrayed. His system of ‘emotion memory’ became known as purely psychological, as
actors immersed themselves in the play to understand the psychology of the characters.

However, after years of deep analysis Stanislavski himself conceded that his system of
freeing up emotions may not necessarily be the most effective approach. In his later work,
influenced by the work of the Russian neurophysiologist, Ivan Pavlov, on connections between
internal experiences (mind) and its external expression (body), Stanislavski developed the
Method of Physical Actions. Herein the actor’s inner monologues (thoughts, emotions,

questions, evaluation, decisions and processes) are expressed in gestures or actions that are
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stirred by the muscles in the torso (embodiment). The body and mind are intimately connected,
stimulating and influencing each other. “Every mental process — every feeling and thought,
decision and evaluation — is immediately transmitted through the body in visual expression.
Human behavior, in this new light, becomes a continuous, uninterrupted psychophysical process”
(Moore, 1991, p. 6).

Moore (1991) refers to the Greek philosopher Aristotle to assist our understanding of the
psychological processes that lead to physical action. For example, when we hear or see
something new, our reaction tends to be astonishment... which in turn leads us to philosophize
about the experience, which leads to a decision which produces a gesture that expresses our
psychophysical state. The result of this complex interplay leads to an intentional, purposeful
action for the actor.

Strasberg’s method. Strasberg’s approach has a great deal in common with
Stanislavski’s. Strasberg utilizes ‘sense memory’, similar to but different from emotion memory.
Through ‘sense memory’ actors hone the ability to express strong emotions. They build on their
sensory information of an experienced personal life event to evoke emotions as needed (e.qg.,
pain, tears, joy, laughter, fear). The focus is on the actor’s ability to recall strong emotions along
with their sensory memories of an event, enabling actors to trigger the emotion within
themselves as needed (i.e., sense memory).

Strasberg believed that words of the text often blocked characterization. He developed
exercises to foster actors’ abilities to focus on details of action, with emotion. Strasberg’s
approach became known as ‘method acting’ that emphasizes improvisation to discover the inner

worlds of the characters the actors portray, to naturally ‘become’ the character on stage.
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Brechtian presentational style. Brechtian theatre, central to many applied theatre
practices, is designed to remind audiences that viewers are in a theatre observing fictional events
in the form of a play, opposite to conveying reality. This style of theatre is “anti-illusionistic and
it is presentational” (Neelands & Dobson, 2008, p. 70). It is dialectic in nature, having to do with
contradictions and opposites that arise when opponents come into conflict and the challenges
people face as they attempt to negotiate them.

Two fundamental elements of Brechtian theatre — epic and verfremdungseffekt - have had
significant influence on contemporary applied theatre practice. The epic structure is not
sequential, linear or chronological. Story lines are deconstructed, presented outside of sequential
rhythms of realist theatre. Free-standing, self-contained scenes are developed, complete within
themselves. The plays are often set in several locations; for example Brecht’s play, Mother
Courage is set across a number of European locations. Individual episodes are linked in a
manner to strategically interrupt the flow of a narrative, or of cause and effect sequences, with
the intention to reveal the social forces which affect the individual characters. Songs, narrators
and music intentionally are utilized to emphasize key themes within the play. Brechtian theatre
often includes the use of storytellers to address the audience directly, to alert audiences about
important actions and details that offer differing viewpoints from those that the character holds.
Questions may be posed for viewers to consider.

Verfremdungseffekt is a kind of ‘strange-making’, disturbing the predictability of
familiar, expected events. The intent is to foster a perspective of looking at ordinary, everyday
things in peculiar or unexpected ways, to have audiences step back from habitual, obvious ways
of interpretation of what is seen, so that they can view the world in a fresh manner, forming their

own critical viewpoint.
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Brechtian theatre focuses on historical and social pressures; the intent is to present the
universal types of characters in order to understand their actions in relation to historic class
systems. Influenced by the political climate of the time and Marx’s theory, Brecht’s theatre
aimed to set the context for defiance, protest and a desire for change, particularly relevant to
applied theatre’s focus on social justice and change.

Conventions in Theatricalizing Stories

RT devisors work with a variety of dramatic strategies and conventions to first explore
themes and further refine stories, and secondly to discover collectively the aesthetic theatrical
form that most authentically represents the participants’ stories. Theatre development is a fluid
process aimed at creating new ideas for communicating to and with the audience. Such processes
distinguish theatrical experiences from real life “by the conscious application of form to meaning
in order to engage both the intellect and the emotions in a representation of meaning” (Neelands
& Goode, 2015, p. 2). Conventions are indicators of the way in which space, human presence
and time interact with the imagined to discover diverse and varied meanings or understandings.

Neelands and Goode (2015) describe the use of conventions as “part of a dynamic
process that enables participants to make, explore and communicate meaning through theatre
form” (p. 1). They draw from a range of sources that are often utilized in the exploratory,
devising and rehearsal phases of dramatic inquiry. Herein theatre is viewed as a shared process
that moves beyond reciting texts to interpretation and expression of human behaviour,
representing the innate need to symbolize the world through forms of art. Central to RT is the
principle of collaborative ensemble, an approach that is based in co-creation and social

relationships.
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Neelands and Goode (2015) have classified conventions into four broad categories of
pragmatic action. Context-building action sets the scene, adding information to the context of
unfolding dramas. Narrative action conventions emphasize story and what occurs next in the
drama. Poetic action conventions emphasize the drama’s symbolic potential through selective
application of gesture and language. Reflective action conventions focus on inner thinking in the
drama, or assist groups with viewing the drama from within the dramatic context.

As the nature of theatre is fluid, conventions shift in form and differ in variety. The
approach encourages looking beyond the immediate plot or story-line through use of imagery,
symbols and ambiguities to crystalize or hold the essence of the experience, mirroring how
spectators or actors view themselves in relation to others. Facilitators of devised theatre select
conventions that balance between the needs and experience of the group, and the content of
drama activity chosen for the learning.

Theatrical practices aim “to provide entertainment and illumination through the accurate,
critical and sensuous depiction of individuals and groups engaged in the business of living in the
world, within a variety of socio-historical contexts” (Neelands & Goode, 2015, p. 145). This
may be achieved by conveying social concepts and human experiences through specific
examples to represent a broader aspect of human experience. Theatrical activity “is partly judged
on its ability to subsume an important area of human experience within a particular set of
fictional circumstances, situations and characters” (p. 145).

Neelands and Goode’s devising model. Neelands and Goode (2015) describe their
devising process model in four phases. The ‘starting point’ encompasses source material through
a wide variety of potential personal and social sources (e.g., interviews of older adults in this

study). Secondly are the ‘psychological processes’ of responding to the source materials. Third,
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there is ‘active imagining’ — working in context, utilizing exercises from conventions, to move
from response to action. Fourth is ‘theatre structure’- using and creating symbols, metaphors,
tensions, atmosphere, rhythm and pace — the purpose being to create new meaning.

Neelands and Goode (2015) offer a definition of RT that closely aligns with this study’s
aims. They state that RT “is about communities recovering the legacy of the elderly and
reintegrating both the seniors themselves and the wisdom gained from their experiences back
into society” (p. 98). They go on to suggest that such a culture of respect in itself is a community
resource, and emphasize educational value through “learning from the past to inform the present
and the future” (p. 98).

In the next section the devising processes for the RT play ‘The Artist and her Daughter’
are described, explaining how older adult individuals’ recollections were woven together to
create a devised theatre piece.

‘The Artist and her Daughter’ — Devising Processes

Phases of devised theatre development. This study’s RT production was developed in
eight phases. (1) A series of drama storytelling workshops were conducted with older adults and
the applied theatre company of university students, to socialize and gather additional material for
script development. (2) The PI analyzed older adult participant interview transcripts a second
time, to gather emergent themes from stories for dramatic scene development. (3) The theatre
company on its own, facilitated by playwright/director (PD) Gusul, further developed the theatre
scenes through improvisational drama workshops at the university theatre. (4) The PD wrote the
final script, integrating older adult participants’ stories and theatre company improvisations.

(5) Script read-through workshops were held at the university to refine the script and cast the

play’s characters. (6) Full theatre rehearsals were held to stage and block the play, with the RT
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company’s technical and design aspects integrated. (7) The play was performed for the older
adult participants and family members, other facility residents, and invited guests. A social with
music and refreshments followed the performance. (8) Through post-reminiscence project
follow-up, a story/drama workshop was facilitated at the care facility by the Pl with older adult
participants and one theatre company member. The collective stories and RT script, along with
photographs of older adult participants’ paintings were compiled into a keepsake booklet
(Appendix J) and individually presented to the older adults by the PI.

Intergenerational storytelling/drama workshops. The devising process for this RT
play began with a series of storytelling/drama workshops with the study’s older adult participants
and the RT acting company.

Intergenerational practice. ‘Intergenerational practice’ has been defined as “purposeful
activities which are beneficial to both young people (normally 25 or under) and older people
(usually aged over 50)” (Springate, Atkinson, & Martin, 2008, p. 4). The aim of intergenerational
practice is to reflect improvements in community cohesion, social capital, physical and mental
health, build relationships and challenge stereotypes. Springate et al.’s review of the
intergenerational literature highlights four main outcomes of effective intergenerational practices
— increased understanding, enjoyment, friendship, and greater confidence. Older adults in
particular experience decreased isolation and a renewed sense of self-worth. Research studies are
cited by Xaverius and Mathews (2003) that correlate increased intergenerational engagement
with “improved health, subsequent reductions in medical expenses, increased happiness, and
improved quality of life” (p. 54).

Gibson (2011) reminds us that shared experience fosters mutual respect between

generations and that reminiscence incorporates people across diverse ages, backgrounds and
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circumstances. Utilization of memories crosses boundaries, thereby lessening the distance
between generations. Through reminiscence and recall, celebration of differences and shared
experiences is emphasized, fostering mutual respect and social inclusion. Gibson stresses that
true success relies on shared creative engagement in activities; if older adults’ memories are not
affirmed this can diminish rather than enhance wellbeing and intergenerational connection.

As noted earlier, engaging in creative imaginative play is very effective in
intergenerational theatre making. Matthew Gusul, this study’s project playwright/director,
introduced the reminiscence theatre company to his ‘Playful/Ontic Approach’.

Playful/ontic theatre devising model. The playful/ontic approach to facilitating devised
theatre (Gusul, 2015) draws upon the philosophy that intergenerational boundaries need to be
overcome such that the group’s ontological reality has a natural playful quality. Drawing on
Thompson’s (2004) epistemic and ontic approach theory, Gusul integrates this with his
experience with the playful methods utilized by the GeriActors and Friends company. The role
of the facilitator is to utilize this energy to aid in the integration of the community in the process
of collectively devising inspiring theatre.

Gusul (2015) emphasizes five key elements in the planning of workshops and rehearsal
while searching for stories or scenes to perform: (1) a clear idea for a starting and ending point of
the workshop; (2) a theme or question that promotes story sharing; (3) playful activities — games,
songs, dance (‘epistemic details’); (4) participants are invited to include more epistemic details;
and (5) with attentiveness and trust in the facilitator’s intuition to lead the group through the
workshop or rehearsal, there is a focus on the ontic playfulness of participants. Gusul asserts that
this approach enables the group to influence the direction of the process through playful, creative

energy fostered by participants’ spontaneous interactions. Rather than closely adhering to step-
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by-step procedures, the facilitator’s plan is loose and guided by group interactions, similar to
Spolin’s (1999) improvisational approach.

In the current study, our intergenerational reminiscence drama workshops incorporated
Gusul’s (2015) 3-part structure: (1) beginning with songs and improvisational games;

(2) working in small groups to establish scene ideas; and (3) perform for each other. A fourth
element central to Gusul’s approach is to integrate a story arc, a potential script, to frame the
scenes, which increases the likelihood of success.

The storytelling/drama workshops. The workshops were founded in the principles of
intergenerational practice that integrated Gusul’s playful/ontic model, and storytelling from
pretexts (poetry and photographs, utilizing material from Osborn & Schweitzer, 1987 and the
PT’s travel images).

Four storytelling/drama workshops were co-facilitated by Gusul and the PI at the care
facility’s dementia-specific unit activity lounge. The workshops ran approximately two hours in
the early afternoon (1:00-3:00). Each began with assent to consent to share stories. These were
organized in Gusul’s three-part structure — opening with songs and improvisational games;
small-group story-sharing; and documentation of emergent themes.

Each workshop was designed with specific intentions and themes — family, getting to
know each other; all grown up; work experiences; and traveling/comrades. The groups included
a social/refreshments break for the participants. Post-workshop the acting company gathered to
reflect on the experience and document the emergent themes suitable for theatre devising. (See
Appendix F for drama workshop templates, reflections, stories and themes.) The overall intent of
these workshops was to create a mutually reciprocal environment to foster intergenerational

relationships, to enhance understanding and learning from each other’s life experiences. As well,
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an aim was to stimulate story and memory sharing between the generations while identifying
emergent themes for RT play devising. The predominant themes were happiness, growing up,
courtship, family, children, little miracles, love of music, and pride.

Our devising team was exceptional. They were patient and attentive, listening and
engaging in conversations, demonstrating both interest and sensitivity for the older adults. Their
applied theatre experience shone through, a truly inspirational group with genuine caring (the
aesthetics of care was evident).

Workshop reflections. The workshop templates needed to be adapted in the moment to
accommodate older adult participants’ needs. Overall, the workshops were immensely successful
in developing intergenerational connection between the actors and the older adults. This is
evident from PI observations and comments of older adult participants, actors, and staff, noted in
the PI’s journal.

Sample PI journal entries: ‘I was surprised but happy to witness the older adults’ level of
ability, and eagerness to engage in the drama activities.” ‘I gleaned a sense that the older adults
were thirsty, even hungry, craving connection and conversation.” ‘Smiles and laughter were
abundant with much teasing and joking... You could see they enjoyed being in the presence of
these young people. A true playfulness began to emerge.” ‘Changes could be seen in participants.
Those often still and quiet became animated, physically and verbally active; many spoke with
fluid clarity, articulating with elevated language and sharp intellectual wit.’

Journal entries also include comments from others. For example: “It is so wonderful to
have these young people here; we never see any anymore... They seemed to actually care and

were interested in us.” Another person remarked, “This has been so much fun. When are you
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coming back?” Particularly noteworthy were the comments of a residential care worker at the
facility:
It’s like a spark in him woke him up... He remained energized after the group for some
time... He was a happy, energetic individual when he first came here but over time he
withdrew into himself and became less and less engaged. Now he is more sociable; sits
beside people, makes eye contact and initiates conversations with others... He is back,

like the person that | knew, like the man he was.

At the last workshop, a collective verbatim poem was created from participants’ responses to key
questions:
‘If I could’

If I could bestow a gift to the world, I would:

Make sure people had food

Bestow happiness

Bestow an open mind

Bestow integrity and peace

Give a helping hand to build new schools
1'd give knowledge

If I could go back in time, | would:

Stop all war

Bring back my mother and father

Cut down on discrimination

Take time to try everything

Stay with my first wife

1'd jump in the ocean and splash around

The most important part in life is:

Family, family and family
Just living

Enjoy yourself

Sharing the wealth
Watching children play
Chocolate

Voicing your opinion
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Put yourselfin others’ position

Not worrying

Move forward always

If I could go forward in time | would:

See cars that flew

See solar heat

See green grass and tall trees

See a Canada that is more predominant globally

See no more faded minds

Live on a farm — 10 cousins, 30 sheep and machinery that didn’t rust

Feel invincible again

If I were Prime Minister, | would

Abolish punishment, and world poverty

Outsmart people in power

| would quit!

(For a summary of the intergenerational story/drama workshops, see Appendix E.)

Reminiscence theatre devising processes. In this phase of the RT study the applied
theatre company, Pl and playwright/director (PD) came together at the university theatre studio
to explore material gathered earlier from workshops and interviews of older adults, to devise
collectively the theatre script. The play devising workshops occurred over a three-week period.
The first phase focused on random improvisation, the second on monologue development and the
last focused on scene development.

Older adults’ story themes. The PI synthesized and condensed the older adults’ interview
transcripts into individual short story narratives, removing interview questions and content the
older adults did not wish included. These narratives along with PI field-notes were analyzed for
emergent themes for devising. The theme categories are listed below.

(1) The full list of themes totaled 41. (2) These themes were condensed further, and

coded into six categories consistent throughout the interviews — growing up, courtship, pride,
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happiness, little miracles, and the love of music. (3) Key questions linked to the six themes were
developed for use in the earlier described intergenerational drama/storytelling workshops.

(4) Themes for possible poetic narratives were gathered, representing older adults’ stories.

(5) Potential scenes were summarized with excerpts from verbatim texts. (6) Song lyrics, words
and key phrases were extracted from transcripts for possible development of original songs;
these were further categorized into additional themes — health, growing old, invisible grief,
‘hearing me’, importance of names, and parables. (7) All older adults’ responses to interview
questions were combined for each question. (8) Condensed narratives were created from each of
the 11 older adult participants. (For devising resources, see Appendix F.)

RT devising. The devising process for play development was facilitated primarily by the
PD (Matthew Gusul, applied theatre Ph.D. Candidate at the time of the study). Although it was
originally envisioned that the devising, scripting and rehearsal processes would be co-facilitated
with the PI and the playwright / director (PD), to best maintain theatre company cohesion and
meet tight rehearsal schedules the PI transitioned to an assistant role. The PD facilitated several
RT workshops with the devising company, integrating his earlier noted playful/ontics and his
reminiscence rodeo model.

A devising group averaging about 10 experienced applied theatre students and
practitioners participated in the improvisational theatre workshops. The workshop structure was
consistent in each gathering, beginning with a circle verbal check-in to ground participants and
secondly proceeding with improvisational theatre group games, to stimulate creativity, team trust
and camaraderie. The improvisations were adapted from several sources (Blatner, 2007;

Johnstone, 1981; Spolin, 1985, 1999).
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Rodeo devising process. The PD utilized the PI’s condensed older adult stories, themes
and material from the intergenerational workshops in the following manner. First, the PD
selected portions of texts and cut them, literally, into one-liners and phrases, tossed these in the
air, landing on the floor. Actors randomly picked up one-liners and improvised scenarios.
Secondly, larger text-bits of older adults’ stories were tossed. One by one the actors picked up a
paper text-bit and would read it aloud upon the PD’s prompt of “go”. Other actors joined in to
improvise the scenarios, until all paper text-bits had been explored.

Next, the PD selected verbatim text-bits from older adults’ stories, both one-liners and
paragraphs. He handed out a one-liner to one actor at a time who read the text out loud while
other actors joined in on the prompt, “whose story was this?”’ (referring to the theatre actor’s
interviewer from earlier intergenerational workshops). The interviewer claimed the story and
promptly began improvisation while other actors joined in. At random points the PD intercepted,
stopping the action momentarily, to hand out paragraph text-bits which fit the scene. Actors were
invited to read the text out loud as a monologue and improvise scenarios, integrating the
monologue and adding their own dialogue and physicalizations. This was repeated until all
monologues were integrated. In the final devising workshop, following warm-ups, the actors
were reminded of the PD’s staging concept - artist/painter positioned at the art easel with a blank
canvas, gazing out of the window of the care facility, painting people passing by (participants’
stories).

Actors were invited to repeat-practice the scenes they had developed earlier. They
worked out the final scene details on their own. The PD left the room to not interfere in their
processes. Once completed, actors presented their scenes to the PD, followed by reflection and

discussion. Actors performed a final run-through of the play, which was video-recorded and
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transcribed verbatim for final script development. The final workshop concluded with a
discussion with the company, on the drama exercises and ideas of how to stage the material. (For
verbatim RT rodeo devising transcripts, see Appendix F-4.)

Scripting and rehearsal processes. Following the theatre devising workshops, the PI
and PD reviewed the materials gathered from the RT rodeo, to identify and select stories and
scenes for the final script. After much discussion, and some differing opinions as to which older
adult stories were to be included, the PD wrote the final script. Once complete, an RT acting
company was formed, adding two new actors.

Several script read-throughs were held with the theatre company, culminating in feedback
sessions. Herein, the actors were invited to discuss their interpretations of the play’s intent and
character roles. The PD took an active listening role — sitting back observing, listening, and
taking notes without interruption of conversational flow among actors. This approach
empowered the actors to take ownership of their roles and strengthen their commitment to the
play. Actors, particularly those who had been involved in the intergenerational and devising
workshops, were able to seamlessly infuse the fictional characters with the subtle nuances of the
older adult participants. The PD completed the final script from these sessions, moving the
devising and scripting process forward into full rehearsals wherein the company staged, blocked
and refined each scene on their feet.

The devising company of young actors was instrumental to the success of the devising
project. The actors demonstrated deep understanding and respect for the older adults’ lived
experiences. They worked smoothly and seamlessly with the material, with a focused fine-tuned
creative aesthetic eye. Their talents and exceptional applied theatre skills resonated throughout

the process. The reminiscence rodeo devising structure created a space wherein actors could
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freely explore the material. By the end, the theatre company had developed a framework for the
final RT play, one which holds older adults’ stories in an authentic, aesthetically pleasing
manner.

Often applied theatre is process oriented, devising material with non-theatre individuals
or groups. The primary aim is to explore collectively developed material dramatically, first for
the benefit of participants and secondly on a broader scale to raise awareness or increase
understanding of socially relevant topics, different from mainstage theatre which seeks to
interpret and present already scripted material. The intent of applied theatre as stated in earlier
chapters is ultimately to effect social change. The intent for this RT project was somewhat
different in that the aim was not for social change directly; rather the focus was primarily on
aesthetic representation or presentation of participants’ stories, with the intention of paying
tribute to or honouring their lived experiences.

Script description: ‘The Artist and her Daughter’.

Description of scenes. In this section, the play’s scenes are briefly described,
highlighting how older adult participants’ stories were integrated into the scenes. (See Appendix
G for full play-script.)

The first scene, entitled ‘A tarmac built but the better find wasn’t made of cement’,
integrates a story from Alex, CS (case study) #10, conveying pride in his work and a love story,
how he met the love of his life. The second scene, ‘Delivering parcels on a bike’, relates to
Teresa’s (CS #6) experiences of delivery trips to the aerodrome in the time of war bombings in
the UK, and exuding pride in her messaging role. The scene ends with actors singing a verse

from ‘The White Cliffs of Dover’.
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The third scene depicts the artist’s daughter visiting her. The daughter is distracted by her
phone, and relationship tension is evident as both appear distant. This scene may reflect Mary’s
(CS #3) own perceptions of visits with her daughter in the care facility. There is a shift to a
lighter tone in the fourth scene, ‘A bold prediction and a midnight boat’, when Amy (CS #8)
eyes a picture of her girlfriend’s boyfriend’s brother during a visit at her house; she instantly
predicts she will marry him even though they had not yet met. She did, and the scene portrays
their romantic trip on the midnight ferry. The scene concludes with actors singing ‘Catch a
Falling Star’.

The fifth scene, ‘My parents’ maple syrup’, is a classic Canadian story coming from Alex
(CS #10) in which he tells about how his mother made maple syrup, the special recipe remaining
a secret even to his friends, and intending only to pass it on to his children. Proceeding to the
sixth scene, ‘The Garden Club’, Mary’s (CS #3) background and expertise in gardening are
depicted, with a theme of nurturance implied as to what is needed to nurture health in the
environment and in people (the essence of the Brecht poem mentioned earlier about the plum
tree). Scene seven, ‘First time on a plane’, integrates Cynthia’s (CS #5) story of growing up
traveling across the sea for the very first time, getting very sick and vowing never to return to
England, and she being fearful of flying. The actors close the scene by singing ‘Leaving on a Jet
Plane’.

The eighth scene focuses on a visit from the artist’s daughter. The scene incorporates
aspects of participants’ stories with broad references to earlier identified themes. Herein we see
more of a connection between the daughter and the artist as a secret is revealed when the artist
shares her own personal story. The artist’s mother, struggling with divorce in a time period

where this was unacceptable, had intentionally led her children to believe that their father had
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passed away when in fact he had not. (Note: The essence of this scene is derived from a facility
resident who was not a study participant but did take part in intergenerational story workshops.)
The scene moves forward with the daughter deciding to try to locate her father and reflecting on
her experiences.

The play ends with the daughter briefly acknowledging her love for her mother, with a
humourous role-reversal exchange on memory: Artist — “oh, I thought I would have told you”;
Daughter — “maybe you did; I just don’t remember”. The daughter then agrees to sit down and
have her mother paint her. With Glen Miller music coming on as the play closes, the rest of the
theatre company enter the stage area, dancing with each other, and offer residents to join in.

PI reflection. ‘The Artist and her Daughter’ was well crafted. The play’s structure
balanced aesthetics with authentic representation of several older adult participants’ stories.
Subtle nuances were woven intricately throughout the script, capturing participants’ personalities
while paying tribute to their life experience. The script’s rhythm and pacing of the episodic
scenes drew us into the story, enabling us to see the older adults as they once were. By glimpsing
into their historical background we gain a sense of who they are now, human beings here in the
present, living in the moment. The playful/ontic created an atmosphere where we could look past
the disease and celebrate their contributions and abilities.

The theatre script did work well; it was beautifully crafted with scenes flowing
seamlessly together, reflecting the natural language and spirit of the participants. Overall, the
play was excellent — tight and clear, both a moving and an aesthetically stimulating theatrical
piece. Having said that, | do feel that the play could be enhanced further. I offer the following
three suggested areas for consideration: (1) play structure, (2) character development, and (3)

representation of older adults’ stories.
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Enhancing the play structure. The play structure (music, song, artist narrative, scene,
song — repeat the cycle), although effective in capturing audience attention, in my view is
somewhat formulaic. Selman and Battye (2016) assert that applied theatre playwrights or
practitioners can rely on what has worked in the past, rather than working into the uniqueness of
each population and context. Selman (2018) cautions not to fall into the ‘recipe’ pattern. It is my
sense that the play ‘The Artist and her Daughter’ could have benefitted from explorations of
different presentation styles during the devising rehearsals. The structure does work well as it is;
however, | would like to have seen more diversified theatrical conventions incorporated into the
final piece.

For example, 1 would like to see more opportunities for older adult participants within the
production. A dance scene could be rehearsed with the older adults and integrated into the
wedding scene (midnight boat) or a brief sing-along during the aerodrome scene (songs often
sung in the WWII shelters), or incorporating multimedia images of older adults’ art works (some
were artists themselves).

It would be interesting to explore different staging approaches such as incorporating more
Brechtian forms. Move past the proscenium style; seat actors amongst the audience, and enact
scenes from the audience. Or, utilize theatre in the round: the audience in circular arrangement as
actors perform in the centre, rotating focus or by breaking the ‘fourth wall’. The artist could
speak more directly to the audience, asking questions or requesting comments about her subtext,
her internal responses to her observations, or thoughts about her daughter or being in care.

I would like as well to have seen more exploration of actors’ staging ideas. The beauty of
a collaborative devising team lies in trying out ideas, discovering which forms best suit the aim

of the piece. Such open-ended approaches often result in unexpectedly rich material. Having said
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that, such would be time consuming so in this case, the pre-staged formulaic approach was quick
and efficient.

Enriching character development. Secondly, the script could be enhanced with further
character development particularly for the daughter and the artist. Is the daughter single? Does
she have children? What are the demands in her life, on her time? What are her commitments? |
would like to learn more about her emotional or psychological state and her family relationship
dynamics, for example through a phone call from a distant sibling arguing, highlighting
caregiver stress. I would like to see more about the daughter’s life situation, how this may affect
her interactions with the mother — more of a sense of the given circumstances of her professional
work life, personal life and socioeconomic status. The phone obsession behaviour certainly is
relevant in today’s society; however, at times the scenes placed more focus on the phone itself
rather than her relationships. We as audience would connect or identify with the daughter more if
we saw more of her facial expressions and body language, as most images were of the daughter
with her head down. We need to care about our characters.

As for the artist, again | would like to know more about what is occurring for her — what
are her inner thoughts not expressed explicitly but critical to her, maybe walking out from the
monologue and speaking directly to the audience about her internal responses to the stories she
hears or the people she sees. | would like to have some clues as to her life before care, such as a
phone call from an old friend, or a letter from a place she once lived, a tax statement...
something to give a sense of her life previously. | would just like to see more deeply rounded
characters for these key roles.

Incorporating Stanislavski’s and/or Strasburg’s scene and text analysis methods into the

rehearsal processes could help to flesh out the emotional, psychological or social aspects of the
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character. Such would also aid in clarifying the character’s given circumstances (environment of
play, where the action takes place, specifics of conditions, place and time, any previous action
before the play begins, and attitudes or points of view held by the principle characters). These
exercises could also enrich the characters’ dialogue, elevating language.

The character’s given circumstances are inextricably linked to the dramatic action. It is
the character’s inner thoughts or emotions in part which provides the impetus, justification or
motive for action or behaviour within the play. Dramatic action, differing from the actor’s
illustrative activity (e.g., sitting in a chair, sipping tea, or gesturing), directly corresponds to the
play’s plot. The sequential arrangement of character conflicts or incidents comprise the
character’s actions.

Central to both Stanislavski and Strasburg is the identification of the character’s primary
want — how important these wants are, how high or low the stakes are and what the character will
do at each point in time in order to get the want met. Stanislavski in his earlier work asserted that
actors need to tap into their personal, emotional memories and Strasburg draws upon sense
memory to access and portray the character’s psychological internal motivations. Coming from a
Stanislavski theatre training background 1 am drawn to his scene (beat adverb) method analysis
for enriching character development.

Simply stated, each scene or monologue is organized into a series of actions within units.
These units are divided into ‘beats’ (when a thought or action changes). Actors give each beat an
adjective (that enables doable action) and the want, to identify the character’s subtext which in
turn drives the dramatic action (acting). For example, in ‘The Artist and her Daughter’:

When the daughter visits her mother (p. 6 of script):
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Artist:

Daughter:

Hello... (Looks back to painting and picks up brush.)

Adjective: ‘Ignoring’

Want: | do not want my daughter to see that I am angry at her for not
visiting.

You look busy. (Looks down to phone. Pause.) Are you painting, again?

(Looks at phone again.)

Adjective: ‘Avoiding’
Want: I don’t want to connect emotionally; I will not let her see that [ am
hurting.

The following passage (p. 16 of script), from the last scene of the play, is a juxtaposed contrast to

the above passage.

Daughter:

Artist:

Why don’t you show me some of your paintings...or better yet, paint
something?

Adjective: ‘Inviting’
Want: | want to reconnect. | want you to know | care about you, love you
and will make time for you.

Can I paint you?

Adjective: ‘Accepting’
Want: | want to do things together; | want you to feel loved as you are.

The manner in which both characters express themselves vocally in tone, pitch, volume

and rhythm, or how they physicalize their body language accentuates or crystallizes the

emotional underpinnings with little verbal language. I suggest that both Brechtian and

Stanislavski methods co-exist side by side, strengthening characterizations and the emotional

tone for the principal actors (the artist and the daughter).

Representation of older adult participants’ stories. Third, and most significant to this

study, is the representation of older adults’ stories. As articulated earlier the intent of the theatre

347



piece was to pay tribute, to honour each participant’s story and life experiences. The task of the
playwright and devisors is to explore creative ways to do so. In my view, all of the study’s 11
older adult participants’ stories were to be represented in the play script. I am cognizant that it is
unwise aesthetically and impossible to include all aspects of all stories in their entirety, nor
would I suggest doing so. However, I do assert that some aspect of each participant’s story be
visibly present within the play; whether it be a line, a phrase or a reference, with their presence
clearly noticeable and felt.

In our RT devising process, some stories were selected for the final play that were
interpreted as holding the most dramatic aesthetic potential; these were subsequently prioritized
over others. Out of 11 older adult participants four of the participants did not have their stories
included in the script. In my view our task as theatre devisors is to find a balance of aesthetic
quality and story representation, a way in which both co-exist in a manner where neither choice
overrules the other. For example, story elements could be integrated into existing scenes such as
the air travel scene: looking down and pointing out places, ‘oh look, there’s the orphanage’ (CS
#9), or the character could meet others in the waiting lobby and ask, ‘where are you flying?’...
‘moving to Barbados with my husband; he is receiving the Order of the British Empire Award’
(CS # 2). Another example (CS #11): the participant who experienced imprisonment in war
camps, could be reframed as a story of friendship, daring to cross the ‘x’ at the border, and his
life-long resilience.

Many of the stories left out did hold considerable dramatic potential in my opinion. For
example, the CBC producer’s pride in covering a number of Olympics and witnessing key

Canadian victories and celebrations highlighting the anthem and his love of music (CS #4), or
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the participant whose father built a tennis court on the family property and stood up to a few
tennis pros who were overly full of themselves (CS #3).

With regard to the last scene - featuring divorce, family secrets and the death of the
artist’s father whom she had never met and only recently learned of — although dramatic and
showing conflicts in life, it seemed to me out of place — a dark, sad way to end the play. | would
reframe the end of the play more positively, maybe the first scene (about the tarmac) instead.
Also, the divorce story came from a non-study participant from one of the intergenerational
workshops. | question if this story ought to have taken priority over other participants’ stories.

Concluding reflection on script. | offer these suggestions for consideration for further
exploration; they are not intended as a critique. The script of ‘The Artist and her Daughter’ as it
is, does work very well. The PD and theatre devising company are to be commended for co-
creating an excellent aesthetic play. As noted earlier in the chapter, devising is not an easy task;
it is complex, with several embedded representational and aesthetic challenges. I, as PI, have the
utmost respect for each person involved in the devising processes. Although it was difficult to
step back at times, 1 am glad I did. | am reminded of the applied theatre motto — let go, trust in
the company’s collective devising process, talent and skills; all comes to fruition in the end.

Next, the RT play and outcomes are described.

The RT Play: ‘The Artist and her Daughter’

Play description. The play is structured as plays (playlets) within a play. The overall
play frames the relationship between the artist (mother) and the daughter. The play also subtly
highlights larger socially relevant topics. Although the topic of aging and care is not explicitly
stated, relevant themes are prevalent - isolation, family dynamics, the pressures of caring for

loved ones, social attitudes towards aging.
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The artist and the daughter are the central characters and the core of the play. Reflecting
on the play’s intent, I am reminded of Hodge’s (1994) play analysis key questions: Whose play
IS it? Who is the main character? Who changes the most from beginning to end? It could be said
that the artist changes by play’s end, opening up to her daughter about a family misconception.
However, the artist character remains consistent throughout the play as the narrator — the artist
interpreting her world in her metaphorical role as a mirror, narrator reflecting back what she
observes.

| suggest it is the daughter who changes the most by the end of the play. In the beginning,
we see her as emotionally disengaged from her mother, the daughter neutral, distracted and
obsessed with her phone. Seldom do we see eye contact or touch between them. The daughter
seldom asks questions nor does she check on how her mother is coping or managing in her life.
By the end of the play, the daughter puts the phone away and engages in sensitive conversation,
allowing her portrait to be painted by her mother, symbolizing a rekindling of the relationship. In
this moment, a universally challenging question arises: How do we maintain or nurture
meaningful relationships in a tumultuous world that is changing forever and rapidly?

The other scenes or playlets woven throughout the play are storied narratives
representative of the study’s older adult participants’ lived experiences. These stories
intentionally are meant to stand on their own. The stories stand as they are — framed by the artist,
reflecting what she sees in the moment as the characters walk by her window.

Keeping the older adults’ stories as lighthearted narratives lessens the likelihood of over-
interpreting, triggering traumatic experience or inadvertently misrepresenting who they are.
These stylized episodic scenes act as a distancing device, protecting the participant viewers. The

audience is free to enjoy the performance without seeking or analyzing deep meaning or
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challenge for societal change; the play can be viewed as pure entertainment and aesthetically
pleasing. Therein lays the beauty of accepting and receiving each other’s stories.

Performance of ‘The Artist and her Daughter’. The RT company performed the play
at the study site, the residential care facility’s main lounge, for an audience of approximately 90
people in the early evening. The audience was comprised of older adult study participants, their
family and friends, other facility residents and invited guests, followed by a musical social. (See
Appendix | for link to video teaser.) As noted earlier, family members were unable to participate
in the reminiscence theatre project in its entirety as originally intended. Several family members
attended the performance and eagerly participated in the post-production social. Herein, memory
and story sharing between older adults and their family continued.

RT company. The RT company cast was comprised of the following highly skilled,
experienced and talented theatre professionals and practitioners from the University of Victoria’s
theatre department. (See the program, Appendix H for detailed descriptions.)

Playwright/Director (and musician) - Matthew (Gus) Gusul: at the time of the study a
Ph.D. Candidate at UVic, previously from U. of Alberta’s Geri-Actors and Friends, and
currently teaching at Frontier College and working with Indigenous communities.

Designer - Chelsea Graham: UVic Phoenix Theatre alumna with a specialty in design,
currently employed in Toronto.

Lead Actor (The Artist) — Fran Gebhard — UVic Assistant Teaching Professor, teaching
acting for stage and television, with background in performance and directing.

Student Actors: Sierra Coyle-Furdyk — applied theatre, film videographer; currently
completing teaching certification; Anita Hallewas — applied theatre Master’s student from

Australia; currently completing Ph.D. in refugee theatre; Cailey Harris — applied theatre Master’s
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student; Levi Hildebrand — Diploma in acting from Capilano University, geography student at
UVic, and videographer; Lauren Jerke — applied theatre student focused on social justice and
law; Aisling Kennedy — M.A. graduate in applied theatre; participated in the PD’s
intergenerational theatre project in Tamil Nadu, India; Emily Yarnold — UVic applied theatre
graduate.

Staging of the play. The overall theme selected for the play was pride. The play was
staged as a stylized, minimalist presentational theatre piece with some Brechtian conventions.
The play is situated in an imaginary care facility, a private heritage home high up on a sun-
drenched hill overlooking lush gardens and bustling promenades. Structured episodically, the
scenes are interspersed with narration (monologues) and familiar songs. The story-line, plot and
characters of the play are fictionalized, protecting confidentiality.

The play set is minimalist, utilizing open space of the lounge and incorporating the
facility’s natural surroundings. Large, open, un-filled painting frames are strategically placed
around the set. These are used to metaphorically and literally frame the play’s characters
(devised from older adults’ stories). Props consist of a painter’s easel, blank canvas, paint
brushes, a stool for the artist, and large white signs with scene titles written in calligraphy.
Costumes also were minimalist, each actor wearing different rainbow-coloured tee-shirts and
blue-jeans. Audience chairs were arranged in rows forming a half-circle, facing the lounge’s
large windows which reflected the real outside garden, and leaving an open space for
performance in the centre of the room.

Glen Miller music plays softly in the background as the audience arrives. Once settled,

actors enter the lounge and mingle amongst the audience, introducing themselves. After a few
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minutes, the background music slowly fades out. The artist enters centre stage with palette in
hand, sits quietly and focused on the blank canvas to the left side of the performance space.

The performance begins with the PD’s entrance and solo vocal guitar and harmonica
piece, Neil Young’s song, ‘A Dream’. As the song finishes, the other actors enter the stage from
the audience. They form a dance line-up arm-in-arm, singing and dancing to three verses of
‘Cabaret’. The actors then introduce themselves and the play in unison. As they step aside,
seating themselves along the sidelines, the artist is revealed. She addresses the audience center
stage with the opening narrative monologue. Actors introduce the scenes which emerge from the
artists’ narrative, the open picture frame in front of their faces for a few beats while another actor
carries the scene title posters across the stage proscenium. This signals the beginning of the first
scene. This sequence (artist narrative, scene, song) is repeated throughout the play until the
scenes are all performed.

The play ends with the resumption of the Glen Miller music. The theatre company enters
centre stage, inviting any interested persons in the audience to join in a dance. The performance
concludes with a thank-you and invitation to the audience to join for the social in the tea lounge
with music and refreshments.

Theatre performance observations and reflections.

‘That’s just the kind of life that made me who | am
Just taking my mind on a visit

Back in time ‘cause I miss it

You wouldn’t know to love it like I love it

Unless you lived it

And man, I lived it’

(from Blake Shelton lyrics to ‘I Lived It’, Sony/ATV Music, 2018)
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In this chapter, thus far, | have primarily focused on the processes of devising and
scripting of the RT piece. | have reflected on ethical dilemmas of representational theatre, the
challenges of representing other people’s stories, and offered a condensed analysis of the play.
The next component of this chapter focuses on the performance itself and post-production
evaluation.

Audience observation. The audience was enthusiastically engaged from the beginning,
inquisitively perusing the program hand-out and the photo booklets on display as they arrived in
the main lounge. Upon the artist entering, setting up the easel and having positioned herself on
the stool in front of the easel, paint brush and palette in hand, she sits quietly for some time,
frozen in time. The room becomes animated as people in the audience begin to notice her. Some
stare at her blankly; others talk amongst themselves. “Why is she here? She’s just sitting there.”

Our two best-friend participants, Teresa and Amy, are in the center of the front row and
notably amused, laughing and leaning in face to face, hands cuffed over one ear whilst
mischievously whispering to each other; eventually one can be heard to say, “no, you go... 'm
too shy”. The other teasingly pushes her, smiling ear to ear — “come on now; go find out”. She
eventually walks up to the artist and asks, “What are you painting?” The artist responds with an
answer in a whispered tone, and Teresa quickly responds with, “but there is nothing on your
picture, not even a smudge”. In her usual helper mode she offers to go and get the artist a cup of
coffee; the artist says “thank you; I went off years ago”. “Water, then... I’ll go get you a cool
glass; would you like ice?”” From this interaction one could surmise the stage convention
(presenting the artist before the performance) did build belief.

Other audience members introduced themselves to the artist. In the back row a scuffle

occurred between residents about the seating arrangement at the precise moment an actor walked
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by. This actor came to me quite visibly shaken, saying “she said she would kill me if I did not
move this person out of her chair”. This is a reminder to me that an orientation for youth
unfamiliar with dementia is important, to prepare them for the unexpected. The actor was
reassured that all was well. People can become very territorial, and some have lost their ability to
self-edit or filter their comments.

The audience settled as the PD entered with his guitar, strapped Johnny Cash style,
humming on the harmonica, turning down the background music. In this moment the actors
notice we are missing one key participant; the show is held up for a moment. A sigh of relief
swarms over the cast as the elevator door to the right opens, revealing the missing participant in
his full Scottish regalia. This was intriguing, as this participant, Rick, did not recall being in the
project, yet once his eyes set on the actors as they arrived, | suspect he knew something
important, special was about to occur so he quickly suits up in his finest attire.

One could speculate that this illustrates the distinction between types of explicit or
declarative memory (e.g., memory for details of life events, factual knowledge and connections
between facts), and implicit forms of memory (e.g., acquired skills, associative learning that may
be sub-conscious) (Madigan, 2015). Even though Rick could not consciously recall his
involvement in the project, perhaps his implicit memory and learning were at play in that
emotional, sensory (intergenerational story workshops - viewing and discussing old photographs)
and social experiences (earlier interactions with the actors) were accessed, triggering significant
recollection. Through engagement in the project, new learning may have occurred at the implicit
level even though explicit recall appeared absent.

Once the audience settles, the performance begins. The audience is captivated, evident

through body language (many leaning forward, happy facial expressions) and with a few of the
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older adult participants verbally responding to actors’ dialogue in the scenes. Our best friends
Teresa and Amy giggled until tears rolled down their cheeks during the midnight ferry scene.
During the eel-peeling portion of the maple syrup scene, Alex shouts out, “and they taste great!”

Near the end of the play, there was a parallel real-life occurrence at the precise climax of
the scene. At the moment when the daughter attempts to leave the visit with her mother, the
daughter of one of the older adult participants leaves the lounge. Looks of shock and despair
could be seen on some of the actors’ faces. In this moment of the performance, fiction mirrored
reality. The fictional character in the play paralleled some of the real-life relationship dynamics
of Mary (CS #3) and her daughter (who had to leave).

Our playwright, Gus Gusul, was profoundly affected by this moment. He comments on

this in his post-production interview (transcript of January 2016):

This was the scene of reunion that was happening between the painter and her daughter,
simultaneously as that was happening | was watching the exact inverse happen... this
woman'’s cell phone going off [audience]... She was saying goodbye to her mom and she
left. And her mom was left there sitting by herself watching the play and they both had
missed the climax of the play because of a cell phone going off... a realization that this is
why we do the work... The reunion was happening on-stage while simultaneously the
opposite was happening in real life. We do on-stage what we want in real life in a lot of

cases.

| would assert that the performance of the play was successful on many levels. It was
aesthetically, beautifully presented with identifiable authentic stories. The audience was engaged
throughout, stimulating further discussion and story-sharing in the post-performance social.

Intergenerational connection was clearly visible between actors, audience and older adult
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participants. The performance ended on a positive, uplifting note with audience members
dancing into the social where memory-sharing continued for the evening. The affective impact of
the performance was visibly notable. Participants appeared emotionally affected with tears and
smiles on their faces. For example, Rick approached the actors individually, hugging each one,
saying “you brought us joy; you were a ray of sunshine... it is like having our own personal
rainbow; thank you, thank you.” Rick then ventured off to the social, beckoning others to join in
the chorus of ‘Glasgow Town’, ultimately forming a line-dance.

The success of this production can be attributed, in my view, to professional play writing,
directing, acting, and the formation of intergenerational emotional bonds. The PD’s careful
craftsmanship authentically re-represented study participants’ stories, capturing their pride and
personality. The aesthetic tone created, captured and held audience attention throughout. His
playful/ontic approach to devising and rehearsal processes created a safe space for exploration
while building company trust.

The RT company of actors was impeccable. Each brought their own unique set of talents
and skills to the project. Most importantly, the actors formed instant strong bonds with the older
adults during the intergenerational drama/storytelling workshops, which carried through to the
performance. The actors’ understanding, compassion and respect transferred onto the stage
during their scene depictions. Each actor captured the essence of the older adult’s stories,
portraying them with sensitivity. As an observer, | could see and feel the connection between our
younger actors and older adults. During the performance the actors made direct eye contact with
older adults (all sitting in the front row) while their stories were played out. Participants

responded in these moments with hand waves, smiles, head nods of acknowledgement, winks of
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the eye and the occasional vocalization ‘you’ve got it’. I sensed a re-energized, rekindling of
reciprocal emotional connection between the generations.

Our RT company was extremely fortunate to have Fran Gebhard, a professionally
seasoned actor and UVic Acting Instructor, join us in the role of the artist. This principal role
was pivotal to the overall success of the production, as it served two purposes. First,
metaphorically the artist reflects the outer social world through her direct narrative addresses to
the audience. Secondly, the role of artist serves as what Dobson refers to as the ‘container’ which
holds the older adult’s stories together. It could be stated that the artist connects a fictional world
with the real, lived experiences of the older adults. The role serves the purpose of grounding the
audience in reality, her repetitive pattern of narration and the silent action of painting, pulls our
audience into the play at the precise moment where their imagination may wander. This strategic
convention is key for our dementia audience, as they are likely to feel safe and secure as they
recognize cues to what may come next.

Playing such a role requires tremendous skill (talent). Every move, every action, every
subtle variation of vocal tone, or the slightest change in facial expression send subliminal
messages for the audience to pick up on. The artist, then, metaphorically and literally reflects
older adults’ stories back to them. Gebhard beautifully and skillfully captures and holds the art of
RT while she moves the play forward.

It has been a pleasure and honour to work aside such a master of her craft. Gebhard
modelled exemplary acting to our RT company that inspired and motivated our young actors
throughout the project. In essence, aesthetic quality, skilled acting and authentic representation
of participants’ stories played a significant role in the project’s success. Above all, the older

adults themselves were our inspiration, for without them or their willingness to share their
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stories, there would be no play. The intergenerational bonds were clearly notable between actors
and older adults.

Post-performance social. With the exception of two people, all in attendance for the
performance joined in the post-performance social for refreshments. The tea lounge was set up
with the facility’s finest linens and china. A solo guitarist led a sing-along while an artist drew
contour drawings of the audience. Guests, older adults and their families spontaneously
continued to share memories and stories for some time, mingling with the actors. The evening
was full of joyous chatter and much laughter, interspersed with several commentaries on the
play.

One participant came to me arms open, crying and saying, “Why did you, all of you do
this for us? ... I am so thrilled and proud of you. I cannot believe you did this for us. Why did
you put in so much time?” My response: “because you are important”. “Oh... I see.” Another
said: “I met people and spoke with them [other residents]; | have lived here for 11 years now and
I never knew their names, knew nothing about their lives. This evening means a great deal to
me.”

Then, an abrupt comment from a participant’s daughter who came back to settle her
mother for the night: “This was lovely, very entertaining. When will I see my mother’s story?”
As she walked away with her mother, although a sensitive ‘ouch’ moment, I felt validated in my
stance that all participants’ stories are to be reflected in the production, and reminded that such
audiences have a need for naturalism or realism.

The evening came to a close after two hours. Nurses came to retrieve their patients. For a
moment | had forgotten we were in a care home. One participant on her way out, smiling and

waving the Queen’s wave stated, “This feels like family.” In that moment I felt proud of all of
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us. Although unquantifiable, I felt we had created a relational aesthetic of care, that we had
created a tightly connected intergenerational community within a care facility where this had
significant meaning for people. If only for the evening or moment by moment throughout the
project, we in our own ways looked past the disease and connected in meaningful ways with the
older adult participants, seeing what remains — capacity for love or emotional connection,
personality and their creative imagination.

Post-project follow-up. Once the project was completed, | as P1 returned to the facility
unit to keep up contact. One additional storytelling workshop was held with an actor (others
unavailable), the Pl and a small group of older adult participants. We created a collective short
story entitled, ‘The Royal Court of Kensington: The Place of No Return’. I created a keepsake
story booklet (see Appendix J) with the full play-script, their photographs and their original art
works. The project was completed with a final visit where the PI personally delivered the booklet
to each individual. Again, affirming the value of such art works, | was particularly moved by the
responses of best friends Teresa and Amy - one unaware of any aspect of the project; the other
the helper who explained all in detail while perusing one booklet, pointing to a photo of her
painting and other photos: “see... there’s my neighbourhood...” and on they went down memory
lane, teasing, laughing and reminding me they indeed are best friends.

Several nursing staff and family members expressed their appreciation, saying that the
booklet and the project as a whole meant so much to the residents. They kept on perusing more
booklets, having conversations with their families when they visited. They also appreciated

having a copy of the interview transcript and condensed stories.
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The following, closing portions of this chapter and overall dissertation summarize the RT
outcomes and conclude with recommendations on how RT practice can be adapted for the
dementia population.

RT Evaluation

Two evaluation rating scale instruments and open-ended questions were administered.
Reminiscence Theatre Post-Performance Surveys were attached to the program handouts
(approximately 90 audience members on the performance evening). Another survey, the
Reminiscence Theatre Outcomes Questionnaire, was administered to the 11 older adult
participants.

Reminiscence Theatre Post-Performance Survey. This survey (Appendix K) was
either partially or fully completed by a total of 15 individuals. Most of the respondents were
among the invited guests and family members; two older adult resident participants were among
the respondents along with two facility staff. This of course was a low response rate; in
retrospect |1 would have organized the completion and collection of surveys in a more methodical
manner. Nevertheless, feedback was provided both through review of the numerical data from
responses to items (Table 15) and open-ended comments (Table 16).

Reminiscence Theatre Outcomes Questionnaire. This questionnaire (Appendix B-3),
was given to the 11 older adult study participants after the play performance, during the post-
performance social. The PI followed up with the participants throughout the week to assist with
and collect the questionnaires by verbally reading or explaining items and marking responses on
their behalf. Most of the participants declined, as they could not recall details of the play or their

participation.
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Two respondents did respond to the seven rating scale items, these questions devised to
reflect the central purposes of RT as summarized in Dobson and Goode (2002). On a scale of 1
(very little) to 5 (a lot), the following items were included: (1) Provided entertainment and with
involvement in social activity relevant to own life experience. (2) Involved in the creation of
popular history through the reclamation of own culture. (3) Stimulated memory by encouraging
recall of previous events and personal experiences. (4) Encouraged social interaction. (5) Helped
participants feel important in today’s world by valuing past experiences and memories.
(6) Strengthened self-awareness and self-esteem. (7) Overall, how satisfied were you with this
Reminiscence Theatre project? The two respondents gave the most positive ratings (5) to each
item.

The outcomes questionnaire also includes a section to indicate the specific aspects of the
RT program that the participant found the most beneficial or enjoyable. Three participants gave
responses in this section. Among the eight categories specified, all three respondents found the
most beneficial/enjoyable aspects were: Drama story-telling workshops with university students,
telling their stories in the workshops, listening to others’ stories in the workshops, and viewing
the play performance. Two respondents expressed that most beneficial/enjoyable were the
private individual interviews and the RT program keepsake booklet. The remaining categories,
the music in the performance and the post-performance social, each received one endorsement as
most positive/enjoyable.

Finally, as for any open-ended comments, one older adult participant indicated he did
remember the play and said he liked every part of the project. Several other older adult study
participants noted that while they had little recall of the reminiscence program or the

performance, they very much enjoyed and were touched by the story booklet.
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Table 15

Reminiscence Theatre Post-Production Audience Survey: Average Ratings of Respondents

Rating Scale: Very much ~ Somewhat  Not at all
1 2 3 4 5
Ite Mean Average
1. Did this performance demonstrate aesthetic, artistic quality? 1.67 (15)
2. Were you drawn into the performance at the beginning? 1.27 (15)
3. Did the performance keep your attention throughout? 1.33 (15)
4. Were the performance themes, topics &/or stories clear and 1.40 (15)
understandable?
5. Was the length of the performance appropriate for this older 1.14 (14)
adult population?
6. Was the performance audible? (Could performers be heard?) 1.27 (15)
7. Did the set-up of the environment foster social interaction among 2.00 (13)

residents, family and invited guests?

8. Was the performance visually inviting/appealing? 1.60 (15)

9. Were you emotionally or psychologically connected to the 2.07 (15)
play’s characters?

10. From what you experienced this evening, would you say engagement 1.54 (13)
in Reminiscence Theatre affects quality of life for older adults in care?

11. To the best of you knowledge, did this production reflect the essence 1.40 (10)
of participants’ lived experiences?

12. Did this production honor & pay tribute to the OBL resident 1.17 (12)
participants?

Note. Number of responses in brackets. Some items were responded to by all respondents (15), others with 10-14
responses. Ratings of ‘3’ are neutral. Averages closer to 1: positive perceptions; closer to 5: negative perceptions.
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Table 16

Reminiscence Theatre Post-Production Audience Survey: Open-Ended Comments

Comments written on survey form:

| witnessed the post-theatre mood of residents after a session with the actors and Trudy.
As a group, they returned to the unit happy and chatty. In particular | saw a resident seem
much more like his old self —a bit mischievous with a twinkle in his eye. This was
something [ hadn’t seen in months.

Thank you for inviting me to share this experience.

Nice show: Simple stories put together with care. Lovely performance from Ms. Gebhard
that held it all together. Vocal work is essential for the players — the variations in tone
must be theatrical, not domestic... Thank you very much for this pleasant and evocative
evening.

A job well done! (older adult study participant)

Everyone’s story is important

(Re questions 10, 11, & 12): I don’t know. I would want to ask the adults in care. [ have
to process these last three questions. | am wondering how those felt whose stories did not
make the cut. I need to know more.... Very inspiring evening and interesting. Gave me

lots of food for thought. Was there a reason the storytellers were not included in the
production? Could they have told some of the stories themselves?

I wish this could tour around all over! Such an enjoyable bunch of stories that were very
relatable and warm and real feeling. | can imagine so many audiences enjoying this.
Beautifully done!

The actors seemed to be enjoying themselves as well as the residents!

Would have appreciated more SHOWING and less TELLING.
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Table 16 (cont.)

Reminiscence Theatre Post-Production Audience Survey: Open-Ended Comments

Additional post-performance comments (emailed within one week after the performance)

Just wanted to say again how much | enjoyed last night. I thought the "play" worked well
and it was lovely to see the interest and attention that the audience gave to the work. Fran
was a wonder and | am pleased a) that | thought of her and b) that she accepted and c)
that she told me she had a great time! | hope the survey was useful and that you feel this
demanding project has been of use to you in your academic pursuits!

| thoroughly enjoyed the performance. | found it very moving, especially since | knew it
was based in some way on life stories from the residents. Although | know each scene
wasn’t necessarily representative of a specific resident, I did find myself wondering
which story was inspired by which resident. I think that’s a good thing, as it made me
look more closely at the residents while my curiosity about their lives increased. |
thought the performance was very well done — well paced, good use of humour and music
(I found myself singing ‘The White Cliffs of Dover’ all weekend). The cast was
excellent, as were the props. Sitting off to the side, I could still hear very well (except
when the kitchen carts rattled by). On the handout, it says you started the individual
interviews a year ago. Did you lose any of the Lodge participants in that time? If so, did
you still use their stories? How did you come up with the theme of “what people are most
proud of’? I found that a very interesting slant. All in all, it was a very positive
experience for me and I’m sure the residents and families enjoyed the evening. So much
better than watching television! Congratulations!

Just wanted to say Bravo to you and your actors and collaborators. Well done indeed. It
was great to be here and be a part of it all. | was wondering if you might have a picture
that I could share that kind of shows the heart of what you accomplished. Thanks again.

Congrats on amazing event Trudy. | loved trying to capture some live moments; But to
do drawings with more detail maybe I can fill that sketchbook by drawing off pics you

took? It was amazing to see how folks came to life as their story was being told!

It was a great evening, you should be proud of everything you and the actors
accomplished.

Thank you for this update. The performance was remarkable and | have no doubt those at
the lodge (staff and residents) were thrilled.
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Chapter Five has focused primarily on the intergenerational RT devising and
performance processes. Next, the study is briefly summarized, followed by RT practice and
research recommendations. The dissertation ends with a concluding discussion that in part draws
upon the Tuokko and Smart (2018) text which aptly brings current research on health and

wellbeing of our older adults to the foreground.

Study Summary: ‘Moving forwards backwards: Exploring the impact of active
engagement in reminiscence theatre with older adults in residential care with mild to
moderate cognitive impairment’

At the core of reminiscence theatre practice (the process of creating and performing
theatre from real-life memories and stories) is the premise that by reflecting back, we can better
understand where we have come from, the historical and cultural experiences that have shaped
us. This RT study, ‘Moving forwards backwards’, provided a context wherein older adults in
care could engage in a novel RT initiative with aims of sharing memories and building
relationships through reflecting on lived experiences, increasing social engagement and
reframing self-perceptions.

This descriptive ethno-theatre/drama case studies approach explored the impact of
intergenerational engagement through RT on the psychosocial quality of life for older adults with
mild to moderate cognitive decline. Study participants were comprised of 11 older adults 65 and
older residing in a dementia-specific residential care facility unit, and 13 University of Victoria
Theatre students. Qualitative and quantitative procedures were integrated into the study. Key
processes consisted of individual interviews with the older adults, interview transcriptions,
ethno-theatre field notes of theatre devising and performance processes, and post-program drama

evaluations. Stories gathered from interviews and intergenerational workshops were utilized in
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the devising processes and play-script development. The RT program concluded with a
performance of the devised play, ‘The Artist and her Daughter’, at the care facility before an
audience of the older adult study participants, other facility residents, staff, family members and
other individuals through invitation, and a post-performance social.

Overall, the study revealed that active engagement in RT positively impacted older adult
participants’ wellbeing during project participation — increased self-esteem, elevated mood and
social engagement, decreased isolation and boredom, and desire to continue with activities. This
study’s findings suggest that integrating reminiscence arts initiatives into residential care plans
for older adults with mild to moderate cognitive impairment can substantially enhance
psychosocial quality of life.

The findings are somewhat inconsistent with some of the seminal reminiscence and life
review theory. As noted in the case studies, some older adults clearly articulated that they do not
reminisce nor think about their past; they prefer to live in the moment and move forward. Having
said that, it appears that intergenerational reciprocal story and memory sharing and drama
workshop engagement were most beneficial both for older adult participants and young adult
theatre practitioners. Some of the RT processes promoted increased social engagement and
enhanced self-esteem.

In this RT initiative, intergenerational connection between young and older adults
occurred through storytelling and drama activities. During this project, the creative reciprocal
initiatives of reminiscence arts in turn fostered a context for social and emotional engagement
that appeared to reduce older adults’ isolation. The intergenerational connection increased older

adults’ sense of belongingness and wellbeing, and perhaps was the most impactful aspect of the
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program. The older adults seemed to especially respond to being listened to and heard, and to the
playful creative interactions with the RT company and other older adult participants.

A number of limitations of this RT study are acknowledged. First is the small sample size
with limited statistical significance of quantitative measures, with inconsistent completion.
Secondly, the selected quantitative instruments may not have been the most effective for this
population. The older adult participants’ cognitive impairments may have affected the reliability
of their responses, as their memories and life history recall were at times quite fragmented.
Third, administration of the health surveys interfered with the life history interview process as
this created anxiety for older adults and disrupted the natural flow of conversation. Fourth, the
processes of RT are multi-layered and multi-modal, making it difficult to determine the
particular processes which are most impactful on older adult participants. Finally, there was low
return from the collection of post-program surveys about the performance. Although quantitative
measures were integrated, the qualitative observations were most informative.

To briefly recap, the dissertation was structured through five chapters. Chapter One
synthesizes the theory and literature on health and aging, the changing older adult demographics
in care, arts in healthcare practice, reminiscence, life review and reminiscence theatre. Chapter
Two provides an overview of intergenerational applied theatre and arts-based research
methodologies. In Chapter Three, the RT case study design is described.

Chapter Four discusses the older adult participants’ life history interviews with a focus on
health. Condensed interview transcriptions are presented as short-story narratives beginning with
a poem and concluding with P1 reflections. The chapter concludes with a synthesis of older

adults’ health survey results.
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Chapter Five describes the intergenerational RT processes of devising, scripting and
performing from the applied theatre aesthetic lens. The chapter begins with a synopsis of
intergenerational RT practices that have influenced this study, and proceeds with the PI’s
reflective critique of the play, ‘The Artist and her Daughter’. The chapter concludes in the
following sections, with RT recommendations and a final discussion on the overall study.
Recommendations: Adapting RT Practices for Dementia Populations

The literature offers exemplary models of theatre practices with older adults (as evident
in the literature review in Chapter One). Observations from this intergenerational RT study raise
important questions as to how theatre techniques may be used by individuals with dementia.
Although theatre with dementia is relatively novel, this study demonstrated how theatre can
support and engage diverse people through the different stages of dementia. RT in care facilities
with this population can prove challenging. Mindful of this, | offer the following
recommendations on how to adapt RT practice for older adults with dementia.

RT program recommendations.

e Integrate RT arts practices into facilities’ exis