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Aim: 
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intervention or control group according to haemodialysis shift. Clinical outcome measures included the Kidney 
Disease Quality of Life-SF36 and the Hospital Anxiety and Depression Scale.  The process evaluation involved 
semi-structured interviews with 13 patients and nine healthcare professionals. The feasibility economic 
evaluation involved providing participants with healthcare resource use logs throughout the study.  

 

Results: 
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logs. 

 

Conclusion: 

An arts-based intervention for patients receiving haemodialysis is acceptable, and a definitive trial is feasible. 
The intervention could improve mental-wellbeing in patients receiving haemodialysis, but requires evaluation in 
a definitive trial. 

  

     
  

To be completed by Examiner  

1 EXAMINER CERTIFICATION OF SUBMITTED WORK  
  

I hereby certify that this is the final accepted copy of the submitted work and that all required amendments 

have been completed and submitted within the required deadline.  
   
Name of Examiner:  Dr Gillian Carter 
   

Signature of Examiner:               Date: 17/09/2020 
  

To be completed by Student  

Student Declaration:  

I give permission for my thesis to be made available, under regulations determined by the University, for inclusion in the 

University Library, consultation by readers in the School, inter-library lending for use in another library and to be  
photocopied, electronically reproduced and to be stored and made available publicly in electronic format Please 

tick as appropriate:   

 i) Immediately X 
Or  

ii) After an embargo period of     1 year  2 years  3 years   4 years   5years  

Reason for embargo: (applies to both print and e-thesis)  



 2 

 
The thesis is due for publication, either as a series of articles or as a monograph  

The thesis includes material that was obtained under a promise of confidentiality   

Would substantially prejudice the commercial interests of the author, the University or an external company  

Contains information which may endanger the physical/mental health or personal safety of an individual(s)  

I wish to embargo the e-thesis copy permanently: (applies to e-thesis only)  
 The thesis contains material whose copyright belongs to a third party and the gaining of approval to publish the 

material electronically would be onerous or expensive; and the removal of the copyright material would 

compromise the thesis  

 

CONFIRMATION OF DATA/HUMAN TISSUE SAMPLES HANDOVER  

All research involving human participants, their tissue (e.g. blood, saliva, urine) or their data (interviews, consent forms, 

questionnaires) must be retained by the University for at least five years.  These sources must be handed over to your 

supervisor.  Please confirm, by ticking the appropriate box, that:  

X I have provided my supervisor with all laboratory notebooks and/or primary source material pertaining to the 

study, including electronic data.  

I have identified for my supervisor the location of stored human tissue samples and provided an inventory of 

these.  

Due to the nature of the project I am not required to handover any data or samples relating to my thesis.  

 
To be completed by Supervisor  

2 SUPERVISOR CONFIRMATION AND APPROVAL  
I approve any embargo request above and confirm that the information given regarding Data/Human tissue samples 

is correct and that, where applicable*, the final copy of the thesis has also been made available in electronic format 

(e-thesis) via PURE.   

Name of Supervisor: Dr Helen Noble 

Signature of Supervisor:  Date: 17.9.20 

* From September 2019 onwards it is compulsory for all RDP students to make their e-thesis open access (OA) through 

uploading to Pure. Note also that UKRI funded students must their e-thesis via Pure within 12 months of their award. 
 

 

 

Signature of Student:  Date: 17.09.202  



 3 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

 
Development and feasibility of an arts-

based intervention for patients with 
end-stage kidney disease whilst 

receiving haemodialysis 
 

Thesis submitted for the degree of Doctor of Philosophy 
(PhD) 

 
School of Nursing and Midwifery  

Queen’s University, Belfast  
May 2020 

 
Claire Carswell, RMN, BSc 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 1 

Acknowledgements  

I want to express my immense gratitude to my supervisors Dr Helen Noble, Professor Joanne 

Reid and Mr Ian Walsh. They have provided me with exceptional guidance and support 

throughout my PhD journey. Thanks to them I have had countless opportunities to develop as 

a researcher. I truly cannot thank them enough. 

 

I also want to acknowledge that this PhD research project would not have been possible without 

the collaborative work of Mr William Johnston and Dr Helen Noble with the Renal Arts Group. 

Their love for the arts and their desire to improve the mental health of patients with kidney 

disease is where this project originated, without their work I would never have had this 

opportunity. Thank you. 

 

Thank you to my advisory group; Dr Helen McAneney, Dr Robert Mullan, Mr William 

Johnston, Ms Jean Michelo, Ms Elizabeth Weatherup, Ms Jenny Baxley-Lee, Mr Christopher 

Johnston, Dr Jenny Elliott, Ms Anne Quail, Ms Grainne Kielty, Mr Alistair McKenzie, Ms 

Nichola Arbuckle, and Mr Michael Matthews. Your insight, experience and suggestions have 

been invaluable. I cannot overstate how much your input has contributed to the positive 

experiences of not only the patients and healthcare professionals who were involved in this 

study, but my own research experience.  I also want to thank Arts Care Northern Ireland for 

their continued support, and in particular to Dr Jenny Elliot for encouraging me to pick up my 

pencils again.  

 

I would like to thank the healthcare professionals at the renal unit of Antrim Area Hospital’, 

specifically the nursing team, Natasha McCullagh and Dr Robert Mullan. They welcomed me 



 2 

into their place of work for six months, guided me through a new environment, and always 

made me feel like part of the team.  

 

Thank you to my fellow PhD students, for all your encouragement, advice and empathy. A 

special thank you to Reem Alghamdi for not only providing me with constant support, but also 

inspiring me daily with her integrity and determination. I feel very lucky to have had you next 

to me throughout my PhD. Thank you to all my other close friends for their patience, 

understanding and constant encouragement.  

 

To my family; my mother for making sure I always had a foot in the arts, my father for always 

listening and being my sounding board, my sister for being my constant cheer leader, and my 

brother for all the philosophical discussions and proof-reading. I love you all very much.  

 

Finally, I want to dedicate this thesis to the participants who took part in this research, and 

thank them for their patience, trust, warmth and willingness to meet challenges head on. To the 

participants who are not here to see the finished project, for their time and generosity, and for 

letting me be a small part of their treatment experience. I feel deeply grateful that I had that 

time with them, and this thesis would not have been possible without them.  

  



 3 

Contents 

Index of abbreviations ................................................................................................................... 11 

Abstract ......................................................................................................................................... 12 

Study outputs ................................................................................................................................. 14 

Chapter 1: Introduction ................................................................................................................ 17 

1. Introduction ............................................................................................................................... 18 

1.1 Background to study ...................................................................................................... 18 

1.2 End-stage kidney disease ................................................................................................ 19 

1.3 Treatment modalities for ESKD .................................................................................... 20 

1.4 Impact of haemodialysis treatment ................................................................................ 23 

1.4.1 Existential impact of haemodialysis ......................................................................... 23 

1.4.2 Health-related quality of life of patients receiving haemodialysis ........................... 24 

1.4.3 Anxiety and depression in patients receiving haemodialysis ................................... 25 

1.4.4 The complex interplay of anxiety, depression and QoL in patients receiving 
haemodialysis ......................................................................................................................... 27 

1.5 Role of the nurse in haemodialysis treatment and care ................................................. 29 

1.6 Arts in health .................................................................................................................. 30 

1.7 Arts-based interventions for patients with ESKD whilst receiving haemodialysis ....... 31 

1.8 Rationale for this study .................................................................................................. 32 

Chapter 2: Scoping literature review ............................................................................................ 35 

2. Scoping literature review ........................................................................................................... 36 

2.1 Introduction .................................................................................................................... 36 

2.2 Operational Definition of ‘arts-based intervention’ ...................................................... 37 

2.2.1 Defining Art .............................................................................................................. 37 

2.2.2 Defining arts for health research. ............................................................................. 40 

2.2.3 Defining arts-based interventions............................................................................. 42 

2.2.4 Final operational definition of ‘arts-based intervention’......................................... 46 

2.3 Aim ................................................................................................................................. 47 

2.4 Search methods .............................................................................................................. 47 

2.5 Findings .......................................................................................................................... 60 

2.5.1 Implementation of arts-based interventions ............................................................ 67 

2.5.2 Receptive interventions ............................................................................................. 68 

2.5.3 Active interventions .................................................................................................. 72 

2.5.4 Impact of arts-based interventions ........................................................................... 77 



 4 

2.5.5 Experiences of arts-based interventions ................................................................... 89 

2.5.6 Choice of research design according to complexity ................................................. 94 

2.5.7 Cost of arts-based interventions ............................................................................... 97 

2.6 Limitations...................................................................................................................... 98 

2.7 Conclusion ...................................................................................................................... 99 

Chapter 3: Development of the complex arts-based intervention for patients receiving 
haemodialysis ............................................................................................................................... 102 

3. Development of the complex arts-based intervention for patients receiving haemodialysis . 103 

3.1 Arts in Health Development Framework .................................................................... 103 

3.1.1 Map the environment ............................................................................................. 105 

3.1.2 Gain concrete experience ........................................................................................ 110 

3.1.3 Conduct reflective observations ............................................................................. 113 

3.2 Personal development................................................................................................... 123 

3.3 Final intervention ......................................................................................................... 124 

3.3.1 Intervention theory ................................................................................................. 124 

3.3.2 Intervention Facilitator .......................................................................................... 125 

3.3.3 Context of intervention ........................................................................................... 126 

3.3.4 The arts-based intervention .................................................................................... 128 

3.3.5 General guidelines .................................................................................................. 132 

3.4 Conclusion .................................................................................................................... 133 

Chapter 4: Methodology .............................................................................................................. 134 

4. Methodology ............................................................................................................................ 135 

4.1 Research design ............................................................................................................ 135 

4.1.1 Feasibility and pilot studies .................................................................................... 135 

4.1.2 Aims and objectives ................................................................................................ 137 

4.2 Ethical approval ........................................................................................................... 137 

4.3 Research Setting ........................................................................................................... 137 

4.4 Underpinning philosophical theory ............................................................................. 138 

4.4.1 Researcher’s personal perspective ......................................................................... 140 

4.4.2 Reducing bias .......................................................................................................... 142 

4.5 Pilot Cluster Randomised Controlled Trial ................................................................. 143 

4.5.1 Participants ............................................................................................................. 143 

4.5.2 Recruitment ............................................................................................................ 147 

4.5.3 Randomisation ........................................................................................................ 148 



 5 

4.5.4 Arts-based Intervention .......................................................................................... 150 

4.5.5 Data Collection and Management .......................................................................... 151 

4.5.6 Data collection and storage ..................................................................................... 156 

4.5.7 Data analysis ........................................................................................................... 156 

4.6 Process evaluation ........................................................................................................ 157 

4.6.1 Participants ............................................................................................................. 157 

4.6.2 Recruitment ............................................................................................................ 158 

4.6.3 Data Collection and Management .......................................................................... 159 

4.6.4 Data Analysis .......................................................................................................... 162 

4.7 Feasibility economic evaluation ................................................................................... 163 

4.7.1 Data collection and management............................................................................ 163 

4.7.2 Data analysis ........................................................................................................... 165 

4.8 Progression Criteria ..................................................................................................... 166 

4.9 Ethical Considerations ................................................................................................. 168 

4.9.1 Informed Consent ................................................................................................... 168 

4.9.2 Confidentiality and Anonymity .............................................................................. 169 

4.9.3 Welfare of Participants ........................................................................................... 170 

4.9.4 Welfare of the Researcher ...................................................................................... 170 

Chapter 5: Results: Feasibility outcomes .................................................................................... 172 

5. Feasibility Outcomes................................................................................................................ 173 

5.1 Screening and recruitment ........................................................................................... 173 

5.2 Attrition ........................................................................................................................ 177 

5.3 Randomisation .............................................................................................................. 177 

5.4 Data collection procedures ........................................................................................... 178 

5.5 Baseline data ................................................................................................................. 179 

5.6 Intervention adherence and fidelity ............................................................................. 182 

5.7 Adverse health events influencing implementation ..................................................... 183 

5.8 Clinical outcome measures ........................................................................................... 185 

5.9 Healthcare resource use ............................................................................................... 202 

5.10 Costing the intervention ............................................................................................... 217 

5.11 Conclusion .................................................................................................................... 222 

Chapter 6: Results: Process evaluation outcomes ...................................................................... 225 

6. Process evaluation outcomes ................................................................................................... 226 

6.1 Overview of qualitative outcomes ................................................................................ 226 



 6 

6.2 Theme 1 – Perception of art participation ................................................................... 231 

6.2.1 Mixed preconceptions and apprehensions of art participation ............................. 231 

6.2.2 Improved perception of art participation following intervention ......................... 235 

6.2.3 Negative appraisal of own artistic abilities ............................................................ 238 

6.3 Theme 2 – Effect of the arts-based intervention on patients and healthcare 
professionals ............................................................................................................................. 240 

6.3.1 Generation of positive affect due to exposure to the arts-based intervention ....... 241 

6.3.2 Improved self-esteem .............................................................................................. 243 

6.3.3 Sense of purpose...................................................................................................... 247 

6.3.4 Increased social interaction .................................................................................... 251 

6.3.5 Positive impact of the arts-based intervention on the dialysis experience ............ 255 

6.4 Theme 3. Acceptability of the arts-based intervention ................................................ 259 

6.4.1 Adaptation of the arts-based intervention to the constraints of a haemodialysis 
setting 260 

6.4.2 Positive influence of facilitator on participant experience..................................... 265 

6.4.3 Importance of participant choice on subject and activity within the arts-based 
intervention .......................................................................................................................... 269 

6.4.4 Length of the arts-based intervention .................................................................... 272 

6.4.5 Quality and suitability of materials for the arts-based intervention ..................... 276 

6.5 Acceptability of research procedures........................................................................... 279 

6.5.1 Factors influencing recruitment ............................................................................. 279 

6.5.2 Completion and relevance of outcome measures ................................................... 282 

6.5.3 Acceptability of randomisation .............................................................................. 283 

6.5.4 Retention of participants ........................................................................................ 285 

6.6 Conclusion .................................................................................................................... 286 

Chapter 7. Discussion .................................................................................................................. 289 

7 Discussion .................................................................................................................................. 290 

7.1 Context of the research ................................................................................................ 290 

7.2 Development of an arts-based intervention for patients with end-stage kidney disease 
whilst receiving haemodialysis ................................................................................................ 294 

7.3 Findings ........................................................................................................................ 297 

7.3.1 Objective 1. Assess the feasibility of conducting a randomised controlled trial to 
evaluate the impact of an arts-based intervention on patients with ESKD whilst receiving 
haemodialysis ....................................................................................................................... 298 

7.3.2 Objective 2. Explore the acceptability of an arts-based intervention for both 
patients and healthcare professionals in the haemodialysis setting. ................................... 314 



 7 

7.3.3 Objective 3. Explore the feasibility of an economic evaluation with a definitive 
RCT of an arts-based intervention for patients with ESKD whilst receiving haemodialysis.
 329 

7.4 Strengths and limitations ............................................................................................. 332 

7.5 Implications for future research .................................................................................. 335 

7.5.1 Implications for a future definitive RCT ............................................................... 339 

7.6 Implications for theory ................................................................................................. 342 

7.7 Implications for practice .............................................................................................. 344 

7.8 Conclusion .................................................................................................................... 348 

References .................................................................................................................................... 351 

Appendices ................................................................................................................................... 426 

Appendix 1. Realist review publication ................................................................................... 427 

Appendix 2. Database search strategies for ESKD literature review ..................................... 450 

Appendix 3. Database search strategies for supplementary cancer literature review ........... 462 

    Appendix 4. Data extraction Table .......................................................................................... 472 

Appendix 5. iCAT-SR Table for different intervention types ................................................ 494 

Appendix 6. Ethical amendment to photograph and display participant artwork ................ 498 

Appendix 7. Participant artwork ............................................................................................ 500 

Appendix 8. Personal arts practice published in the Journal of Visual Communication in 
Medicine ................................................................................................................................... 501 

Appendix 9. Example activity log ............................................................................................ 503 

Appendix 10. Ethical approval letter (OREC NI) ................................................................... 507 

Appendix 11. Trust approval for substantial amendment ...................................................... 511 

Appendix 12. Patient information sheet – Pilot cluster RCT ................................................. 512 

Appendix 13. Participant consent form – Pilot cluster RCT .................................................. 517 

Appendix 14. Minor amendment approval ............................................................................. 518 

Appendix 15. Patient Information Sheet – Process evaluation ............................................... 519 

Appendix 16. Patient consent form – Process evaluation ....................................................... 523 

Appendix 17. Healthcare professional information sheet – Process evaluation ..................... 525 

Appendix 18. Healthcare professional consent form – Process evaluation ............................ 529 

Appendix 19. Process evaluation interview guide - Experimental group ............................... 530 

Appendix 20. Process evaluation interview guide - Control group ........................................ 532 

Appendix 21. Process evaluation interview guide - healthcare professionals ........................ 534 

Appendix 22. Audit trail for qualitative thematic analysis ..................................................... 536 

Appendix 23. Healthcare resource-use log .............................................................................. 550 



 8 

Appendix 24. Clinical Frailty Scale ......................................................................................... 565 

Appendix 25. Integration of quantitative and qualitative data .............................................. 566 

 

List of Figures 

Figure 1. Prisma flow diagram for kidney disease and arts-based intervention search .............. 55 

Figure 2. Prisma flow diagram for cancer and arts-based intervention search f ......................... 59 

Figure 3. First four steps of the development process from Fancourt (2017) Arts in Health 

framework ................................................................................................................................... 105 

Figure 4. Haemodialysis treatment process ................................................................................ 112 

Figure 5. Overview of flexible decision-making process for art sessions ................................... 115 

Figure 6. Initial logic model of finalised intervention ................................................................. 120 

Figure 7. Expanded logic model following implementation ....................................................... 122 

Figure 8. Overview of shift pattern used to cluster participants ................................................ 149 

Figure 9. SPIRIT figure illustrating the schedule of enrolment for participants, implementation 

of interventions and timeline of assessments for the pilot cluster RCT, process evaluation and 

feasibility economic evaluation .................................................................................................... 155 

Figure 10. CONSORT flow diagram ........................................................................................... 176 

Figure 11. Mean anxiety and depression scores for the intervention group pre and post 

intervention .................................................................................................................................. 188 

Figure 12. Mean KDQOL-SF 36 subscale scores for the intervention group pre and post 

intervention .................................................................................................................................. 190 

Figure 13. Mean anxiety and depression scores for the intervention group over 3-months 

longitudinal follow-up.................................................................................................................. 195 

Figure 14. Mean anxiety and depression scores for the control group over 3 months longitudinal 

follow-up ...................................................................................................................................... 196 

Figure 15. Mean KDQOL-SF 36 subscale scores for the intervention group over 3-months 

longitudinal follow-up.................................................................................................................. 198 

Figure 16. Mean EQ-VAS scores for intervention and control group over 3-month longitudinal 

follow-up ...................................................................................................................................... 199 

Figure 17. Proportion of participants reporting anxiety and depression post-intervention ...... 201 

Figure 18. Illustration of hypothetical multisite clustering method ........................................... 309 

 

List of Tables 



 9 

Table 1. Kidney Disease Improving Global Outcomes staging categories* ................................. 20 

Table 2. Kidney disease and arts-based intervention database search ........................................ 50 

Table 3. Grey literature search for kidney disease and arts-based interventions ........................ 52 

Table 4. Inclusion and exclusion criteria for kidney disease and arts-based intervention search

 ........................................................................................................................................................ 53 

Table 5. Cancer and arts-based intervention database search ..................................................... 57 

Table 6. Inclusion and exclusion criteria for cancer and arts-based intervention search ........... 58 

Table 7. Overview of included studies ........................................................................................... 60 

Table 8. iCAT-SR appraisal of Ross et al. (2006) ......................................................................... 63 

Table 9. Overview of scoping review themes and sub-themes ...................................................... 67 

Table 10. Overview of interventions ............................................................................................. 68 

Table 11. Overview of experimental design according to intervention complexity ..................... 95 

Table 12. Completion of outcome measures ............................................................................... 179 

Table 12. Baseline demographic and clinical characteristics of participants ............................ 180 

Table 14. Intervention schedule .................................................................................................. 182 

Table 15. Length of time taken for each intervention session .................................................... 183 

Table 16. Baseline outcome measures ......................................................................................... 186 

Table 17. Post-intervention outcome measures........................................................................... 187 

Table 18. Six-week follow-up outcome measures ........................................................................ 191 

Table 19. Three-month follow-up outcome measures ................................................................. 193 

Table 20. Mean HADS score across longitudinal follow-up ....................................................... 194 

Table 21. Mean KDQOL scores across longitudinal follow-up .................................................. 197 

Table 22. EQ-5D-5L responses for intervention and control group post-intervention .............. 200 

Table 23. Healthcare resource use completion throughout feasibility study ............................. 204 

Table 24.Formal home care use throughout feasibility study .................................................... 206 

Table 25. Costing of GP service use throughout feasibility study .............................................. 208 

Table 26. Hospital care use throughout feasibility study............................................................ 210 

Table 27. Costing of hospital care use throughout feasibility study ........................................... 212 

Table 28. Other healthcare use throughout feasibility study ..................................................... 213 

Table 29. Cost of other healthcare use throughout feasibility study .......................................... 215 

Table 30. Total cost of healthcare resource use during feasibility study ................................... 216 

Table 31. Total mean cost of healthcare resource use per-participant during feasibility study 217 

Table 32. Total costs and cost per participant of running the arts-based intervention for 12 

patients ......................................................................................................................................... 221 

Table 33. Interviewee characteristics .......................................................................................... 228 



 10 

Table 34. Themes and sub-themes .............................................................................................. 229 

Table 35. Overview of data that contributed to the components of the RE-AIM framework ... 315 

Table 36. Comparison of PERMA components and process evaluation sub-themes relating to 

the effect of the arts-based intervention ...................................................................................... 343 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 11 

Index of abbreviations 
AVF Arteriovenous fistula 

BMT Bone marrow transplant 

CBT Cognitive behavioural therapy 

CG Control group 

CKD Chronic kidney disease 

CRF Case report form 

EG Experimental group 

eGFR Estimated glomerular filtration rate 

ESKD End-stage kidney disease 

HADS Hospital Anxiety and Depression Scale 

HCP Healthcare professional 

HCPC Health & Care Professions Council 

HSCT Health and Social Care Trust 

HRQoL Health-related quality of life 

iCAT-SR intervention Complexity Assessment Tool for Systematic Reviews 

ICC Intracluster Correlation Coefficient 

KDQOL-SF 36 Kidney Disease Quality of Life – Short Form 36 

MRC Medical Research Council 

NHS National Health Services 

NICE National Institute for Health and Care Excellence 

ORECNI Office of Research Ethics Committee Northern Ireland 

QOL Quality of life 

RCT Randomised controlled trial 

RRT Renal replacement therapy 

SSRI Selective serotonin reuptake inhibitor 

UK United Kingdom 

USA United States of America 

WHO World Health Organisation 

 



 12 

Abstract 
 

Introduction: 

End stage kidney disease (ESKD) is a life changing illness. Many patients require 

haemodialysis, a treatment that involves patients attending hospital three times a week for four 

hours each time. This treatment impacts profoundly on quality of life (Ho and Li, 2016) and 

mental health (Bujang et al., 2015). Arts-based interventions have been used in other healthcare 

settings to improve mental health and quality of life (Boyce et al., 2017). Arts-based 

interventions could help address the impact of haemodialysis and improve quality of life and 

mental health, however there is a lack of evidence assessing their effectiveness in this 

population. 

Aim: 

To develop an arts-based intervention for patients with ESKD whilst receiving haemodialysis 

and evaluate the feasibility of conducting a future randomised controlled trial (RCT). 

Methods: 

Intervention Development 

The arts-based intervention was developed using Fancourt’s (2017) framework for 

developing arts-based interventions, this included a scoping review and establishment of an 

interdisciplinary advisory group consisting of key stakeholders. The intervention involved six 

one-hour long one-to-one facilitated art sessions during haemodialysis treatment. 

Feasibility study  

A parallel convergent mixed-methods design was used, incorporating three components: a 

pilot cluster RCT, a process evaluation and a feasibility economic evaluation. The pilot 

cluster RCT took place in a single haemodialysis unit in Northern Ireland. The target sample 

size was 30 and participants were randomised to intervention or control group according to 

the time of day they attended haemodialysis. Clinical outcome measures collected included 

the Kidney Disease Quality of Life - SF36, the Hospital Anxiety and Depression Scale, and 

the EQ-5D-5L. Reasons for withdrawal were collected throughout the study. The process 

evaluation was guided by the RE-AIM framework and involved semi-structured interviews 

with 13 participants from the pilot cluster RCT, and 9 healthcare professionals who were 
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present during implementation. The feasibility economic evaluation involved providing 

participants with healthcare resource use logs at baseline and throughout the study. The 

intervention was costed and future costing considerations identified. 

Results: 

A total of 24 participants were recruited into the pilot cluster RCT. 80% of the target sample 

size was reached prior to randomisation. The total attrition rate at 3 months was 12.5% (n=3). 

Perception of the intervention changed following implementation, with participants viewing 

art as more accessible and enjoyable than anticipated. Benefits of the intervention were 

identified, including improvements in self-esteem and an improved dialysis experience. 

Patient choice and facilitation were important factors for successful implementation. There 

were poor response rates with the healthcare resource use logs and participants identified a 

preference for completing measures with researcher assistance. 

Conclusion: 

An arts-based intervention for patients with ESKD whilst receiving haemodialysis is highly 

acceptable for both patients and healthcare professionals, and a definitive trial is feasible with 

some small modifications. 
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3 Introduction 
 

3.1 Background to study 
 

End-stage kidney disease (ESKD) is a life-changing illness, not only because of the associated 

physical symptoms but also the intensive treatment regimen patients undergo. Treatment for 

ESKD typically involves some form of renal replacement therapy (RRT), such as dialysis or 

kidney transplantation. Kidney transplantation is the gold standard treatment for ESKD, 

however this option is restricted by the availability of viable kidney donors and the risks 

associated with surgery in older, frail patients (Haugen et al., 2019). The most common form 

of dialysis is in-hospital haemodialysis, where patients attend hospital three times a week to 

receive haemodialysis treatment over a period of four hours (UK Renal Registry, 2019). As 

haemodialysis is a life-sustaining treatment most patients require haemodialysis for a 

prolonged period of time until they receive a kidney transplant, and in circumstances where 

patients are not eligible for kidney transplantation, they will need to receive haemodialysis for 

the rest of their life. This treatment has holistic implications for health and wellbeing, as it can 

negatively impact both physical and mental health, leading to an overall reduced quality of life.  

One component of the treatment experience that is thought to contribute to this negative impact 

on mental health and wellbeing is the issue of empty time during haemodialysis (Gullick, 

Monaro and Stewart, 2016). Patients have limited opportunities to engage in meaningful 

activities during their haemodialysis treatment and this creates profound boredom resulting in 

rumination and contemplation of illness and death (Moran, Scott and Darbyshire, 2009). Arts-

based interventions could be a potential vehicle to address this issue, as they can provide a 

meaningful, engaging activity during a difficult treatment. Additionally, arts-based 

interventions have demonstrated some efficacy in reducing symptoms of anxiety and 

depression in other patient populations (Fancourt and Finn, 2019). However, there is a lack of 
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evidence assessing their efficacy for improving health and wellbeing in patients receiving 

haemodialysis. The lack of randomised controlled trials of complex arts-based interventions 

for people with chronic illnesses is an established issue (Bungay, Munn-Giddigs and Wilson, 

2014), and could result from difficulties surrounding implementation of complex arts-based 

interventions in clinical areas, lack of acceptability of complex arts-based interventions, 

difficulties recruiting and retaining participants in randomised controlled trials and lack of 

appropriate outcome measures. Therefore, it is important to assess whether it is feasible to 

evaluate a complex arts-based intervention using this methodology before conducting a 

definitive trial.   

 

3.2 End-stage kidney disease 

ESKD is the final stage of chronic kidney disease (CKD), a non-communicable chronic disease 

that is characterised by a progressive loss of kidney function and can be caused by a variety of 

health conditions that impact the kidney. In 2017 in the United Kingdom (UK) 64,887 adult 

patients were receiving RRT for their ESKD, accounting for 983 people per million: a 3.0% 

increase from the previous year (UK Renal Registry, 2019). In the UK the most common causes 

of ESKD are diabetes, hypertension and glomerulonephritis (UK Renal Registry, 2019; 

Webster et al., 2017). As the rates of diabetes and hypertension increase, so too will the 

prevalence of CKD and ESKD (Whiting et al., 2011; Ibama et al., 2019). CKD and ESKD are 

also associated with increasing age, so as the population ages the prevalence of CKD and ESKD 

will likely increase as a result (Public Health England, 2015). 

ESKD is defined by an estimated glomerular filtration rate (eGFR) of <15 ml/min/1.73m2. The 

eGFR is the estimated rate of fluid filtration within the glomerulus of the kidney and is the 

main indicator of renal function. There are five stages to CKD, with kidney function reducing 
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as the stages progress; stage 1 CKD is identified by an eGFR of >90/ml/min/1.73m2, whilst 

stage 5 CKD is also known as ESKD, and is characterised by an eGFR of <15 ml/min/1.73m2 

over a period of at least three months (National Institute for Health and Care Excellence, 2014).  

Table 1. Kidney Disease Improving Global Outcomes staging categories* 

Category Estimated glomerular 
filtration rate 
(mL/min/1.73m2) 

Description of kidney 
function 

Stage 1 >90 Normal or high  
Stage 2 60-89 Mildly decreased – relative to 

young adult level 
Stage 3a 45-59 Mildly to moderately 

decreased 
Stage 3b 30-44 Moderately to severely 

decreased 
Stage 4 15-29 Severely decreased 
Stage 5 (End-stage 
kidney disease) 

<15 Kidney failure  

*(National Institute of Health and Care Excellence 2015) 
 

When stage 5 is reached the kidneys can no longer adequately filter the blood, and therefore 

waste products such as urea and excess fluid accumulate in the body. As a result, patients with 

ESKD are poly-symptomatic, on average experiencing 10-12 distinct symptoms (van der 

Willik et al., 2020; Bublitz et al., 2018), such as fatigue, pruritus, pain, nausea, sexual 

dysfunction and muscle weakness (Raj et al., 2017).  

3.3 Treatment modalities for ESKD  

The most common treatment modalities for ESKD are renal replacement therapies (RRT), with 

64,887 patients receiving RRT for ESKD at the end of 2017 (UK Renal Registry, 2019). RRT 

aims to replace the function of the damaged kidneys, through treatments such as kidney 

transplantation and dialysis.  
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Dialysis is a form of RRT that involves the removal of waste from the blood stream across a 

semi-permeable membrane. Whilst dialysis can be used in an acute context, to treat acute 

kidney injury (reversible loss of kidney function), it is most commonly provided on a 

maintenance basis for patients with ESKD (Palevsky, 2013).   There are two main forms of 

dialysis, peritoneal dialysis and haemodialysis. Peritoneal dialysis utilises the peritoneum, a 

highly vascular membrane that lines the abdomen, as the site of filtration. Patients who receive 

peritoneal dialysis have a catheter surgically inserted into their abdomen to allow dialysate 

fluid to enter the peritoneal cavity. The dialysate fluid is a solution of sterile water, salts and 

electrolytes that provides the concentration gradient through which waste and fluid will diffuse 

across the peritoneum. The dialysate fluid remains in the peritoneal cavity between four and 

six hours to allow this diffusion to occur, and is then drained and replaced by the patient 

(Kidney Research UK, 2020). There are two forms of peritoneal dialysis, continuous 

ambulatory peritoneal dialysis (CAPD) where the process of draining and replacing the fluid, 

known as exchanges, are done by hand by the patient every few hours during the day and the 

fluid remains in the abdomen overnight. Alternatively, there is automated peritoneal dialysis 

(APD), where the exchanges are done through an automated machine during the night, and the 

fluid remains in the abdomen during the day (Kidney Research UK, 2020).  

The most common form of dialysis in the UK is in-centre haemodialysis, accounting for 37.3% 

of all RRT (UK Renal Registry, 2019). Haemodialysis requires patients to attend hospital three 

times a week for up to four hours each time. During treatment, the patient is confined to a bed 

and is connected to a dialysing unit that filters their blood and removes waste products and 

excess fluid, replacing the role of the kidneys. Patients are typically connected to the dialysing 

unit through two needles that are inserted into an arteriovenous fistula (AVF) (a strong blood 

vessel artificially created through a surgical procedure) in the patient’s arm. This means that 

the patient must restrict movement in that arm for the duration of the treatment to ensure the 
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needles do not become dislodged (Kidney Research UK, 2020). Haemodialysis can be provided 

in the form of nocturnal home haemodialysis, where patients are responsible for their own 

treatment and receive haemodialysis every night while they sleep. However, this is only 

provided in a minority of cases, with only 2% of the UK RRT population receiving home 

haemodialysis, as it requires patients have the confidence and skill to carry out their own 

treatment, and are able to access immediate support if complications arise (UK Renal Registry, 

2019).  

In-centre haemodialysis is a time consuming treatment regimen; not only do patients have to 

spend four hours each visit receiving dialysis treatment, but they have to wait in the renal unit 

prior to their treatment whilst their dialysis machine is prepared and wait after their treatment 

for their transport home to arrive, as well as spending time travelling to and from the dialysis 

centre for each session. Patients can experience profound fatigue following haemodialysis, 

caused by the treatment and the long-associated hours, meaning that once they return home 

they may spend the remainder of the day sleeping and recovering from the treatment 

(Chiaranai, 2016). Consequently, the process for in-centre haemodialysis treatment can 

consume an entire day. A more comprehensive overview of the haemodialysis experience is 

provided in Chapter 3 Section 3.1.2.1. 

The treatment regimen for patients receiving haemodialysis extends beyond the haemodialysis 

sessions themselves, and typically includes an extensive medication regimen, dietary 

restrictions and fluid restrictions. These restrictions are necessary to prevent further 

deterioration in physical health and the development of complications, such as pulmonary 

oedema, as ESKD limits an individual’s ability to excrete water, electrolytes and waste through 

urine (National Institute of Health and Care Excellence, 2018). Therefore, intake of fluid and 

certain electrolytes, such as potassium and phosphate, must be closely monitored and restricted. 

However, this aspect treatment can be a source of distress and a significant burden for patients, 
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and can negatively impact on their social relationships and ability to engage in activities that 

they previously enjoyed (Reid, Seymour and Jones, 2016). 

3.4 Impact of haemodialysis treatment 

3.4.1 Existential impact of haemodialysis 

Haemodialysis is a life-sustaining treatment, meaning that patients must attend these 

haemodialysis sessions for the remainder of their life, or until they get a kidney transplant if 

they are eligible. Eligibility for transplantation is dependent on the health, age and frailty of 

the individual, meaning many patients who have ESKD may not be eligible for transplant 

surgery (Haugen et al., 2019). Therefore, haemodialysis can feel all-consuming due to the 

dramatic impact it has on a person’s life, as it can restrict employment opportunities, ability to 

travel, and social activities (Nilsson, 2019). Additionally, as patients receiving haemodialysis 

have an end-stage illness and some will be ineligible for a future kidney transplant, a proportion 

of this population are in the last phase of their life (Grubbs et al., 2014). This means that patients 

may experience concerns relating to existential distress, a form of distress that results from the 

possibility of death and the challenges this presents to a person’s expectations for their future 

and their own self-concept (Vehling and Kissane, 2018).  

Patients with ESKD often have limited opportunities to engage in meaningful activities during 

their haemodialysis treatment. This empty time has been identified as a difficult aspect of 

haemodialysis treatment (Gullick et al., 2016; Hagren et al., 2005), with some haemodialysis 

patients feeling like they are wasting time in their lives as a result of the treatment regimen 

(Herlin and Wann-Hansson, 2010). This empty time is thought to impact negatively on a 

person’s state of mind and induce a state of ‘existential boredom’, (Moran et al., 2009), 

resulting in patients dwelling on their illness and their own mortality, heightening their 

existential distress. Other existential challenges of living with ESKD whilst receiving 
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haemodialysis include issues with changing social roles, such as no longer engaging in paid 

employment or old hobbies, changing relationship dynamics with significant others, friends 

and family, and losing a sense of independence and control (Lindsay, McGregor and Fry, 

2015), resulting in an altered sense of identity (Reid et al., 2016). 

3.4.2 Health-related quality of life of patients receiving haemodialysis  

Quality of Life (QoL) is a nebulous concept that has been explored by various disciplines such 

as sociology, economics, and psychology (Barcaccia et al., 2013). In the health sciences the 

definition of QoL typically subscribed to is the definition developed by the World Health 

Organization (WHO). The WHO defines QoL as a person’s perception of where they are in 

their life, in relation to their social context, their value system, their cultural context, and their 

goals and expectations in life (World Health Organization, 1997). Health-related Quality of 

Life (HRQoL) refers specifically to aspects of QoL that are thought to impact health and 

includes both mental and physical health domains. Poor physical HRQoL is associated with a 

person being unable to engage in social or physical activities due to physical health limitations, 

significant or frequent bodily pain, and fatigue, whilst poor mental HRQoL is associated with 

a person being limited in their ability to engage in social activities due to poor mental health or 

emotional issues, and significant or frequent psychological distress (Kraus et al., 2016).  

Patients receiving haemodialysis have lower HRQoL compared to the general population 

(Broers et al., 2018; Lowney et al., 2015). Patients with ESKD who receive in-centre 

haemodialysis also have lower HRQoL compared to patients who receive home haemodialysis 

(Eneanya et al., 2019), or patients who receive peritoneal dialysis, even after adjustment for 

different clinical and demographic characteristics (Jung et al., 2019). HRQoL not only reflects 

the subjective experience of patients receiving haemodialysis but also informs clinical 
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prognosis, as lower HRQoL is associated with increased morbidity and mortality in patients on 

haemodialysis (Liebman, Li and Lacson, 2016). 

3.4.3 Anxiety and depression in patients receiving haemodialysis 

Haemodialysis and ESKD can have negative consequences for patient’s mental health, as 

patients receiving haemodialysis have higher rates of depression (Nabolsi, Wardam and Al-

Halabi, 2015; Kokoszka, et al., 2016) and anxiety (Bujang et al., 2015; Cohen et al., 2016) 

when compared to the general population or patients with other chronic illnesses (Goh and 

Griva, 2018).  Depression is a mental health condition characterised by low mood, fatigue, 

anhedonia and avolition, and can also be associated with disturbances in sleep and appetite 

(World Health Organization, 2018). Anxiety is a mental health condition that is commonly co-

morbid with depression, and involves symptoms such as nervousness, a sense of fear, 

trembling, sweating, nausea and palpitations (World Health Organization, 2018).  

Depression and anxiety can be difficult to identify and diagnose in patients with ESKD, 

including patients receiving haemodialysis, as their symptoms overlap significantly with the 

symptoms of uraemia (Shirazian et al., 2017). Uraemia is a clinical condition characterised by 

the accumulation of uremic toxins in the blood. These metabolic waste products are typically 

removed from the blood through filtration by the kidneys, and therefore uraemia commonly 

occurs in patients whose kidneys are not functioning efficiently, such as patients who have 

ESKD, as mentioned in section 1.3 (Zemaitis et al., 2020). Overlapping symptoms for both 

depression, anxiety and uraemia include fatigue, nausea, anorexia and weight loss, and mental 

status changes (Zemaitis et al., 2020; Bates, Schell and Jordan, 2017). Whilst depression can 

be difficult to identify and diagnose in patients with ESKD, the estimated prevalence of 

depression for patients receiving haemodialysis typically ranges between 20-40% (Palmer et 

al., 2013), although when accounting for a range of depressive disorders including dysthymia, 
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major depressive disorder and depressive episodes, rates as high as 78.5% have been reported 

(Kokoszka et al., 2016). Anxiety disorders have a similarly high prevalence rate amongst 

patients receiving haemodialysis, with descriptive cross-sectional and cohort studies reporting 

rates between 22% (Schouten et al., 2019) and 39.6% (Semaan, Noureddine and Farhood, 

2018).  

Despite the high prevalence of depression and anxiety disorders amongst patients with ESKD 

receiving haemodialysis, these conditions typically receive inadequate treatment. There is 

inconclusive evidence about the efficacy of antidepressants for treating depression in patients 

receiving haemodialysis, with many studies lacking a placebo control group or adequate sample 

size (Palmer et al., 2016; Hedayatii, Yalamanchii, and Finkelstein). Some preliminary evidence 

suggests antidepressants may be no more effective than a placebo in patients with CKD and 

patients receiving haemodialysis, whilst being less acceptable and associated with more 

adverse events (Hedayati et al., 2017; Freidli et al., 2017). Polypharmacy and issues with 

metabolising and excreting psychiatric medications are important considerations in patients 

with impaired renal function. Whilst selective serotonin reuptake inhibitors (SSRI’s) are 

considered a safer class of anti-depressants due to their lack of cardiotoxicity and dangerous 

interactions that were present in earlier antidepressants, they can induce life-threatening 

serotonin syndrome in patients with ESKD receiving haemodialysis (Chander et al., 2011). 

Patients receiving haemodialysis may be more susceptible when using certain SSRIs, such as 

sertraline, as this is not removed from the circulation through dialysis and has active 

serotonergic metabolites (Chander et al., 2011).  

Cognitive-behavioural therapy (CBT) is another evidence-based treatment that has been 

explored for patients receiving haemodialysis, although access to CBT services may be 

restricted by patients’ intensive haemodialysis regimen, and therefore could have limited 

acceptability in practice (Hudson et al., 2016). Therefore, alternative strategies to address poor 
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mental health for patients receiving haemodialysis should be explored (Deschamps and 

Sauvaget, 2019), particularly strategies that are acceptable to patients receiving haemodialysis, 

do not increase the treatment burden, do not pose a significant risk of adverse events or 

interaction, or contribute to an already substantial side-effect profile. 

3.4.4 The complex interplay of anxiety, depression and QoL in patients 

receiving haemodialysis 

The issues of HRQoL, anxiety, depression and mortality in ESKD present complex challenges 

for both patients and healthcare workers. Depression is an independent predictor of mortality 

in haemodialysis populations (Chilcot et al., 2011; Barros et al., 2016); this may result from 

poor treatment adherence (Ossareh, Tabrizian and Zebarjadi, 2014; Nabolsi et al., 2015), 

maladaptive health behaviours (Ziegelstein et al., 2000; Goh and Griva, 2018), self-harm and 

increased suicide risk (Pompili et al., 2013). As previously mentioned, treatment for ESKD 

involves an extensive treatment regimen, this includes adherence to dialysis sessions, 

medications, fluid restriction and a strict diet (Nabolsi, et al., 2015). Non-adherence to fluid 

restriction can result in fluid overload and pulmonary congestion, non-adherence to diet or 

medication increases the risk of coronary artery disease and hyperparathyroidism, and non-

adherence to dialysis sessions can impact mortality risk – missing a single dialysis session each 

month increases the risk of death by 30% (Denhaerynck et al., 2007). Depression is a significant 

factor in non-adherence to treatment regimens for patients receiving maintenance 

haemodialysis (Ossareh et al. 2014). Patients with depression are also less likely to follow 

guidance on healthy lifestyle behaviours in general, including recommendations on diet, 

exercise and stress reduction (Ziegelstein et al., 2000; Goh and Griva, 2018). Suicide and 

suicidal ideation are also an important consequence of depression. The suicide risk for patients 

with ESKD who are receiving dialysis is over 30 times higher than the general population (Jhee 

et al., 2017). Depression is also associated with early withdrawal from maintenance 
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haemodialysis treatment for incident haemodialysis patients. High self-reported depressive 

symptoms in the first 90 days of commencing haemodialysis is associated with increased risk 

of withdrawal from dialysis within one year (Lacson et al., 2012). Withdrawal involves ceasing 

life-sustaining dialysis treatment, typically resulting in death within a few days from uremic 

toxicity (Chen et al., 2018). Whilst patients and their families may make the decision to 

withdraw from haemodialysis knowing that it will result in death, it is not considered a form 

of suicide and therefore data from these patients do not contribute to the elevated suicide risk 

in this patient population (Jhee et al., 2017).  

A strong relationship exists between HRQoL and depression in patients receiving 

haemodialysis (Lowney et al., 2015). A cross-sectional multi-centre study conducted by 

Bujang et al., (2015) found that depression, anxiety and stress correlated significantly with 

HRQoL in patients receiving haemodialysis. This relationship has been found to hold true even 

after adjusting for confounding variables such as sociodemographic factors and current health 

state (Vasilopoulou et al., 2016). Clinical depression can influence quality of life in a number 

of ways, including impacting mood and motivation (Farragher, Polatajko and Jassal, 2017). 

Depression can lead to poor treatment adherence (Nabolsi et al., 2015), increasing symptom 

burden. Symptoms of ESKD can impact mood and increase depressive symptoms (Wan 

Zukiman et al., 2017). The relationship between fatigue and depression is so robust that routine 

screening for depression is recommended for all patients receiving haemodialysis who present 

with fatigue (Farragher et al., 2017). The relationship between HRQoL and depression is 

enmeshed, yet depression remains underdiagnosed and under-treated in haemodialysis patients 

(Kokoszka, et al., 2016).   

As previously mentioned in section 1.4.3, one reason for this complex dynamic is the overlap 

between depressive symptoms and the uremic state; many symptoms of depression, such as 

fatigue, anorexia, sleep disturbances, appetite disturbances and sexual dysfunction are identical 
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to symptoms of uraemia, meaning depression is difficult for clinicians to differentiate from the 

clinical picture of ESKD (Bates et al., 2017). Another contributing factor to the rates of 

diagnosis and treatment of depression amongst patients receiving haemodialysis is the stigma 

that accompanies mental health conditions. Stigma has been identified as a significant social 

barrier to accessing assessment and treatment for depression amongst patients receiving 

haemodialysis. This may result in patients under-reporting depressive symptoms for fear of it 

being perceived as emotional weakness, or refusing treatment due to negative attitudes towards 

antidepressant use (Farrokhi et al., 2017). Therefore, a more holistic approach is required to 

address issues of HRQoL and mental health in patients with ESKD. 

3.5 Role of the nurse in haemodialysis treatment and care 

Nurses are the main providers of care for patients with ESKD during haemodialysis. They 

require a high level of skill to provide clinical care and their relationship with the patients is an 

important contributing factor to successful haemodialysis treatment (Vafael and Nobahar, 

2017). Nurses require not only the clinical skills necessary to provide safe treatment for 

patients’ physical health issues but also interpersonal and communication skills to provide 

emotional support to patients who are undergoing significant psychosocial changes and 

difficulties. Due to the chronic nature of ESKD and the long-term repetitive treatment patients 

require, nurses in the haemodialysis unit are uniquely well placed to develop therapeutic 

relationships with their patients (Cousins, Bradshaw and Bonner, 2020). 

Nurses working on haemodialysis units face increasing pressure associated with the clinical 

environment, working with patients encountering significant emotional difficulties who may 

be at the end of their life, high mortality rate amongst patients, and limited resources (Shahdadi 

and Rahnama, 2018). Patients who are experiencing significant psychosocial stress and feel 

that they lack control, a common experience for patients receiving haemodialysis, are also at 
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an increased risk of becoming aggressive or violent towards healthcare professionals 

(Cordenuzzi et al., 2017), adding to the stressful nature of the job. Understandably the work 

can have a negative emotional impact on nursing staff, contributing to high levels of burnout 

(Ruback et al., 2018). However, developing a strong relationship and observing positive effects 

of their care on patients can help reduce stress amongst nurses and facilitate the provision of 

further quality care (Shahdadi and Rahnama, 2018).     

3.6 Arts in health 

The application of arts in health has received recent interest because of its potential to improve 

patient outcomes and reduce costs for the National Health Service (NHS) (All-Party 

Parliamentary Group on Arts Health and Wellbeing, 2017). Recent epidemiological research 

has demonstrated that engagement in the arts and other cultural activities can result in sustained 

health and wellbeing throughout a person’s lifetime, as engagement with the arts and culture is 

associated with lower risk of depression (Fancourt and Tymoszuk, 2019), improved cognitive 

functioning (Fancourt et al., 2018), lower rate of frailty (Rogers and Fancourt, 2020), lower 

mental distress (Wang et al., 2020) and lower all-cause mortality (Fancourt and Steptoe, 2019).  

Arts-based interventions involve the implementation of arts activities in a healthcare context 

for the purpose of delivering a creative experience (Sonke et al., 2017b). They involve a variety 

of art forms, such as literature, visual art and performing arts, and can involve either passive or 

active engagement. Active engagement involves participation in the art form, whilst passive 

engagement involves viewing, reading or listening (Davies et al., 2012). However, they are 

distinct from art therapy, as they are based on different theoretical principles and do not require 

a registered art therapist for implementation (Sonke et al., 2017a). A more detailed operational 

definition of arts-based interventions is provided for the scoping literature review in Chapter 

2, Section 2.2. A scoping review conducted for the WHO has highlighted the variety of ways 
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arts-based interventions can be used to improve health, including public health strategies 

focused on promoting health behaviours, improving management of specific mental health 

conditions, such as anxiety and depression, and helping support people with acute and chronic 

physical health conditions (Fancourt and Finn, 2019).  

Arts-based interventions have been shown to improve issues such as QoL, symptom burden 

and mental health (Staricoff and Clift, 2011; Bungay et al., 2014; Sonke et al., 2015) in a variety 

of settings, including medical-surgical units (Sonke et al., 2015), primary care (Crone et al., 

2012) and cancer care (Kim, Loring and Kwekkeboom, 2017), although there is a lack of 

research exploring their effect in patients with ESKD receiving haemodialysis. Research 

examining arts-based interventions in clinical settings tends to be small in scale (All-Party 

Parliamentary Group on Arts Health and Wellbeing, 2017), lack longitudinal follow-up (Boyce 

et al., 2017), focus on limited clinical populations (Fancourt and Finn, 2019) and only evaluate 

receptive interventions such as music listening (Staricoff and Clift, 2011; Bungay et al. 2014). 

3.7 Arts-based interventions for patients with ESKD whilst 

receiving haemodialysis 

There is a lack of research examining the effect of arts-based interventions in patients with 

ESKD receiving haemodialysis. While a small amount of research has examined the effect of 

music listening interventions on patients receiving haemodialysis (Kim et al., 2015), other 

forms of arts-based interventions, particularly active and complex arts-based interventions, 

have not been explored.  

Whilst the preliminary evidence for the beneficial effects of arts-based interventions in other 

populations and settings suggests that these interventions may also be beneficial for patients 

receiving haemodialysis, the findings lack generalisability (Fancourt and Finn, 2019). Patients 

receive haemodialysis in a highly specialised clinical setting which would have significant 
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implications for the feasibility of implementation of complex arts-based interventions, and 

might account for the focus in the literature on simple receptive interventions such as music 

listening (Kim et al., 2015). Additionally, the unique issues of the haemodialysis treatment, 

such as existential boredom during haemodialysis sessions (Moran et al., 2009), the need for 

repetitive and prolonged life-sustaining treatment, and the impact this has on a person’s daily 

life (Nilsson, 2019), mean there are few parallels of the haemodialysis experience that can be 

found in other patient cohorts.  The evidence-base for arts-based interventions for patients with 

ESKD receiving haemodialysis is discussed in more detail in the scoping literature review in 

Chapter 2. 

3.8 Rationale for this study 

In order to establish the effectiveness of arts-based interventions, rigorous randomised 

controlled trials (RCTs) are the most robust method of evaluation. However, there are 

difficulties associated with RCTs, particularly around recruitment and retention of participants 

(Donovan et al., 2014). This is exacerbated in palliative care trials where participation rates 

under 50% are common (Hanson et al., 2014). Trials in nephrology, which is the most under-

researched field of internal medicine, are also marked by problems with the retention of 

participants (Palmer, Sciancalepore and Strippoli, 2011), partially because of the substantial 

treatment burden patients already experience and uncertainty around research processes 

(Natale et al., 2020). Methodology in arts-based intervention research also needs to be 

considered due to the lack of RCTs conducted using complex arts-based interventions (Bungay 

et al., 2014; Boyce et al., 2017), and the tendency of complex intervention trials to fail to show 

a significant effect (Levati et al., 2016). As ESKD overlaps both palliative care and nephrology, 

and arts-based interventions are complex and under-researched, a feasibility trial is necessary 

to inform optimal strategies and methods for a definitive RCT (Eldridge et al., 2016).  
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Patient and staff perspectives are rarely considered in arts-based intervention research (Bungay 

et al., 2014; Boyce et al., 2017). The concept of this research project originated from the Renal 

Arts Group at Queen’s University Belfast, co-chaired by Mr William Johnston, a kidney patient 

and transplant recipient, and Dr Helen Noble, a renal nurse and senior lecturer. Therefore, from 

conception this research has been driven by patient and staff involvement and has been guided 

by patients and healthcare professionals throughout (discussed in more detail in Chapter 3). 

The acceptability of an intervention for both patients and staff has implications for 

implementation in practice (May, 2013). Whilst arts-based interventions may be conceptualised 

as mostly harmless, they can interfere in clinical workflow and impede healthcare 

professional’s ability to practice safely (Sonke et al., 2015).  In order to evaluate whether an 

intervention is acceptable in practice and identify any unanticipated issues with implementation 

within the clinical environment, a process evaluation must be conducted. Process evaluations 

provide a detailed understanding of complex interventions by examining their implementation, 

mechanism of impact and context (Moore et al., 2014).  

There is also a need to consider arts-based interventions from an economic perspective in order 

to ensure sustained resource provision. Current guidance on research into arts-based 

interventions recommends cost-effectiveness or cost-utility be evaluated (Fancourt et al., 

2015), as the National Institute for Health and Care Excellence (NICE) uses cost-effectiveness 

to inform recommendations for funding healthcare interventions (Ogden, 2017). Whilst there 

is evidence that suggests arts-based interventions have cost-saving implications for the NHS 

(for example, arts-on-prescription may save the NHS £216 per person, by reducing GP and 

hospital attendance) (All-Party Parliamentary Group on Arts Health and Wellbeing, 2017), 

most evidence on cost-effectiveness comes from population-based studies or extrapolations 

from epidemiological evidence. More formal economic evaluations within randomised 

controlled trials of targeted interventions for clinical populations are needed to support cases 
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for future funding within the health service (Fancourt and Finn, 2019). Consequently, it is 

important to explore the best methods for collecting the data needed for future analysis, to 

ensure that a formal economic evaluation is feasible within an RCT. 

Therefore, the aim of this study was to: 

• Evaluate the feasibility of a definitive RCT of an arts-based intervention for patients 

with ESKD whilst receiving haemodialysis.  

To achieve this the following objectives were addressed:  

• Develop and manualise a replicable arts-based intervention for patients with ESKD that 

can be safely implemented within a haemodialysis unit.  

• Assess the feasibility of conducting a definitive RCT to evaluate the impact of an arts-

based intervention through a cluster randomised pilot study. 

• Explore the acceptability of the implementation of an arts-based intervention and RCT 

in a haemodialysis unit for both patients and healthcare professionals. 

• Assess the feasibility of conducting a definitive economic evaluation of an arts-based 

intervention for patients receiving haemodialysis. 
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4 Scoping literature review 

4.1 Introduction 

This chapter presents a scoping review exploring the current evidence-base for arts-based 

interventions for patients with ESKD whilst receiving haemodialysis. Due to the dearth of 

literature in this population, the chapter also outlines a supplementary review on complex arts-

based interventions for patients with cancer. The chapter first outlines an operational definition 

of arts-based intervention that was used to inform both database search strategies, as well as 

the inclusion and exclusion criteria. Next the methods of the scoping literature review are 

outlined, including the search strategies for each patient population. The findings from both of 

these searches are reported and the results are presented in a narrative synthesis guided by the 

review questions. The overall aim of this review was to inform the development of a complex 

arts-based intervention for patients with ESKD whilst receiving haemodialysis and guide the 

protocol of the cluster randomised pilot study.  

This review was initially conceptualised as a systematic literature review, therefore the search 

strategies, screening process and appraisal are outlined in detail utilising tools for systematic 

reviews. Additionally, the included articles were critically appraised to elucidate the limitations 

of the evidence and the gaps in the literature. However, in order to adequately address the aim 

of the review a supplementary search was conducted and evidence from a different patient 

population was included in the synthesis. This review then informed the identification of 

candidate theories for a later realist synthesis (Appendix 1). Consequently, because of the broad 

scope of the review, the varied populations included in the synthesis, and the inclusion of 

literature of varying quality and methodology, the term systematic literature review was 

determined to be inappropriate. The term scoping review was instead identified as more 

appropriate, in spite of the high level of critical appraisal, as it aligned with aims of the review 
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(Munn et al., 2018) and underscored the application of this review in the later realist synthesis 

(Carswell et al., 2020).   

4.2 Operational Definition of ‘arts-based intervention’ 

4.2.1 Defining Art 

In order to define the concept of an ‘arts-based intervention’, art must first be defined. An 

accurate definition of “art” is somewhat absent and not clearly elucidated in the extant literature 

(Lamarque and Olsen, 2004). There is a lack of consensus which results from diversity in art 

forms within and across cultures, varying purposes and functions, discrepancy between 

aesthetic theories, and fundamentally whether art can and should be defined (Lamarque and 

Olsen, 2004). Historical definitions have faced criticism. Plato defined art as ‘representation’ 

(Zalta, 1997), yet not all artwork is representative (for example, abstract art (Uusitalo, Simola 

and Kuisma, 2012). Tolstoy defined art as an expression of emotion (Wright, 2017), yet not all 

artwork is expressive (for example, the work of Marcel Duchamp (Duchamp, 1917) whose 

‘ready-mades’ were chosen specifically for the indifference Duchamp felt towards them, or 

Huang Yong Ping (Li, 2015) whose anti-self-expression phase was focused on removing 

subjective influence from the artistic product). Theories of art, such as formalism, 

emotionalism or intuitionism, try to restrict art to a single inherent property (Weitz, 1956). 

These theories rely on proposing art is defined by an essential property, dismissing art forms 

or art work that challenges this presupposition. This reasoning is essentially circular, as it 

involves constructing a definition of art that will confirm the theory.  For example, by defining 

art as needing an aesthetic quality, as proposed in formalism, conceptual art would not meet 

this definition. Therefore, as conceptual art is not defined as art it no longer challenges the 

proposed definition, and consequently the definition confirms itself.  



 38 

One commonly used example that highlights the fundamental difficulties in defining art is 

Marcel Duchamp’s ‘Fountain’ (Duchamp, 1917), a standard, unaltered urinal signed ‘R. Mutt’. 

When Duchamp anonymously submitted ‘Fountain’ to the American Society of Independent 

Artists in 1917, they rejected the piece as they did not consider it ‘art’ (Jones, 2008), yet in 

2004 it was voted the 20th century’s most influential artwork (Jury, 2004). This piece is a 

‘readymade’ (Chalupecký and Wilson, 1985), an ordinary item designated as art by the artist. 

The item was selected on the basis that Duchamp did not find it attractive or ugly, but instead 

it inspired indifference. Therefore, the piece was not representative, expressive, or emotional. 

Originally it was not considered art, yet today a replica of ‘Fountain’ is displayed at the Tate 

Modern (Duchamp, 1917).  

George Dickie’s institutional theory of art – the idea that an object is a work of art because an 

artistic institution has deemed it to be (Wieand, 1981) – would classify ‘Fountain’ as art as it 

was exhibited at the Tate Modern art gallery. However, the institutional theory of art fails to 

account for why ‘Fountain’ was originally declined the status of art by one institution, the 

American Society of Independent Artists, and granted the status by another, the Tate Modern. 

The theory also excludes personal artistic expression or participation that is not displayed or 

recognised by an artistic institution (Lamarque and Olsen, 2004).  

While Fountain is a good illustration of the difficulties in defining art as a concept, it does not 

provide any insight into the purpose or function of art. Fountain was designed to be deliberately 

subversive and challenge cultural norms (Chalupecký and Wilson, 1985), but the arts have 

many other functions. The use of art within healthcare is much broader in scope (Clift, 2012; 

Clift, et al., 2010) and more personalised in terms of purpose (Erikson, 1983). The institutional 

theory of art ascribes value and artistic merit only to the end product of artistic endeavours 

when acknowledged by an institution, while arts in health is concerned with the process of art 

participation and not just the product (Secker, et al., 2017). The institutional theory of art 
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relegates judgement to those within artistic institutions and therefore denies validity to artistic 

expression that occurs outside these boundaries (Wieand, 1981). This theory is therefore not 

appropriate when exploring arts in health research as the priority within health is the benefit of 

participating in the arts, regardless of status or recognition by institutions.  

Arts may be too diverse and changeable to apply a unifying and stable definition. Morris Weitz 

(1956) argued art shares no essential component, therefore is impossible to define. This theory 

is termed ‘anti-essentialism’ and posits that attempting to define art reflects a fundamental 

misunderstanding of the concept of art. Weitz describes art as an open concept, amenable to 

change. This approach to art acknowledges the circular and unfalsifiable nature of metaphysical 

conceptual analysis, and allows for the expansive and constantly developing nature of the arts 

(Weitz, 1956). This approach is less elitist than the institutional theory of art and allows for 

public participation to influence the development of the arts. Consequently, this theory may be 

applicable to the concept of person-centred healthcare, as it acknowledges the need for 

flexibility of purpose and application. However, it offers no suggestions on how to define art 

for research purposes, as a common definition is necessary to compare and synthesise evidence 

(Davies et al., 2012).  

While a definition of ‘art’ is challenging to construct, what society perceives as the ‘arts’ is 

widely accepted. Dissanayake (1991) uses western society’s collective perception of ‘arts’ as 

a definition when appraising art from an evolutionary perspective. This approach of ‘I know it 

when I see it’ (Gerwitz, 1996), and adhering to cultural norms, is more pragmatic than 

attempting to ontologically define a concept that is inherently relative.  

This review is exploring arts-based interventions that can be implemented in practice; 

therefore, the metaphysical nature of art is less important than normative cultural practices of 

art.  Thus, in this review, arts will be defined as the common conceptualisation of ‘arts’ within 
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western society (Dissanayake, 1991). Generally speaking, western art involves a medium, 

construction through human agency, and provides a durable condition that allows it to be 

appreciated within a time frame (Kaelin, 1974). This allows inclusion of all categories of 

artistic activity under the umbrella term ‘arts’; including the visual, performing and literary 

arts, as well as more practical artistic disciplines such as architecture and fashion design.  

4.2.2 Defining arts for health research.  

‘Arts’ remains conceptually broad even when restricted to the concept of art in western society. 

It encompasses practices that appear fundamentally different in terms of the skills required and 

final products, such as music and painting. To distinguish between different art forms and 

activities in health research, it is necessary to provide a classification of the ‘arts’.  

The Health & Care Professions Council (HCPC) regulates arts therapists and uses art forms to 

differentiate therapies. They provide different standards of proficiency for art therapists, music 

therapists and drama therapists, reflecting the different art forms they use (Health & Care 

Professions Council, 2009). However, the range of art forms used in arts therapies is narrower 

than the forms used in arts in health research. Limiting the art forms to music, drama and visual 

arts would neglect other forms that may be beneficial in healthcare settings, for example 

creative writing or dance; therefore, the differentiation used by the HCPC is not appropriate 

for this review. 

A review conducted by Bungay et al. (2014) highlighted the inconsistencies in classifying arts. 

Definition depends on factors chosen for demarcation; this can be artistic medium, sector, or 

mode of participation. In the review they classified arts based on the five categories used by 

Arts Council England (2013): visual and performing arts, music, dance, theatre, and literature. 

In the referenced policy (Arts Council England, 2013), these categories are descriptive 

examples of activities included in their remit; they are not presented as systematic 
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classifications and are not intended to be comprehensive.  Previously Arts Council England 

outlined seven areas of arts in their policy, these include combined arts, dance, interdisciplinary 

arts, literature, music, theatre and visual arts (Arts Council England, 2006). These 

classifications are determined by changes in the focus of the policy, not a developed 

classification system for facilitating comparisons across different pieces of research.  

Attempts have been made to form evidence-based classifications of the arts. Davies et al., 

(2012) acknowledged the inconsistencies in defining arts within the literature. They conducted 

an online survey, sampling 57 international experts in the field of art or arts in health, to develop 

a definition of arts engagement. Five classifications of art forms were defined:  

• performing arts  

• visual arts, design and craft  

• literature  

• online, digital and electronic arts 

•  community and cultural festivals, fairs and events.  

Davies et al. (2012) conducted a factor analysis of the identified arts engagement activities, 

and two dominant factors were identified; active or receptive engagement. Active engagement 

was defined as creating art, while receptive engagement is observing or listening to the arts. 

This taxonomy is evidence based and acknowledges both artistic medium and level of 

engagement as important factors in arts research (Davies et al., 2016). This enables health 

research not only to examine the effectiveness of particular arts forms, but examine how 

different levels of engagement can impact patients.  

Therefore, in this review, the evidence-based classification developed by Davies et al., (2012) 

will be used. Arts activities can be differentiated into the five areas identified above, and 

participation can be divided into active and passive/receptive. This classification will be used 
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as it is an evidence-based taxonomy that ensures all art forms within health research are 

acknowledged, it can be used to synthesise and compare research, and level of engagement is 

recognised as a relevant factor in health research.   

4.2.3 Defining arts-based interventions 

There remains a lack of clarity in health research literature not only when defining and 

classifying art, but also defining what constitutes an arts-based intervention. This results from 

a lack of consensus on whether arts therapies (such as psychodrama, music therapy, art 

psychotherapy) should be considered distinct from arts-based interventions (such as arts-in-

medicine programmes, arts-based public health promotion). Arts therapies use art in the 

delivery of a psychological therapy to address issues such as depression and anxiety, and 

support mental and physical rehabilitation. All arts activities undertaken by arts therapists are 

conducted within a therapeutic framework (Health & Care Professions Council, 2009). Some 

literature views arts therapies as a form of arts-based interventions (Heenan, 2006; Staricoff 

and Clift, 2011; Fancourt, 2017;), however other research highlights a need for distinction 

(Sonke, 2015; Sonke et al., 2017b).  
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Staricoff et al. (2011) incorporated art and music therapy into a review exploring arts and music 

in healthcare, although justification for including both arts therapies and general arts 

participation was not provided. The WHO report on the evidence for arts to improve health 

(Fancourt and Finn, 2019) did not distinguish between arts therapies and participatory art in 

healthcare, instead synthesising evidence across art, music and drama therapy alongside 

participatory and receptive engagement in the arts. Consequently, this makes it unclear whether 

the beneficial effects reported in this review result from psychotherapeutic engagement or arts 

engagement. Heenan (2006) considers arts therapies as one of a number of methods that utilise 

arts to improve mental health, viewing art as the unifying factor. Semantically it can be argued 

that arts therapies are a form of arts-based interventions, as they are interventions based on the 

use of arts. However, there are important reasons for making distinctions between these fields. 

A review by Bungay et al. (2014) made a distinction between arts therapies (such as music 

therapy, drama therapy and art therapy) and participatory arts (such as music listening, 

painting, visual art viewing) for this reason, as arts therapies place the primary focus on the 

therapeutic relationship, as opposed to creative activity. Research by Davies et al. (2012) made 

the same argument, stating that division is necessary as arts can influence health and QoL 

without being a therapy. Sonke et al., (2017b) argued that artists and arts therapists have 

different scopes of practice, rendering the roles unique. The differences between arts therapies 

and arts-based interventions can be illustrated by exploring theoretical underpinnings, the 

professional requirements and the professional scope of practice.  

The difference in professional requirements and licensing is cited as the primary need for a 

distinction to be made between these fields (Sonke et al., 2017a). There is a desire within arts 

in health to develop the field as a distinct discipline, this would require professionalization and 



 44 

the development of its own body of literature, separate to arts therapies (Dileo and Bradt, 2009). 

Another justification for distinguishing between the fields is the fact people participate in art 

in their everyday lives, without any clinical or therapeutic objective, and this participation can 

contribute to improved health and wellbeing in the absence of psychotherapeutic input (Davies, 

et al., 2014). When patients do participate in art it enables them to form an identity outside of 

their illness through engagement with a non-clinical activity (Reynolds and Vivat, 2010). Arts 

therapies do not provide this distinction for patients, as the focus remains on providing 

treatment for underlying mental health issues (Health & Care Professions Council, 2009), 

consequently arts therapies and arts-based interventions potentially have different underlying 

mechanisms of impact.  

Arts therapies are historically related to Freudian and Jungian psychoanalytical theory 

(Fancourt, 2017). The theory proposes that sensorimotor activity involved in creating art 

evades defence mechanisms, enabling communication of unconscious material (Wolf, 2017; 

Granot et al., 2017). Freudian and Jungian psychoanalysis has been widely criticised as being 

pseudoscientific (Eysenck, 1985; Thornton, 1986; McGowan, 1994; Webster, 1995; Crews, 

1998; Crews, 2017), but evidence-based psychological theories have also been incorporated 

into arts therapies. CBT, an extensively researched and evidence-based psychological 

intervention (Hofmann et al., 2012), is one example. Cognitive behavioural theory posits 

mental health issues arise from dysfunctional cognitions, and behaviours that result from these 

cognitions further reinforce them. Art therapists can use art within this paradigm to identify 

adaptive strategies to change dysfunctional cognitions (Czamanski-Cohen et al., 2014). Arts 

therapists use art as a tool to deliver the intervention of psychotherapy, as opposed to art being 

the intervention.  

In comparison to arts therapies, arts-based interventions are underpinned by the 

biopsychosocial model of health. This model proposes multiple systems that affect a person’s 
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health; biological, psychological and social systems (Engel, 1978). Art is thought to impact 

these systems through different mechanisms, resulting in an overall health benefit (De Petrillo 

& Winner, 2005; Bradt, et al., 2015). One mechanism that has been identified as operating in 

arts-based interventions is the inducement of flow states, a concept grounded in motivational 

and positive psychology (Csikszentmihalyi, 1990). Flow is the sensation experienced when 

participating in an activity that fully engages a person’s attention, during which their perception 

of time is distorted and they are distracted from their immediate surroundings, thoughts, 

worries and ruminations. The theory of flow may help explain why art participation can 

improve mood and reduce anxiety in the general population (Curry and Kasser, 2005; De 

Petrillo and Winner, 2005; Bell and Robbins, 2007; Bradt, et al., 2015; Bujacz et al., 2016). 

These theories focus on how participation in the arts can improve general physical and mental 

health, without the application of a psychotherapeutic framework.  

There are differences in the professional nature of arts-based interventions and art therapy. Art 

therapists are required to register with a regulatory body to ensure they meet standards of 

proficiency – in the UK this is the Health & Care Professions Council. In the UK ‘Art therapist’ 

is a protected title, as is drama therapist, music therapist and art psychotherapist (Health & Care 

Professions Council, 2009). There are no such regulations for people facilitating arts-based 

interventions. When arts-based interventions are implemented in healthcare settings they are 

typically facilitated by an artist, currently there is no formal profession allocated to artists 

working in arts in health (Dileo and Bradt, 2009), however the Center for Arts in Medicine at 

the University of Florida is currently developing and promoting educational and professional 

standards for artists working in the healthcare setting (Sonke et al., 2017b).  

The difference in scope of practice between arts therapists and artists was highlighted by Sonke 

et al., (2017a). Arts therapists are members of the multidisciplinary clinical team and provide 

a clinical treatment. The treatment involves an initial assessment and ongoing evaluation of the 
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patient to ensure treatment goals are achieved (Scope et al., 2017). While arts in medicine is 

defined as a discipline in its own right, artists do not conduct clinical assessments or evaluate 

clinical outcomes (Sonke et al., 2017a); the focus of an arts-based intervention is creativity and 

enjoyment (Davies et al., 2012). 

Arts in health research has explored how personal participation in the arts can improve health, 

outside of a clinical setting. Kelly et al. (2012) explored the spontaneous use of arts by women 

living with chronic illness in rural USA. Women reported they used arts to cope with pain, to 

relax, improve their QoL, and as a method of ‘giving back’ to loved ones. Davies et al. (2014) 

explored arts participation in the general public in Western Australia and found that arts 

engagement was perceived as contributing to the physical, social and mental health of 

participants. A later quantitative, cross-sectional study by Davies, et al. (2015) found that high 

levels of artistic engagement was associated with higher levels of mental wellbeing. These 

findings support the assertion that art can be beneficial to health and wellbeing, even when 

participation is outside of a clinical setting or a psychotherapeutic context.  

Due to the differences in theoretical basis, professional requirements and treatment goals for 

arts therapies and arts-based interventions, arts therapies (including art therapy, drama therapy, 

art psychotherapy and music therapy) will be excluded from this review.  

4.2.4 Final operational definition of ‘arts-based intervention’ 

In order to identify the relevant literature arts will be defined as the common conceptualisation 

of art within western society; involving the use of a medium, human agency and a lasting 

condition that will allow it to be experienced within a certain time frame (Kaelin, 1974; 

Dissanayake, 1991). The arts will also be categorised to ensure that comparison and synthesis 

of the evidence can occur, this will follow the classifications defined by Davies et al. (2012) 

that recognise five art forms and a distinction between active and receptive engagement. 
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Finally, the review will exclude arts therapies, as it is a separate, regulated profession that 

focuses on clinical objectives and has a different scope of practice and theoretical basis. 

 

4.3 Aim 

The overall aim of this scoping literature review is to inform the development of an arts-based 

intervention for patients with ESKD who are receiving haemodialysis and guide the protocol 

of a cluster randomised pilot study. In order to meet this aim, the scoping literature review will 

answer the following questions: 

 

1. What arts-based interventions have been used by patients who have ESKD? 

2. How have arts-based interventions impacted on patients with ESKD? 

3. How have arts-based interventions been implemented in haemodialysis settings? 

4. How have arts-based interventions impacted on haemodialysis settings? 

5. What methods have been used to evaluate the outcomes of arts-based interventions 

for patients with ESKD? 

6. What are the costs associated with implementing arts-based interventions in a 

haemodialysis setting? 

4.4 Search methods 

An initial search of electronic databases was conducted; the databases searched included 

Cochrane Database of Systematic Reviews, Medline, PsycINFO, Embase, CINAHL, web of 

science, and Scopus; these were searched from their conception to January, 2018. The 

databases were chosen as they catalogue literature relating to nephrology, palliative care, 

nursing, medicine, health sciences, psychiatry and psychology. Due to the multi-disciplinary 

nature of the intervention Scopus and Web of Science were also selected as they cover a range 
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of scientific databases, including Science Citation Index Expanded, Social Sciences Citation 

Index (SSCI), Arts & Humanities Citation Index, Conference Proceedings Citation Index- 

Social Science & Humanities, and the Emerging Sources Citation Index (ESCI). After 

consultation with the subject librarian PubMed was not included in the database search in order 

to prevent unnecessary duplication with Medline.   

Due to the different methods of truncation, Medical Subject Headings, indexing and 

cataloguing across databases, a different search strategy was employed for each; the full search 

strategy for each database is attached in Appendix 2. The search terms were developed from 

reviewing the search strategies of existing systematic literature reviews on similar interventions 

(Deshmukh, et al., 2014; Bradt, et al., 2015; Bradt, et al., 2016) or patient groups (Rabindranath 

et al., 2005). The terms for arts-based interventions were also reviewed and contributed to by 

an academic from the University of Florida Center for Arts in Medicine and the subject 

librarian for Medicine, within Queen’s University Belfast. The following is the search strategy 

used for Medline: 

Kidney disease search strategy 

The following terms and Medical Subject Headings were combined with the truncation ‘OR’: 

• ("renal transplant*" or "renal graft").tw.  

• ("kidney transplant*" or "kidney graft").tw. 

• Nephrectomy/ 

• Kidney Transplantation/ 

• Kidney Diseases/ 

• Renal Insufficiency/ 

• kidney failure, chronic/ 

• (kidney failure or kidney disease).tw. 
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• chronic kidney disease.tw. 

• Renal Dialysis/ 

• (hemodialysis or haemodialysis).tw. 

• (end-stage kidney or end-stage renal or end stage kidney or end stage renal).tw. 

• (ESKD or ESKF or ESRD or ESRF).tw. 

• Renal Replacement Therapy/ 

• renal replacement therapy.tw. 

• dialysis.tw. 

Arts-based intervention search strategy 

The following terms and Medical Subject Headings were combined with the truncation ‘OR’:  

• Medicine in Art/ or Art/ or Art Therapy/ or Sensory Art Therapies/ 

• Paintings/ 

• craft*.tw. 

• (art or paint or painting or sketch or sketching).tw. 

• (music or sing or singing or song* or choral or choir or orchestra).tw. 

• (knit or knitting).tw. 

• (sculpt* or sculpture).tw. 

• exp Music Therapy/ or Music/ 

• danc*.tw. 

•  exp Dancing/ 

• exp Drama/ 

• “musical instrument*".tw. 

• (poetry or poem or story-telling).tw. 

• exp Creativity/ or Writing/ 



 50 

• "creative writing".tw. 

• (story or improvi#ation or creative or theatre or role-play).tw. 

• (felting or quilting or sewing or needlework).tw. 

• "visual arts".tw. 

• "performance arts".tw. 

• exp Humanities/ 

• "medical humanities".tw. 

• (museum* or galler* or concert*).tw. 

• ("creative arts therapy" or "dance movement therapy" or "drama therapy" or 

psychodrama or "poetry therapy").tw. 

•  Dance Therapy/ 

• exp Psychodrama/ 

• exp Literature/ 

• "literary arts".tw. 

•  "performing arts".tw. 

The kidney disease search strategy and the arts-based intervention strategy were combined 

using the operator AND to merge the search strings. In total this strategy identified 5,883 

articles across all databases for review. An overview of the hits for each database is shown in 

Table 2.  

 
Table 2. Kidney disease and arts-based intervention database search 

Database Total hits  
Medline 1,514 
PsycINFO 187 
Scopus 1,726 
Web of Science 1,024 
CINAHL 1,432 
 Total: 5,883 
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Relevant journals were identified by reviewing the selected journals from relevant systematic 

literature reviews focused on other interventions that have utilised arts, such as dance therapy, 

music therapy (Bradt et al., 2016), and art therapy (Ruddy et al., 2008; Hertrampf and Warja, 

2017). Journals focused on arts therapies were included in the search due to the lack of 

consistent distinction made between arts-based interventions and arts therapies in the literature 

base. These journals were hand searched to ensure that all relevant articles were identified from 

the literature. These included: 

• Arts & Health: An International Journal for Research, Policy and Practice 

• Journal of Applied Arts & Health 

• International Journal of Art Therapy 

• Art Therapy 

• Australian Journal of Music Therapy 

• Canadian Journal of Music Therapy. 

• The International Journal of the Creative Arts in Interdisciplinary Practice (IJCAIP) 

• Journal of Music Therapy. 

• Nordic Journal of Music Therapy. 

• New Zealand Journal of Music Therapy. 

• The Arts in Psychotherapy. 

• British Journal of Music Therapy. 

• Music and Medicine. 

• Body, Movement and Dance in Psychotherapy 

• American Journal of Dance Therapy 

• Journal of Bodywork and Movement Therapies 

• Dance Research Journal 
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• The International Journal of Social, Political and Community Agendas in the Arts 

• Journal of Creative Behaviour 

Specific sites were searched to identify grey literature, namely the Canadian Agency for Drugs 

and Technologies in Health (CADTH) and British Library e-theses online service (EThOS). 

Reports and research published by notable charities in the field of arts in health were searched, 

including Artsandhealth.ie, the National Alliance for Arts, Health and Wellbeing, and Arts 

Council England. Table 3 shows the results from each of these searches. 

Table 3. Grey literature search for kidney disease and arts-based interventions 

Database/Organisation Search terms Total hits No. of relevant 
articles 

CADTH Dialysis, kidney disease, 
music, art 

25 0 

EThOS Dialysis, kidney disease, 
music, art 

2 0 

Artsandhealth.ie Dialysis, kidney disease 45 3 
National Alliance for 
Arts, Health and 
Wellbeing 

Dialysis, Kidney disease 4  0 

Arts Council England Hemodialysis/Haemodialysis 
(Dialysis automatically 
corrects to ‘analysis’ in 
search tool) 
Kidney disease 

0 0 

 

Once titles were identified across the different databases and sources, the inclusion and 

exclusion criteria (shown in Table 4) were applied during the screening process. The exclusion 

criterion related to art therapies as defined in the operational definition was only applied during 

abstract and full text screening. This is due to inconsistencies in what is classified as art or 

music therapy in the literature; articles may refer to an intervention as therapy in the title, yet 

the intervention may not meet the definition of an arts therapy as described in the operational 

definition. Therefore, it was necessary to understand the components of an intervention before 

determining whether or not it should be classed as an ‘art/music therapy’ or an arts-based 
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intervention. The reference lists of screened full texts were also searched to find any further 

literature relating to the subject. 

Table 4. Inclusion and exclusion criteria for kidney disease and arts-based intervention 
search 

 
Inclusion criteria Exclusion criteria 

• Empirical articles, including both 
quantitative and qualitative studies 

• Studies conducted on participants 
over the age of 18. 

• Interventions involving an active or 
receptive arts-based activity 

• Participants with a diagnosis of 
ESKD. 

• Participants receiving haemodialysis 
• Trials reporting any form of 

outcome measure and utilising any 
form of experimental design. 

 

• Editorial, theoretical, discussion or 
news articles 

• Studies conducted on participants 
under the age of 18 

• Interventions comprised of an art-
based activity in conjunction with 
another activity such as relaxation or 
mindfulness 

• Art therapies as defined in the 
operational definition 

• Studies that include participants who 
do not have a diagnosis of ESKD 

• Interventions administered outside a 
haemodialysis setting. 

 

A PRISMA Flow diagram (Figure 1) was used in line with the PRISMA statement for the 

reporting of systematic literature reviews, to provide a transparent overview of the screening 

process and identification of included articles (Liberati et al., 2009). The search resulted in 

4,740 hits after duplicates were removed. After screening titles, 82 articles were identified for 

screening of abstracts. On the basis of the abstract 44 were excluded; a further 13 were excluded 

because the population studied did not include patients with ESKD, included patients with 

other chronic health conditions or the participants were under the age of 18, 17 articles were 

excluded on the basis that the intervention did not meet the operational definition of an arts-

based intervention, and 13 articles were excluded as they were editorial or news articles. A 

total of 38 articles remained for screening of full texts. Four abstracts came from conference 

proceedings; attempts were made to source full texts for these abstracts by contacting authors 

and journal editors. If full texts or contact details were not available then the article was 
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excluded from the scoping literature review. During full text screening five articles were 

identified that had English abstracts but were published in non-English languages (Korean, 

Portuguese, Japanese and Arabic). Attempts were made to source a translation service through 

the university library or language centre but this service was not available. The description of 

the intervention contained in these abstracts did not provide enough detail to determine whether 

they met the operational definition of an arts-based intervention, therefore these abstracts were 

excluded from the review. A further nine articles were excluded; three articles were excluded 

as they were editorials, one article was excluded as it was an excerpt from a book, five articles 

were excluded on the basis the intervention met the operational definition of an arts therapy; 

either because they were administered by a trained art/music therapist or the intervention was 

designed and/or administered within a specific psychotherapeutic framework.  
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Figure 1. Prisma flow diagram for kidney disease and arts-based intervention search  
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and one was published by the Arts Council.ie. Database searches were run for a second time in 

March 2020 to ensure all up to date information were included in the review. Through this later 

search an additional four articles were identified for inclusion in the review, all of which were 

published in peer-reviewed journals, bringing the total included articles up to 23.   

Due to the lack of literature available in the ESKD population a supplemental search strategy 

was developed to help answer the aims of the scoping review (Carswell et al., 2018). This 

search focused on patients with cancer, as they experience a symptom burden similar to that of 

patients with ESKD, particularly with symptoms known to impact on quality of life, such as 

depression, anxiety and fatigue (Saini, 2006; Solano et al., 2006; Jhamb et al., 2019). More 

research has also been conducted in this population using arts-based interventions, for example 

a Cochrane Review was conducted exploring the impact of music listening interventions for 

patients with cancer (Bradt et al., 2016). They identified 29 trials that utilised a ‘music 

medicine’ intervention as opposed to a music therapy intervention. Therefore, the additional 

search focused on patients with a diagnosis of cancer. The search strategy for identifying 

articles including patients with cancer was developed by consulting Cochrane Reviews 

conducted in the same population (Bradt et al., 2011). The following search terms are an 

example of the strategy used for Medline:  

• exp Neoplasms/ 

•  (malignan* or neoplasm* or cancer or carcinom* or tumo*).mp. [mp=title, abstract, 

original title, name of substance word, subject heading word, keyword heading word, 

protocol supplementary concept word, rare disease supplementary concept word, 

unique identifier, synonyms] 

The arts-based intervention search strategy was altered to no longer include terms relating to 

music-based interventions as they were over-represented in the ESKD literature, and to avoid 
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replication of the existing Cochrane Review (Bradt et al., 2016). The same databases and 

relevant journals were searched that were included in the ESKD literature search, with an 

additional search of the journal Psycho-oncology. However, the search strategy resulted in a 

large number of irrelevant hits in each database, so the strategies were edited to obtain a more 

manageable amount of results. This was done by removing words that were identifying 

numerous irrelevant results (such as ‘writing’ or ‘story’). Advice was sought from the Center 

of Arts in Medicine at the University of Florida to make the search strategy more specific; from 

this the terms ‘Sensory Art Therapies’ and ‘Medical humanities’ were removed from the 

strategy. The medical subject heading ‘Sensory Art Therapies’ was removed as it refers to a 

specific type of art therapy within the expressive therapies’ continuum (Hintz, 2008), while the 

term ‘medical humanities’ was removed as it refers to the use of humanities within medical 

education and continuing professional development (Brody, 2011). Limits were also placed on 

database searches to ensure a manageable amount of titles were identified. In the larger 

databases of Scopus and Web of Science, which index citations from a wide range of subjects, 

the subject headings were reviewed and limited to ensure that articles from irrelevant academic 

fields, such as physics, mathematics or business, were not included in the title review.  The 

final strategies used are outlined in Appendix 3 and Table 5 provides an overview of hits 

according to each database. 

Table 5. Cancer and arts-based intervention database search 

 

Database Total hits  
Medline 2,520 
PyscINFO 843 
Scopus 2,488 
Web of Science 2,945 
CINAHL 1,705 
 Total: 10,501 
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A total of 10,501 articles were identified from the database searches after duplicates were 

removed. The titles and abstracts were screened according to the inclusion and exclusion 

criteria outlined in Table 6.  

Table 6. Inclusion and exclusion criteria for cancer and arts-based intervention search 

Inclusion criteria Exclusion criteria 
• Empirical articles, including both 

quantitative and qualitative studies 
• Studies conducted on participants 

over the age of 18 
• Interventions involving an active or 

receptive arts-based activity 
• Participants with a diagnosis of 

cancer. 
• Participants receiving any form of 

treatment or care for cancer 
• Trials reporting any form of outcome 

measure and utilising any form of 
experimental design 

• Published within the last 10 years. 

• Editorial, theoretical, discussion or 
news articles 

• Studies conducted on participants 
under the age of 18 

• Interventions comprised of an art-
based activity in conjunction with 
another activity such as relaxation or 
mindfulness 

• Art therapies as defined in the 
operational definition 

• Interventions involving music-based 
interventions 

• Studies that include participants who 
do not have a cancer diagnosis 

• Interventions administered outside a 
clinical setting 

• Published prior to 2008. 
 

A PRISMA Flow diagram (Figure 2) provides an overview of the screening process and 

identification of included articles (Liberati et al., 2009). After screening titles 146 articles were 

identified for screening of abstracts. A total of 86 were excluded on the basis of the abstract; 

five were excluded because the population studied included patients with a diagnosis other than 

cancer, 58 were excluded as the intervention did not meet the operational definition of an arts-

based intervention, 17 were excluded as they were editorial or news articles, and six were 

excluded as art was used as a form of data collection as opposed to an intervention. Overall, 60 

articles remained for screening of full texts. A total 55 were excluded through full text 

screening; four abstracts had no corresponding full texts available following attempts to contact 

the authors, editors and obtain articles through interlibrary loans, one was excluded as it was 

published in French and was not available in English, four were excluded because the 
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population included patients with a diagnosis other than cancer, 34 articles were excluded as 

the intervention met the operational definition of an arts therapy and 12 were excluded as the 

intervention was implemented outside the clinical setting. A total of five articles were identified 

for inclusion in the review. 

Figure 2. Prisma flow diagram for cancer and arts-based intervention search f 
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or cancer and arts-based intervention search 

4.5 Findings  

After combining the findings of the two searches a total of 28 papers inform this scoping 

literature review, including articles focused on patients receiving haemodialysis (23), and 

patients with a cancer diagnosis (5). A total of 1,585 patients and 24 members of healthcare 

professionals provided data across all studies. The data extraction table for the articles can be 

found in Appendix 4. The arts-based interventions used included music listening interventions 

within haemodialysis units (16), art viewing interventions within bone marrow transplant units 

(2), arts-in-medicine programmes within haemodialysis units (5), visual art-making 

interventions with bone marrow transplant units (3), a creative activity programme on a 

haemodialysis unit (1) and a participatory music programme within a haemodialysis unit (1). 

The articles identified from the cancer search were exclusively conducted on patients receiving 

bone marrow transplants (BMT). This restriction to the BMT setting was a result of the 

exclusion criteria. Most arts-based interventions for patients with cancer take place within a 

community setting. However, BMT is a treatment that requires a lengthy admission to hospital, 

during which patients are isolated due to compromised immune systems. While this treatment 

is significantly different to haemodialysis there is a similar requirement to develop and adapt 

interventions for this treatment population in a way that considers the restrictions inherent to 

the clinical environment. Table 7 provides a brief overview of each study.  

Table 7. Overview of included studies 

Study Intervention Country Setting Methodology Research design 
Schuster 
(1985) 

Pre-recorded 
music 
listening 

USA Haemodialysis 
unit 

Quantitative  Quasi-experimental 

Ross et al. 
(2006) 

Arts-in-
medicine 
programme 

USA Haemodialysis 
unit 

Quantitative Observational study 

Field (2007) Arts-in-
medicine 
programme 

Ireland Haemodialysis 
unit 

Qualitative Grey literature (Case 
studies) 
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Pothoulaki et 
al. (2008) 

Pre-recorded 
music 
listening 

Greece Haemodialysis 
unit 

Quantitative RCT 

Caminha et 
al. (2009) 

Live music 
listening 

Brazil Haemodialysis 
unit 

Quantitative Cross over between 
groups design  

Grehan 
(2010) 

Participatory 
music 
intervention 

Ireland Haemodialysis 
unit 

Qualitative Grey literature 
(programme 
evaluation) 

Rowe et al. 
(2011) 

Arts-in-
medicine 
programme 

England Haemodialysis 
unit 

Qualitative Semi-structured 
interviews 

Cantekin and 
Tan (2012) 

Pre-recorded 
music 
listening 

Turkey Haemodialysis 
unit 

Quantitative RCT 

Lin et al. 
(2012) 

Pre-recorded 
music 
listening 

Taiwan Haemodialysis 
unit 

Quantitative RCT 

Moss (2012) Arts-in-
medicine 
programme 

Ireland Haemodialysis 
unit  

Mixed-method Grey literature 
(programme 
evaluation) 

Burrai et al. 
(2014) 

Live music 
listening 

Italy Haemodialysis 
unit 

Quantitative RCT 

Koca Kutlu 
and Eren 
(2014) 

Pre-recorded 
music 
listening 

Turkey Haemodialysis 
unit 

Quantitative RCT 

Kim et al. 
(2015) 

Pre-recorded 
music 
listening  

South 
Korea 
(Review) 

Haemodialysis 
units 

Quantitative Meta-analysis 

Salehi et al. 
(2016) 

Pre-recorded 
music 
listening 

Iran Haemodialysis 
unit 

Quantitative Quasi-experimental 
(cross over RCT) 

Hou et al. 
(2017) 

Pre-recorded 
music 
listening 

Taiwan Haemodialysis 
unit 

Quantitative  RCT 

Corrigan et 
al. (2017) 

Arts-in-
medicine 
programme 

Ireland Haemodialysis 
unit 

Mixed-method Cross-sectional survey 
and semi-structured 
interviews 

Midilli et al. 
(2017) 

Pre-recorded 
music 
listening 

Turkey Haemodialysis 
unit 

Quantitative RCT 

Shabandokht 
Zarmi et al. 
(2017) 

Pre-recorded 
music 
listening 

Iran Haemodialysis 
unit 

Quantitative RCT 

Momennasab 
et al. (2018) 

Pre-recorded 
music 
listening 

Iran Haemodialysis 
unit 

Quantitative RCT 

Pedreira-
Robles et al., 
(2018) 

Creative 
activities 
programme 

Spain Haemodialysis 
unit 

Quantitative Observational study 

Melo et al., 
(2018) 

Pre-recorded 
music 
listening 

Brazil Haemodialysis 
unit 

Quantitative RCT 
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Kishida et 
al., (2019) 

Pre-recorded 
music 
listening 

Japan Haemodialysis 
unit 

Quantitative Cross-over RCT 

Burrai et al., 
(2019) 

Live music 
listening 

Italy Haemodialysis 
unit 

Quantitative  Cross-over RCT 

Lawson et al. 
(2012) 

Visual art-
making 
activity 

USA Bone marrow 
transplant unit 

Quantitative RCT 

Lawson et al. 
(2012) 

Visual art-
making 
activity 

USA Bone marrow 
transplant unit 

Qualitative Semi-structured 
interviews 

McCabe et 
al. (2013) 

Visual art 
viewing  

Ireland Bone marrow 
transplant unit 

Quantitative RCT 

Hanson et al. 
(2013) 

Visual art 
viewing 

USA Bone marrow 
transplant unit 

Mixed method Descriptive/Exploratory 
design 

Lawson et al. 
(2017) 

Visual art-
making 
activity 

USA Bone marrow 
transplant unit 

Qualitative Semi-structured 
interviews 

 

The review questions were used to guide the narrative synthesis of the articles by identifying 

themes surrounding implementation and impact. The articles were read initially to identify the 

intervention, methodology and outcomes of interest. Following the initial reading a 

comprehensive data extraction table (Appendix 4) was developed to cover the main concepts 

contained within the research questions and provide a standardised overview of the contents of 

each article. The articles were critically appraised using the Joanna Briggs Institute critical 

appraisal tools (The Joanna Briggs Institute, 2017), although due to the paucity of literature 

and the broad scope of the review none of the articles were excluded on the basis of quality.  

The main forms of arts-based interventions were identified and categorised, and then allocated 

a level of complexity according to the components contained within the intervention 

Complexity Assessment Tool for Systematic Reviews (iCAT_SR) (Appendix 5). The iCAT-

SR is a tool that assesses ten dimensions of an intervention to determine the level of complexity, 

including active components, behaviour, organisational levels and skills required. There is no 

formal scoring system so the final determination of complexity is a subjective judgement; 

however, the tool provides a comprehensive framework where the judgement can be made in 
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a systematic and transparent manner (Lewin et al., 2017). Each intervention was assessed 

individually using the iCAT-SR and allocated a level of complexity. Following categorisation 

of the interventions, outlined in Section 2.5.1, the level of complexity for the interventions 

within each group were reviewed to develop the general description of complexity for each 

category in Appendix 5. These assessments were reviewed and agreed by the supervisory team. 

An example of the assessment of a highly complex arts-in-medicine programmes implemented 

in the Ross et al. (2006) article is included below in Table 8, with extracts from the article as 

justification for judgements made: 

Table 8. iCAT-SR appraisal of Ross et al. (2006) 

Core dimension Description of the 
intervention in the 
review 

Judgement Support for judgement 

1. Active components 
included in the intervention, in 
relation to the comparison 

“Offerings included 
artwork (drawing and 
watercolors), crafts 
(seasonal displays and 
decorations for the 
dialysis unit), crochet 
(scarves and afghans), 
music (xylophone-type 
lap instrument), creative 
writing (poetry), and 
shared written journals”  

More than 
one 
component 
and 
delivered as 
a bundle 

The active component 
involved providing 
participants with a 
variety of artistic 
activities that took place 
over six months. This 
involved facilitation, 
display, receptive and 
active art participation.  

2. Behaviour or actions of 
intervention recipients or 
participants to which the 
intervention is directed 

“active participation by 
dialysis patients” 
“patients were 
encouraged to have a 
spotlight wall display of 
their art”  

Dual target  Intervention directed at 
two behaviours or 
actions. 
 
Participation in the art 
was the main behaviour 
that the researchers 
hoped participants 
would take part in, but 
this included not just 
creating art but also 
displaying art. In terms 
of change the 
researchers hoped this 
behaviour would result 
in an increase in quality 
of life as well as 
improvement in physical 
measures such as 
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Core dimension Description of the 
intervention in the 
review 

Judgement Support for judgement 

physical observations 
and biomedical values.  

3. Organisational levels and 
categories targeted by the 
intervention 

“We believe this low-cost 
approach is associated 
with improvements in 
patient QOL and that it 
also is gratifying to the 
staff.” 

Multi-
category 

While patients were the 
primary target and the 
authors did not formally 
collect data from staff to 
assess their intervention, 
they expressed an 
expectation that the 
intervention would 
impact on the staff.  

4. The degree of tailoring 
intended or flexibility 
permitted across sites or 
individuals in applying or 
implementing the intervention 

“It was imperative that 
the activities not be 
disruptive to the hectic 
nursing protocols and 
patient participation 
would not interfere with 
the stability of needle 
placement into the 
vascular access.” 
“Activities were 
individualized for the 
many visually impaired 
or blind patients, such as 
playing music” 
“There was a wide 
variety of art, which 
expanded as patients 
made their interests 
known.” 

Highly 
tailored/ 
flexible  

The activities were 
tailored to the unique 
clinical setting in which 
they were being 
implemented. There was 
a significant degree of 
patient choice amongst 
the artistic activities and 
arts were adapted to 
meet the restrictions of 
patients who were 
visually impaired.  

5. The level of skill required 
by those delivering the 
intervention in order to meet 
the intervention objectives 

“2 resident artists, who 
were on salary to be 
present during at least 1 
shift/wk for each group” 

High level 
skills  

The intervention was 
implemented by 
professional artists; 
therefore, they had a 
high level of specialised 
skills. 

6. The level of skill required 
for the targeted behaviour 
when entering the included 
studies by those receiving the 
intervention, in order to meet 
the intervention’s objectives 

No mention of specific 
skills 

Basic skills No inclusion or 
exclusion criteria were 
provided that related to 
skills, also the 
intervention was 
adapted to meet the 
skills and abilities of 
individuals participating 
(ie. those with visual 
impairment) 
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Core dimension Description of the 
intervention in the 
review 

Judgement Support for judgement 

Optional dimension Description of the 
intervention in the 
review 

Judgement Support for judgement 

7. The degree of interaction 
between intervention 
components, including the 
independence/interdependence 
of intervention components 

“The mounting success 
of the program brought 
additional ad hoc 
volunteers, as well as 
active participation by 
dialysis patients, to 
enhance the overall 
program.” 
“Patients soon began 
helping each other, such 
as arriving early to help 
distribute supplies” 
“Some patients came 
early to distribute 
supplies and help others 
start their artwork.” 

High level 
interaction 

The different 
components all 
interacted, including the 
facilitation, the 
production of art and the 
display of art. This was 
not analysed in depth 
but from the subjective 
reports it was clear that 
the components all 
interacted.  

8. The degree to which the 
effects of the intervention are 
dependent on the context or 
setting in which it is 
implemented 

“Comments from the 
staff included that the 
patients seemed happier 
and sometimes stayed 
their full treatment time 
while they were busy 
with their artwork.”  

“I look forward to 
coming in for my 
treatments because I get 
to do art projects. Doing 
art projects makes time 
go by a lot faster; 
furthermore, it makes 
dialysis enjoyable.” 

Moderately 
context 
dependent 

Effectiveness was not 
established in this study, 
however a lot of the 
subjective experiences 
related to the benefits of 
doing art while 
receiving haemodialysis, 
suggesting a degree of 
context dependence in 
the effect of the art in 
medicine programme. It 
could potentially be 
generalised to other 
difficult treatments that 
require frequent 
hospitalisation.  

9. The degree to which the 
effects of the intervention are 
changed by recipient or 
provider factors 

Participation in activities 
correlated with healthier 
QOL measures, and there 
were encouraging 
improvements in 
depression, as well as 
certain laboratory and 
dialysis parameters. We 

Moderately 
dependent 
on 
individual-
level factors 

Level of participation 
was assessed and was 
correlated with 
improved outcome 
measures. Therefore, 
individual level factors 
may influence effect - 
Reasons for engagement 
or non-engagement was 
not explored in depth. 
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Core dimension Description of the 
intervention in the 
review 

Judgement Support for judgement 

10. The nature of the causal 
pathway between the 
intervention and the outcome 
it is intended to effect 

“assessing the benefits of 
AIM is challenging 
because of difficulties 
quantifying results. 
Patient and staff 
anecdotes, personal 
testimonials, 
publications, and 
conferences have 
described what often are 
dramatic improvements 
in the lives of patients 
with a wide variety of 
medical and mental 
health illnesses.” 

Pathway 
variable, 
long 

There is potential for 
more than one causal 
pathway due to the 
multiple components 
and the authors reflect 
on how it is difficult to 
identify a single 
underlying causal 
mechanism. The 
intervention took place 
over 6 months so there 
is potential for the 
intervention to require 
time and consistency to 
have significant effects.  

 

Following data extraction, the papers were analysed to identify themes relating to the core 

review questions. The questions focused on what arts-based interventions have been examined 

in the literature, how they have been implemented in clinical settings, how they have impacted 

on patients, what methods have been used to evaluate this impact and what were the associated 

costs of implementation. The analysis involved reading and re-reading the full papers to 

identify common themes across not only the results, but also the methodology and 

interventions, the identified themes and sub-themes were then organised to effectively answer 

each of the review questions. The included themes are: the implementation of arts-based 

interventions according to level of engagement, the impact of arts-based interventions on both 

patients and healthcare professionals, experiences of arts-based interventions for both patients 

and healthcare professionals, choice of research design according to complexity of the 

intervention, and the cost of arts-based interventions. Within several of these themes there are 

sub-themes that relate to common art-forms, patient groups, or outcomes. Each of these will 

now be addressed in turn. 
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Table 9. Overview of scoping review themes and sub-themes 

Theme Sub-theme 

Implementation of arts-based interventions Receptive interventions 

Active interventions 

Impact of arts-based interventions Impact on patients 

Impact on healthcare professionals 

Experience of arts-based interventions Experience of arts-based interventions by 
patients receiving haemodialysis 

Experience of arts-based interventions by 
patients receiving BMT 

Staff experiences of arts-based interventions on 
haemodialysis units 

Choice of research design according to 
complexity 

Simple interventions 

Moderately complex interventions 

Highly complex interventions 

Cost of arts-based interventions  

 

4.5.1 Implementation of arts-based interventions   

The identified interventions could be divided into either receptive or active engagement, as 

defined by Davies et al. (2012). Within these two classifications the interventions could be 

further subdivided into either music listening or art-viewing within the receptive interventions, 

and arts-in-medicine programmes or visual art-making within the active interventions. Table 

10 provides an overview of the identified interventions and the setting in which they were 

implemented 
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Table 10. Overview of interventions 

Setting of 
intervention 

Type of intervention 

 Receptive Interventions (n= 18) Active interventions (n=9) 
Haemodialysis unit Music listening (n=16) Arts-in-medicine/ creative 

activities programmes (n=6) 
BMT unit Art-viewing (n=2) Visual art-making (Tiles of 

Hope) (n=3) 
 

4.5.2 Receptive interventions 

As previously described in Section 2.2.2 arts engagement can be divided into either active or 

receptive participation. Receptive engagement in an arts-based intervention involves 

participants observing or listening to an art form (Davies et al., 2012), and is the most common 

form of arts engagement (Michalos and Kahlke, 2010). The receptive interventions in this 

review were simple interventions using pre-recorded music listening, live music listening or 

visual art viewing. 

 Music listening interventions for patients receiving haemodialysis 

Sixteen studies utilised a music listening intervention, all within a haemodialysis unit. Pre-

recorded music was used in eleven articles (Schuster, 1985; Pothoulaki et al., 2008; Cantekin 

and Tan, 2012; Lin et al., 2012; Koca Kutlu and Eren, 2014; Midilli et al., 2015; Hou et al., 

2017; Shabandokht-Zarmi et al., 2017; Momennasab et al., 2018; Melo et al., 2018; Kishida et 

al., 2019), and these interventions were assessed as simple according to the core components 

of the iCAT-SR (Appendix 5). Three studies used live music listening interventions; Caminha 

et al., (2009) used live keyboard music to assess the impact of different musical rhythms on 

patients receiving haemodialysis, Burrai et al., (2014) used live saxophone music performed 

by a nurse, and Burrai et al (2019) used live singing performed by a nurse. While a high level 

of skill was needed for implementation (the ability to play a musical instrument or sing) they 

were assessed as being simple interventions according to the iCAT-SR (Appendix 5), as all 
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other components of the intervention, in both the core and optional dimensions, were assessed 

as simple.  

There was a limited amount of patient choice in the design of the music listening interventions, 

with most studies excluding patients from the development process (Caminha, 2009; Cantekin, 

2012; Koca Kutlu, 2014; Midilli, 2015; Salehi, et al. 2016; Momennasab, 2018; Melo et al., 

2018; Kishida et al., 2019). In three articles participants selected preferred tracks from a playlist 

developed by the researchers, consisting of a pre-selected genre (Hou et al., 2017; Lin et al., 

2012; Shabandokht-Zarmi et al., 2017; Burrai et al., 2019). The genre was selected either 

because of its cultural relevance, for example Shabandokht-Zarmi et al., (2017) used Persian 

folklore and traditional music because of the social and cultural background of the participants, 

or because the music was thought to induce feelings of relaxation (Lin et al., 2012; Hou et al., 

2012). Salehi et al., (2016) justified the exclusion of patient choice within the intervention 

design by stating people would select music they enjoyed as opposed to music that was 

beneficial for them. This paternalistic approach to development enables researchers to 

standardise the intervention, which facilitates assessment of fidelity and replication within 

research. In contrast this may have negative implications for long term implementation. While 

professionals may believe certain genres of music are more beneficial for patients, the 

acceptability of the intervention is an important consideration for clinical implementation 

(Bugge et al., 2013). Patients may not listen to music that is beneficial for them if they do not 

find the music enjoyable, therefore the lack of patient input may influence adherence to a music 

listening intervention within clinical practice. As the interventions within the music listening 

literature were developed for short-term implementation for research, it is important that 

acceptability and long-term sustainability is considered when interventions are designed for 

application to clinical practice. However, none of these studies explored the acceptability of 

the interventions for patients.  
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The receptive music listening interventions were predominantly implemented using some form 

of digital technology. This involved the use of headphones and an Mp3 player (Lin et al., 2012; 

Cantekin et al., 2012; Koca Kutlu and Eren, 2014; Salehi et al., 2016; Hou et al., 2017; 

Shabandokht-Zarmi et al., 2017; Momennasab et al., 2018; Melo et al., 2018; Kishida et al., 

2019), CD player (Pothoulaki et al., 2008; Midilli, et al., 2015) or audio tape player (Schuster, 

1985). These interventions were time-limited, and the time period for implementation was well 

described, and ranged from a single session of 6 minutes (Shabandokht-Zarmi et al., 2017), to 

multiple sessions over 4 weeks (Momennasab et al., 2018). This precise description helps 

assess fidelity of an intervention, as researchers are aware how much of an intervention a 

participant received and for how long (Grant et al., 2013), and also enables replication of the 

intervention in future research (Hoffmann et al., 2014).  

There was no consideration given during intervention development to the impact on the clinical 

setting in any of the studies using receptive music listening interventions. It could be argued 

that as music listening is a simple intervention it would have a limited impact; however, music 

has the potential to impact on communication between healthcare professionals and patients in 

both positive and negative ways (Wilson, et al., 2015; Boyce et al., 2017). Three live music 

listening interventions involved live music being performed within the unit, either by keyboard 

(Caminha et al., 2009), by saxophone (Burrai et al., 2014), or singing (Burrai et al. 2019), yet 

there was no evidence that any consideration was given to the clinical setting in which they 

were being implemented. Live music has the potential to disrupt the clinical environment and 

influence the ability of healthcare professionals to perform important roles, such as the 

administration of medication (Sonke et al., 2015). While this lack of consideration is not a 

limitation of the individual studies, this highlights a trend within the music listening research 

where the clinical context is not considered, limiting the ability to transfer these interventions 
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into clinical practice. If interventions are to be designed to sustain long-term implementation 

appropriate consideration needs to be given to the impact on the clinical setting. 

In summary the development and implementation of music listening interventions on 

haemodialysis units in the current literature lends itself to replication within research, which 

may be a consequence of their lack of complexity. However, no consideration was given to 

future application in practice by acknowledging their impact on the clinical setting or by 

involving patients in their development and design. Intervention design needs to address both 

these issues to ensure the efficacy can be evaluated and that the intervention can be sustainably 

applied to practice.   

 Visual art-viewing interventions for patients receiving Bone Marrow 

Transplants (BMT) 

Two studies explored the use of receptive visual art-viewing interventions on BMT units 

(Hanson, et al., 2013; McCabe, et al., 2013). The two interventions were assessed as simple 

according to the iCAT-SR (Appendix 5). Both interventions required patients to view 

photographic images either via a laptop computer or a television screen. Both these 

interventions took place within a private patient room on a BMT unit.  

McCabe et al., (2013) used an intervention entitled ‘Open Window’. The intervention involved 

the provision of 9 arts channels through a television in the patient’s room, the channels 

exhibited photographs of a variety of subjects, including nature, abstract art, significant places 

and classical artwork, which were curated by artists in the community. This was available to 

the patient throughout the entirety of their hospitalisation and was developed to address the 

sense of isolation that results from the neutropenic infection control protocol that is required 

during BMT. Conversely Hanson et al., (2013) took a more general approach to their 

intervention. The intervention involved participants viewing a CD that contained a slideshow 
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of 60 pieces of photographic art within a single session. The intervention was not designed 

specifically to meet the needs of patients receiving BMT, as the aim of the research was to 

explore patients’ general preferences and opinions of different types of photographic art. 

Therefore, as they were not assessing the impact that photographic art would have on patient 

outcomes, they did not consider methods of long-term implementation within the BMT setting. 

Overall, there were no examples of visual art-viewing interventions for patients receiving 

haemodialysis; therefore, there is no information on how these interventions would be 

implemented within this clinical setting. However, the literature identified from the BMT 

setting emphasises the importance of considering the unique challenges that are inherent to 

difficult clinical treatments and the importance of using arts to address holistic issues, such as 

isolation.  

4.5.3 Active interventions 

Active interventions involve people participating in the creative art-making process, and are 

thought to involve a higher level of engagement as a result (Davies, et al., 2016). All active 

interventions included in this review were assessed as moderately or highly complex 

interventions according to the iCAT-SR (Appendix 5).  

 Arts-in-Medicine programmes in haemodialysis units 

Five articles explored the use of arts-in-medicine programmes within haemodialysis units 

(Ross et al., 2006; Field, 2007; Rowe et al., 2011; Moss, 2012; Corrigan et al., 2017). Arts-in-

medicine programmes involve the implementation of different art forms within the medical 

environment by a professional artist (Sonke, et al., 2009; Sonke et al., 2015). They do not 

involve a single artistic undertaking, but instead involve the provision of regular arts activities 

throughout the hospital, with ongoing input from the artist with patients and staff. Due to the 

dynamic and flexible nature of these programmes, and the inclusion of a professional artist to 
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implement these interventions, they were assessed as being highly complex interventions 

according to the iCAT-SR (Appendix 5).  

The arts-in-medicine programmes involved numerous and variform mediums and projects. The 

grey literature provided examples of completed projects undertaken on haemodialysis units. 

Moss (2012) described a project where patients painted images of the mug they used to monitor 

their fluid intake. Field (2007) described a project that involved designing and painting glass 

candleholders, with the hope that it was simple enough not to deter patients, but complex 

enough to require concentration and creativity. In contrast the descriptions of arts-in-medicine 

programmes in peer-reviewed literature focused on the art forms and mediums used, the 

descriptions ranged from ‘visual arts’ (Corrigan et al., 2017) to a list of different options 

including crafts, creative writing, playing music and painting (Ross et al., 2006). 

There were several common themes relating to implementation of arts-in-medicine 

programmes; the programmes were facilitated by an artist-in-residence and were in practice for 

a prolonged period of time, sometimes as long as 16 years (Corrigan et al., 2017). It is 

recommended that arts-in-medicine programmes incorporate finite projects that have a 

beginning, middle and end (Field, 2007; Moss, 2012) and that completed work is displayed 

(Ross et al., 2006; Field, 2007; Rowe et al., 2011; Moss, 2012), for example by including a 

‘spotlight wall’ on the unit (Ross et al., 2006) or using the artwork on calendars and postcards 

(Moss, 2012).The use of an ‘art trolley’ or an ‘art cart’ is a common approach within arts-in-

medicine programmes (Ross et al., 2006; Field, 2007; Rowe et al., 2011), this is a mobile trolley 

containing communal art supplies that the artist can move to facilitate artwork at a patient’s 

bedside.  

In contrast to receptive arts-based interventions, the arts-in-medicine programmes 

acknowledged the importance of the clinical setting when developing and implementing arts-



 74 

based interventions. Ross et al. (2006) reported staff expressed concerns about the practicalities 

of implementing art within the haemodialysis unit, that the supplies and activities may be 

obstructive or interfere with treatment. They also acknowledged that arts activities should not 

interfere with vascular access. Field (2007) acknowledged that arts-in-medicine programmes 

need to work within infection control protocols. However, while these issues were 

acknowledged none of the articles described how these considerations were addressed. This is 

of particular concern with the use of the art trolley containing communal art supplies which 

patients could access without the supervision of the artist-in-residence (Ross et al., 2006), as 

contaminated hospital equipment is the most common source of nosocomial infection 

(Schabrun and Chipchase, 2006; Dancer, 2014). The guidelines informed by case studies from 

an arts-in-medicine programme (Field, 2007) acknowledged practicalities to consider when 

implementing arts-in-medicine programmes on a haemodialysis unit, yet a description of how 

to maintain infection control or vascular access was not provided. 

No attempts were made to standardise the interventions in these articles, with a predominantly 

person-centred and flexible approach used. The fidelity and dose of the arts-based interventions 

was not assessed in most of the articles, which in part reflects the aim of the research as most 

utilised exploratory designs (discussed in Section 2.5.6.3). The single exception was Ross et 

al. (2006) who attempted to quantify level of engagement as either high or low. The artists-in-

residence subjectively assessed each participant’s level of engagement, but no criteria was 

provided and no examples were provided of what constituted high or low levels of engagement, 

therefore it is not clear if this subjective assessment was a valid measure of fidelity or dose. 

The artists tailored the mediums and projects to meet the abilities and interests of the 

participants (Ross et al., 2006; Rowe et al., 2011), and ongoing evaluations of programmes 

were conducted to ensure that patients needs and preferences informed the development of the 

programme (Moss, 2012).  This flexible person-centred approach contrasts sharply with the 



 75 

receptive arts-based interventions, and may contribute to the ability for these programmes to 

be implemented and sustained over prolonged periods of time; however, it limits the ability of 

researchers to replicate the interventions in order to establish their effectiveness. 

Thus arts-in-medicine programmes are highly complex, flexible and person-centred 

interventions that have demonstrated their ability to be implemented and sustained in clinical 

practice over prolonged periods of time. However, in contrast to the receptive interventions 

described previously these interventions were not developed for the purpose of research, 

therefore they are not standardised, have limited replicability and do not provide methods to 

assess fidelity and dose. This is also a reflection of the research design used to evaluate these 

interventions (described later in Section 3.4). Future research that aims to establish the 

effectiveness of arts-in-medicine programmes should ensure that an adequate description of the 

intervention is provided that accounts for dose and fidelity across the multiple components in 

order to enable evaluation of impact and replication. 

 Visual art-making interventions on BMT units 

The active visual art-making intervention ‘Tiles of Hope’ (Lawson et al., 2012a, 2012b, 2017) 

was implemented in three articles and was assessed as being a moderately complex intervention 

according to the iCAT-SR (Appendix 5). Patients were provided with a ceramic tile, paints, 

and brushes and were instructed to paint for as long as they liked, although most patients would 

complete the tile within an hour. The finished tiles were taken to be fired and displayed within 

the hospital every three months. Volunteers assisted with implementation of the intervention 

by providing the participants with sterilised equipment at their bedside and collecting all the 

materials once they had finished painting. The volunteers who assisted with the implementation 

of the ‘Tiles of Hope’ intervention were also predominantly occupational therapists or students, 

as opposed to artists. The volunteers would only provide procedural information and advice on 

painting, but provided no advice on the aesthetic dimensions or subject matter (Lawson et al., 
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2017). This contrasts with arts-in-medicine programmes where the input from the artist in 

residence involves aesthetic and creative advice, as well as support from a non-clinical team 

members (Field, 2007). The use of a clinical team member to facilitate an arts-based 

intervention could remove the benefit participants may experience from engaging in an activity 

with no clinical focus (Sonke et al., 2017a). Alternatively, it may improve relationships with 

the clinical team by providing an avenue of communication between the patients and staff that 

places creativity and personal expression, as opposed to illness, as the main focus (Wilson et 

al., 2015). The unique clinical setting was acknowledged in the Tiles of Hope project and 

descriptions were provided of how the issues inherent to a BMT unit were overcome. As the 

BMT unit presents very unique restrictions specific to that patient population, specifically 

enhanced infection control protocol as a result of neutropenia (Centers for Disease Control and 

Prevention, 2016) the issues are not transferable to haemodialysis units. 

Overall, the restriction of visual art-making interventions to the BMT literature limits the 

degree to which it can inform the review questions, and the issues surrounding implementation 

are specific to the environment in which these patients are nursed to prevent neutropenia post 

BMT. However, there were parallels between the visual art-making and arts-in-medicine 

programmes that highlight important components that should be incorporated into active arts-

based interventions within any clinical setting, particularly the display of completed artwork 

and the presence of a facilitator. ‘Tiles of Hope’ provides a good example of a comprehensive 

description of a moderately complex arts-based intervention that provides enough detail to 

allow replication within research. The literature also provided insights into patient preferences 

that may be more transferable as they are seemingly independent of the context of 

implementation, for example that most sessions lasted an hour despite no explicit time limit 

being set.  
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4.5.4 Impact of arts-based interventions  

 Impact on patients 

The aim of 19 articles was to establish whether arts-based interventions had an impact on 

patients receiving either haemodialysis or BMT and utilised RCTs or quasi-experimental 

studies to achieve this aim. A variety of primary outcome measures were explored and the 

majority of studies included multiple outcomes. Consequently, several articles appear within 

multiple themes.  Most articles were single site studies that used convenience sampling, 

limiting the generalisability of the studies beyond the sampled population. 

4.5.4.1.1 ANXIETY 

The impact of arts-based interventions on anxiety was evaluated in ten articles. The studies 

were conducted in Iran (Salehi et al., 2016), Greece (Pothoulaki et al., 2008), Turkey (Cantekin 

and Tan, 2012; Midilli et al., 2017), Korea (Kim et al., 2015), the United States of America 

(USA) (Lawson, et al., 2012b) Italy (Burrai et al., 2019), Brazil (Melo et al., 2018), Spain 

(Pedreira-Robles et al., 2018) and Ireland (McCabe et al., 2013). Six of the articles were 

looking at the impact of pre-recorded music listening interventions on the anxiety of patients 

receiving haemodialysis (Pothoulaki et al., 2008; Cantekin & Tan 2012; Kim et al., 2015; 

Salehi et al., 2016; Midilli et al., 2017; Melo et al., 2018).  

Music listening was found to have a statistically significant impact on anxiety reduction in all 

six articles set in haemodialysis units, as measured by the State Trait Anxiety Inventory (STAI). 

Salehi et al. (2016) conducted a cross-over clinical trial and in the control condition participants 

were provided with a set of headphones, but without music. This added an additional level of 

rigour by controlling for the potential reduction in background noise, which may influence 

anxiety. This contrasts with other RCTs where the control conditions were poorly described, 

for example Cantekin and Tan (2012) stated the control group did not ‘receive any treatment’. 

This description does not explain whether the control group were instructed not to listen to 
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their own music during the session and does not state that the control group received 

haemodialysis. While Salehi et al. (2016) made efforts to maintain rigour in their methodology 

the main limitation was the analysis of the data, which was analysed as categorical as opposed 

to continuous, introducing the risk of misclassification bias (Bhandari, et al., 2002; Royston, et 

al., 2006). A systematic literature review and meta-analysis was conducted by Kim et al., 

(2015) to assess the anxiolytic effect of music listening and concluded that music resulted in a 

moderate, statistically significant reduction in anxiety in patients receiving haemodialysis. 

However, five of the seven articles in this review were published in Korea and written in 

Korean, restricting the ability to include the primary research in this review and limiting the 

generalisability of these findings.  

Two articles explored the impact that arts-based interventions had on the anxiety of patients 

receiving BMT (Lawson et al., 2012b; McCabe et al., 2013). Lawson, et al., (2012b) explored 

the impact of an hour-long visual art-making intervention on anxiety of patients receiving BMT 

through a cross-over RCT. The cross-over RCT required both groups of participants to 

experience the experimental condition, where they received the intervention, and a control 

condition, where data was collected but no intervention was implemented, at different times. 

They failed to find a statistically significant difference in anxiety scores at baseline and post-

intervention in either the experimental or control condition. However, there were significant 

limitations in the implementation of the cross-over design. Participants were provided with 

only a single day as a ‘washout period’ between each condition. No justification for this time 

period was provided so it is not clear whether a day is sufficient to remove the potential effects 

of the intervention. As 14 of the 20 participants received the intervention condition first there 

is significant potential for contamination of the control condition if art-making has a prolonged 

anxiolytic effect. A sample size calculation was also not conducted; therefore, the study may 

not have had adequate power to detect a significant effect. In contrast the article by McCabe et 
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al. (2013) conducted a sample size calculation that resulted in a much larger longitudinal RCT 

for patients receiving BMT (n=164), collecting data from participants at seven time points from 

day of admission to 6 months post-transplant. While they did not retain enough participants to 

maintain statistical power throughout the study, they did identify a statistically significant 

difference in anxiety between the experimental and control group, with the art-viewing 

intervention resulting in a reduction in anxiety at three time points during follow-up. 

Overall, the evidence suggests that music listening interventions are effective at reducing 

anxiety during haemodialysis sessions, however the available literature has limited 

generalisability due to the lack of research conducted within the UK and the tendency for music 

listening interventions to be culturally specific (described in Section 2.5.2.1). While there is 

some preliminary evidence to suggest that receptive visual arts-based interventions may 

influence anxiety in patients receiving BMT, the lack of evidence assessing the effect of non-

music listening interventions on anxiety of patients receiving haemodialysis reveals a 

significant gap in the literature. 

4.5.4.1.2 PHYSICAL OBSERVATIONS 

Physical observations were assessed in seven articles (Schuster, 1985; Lin et al., 2012; Burrai 

et al., 2014; Midilli et al., 2015; Hou et al., 2017; Melo et al., 2018; Burrai et al., 2019). These 

studies were conducted in Taiwan (Lin et al., 2012; Hou et al., 2017), Italy (Burrai et al. 2014; 

Burrai et al., 2019) Turkey (Midilli et al., 2017), Brazil (Melo et al., 2018) and the USA 

(Schuster et al., 1985). All the included studies that explored the impact of arts-based 

interventions on physical observations were conducted on patients receiving haemodialysis and 

assessed the impact of music listening interventions.  

The results relating to physical observations were inconsistent. Four articles were able to 

identify a statistically significant impact of music listening on reducing respiratory rate (Lin et 
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al., 2012; Hou et al., 2017; Burrai et al., 2019) and increasing oxygen saturation (Lin et al., 

2012; Burrai et al., 2014; Hou et al., 2017; Burrai et al., 2019). However, these articles still had 

a number of limitations, such as the experimental and control groups being significantly 

different at baseline in terms of age and habit of listening to music (Lin et al., 2012), and the 

potential that the studies were underpowered. Burrai et al. (2014) conducted an RCT to evaluate 

the impact that live saxophone music had on patients receiving haemodialysis in Italy, and 

explored the potential impact this music had on physiological parameters including blood 

pressure, heart rate, glycaemia and oxygen saturation. While a sample size calculation was 

carried out, the calculation was based on the State Trait Anxiety Inventory (STAI), therefore it 

is not possible to determine whether the sample size (n=114) was adequate to detect significant 

changes in the physiological parameters.  A statistically significant difference between the 

experimental and control group was only identified for one of the physiological outcomes, 

oxygen saturation (p<0.01). In contrast Midilli et al. (2015) did not identify a statistically 

significant effect of music listening on physiological measures of patients receiving 

haemodialysis in Turkey. The power calculation used assumptions that would result in an 

underpowered sample and the authors did not specify the outcome measure used in the 

calculation. They set the power to 75%, while conventionally this should be set at 80% (Zhong, 

2009). Therefore, they may have failed to identify a significant change in physiological 

variables due to lack of statistical power.   

In summary the evidence that arts-based interventions can improve physiological observations 

is inconsistent, with some evidence existing to suggest that music listening may increase 

oxygen saturation and reduce respiratory rate. However these studies may have been 

underpowered due to a lack of sample size calculations for physiological outcomes (Schuster, 

1085; Lin et al., 2012; Burrai et al., 2014; Hou et al., 2017; Burrai et al., 2019), or the 

calculation itself being underpowered (Midilli et al., 2015). Therefore, it is not possible to draw 
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definitive conclusions on efficacy from these studies. Future research needs properly informed 

power calculations to reduce the potential of type II errors.   

4.5.4.1.3 DEPRESSION 

Four articles explored the impact that arts-based interventions had on depression. Two explored 

the impact of a music listening intervention on patients receiving haemodialysis in Iran (Salehi 

et al., 2016) or Italy (Burrai et al., 2019), one explored the effects of an arts-in-medicine 

programme in a haemodialysis unit in the USA (Ross et al., 2006), while one article examined 

the impact of a receptive arts-viewing intervention on patients receiving BMT in the USA 

(McCabe et al., 2013).  

Both Salehi et al. (2016) and Ross et al., (2006) evaluated the impact of an arts-based 

intervention on depression using the Beck’s Depression Inventory II (BDI-II). Neither study 

identified a statistically significant impact on depression; however, both studies had significant 

limitations. As previously described in Section 3.2.1.1., Salehi et al., (2016) analysed their 

outcome measures as categorical data instead of continuous data, which reduces the power of 

the study and increases the potential for bias (Bhandari, et al., 2002; Royston et al., 2006). Ross 

et al. (2006) explored the impact of an arts-in-medicine programme on depression scores in 

patients receiving haemodialysis in Florida, USA over a period of 6 months. While they were 

unable to identify a statistically significant effect, they did report a general trend of reduction 

in depression scores over time (p=0.07). This was an observational study that utilised a 

pre/post-test analysis, did not include a control or comparison group, and wasn’t statistically 

powered. Consequently, the findings are preliminary and do not definitively illustrate the 

efficacy of the arts-in-medicine programme at reducing symptoms of depression in patients 

receiving haemodialysis.  
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McCabe et al (2013) explored the impact of a receptive art-viewing intervention on depression 

scores during the BMT process using the Hospital Anxiety and Depression Scale. While the 

authors reported a trend in lower depression scores for the intervention group compared to the 

control group, this was only found to be statistically significant at the second time point (day 

before transplant, p=0.022). As in Salehi et al. (2016) they treated continuous data from the 

HADS as categorical data and dichotomised the depression scores according to the cut off 

threshold of seven, reducing statistical power and introducing bias. They were also unable to 

retain enough participants to ensure adequate statistical power throughout the study, which may 

account for the inability to identify a statistically significant effect of the intervention on 

depression. 

The impact of arts-based interventions on depression in patients receiving haemodialysis or 

BMT has not been adequately explored in the literature. While none of the identified articles 

found a statistically significant impact on depression, these articles also had substantial 

methodological limitations and may not have had adequate statistical power to detect such an 

effect.  

4.5.4.1.4 PAIN 

The impact that arts-based interventions have on pain was explored in five articles (Pothoulaki 

et al., 2008; Burrai et al., 2014; Koca Kutlu and Erenc, 2014; Shabandokht-Zarmi et al., 2017; 

Burrai et al., 2019). These studies took place in Iran (Shabandokht-Zarmi et al., 2017), Greece 

(Pothoulaki et al., 2008), Italy (Burrai et al., 2014; Burrai et al., 2019) and Turkey (Koca Kutlu 

and Eren, 2014). All five articles explored the impact that music listening interventions had on 

pain scores of patients receiving haemodialysis. All studies that used pain as an outcome used 

the Visual Analogue Scale (VAS) as the outcome measure. 
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Four articles identified a statistically significant reduction in pain scores of patients receiving 

haemodialysis following administration of a music listening intervention. Shabandokht-Zarmi 

et al. (2017) used a three-armed RCT to evaluate the impact of music on pain during fistula 

access prior to haemodialysis. The data was collected from two separate hospitals in Iran, 

researchers conducted a power calculation and determined that the sample needed to consist of 

35 participants in each arm of the trial and they were able to recruit and retain enough 

participants to ensure adequate power throughout the study. The three arms of the study 

included the intervention group who listened to music via an Mp4 player and headphones, a 

comparison group who inserted headphones but did not listen to music, and a control group 

who were not provided with either headphones or music. This enabled the researchers to 

differentiate between the potential placebo effect that headphones could have on participants 

that may influence the outcome measures. The randomisation procedure was conducted by a 

person not involved in the project, reducing the risk of selection bias. This study was able to 

identify a significant difference in pain scores after fistula insertion between the intervention 

group and control group (p<0.001), as well as between the intervention group and comparison 

group (p=0.002). While there were a number of limitations that could have influenced results 

by introducing confounding variables, for example the venepuncture procedure being 

conducted by different nurses and the potential for subjective experiences, such as anxiety, to 

influence pain scores, this was a very well reported study with adequate detail to allow 

replication and steps taken to ensure rigour where feasible.  

Only one study failed to find a significant reduction in pain. Pothoulaki et al. (2008) 

administered a VAS for pain and a single form from the McGill pain index at baseline to 

describe the pattern of pain. The McGill pain questionnaire was also only administered at 

baseline and therefore no comparison was conducted with this outcome measure. The authors 

also reported that half of the participants declined to complete this questionnaire as they felt it 
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was not relevant to them as they were not experiencing pain. In the results section they report 

that there were no significant differences in pattern of pain according to the McGill pain 

questionnaire, however they were missing data from 10 participants and no post-intervention 

measures were available for comparison. It is therefore unclear how they arrived at this 

conclusion, what variables are being compared and whether this result is even relevant 

considering the restricted sample. They identified a statistically significant increase in pain 

scores for participants in the control group post-intervention compared to pre-intervention 

according to the VAS (p<0.001), however there was no statistically significant difference 

between the experimental and control group pain scores. The study did not conduct a sample 

size calculation to ensure statistical power to detect a change, and the experimental and control 

group were significantly different at baseline in terms of level of state anxiety which can 

influence somatic symptoms (Perales-Montilla, et al. 2013). 

There is limited literature available exploring the impact of complex arts-based interventions 

on pain in patients receiving haemodialysis, with all the available research focusing on the use 

of music listening interventions on pain. While the literature suggests music listening may 

reduce pain in patients receiving haemodialysis, the interventions and results are inconsistent 

and no conclusions on efficacy can be drawn from the existing evidence base. 

4.5.4.1.5 STRESS 

The impact of arts-based interventions on stress was explored in four articles. Three articles 

explored the impact of music listening on the stress levels of patients receiving haemodialysis 

as measured by the haemodialysis stressor scale (HSS), two of these were conducted in Taiwan 

(Lin et al., 2012; Hou et al., 2017) and another was conducted in Turkey (Cantekin and Tan, 

2012), while one article explored the impact of a receptive visual arts intervention on stress 

experienced by patients receiving BMT in Ireland (McCabe et al., 2013). 
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Three articles identified a statistically significant reduction in stress attributed to a music 

listening intervention. Cantekin and Tan (2012) administered the haemodialysis stressor scale 

(HSS) before and after participants received a music listening intervention and reported a 

statistically significant difference in stress between the experimental and control group 

(p<0.001). There was also a statistically significant decrease in stress for both groups over time, 

potentially reflecting a reduction in stress attributable to the haemodialysis session. This 

reduction in stress over time was also identified in the other two articles that focused on patients 

receiving haemodialysis (Lin et al., 2012; Hou et al., 2017), and they also observed a greater 

reduction in stress in the intervention group, which reached statistical significance.  

One article evaluated the impact of a receptive visual arts intervention on the stress levels of 

patients receiving BMT. McCabe et al. (2013) administered the distress thermometer to 

patients receiving BMT at multiple time points during the course of their transplant, but did 

not find a statistically significant reduction in distress for the participants who received the 

intervention. This may reflect the nature of BMT treatment, as McCabe et al. (2013) failed to 

identify a significant difference in distress in either group over a six-month period, while the 

research conducted in haemodialysis units found a significant reduction in stress for all groups 

over the course of a haemodialysis session. Alternatively, it could have resulted from the 

longitudinal design where follow-up took place over the course of several months, and 

therefore reflects the absence of a sustainable reduction in distress. As the haemodialysis 

literature utilised predominantly pre/post-test designs, they would have detected more acute 

changes in acute stress levels.  

All the available evidence on the impact of music listening interventions on patients receiving 

haemodialysis identified statistically significant reductions, although there appears to a trend 

in stress reduction over the haemodialysis sessions in general. Alternative experimental designs 

may be required in arts-based intervention research for patients receiving haemodialysis to 
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control for this natural fluctuation. Designs incorporating longitudinal follow-up and multiple 

data collection time points could help evaluate whether an effect is transitory, attributable to 

the reduction in stress that occurs during haemodialysis sessions, or is sustainable for prolonged 

periods of time.  

4.5.4.1.6 CORTISOL 

Salivary cortisol is an indirect measure of serum cortisol, a steroid hormone that is produced 

by the hypothalamic-pituitary-adrenal axis when a person is subjected to stress. Higher levels 

of circulating cortisol are associated with higher levels of stress, and therefore, salivary cortisol 

is regularly used in research as a physiological measure of stress (Hou et al., 2017). Two articles 

explored the impact arts-based interventions had on salivary cortisol levels. One of these 

articles explored the impact of a music listening intervention on the cortisol levels of patients 

receiving haemodialysis in Taiwan. Hou et al. (2017) collected salivary cortisol samples from 

their participants and found a statistically significant reduction in cortisol levels in the 

intervention group compared to the control group, after the administration of a music listening 

intervention. While measures were put in place to ensure the reliability of these measures, 

namely that the participants were instructed to avoid excessive exercise, to fast prior to 

haemodialysis and not to drink or brush their teeth 30 minutes prior to testing, other potential 

confounding variables were not accounted for, including time of day and sleep cycle. Cortisol 

levels exhibit significant diurnal variation and are strongly associated with an individual’s 

sleep/wake cycle (Cardoso et al., 2016). It is therefore important that cortisol levels are 

collected at the same time of day in participants with a regular sleeping pattern to ensure 

reliable results. The time of day that salivary samples were collected was not specified, so the 

results could have been impacted by these confounding variables.   

One article explored the impact of a visual art-making intervention on the cortisol levels of 

patients receiving BMT in the USA, and identified a statistically significant reduction in 
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cortisol levels after implementation of the intervention (Lawson et al., 2012b). While a 

reduction in cortisol levels was observed in both the intervention and control group, the 

difference in the change in cortisol level for each group was found to be statistically significant 

(p<0.01). In contrast to Hou et al. (2017), the researchers discussed the natural diurnal 

fluctuation and confirmed that there was no statistically significant difference in the time of 

day when cortisol was collected between the intervention and control group. In spite of this, 

they still interpreted the cortisol results with caution and stated that other confounding factors 

could have resulted in the significant difference.    

While the limited literature available suggests that arts-based interventions could influence 

cortisol levels in both patients receiving haemodialysis or patients receiving BMT, there are 

significant confounding variables associated with this outcome measure and the potential for 

renal disease itself to disrupt cortisol metabolism (Slee, 2012; Cardoso et al., 2016). While the 

arts have been shown to influence cortisol levels in healthy individuals (Thomas et al., 2013; 

Kaimal, et al., 2016), this may not be the most appropriate outcome measure to evaluate the 

benefits of art for participants with kidney disease. 

4.5.4.1.7 TREATMENT ASSOCIATED SYMPTOMS 

There are a number of symptoms, sometimes referred to as adverse reactions, that result from 

haemodialysis treatment. These reactions occur due to the changes in electrolyte balance and 

blood volume that occur during the treatment. Adverse reactions and symptoms include fatigue, 

pruritis, muscle cramps and nausea. (Koca Kutlu and Eren, 2014). Physical symptoms and 

adverse reactions, aside from pain which is discussed in more detail in Section 2.5.4.1.4, were 

explored in five articles. Three articles explored the impact of music on adverse physical 

reactions that occur during haemodialysis; Both Hou et al. (2017) and Lin et al. (2012) found 

that patients in Taiwan who listened to music had significantly lower frequency and severity 

of adverse reactions compared to those who did not, as measured by the HD Adverse Reactions 
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Self-Assessment Scale. Koca Kutlu and Eren (2014) took a different approach to measurement 

and identified symptoms they classed as adverse reactions including nausea, vomiting and 

cramping, and assessed their severity using visual analogue scales. They did not find a 

statistically significant differences in these symptoms between the control and intervention 

group after the administration of the music listening intervention. While these results suggest 

music may influence difficult treatment associated symptoms, they did not provide clarity on 

what specific symptoms can be reduced through arts-based interventions. 

In summary, there is an existing evidence base to support the use of music listening 

interventions to reduce anxiety and pain in patients receiving haemodialysis, with some support 

that these interventions may also reduce stress, cortisol levels and adverse reactions. There is 

a significant gap in the literature in terms of the impact of non-music listening interventions on 

patients receiving haemodialysis. Some significant results were identified within the literature 

for visual arts-based interventions for patients receiving BMT, but these findings come from 

small studies utilising convenience samples. None of the studies which explored the 

quantitative impact of arts-based interventions were conducted in the UK, limiting their 

generalisability. Overall, there were significant limitations in the methodology of most studies. 

Most articles failed to conduct power calculations or retain enough participants to maintain 

statistical power, which may account for the inconsistent findings across outcomes. The control 

group in several articles was poorly described, with little consideration given to the impact of 

confounding variables. Future research needs to focus on the impact of non-music listening 

interventions, and incorporate measures to ensure adequate control and statistical power. 

 Impact on healthcare staff 

The aim of all identified articles exploring the impact of arts-based interventions focused on 

the impact on patients, with no consideration for the impact of the intervention on healthcare 

professionals. None of the identified interventions were implemented directly with the 
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healthcare staff, however due to the complexity of a number of interventions (described in 

Section 3.1) it is important to consider the impact on staff and their working environment. 

While this may not present a limitation to any of the individual articles, as the aim of the studies 

was not to assess the impact of arts-based interventions on healthcare staff, it represents a 

significant gap in the literature. Lack of clinician involvement in research does have the 

potential to introduce limitations, such as poor recruitment rates, as healthcare staff frequently 

act as gatekeepers for participants in RCTs. Recruitment rates are therefore impacted by the 

perception healthcare staff have of research, their understanding of the process and the effect 

on clinical practice (Fletcher et al., 2012). Future research should take into consideration the 

potential impact that these interventions, and the research process, may have on healthcare staff 

working in the clinical environment in order to inform optimal implementation strategies and 

identify any unanticipated effects of the intervention outside the target population.  

4.5.5 Experiences of arts-based interventions 

Nine articles explored experiences of arts-based interventions, either through semi-structured 

interviews (Grehan, 2010; Rowe et al., 2011; Lawson, et al., 2012a; McCabe et al., 2013; 

Corrigan et al., 2017; Lawson et al., 2017), exploratory survey designs (Corrigan et al., 2017; 

Hanson et al., 2013; Moss, 2012) or case studies (Field, 2007). While some of these articles 

referred to the potential effect that arts-based interventions may have on patients, the lack of 

valid quantifiable results mean the findings can only be interpreted as insights into experiences 

of participants as opposed to evidence of impact. These exploratory approaches to arts-based 

intervention research were used both in patients receiving haemodialysis and patients receiving 

BMT, although common themes were identified across both populations.  

 Experiences of arts-based interventions by patients receiving haemodialysis 

The experience of arts-based interventions by patients receiving haemodialysis was explored 

in five articles, all of which took place within the UK and Ireland. Two of these articles were 
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published in the peer-reviewed literature (Corrigan et al., 2017; Rowe et al. 2011) and the other 

three were published reports by Irish Arts and Health charities (Field, 2007; Grehan, 2010; 

Moss, 2012).  

Corrigan et al. (2017) explored the experiences of patients participating in an arts-in-medicine 

programme in a haemodialysis unit in Ireland. The data was collected through semi-structured 

interviews with patients. Patients reported that arts-based interventions helped pass time while 

on haemodialysis, that it relieved boredom and promoted socialisation by providing people 

with a common interest. Rowe et al. (2011) also explored the experiences of an arts-in-

medicine programme for patients receiving haemodialysis in a UK hospital by conducting 

semi-structured interviews with patients taking part in the programme. The themes that they 

identified were similar themes to those identified by Corrigan et al. (2017), including the 

experience of an altered sense of time, absorption in the artistic activity, a sense of belonging 

and social interaction, and a feeling of productivity. Both studies were also able to capture the 

difficulties associated with participating in the arts while receiving haemodialysis. Corrigan et 

al. (2017) explored the perceptions of patients who did not want to participate in arts-based 

interventions, reporting that the predominant reason for non-participation was a lack of interest 

in art and having other things that they prefer to do on haemodialysis. They also reported a 

concern about their dexterity and their physical ability to engage in these activities. Rowe et al. 

(2011) reported that the main issues associated with engaging in the arts-in-medicine 

programme during haemodialysis included the connection to the haemodialysis machine, one-

handedness, fatigue and illness. 

The grey literature that explored the experiences of arts-in-medicine programmes or music in 

medicine programmes also identified similar themes to those contained within the peer-

reviewed literature. Field (2007) provided a summary of two case studies to give an overview 

of the benefits that arts-in-medicine programmes could have for patients receiving 



 91 

haemodialysis. They reported in the first case study that the patient’s mood was ‘lifted’ and 

they were able to develop an identity that was separate from the illness, which promoted social 

interaction amongst patients on the unit. The second study described how art could help 

humanise the clinical environment of the hospital and reduce stress. Moss (2012) conducted a 

service evaluation with patients who participated in an arts-in-medicine programme whilst 

receiving haemodialysis in an Irish hospital by administering service evaluation forms. The 

reported benefits included the ability to pass the time, develop new skills and relax. Grehan 

(2010) conducted a service evaluation using one-to-one interviews with 18 patients who 

engaged in a participatory music intervention on a haemodialysis unit. They reported similar 

experiences to those identified by Field (2007) and Moss (2012), including that patients felt 

‘more lively’, felt the programme helped pass the time and that they were able to forget about 

the haemodialysis treatment. While these articles do not provide robust evidence of the 

effectiveness of arts-based interventions, they provide insights that support findings from the 

peer reviewed literature, such as the potential impact that the arts can have on patients mood 

and stress (Section 2.5.4) and provide suggestions for underlying mechanisms that might 

contribute to improved outcomes, such as distraction from a difficult medical treatment (Rowe 

et al., 2011) 

These experiences provide insight into potential mechanisms of impact that may underlie the 

effects of arts-based interventions. They also highlight the importance of considering patient 

experiences and opinions when developing arts-based interventions, to ensure patients are 

being provided with activities that they enjoy and feel capable of participating in.  

 Experiences of arts-based interventions by patients receiving BMT 

Two articles explored the perceptions of patients engaging in a visual art-making intervention 

on a BMT unit in the USA. These articles were both conducted in the same BMT unit and were 

exploring perceptions of the same intervention, Tiles of Hope, described in Section 2.5.3.2 
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(Lawson et al., 2012a; Lawson et al. 2017). Both articles used a similar methodology and used 

identical interview guides that were provided in both publications. The data analysis was 

described differently in each of the articles, with one describing the analysis as ‘independent 

inductive analysis’ (Lawson et al., 2012a) and the other using thematic analysis (Lawson et al., 

2017). While the approaches described were similar, the more detailed description of thematic 

analysis provided in the 2017 article appeared to result from refining the methodology through 

previous research in the area. Some shared themes across the two articles included 

occupying/passing time, creative expression, support/encouragement to paint and the shared 

painting experience/social outlet. Other relevant themes identified in the Lawson et al. (2017) 

article included the benefits of participating in a meaningful activity and the negative aspects 

of painting. The theme of meaningful activity related to the therapeutic benefits such as 

relaxation, stress relief, enjoyment and distraction from negative thoughts that were inherent 

to activities that participants felt had a purpose, including the painting activity. The negative 

aspects of painting related to the anxiety surrounding a person’s ability to produce high quality 

artistic work and developing an idea of what to paint. While these interventions were 

implemented in a BMT unit the identified themes are similar to those identified from the 

haemodialysis literature. This implies that the overall experience of participating in arts-based 

interventions is comparable, with the exception of context specific experiences, such as 

haemodialysis patients having only one hand free during treatment.   

Two articles explored patient experiences of exposure to photographic art within a BMT unit 

in the USA; both utilised a mixed-method design to answer their research questions (Hanson 

et al., 2013; McCabe et al., 2013). Hanson et al. (2013) administered the ‘Visual arts research 

survey’ which contained two open ended questions to allow patients to express their own 

preferences and experiences of the photographic art that they had been shown in the study 

(described in Section 2.5.2.2). The preferences reported by patients highlighted the subjective 
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nature of interpretation of the photographs, for example one participant expressed they enjoyed 

viewing a photograph of a decaying car yet were aware that the image may have inherently 

negative connotations, and while some participants reported they enjoyed viewing scenic 

images that reminded them of holidays, others reported that these images reminded them what 

they were missing as a result of their illness and treatment. The article by McCabe et al., (2013) 

conducted semi-structured interviews during an RCT. Some themes emerged relating to the 

Open Window intervention described in Section 2.5.2.2. Participants stated that it provided a 

distraction to the clinical environment and enabled them to picture themselves ‘somewhere 

else’, as well as the importance of subjective interpretation of images, similar to the finding by 

Hanson et al. (2013). 

While these experiences were collected from participants who were receiving BMT as opposed 

to haemodialysis; the identified themes are similar to those found in the haemodialysis 

literature and are not reflective of the unique BMT experience. The results highlight the 

importance of subjectivity in the experience of arts-based interventions, suggesting that the 

focus and subject of arts-based interventions should be determined by the participant. 

In summary, there is evidence that patients participating in arts-based interventions have 

predominantly positive experiences, with arts helping relieve boredom and provide a 

distraction from difficult medical treatment. The literature exploring the experiences of arts-

based interventions for patients receiving haemodialysis was conducted within the UK and 

Ireland; this is different to the quantitative literature which predominantly consisted of 

international research. The difference may be reflective of two things, firstly, a lack of RCTs 

occurring within the UK for arts-based interventions, and secondly the availability of arts-in-

medicine programmes within the UK and Ireland. 
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 Staff experiences of arts-based interventions on haemodialysis units 

As described in Section 2.5.4.1.8 the impact of arts-based interventions on healthcare staff has 

not been evaluated, however two identified studies collected data from staff to explore their 

perceptions of arts-based interventions. The two articles include the mixed-methods study by 

Corrigan et al., (2017) and the programme evaluation by Moss (2012), both of which took place 

within Ireland. Corrigan et al. (2017) administered a survey to healthcare staff who were 

present on the haemodialysis unit where an arts-in-medicine programme was being 

implemented. All of the respondents were members of the nursing staff with the exception of 

the artist-in-residence who also provided an in-depth interview with the researchers. The aim 

of the survey was to assess perspectives on the purpose and effect of the programme on patients; 

therefore, the subjective experiences of nursing staff were not captured by this survey. Moss 

(2012) had a similar focus in their programme evaluation, however the findings imply that staff 

had overall positive experiences with the programme as they stated they felt arts should be 

available every shift and more sessions should be provided. While the response in both articles 

implied staff had positive experiences of arts-based interventions within haemodialysis units, 

none of the identified articles explored the personal experiences that healthcare staff had with 

arts-based interventions.  

This again highlights a significant gap in the literature. Healthcare staff are exposed to arts-

based interventions during their professional role, either through the display of art within the 

clinical setting or providing care to those who are participating in the arts. Understanding how 

healthcare staff experience these interventions is important to ensure they are adapted to meet 

not only the needs of the patients, but also the needs of professionals providing care.  

4.5.6 Choice of research design according to complexity 

The choice of research design in the literature appeared to be highly dependent on the level of 

complexity of the arts-based intervention being evaluated. This could be a consequence of a 
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number of issues, such as the difficulties of applying rigorous trial design to complex 

interventions. RCTs of complex interventions need to be able to account for the different 

components of a trial to assess fidelity, intensity and duration (Moore et al., 2014). There is 

also a belief in the scientific community that in order for an intervention to be assessed within 

the constraints of an RCT the intervention should be standardised (Hawe et al., 2004). The 

more complex an intervention the more difficult it becomes to standardise, either because of 

the individual needs of the participants, the context of implementation or the active components 

contained within a trial. While the need for scientific rigour may dissuade researchers from 

submitting arts-based interventions to rigorous trial designs, this could result in beneficial and 

effective interventions being overlooked due to the paucity of high-quality evidence (Hawe, 

2004). It is therefore important to get an overview of where trial methodology has been 

implemented within arts-based intervention research to determine whether complexity may 

contribute to the dearth of evidence. An in-depth overview of the methodology of each article 

is provided in Appendix 5. An overview of experimental design used according to intervention 

complexity is provided in Table 11. 

Table 11. Overview of experimental design according to intervention complexity 

 Meta-
analysis 

RCT Quasi-
experimental 

Observational/ 
cross-sectional 

Exploratory Grey 
literature 

Simple 
interventions 
(n=18) 

1 article 13 
articles 

3 articles 0 1 article 0 
 

Moderately 
complex 
interventions 
(n=3) 

0 0  1 article 0 2 articles 0 

Highly 
complex 
interventions 
(n=7) 

0 0 0 3 articles 1 article 3 articles 

 



 96 

 Simple interventions 

A total of 18 articles included in this review implemented interventions that were assessed as 

simple interventions according to the iCAT-SR. Of these, 13 articles implemented an RCT 

design to assess the impact of simple arts-based interventions, 12 of these RCT’s were 

evaluating the effect of  music listening interventions on patients on haemodialysis units 

(Pothoulaki et al., 2008; Cantekin and Tan, 2012; Lin et al., 2012; Burrai et al., 2014; Koca 

Kutlu and Eren, 2014; Hou et al., 2017; Midilli et al., 2017; Shabandokht-Zarmi et al., 2017; 

Momennasab et al., 2018; Melo et al., 2018; Burrai et al., 2019; Kishida et al., 2019), while 

one RCT, with an additional qualitative component, was implemented with a visual art-viewing 

intervention on a BMT unit (McCabe et al., 2013).   

Three articles implemented a quasi-experimental design to evaluate simple music listening 

interventions on a haemodialysis unit, using either a cross-over RCT design (Salehi et al., 

2016), a non-randomised clinical trial (Schuster, 1985) or a non-controlled clinical test 

(Caminha et al., 2009). One article conducted a meta-analysis on the impact of simple music 

listening interventions on anxiety in patients receiving haemodialysis (Kim et al., 2015).  

 Moderately complex interventions 

Three articles evaluated moderately complex interventions implemented in a BMT unit 

(Lawson et al., 2012a; 2012b, 2017). The three articles focused on the Tiles of Hope 

intervention described previously in Section 2.5.3.2. Two articles used qualitative research to 

explore the experiences and perceptions of patients who participated in the intervention while 

undergoing BMT (Lawson, et al., 2012a; Lawson et al., 2017), while another article conducted 

a small cross-over RCT (Lawson, et al., 2012b). 
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 Highly complex interventions 

Seven articles explored the implementation of highly complex interventions. All of these 

studies took place in haemodialysis units. Ross et al., (2006) and Pedreira-Robles et al (2018) 

both utilised a longitudinal observational design, Corrigan et al., (2017) conducted a cross-

sectional mixed-method study and Rowe et al. (2011) used a qualitative approach. Three 

articles were grey literature, one of which used a case study approach (Field, 2007), and the 

other two implemented either interviews or surveys to conduct a programme evaluation 

(Grehan, 2010; Moss, 2012).  

As is evident no rigorous RCTs were identified that evaluated the impact of highly complex 

arts-based interventions. Conversely a significant amount of RCTs were identified that were 

applied to simple arts-based interventions, typically music listening. This reflects a substantial 

gap in the literature, while exploratory designs and qualitative studies can be used to explore 

the experiences of patients engaged with arts-based interventions they are unable to establish 

impact. Therefore, it is important that future research incorporates rigorous RCTs into the 

evaluation of complex arts-based interventions, in order to establish efficacy and inform future 

healthcare policy.  

4.5.7 Cost of arts-based interventions  

Only one article considered the cost of arts-based interventions, reporting the approximate cost 

of an arts-in-medicine programme within a haemodialysis unit in the USA, including a 

description of the main expenses (Ross et al., 2006). They reported the cost of maintaining the 

programme varied from $350 to $650 a month, however a full costing of the intervention was 

not provided. A comprehensive costing is required for a definitive cost-effectiveness analysis, 

where costs and outcomes of two alternative interventions are compared. Economic evaluations 

such as cost-effectiveness, cost-utility or cost-benefit analyses are used by the National Institute 
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of Health and Care Excellence (NICE) to make decisions on health and social care policy 

(Ogden, 2017).  

As Ross et al. (2006) utilised an observational design there was no comparator available to 

allow a comparison of costs and effectiveness.  However, none of the studies that utilised RCTs 

or quasi-experimental designs conducted a comprehensive costing or an economic evaluation. 

No other articles described the cost of implementation. There is a significant gap in the 

literature, not only in arts-based interventions implemented within haemodialysis units or for 

patients with cancer, but for arts-based interventions in general. While a recent publication by 

the National Health Service highlighted the potential savings that could result from arts-based 

interventions within healthcare, they were only able to cite a single cost-effectiveness analysis 

which was conducted on a community singing intervention for older people (All-Party 

Parliamentary Group on Arts Health and Wellbeing, 2017). A review conducted by Craemer 

(2009) concluded that, while there are several mechanisms through which arts could reduce 

costs to the healthcare service, there were no RCTs available that provided adequate data for a 

definitive economic evaluation. Therefore, this gap in the literature is not unique to the 

populations under consideration in this review, but is typical of arts-based intervention research 

in general. 

4.6 Limitations 

Steps were taken to minimise bias and increase the likelihood of identifying all the relevant 

literature in this scoping review. The search strategies were developed from rigorous, published 

systematic literature reviews; experts in the field were consulted to ensure the search strategy 

was appropriate for the review questions; the databases searched were the ones deemed most 

relevant to the review questions and relevant journals were hand searched to address the 

potential that articles may not be identified by the search strategy. However, there is always 
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potential that published and unpublished literature was not identified. As this review was 

undertaken as part of a PhD study the screening was undertaken by one person, although the 

supervisory team provided feedback throughout the screening process. Ideally screening would 

be undertaken by more than one person to reduce the risk of selection bias.  

Due to the scarcity of research conducted using arts-based interventions with patients receiving 

haemodialysis, an additional search had to be conducted with a different but comparable 

population, patients with a diagnosis of cancer. This population was comparable due to cancer 

being associated with a similar symptom burden and profile to that of ESKD (Saini, 2006; 

Solano et al., 2006; Jhamb et al., 2019), however in order to answer the review question 

pertaining to implementation within the clinical environment only patients with cancer who 

were receiving BMT were identified for inclusion in this review. While this reflects another 

gap in the literature as opposed to a limitation of this review, the results from this portion of 

the review should be interpreted with caution due to the unique nature of BMT treatment.  BMT 

is an acute and difficult treatment that is associated with an increase in symptom burden (Cohen 

et al., 2012). Steps were taken to ensure that the included articles were as representative of 

patients with cancer as possible, by excluding articles with samples that included a small 

proportion of participants with non-cancer diagnoses, such as aplastic anaemia (Lawson et al., 

2016). However, as no comparative studies have been conducted looking at the symptoms 

associated with BMT and symptoms associated with haemodialysis, it is not clear whether 

these two populations are generalisable.  

4.7 Conclusion 

There is a significant paucity of literature exploring the use of complex arts-based interventions 

for patients with ESKD. While patients with ESKD experience a symptom burden similar to 

that of patients with cancer, the unique clinical setting of a haemodialysis unit makes it difficult 



 100 

to generalise methods of implementation between populations, for example the maintenance of 

vascular access, which is crucial during haemodialysis, is not relevant to BMT units. The 

interventions that have been used include receptive music listening and art-viewing 

interventions, as well as active arts-based interventions such as arts-in-medicine programmes, 

art-making projects and participatory music programmes. The receptive interventions included 

in this review were developed to facilitate implementation for the purpose of research; 

however, they did not consider issues relevant to clinical implementation such as acceptability 

of the intervention for patients and healthcare staff. In contrast the active arts-based 

interventions were developed for long-term clinical implementation but predominantly lacked 

the detail needed for application within a rigorous experimental design.  

In order to address these issues future research should develop interventions that maximise 

patient choice within a framework that can be standardised and measured using experimental 

design, allowing a balance of flexibility and rigour. Other identified themes that should be 

incorporated into the development of arts-based interventions include the display of completed 

work, the presence of a facilitator, and ensuring the perspectives of healthcare staff are 

considered throughout the process.  

The focus of how these interventions could impact patients has been varied, however there is 

evidence that music listening interventions can improve anxiety and reduce pain during 

haemodialysis.  The impact that these interventions may have on healthcare staff in the 

haemodialysis setting has not been assessed, representing a significant gap in the literature. 

RCTs have focused exclusively on receptive arts-based interventions, with more exploratory 

approaches being utilised with active arts-based interventions such as arts-in-medicine 

programmes or visual art-making interventions. Future research should explore the impact of 

complex, active arts-based interventions and incorporate both pre/post-test intervention designs 

alongside longitudinal follow-up to differentiate between transitory and prolonged effects of 
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arts-based interventions, as well as to control for the potential confounding factor that 

haemodialysis treatment itself may introduce. The complete absence of economic evaluations 

within the evidence base means future research must include detailed costing and economic 

evaluations to ensure findings can inform healthcare policy. 

Overall, this scoping literature review supports the findings from previous literature reviews 

on arts-based interventions that there are significant gaps in the existing evidence base needing 

to be addressed in order to inform healthcare practice and delivery. While the existing literature 

elucidates key components that must be considered and included in future intervention and 

research design, the paucity of rigorous research provides little guidance on how this can be 

achieved. Therefore prior to conducting a definitive RCT a feasibility trial should be 

undertaken to assess how best to apply the research design to these complex interventions. The 

trial should also incorporate a feasibility economic evaluation to provide an estimate of the 

costs of the intervention and evaluate data collection methods. Due to limited direction on how 

to implement these interventions within a clinical and experimental context a process 

evaluation should be undertaken alongside any trial to evaluate the delivery and acceptability 

of both the intervention and trial processes.  A comprehensive feasibility study, that addresses 

the existing gaps in the evidence base, will allow the development of an RCT protocol for 

evaluating arts-based interventions within haemodialysis units. Once this has been achieved 

researchers will be able to establish the efficacy of arts-based interventions for improving 

patient outcomes. Crucially, it will also allow the development of an evidence base that can 

potentially change healthcare policy and draw attention to the importance of holistic concerns, 

such as mental health and quality of life, for patients receiving haemodialysis.  
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5 Development of the complex arts-based intervention for 

patients receiving haemodialysis 

The aim of this phase was to develop and manualise a complex arts-based intervention for 

patients with ESKD whilst receiving haemodialysis, which could be implemented and 

evaluated within a future cluster RCT (Carswell et al., 2020, under review). This development 

process used the framework outlined by Fancourt (2017), which is based on the Medical 

Research Council (MRC) framework for developing complex interventions (Medical Research 

Council, 2009), but adapted specifically for the development of arts in health interventions. In 

particular the framework places an emphasis on flexible and iterative development, gathering 

experience as part of the development process and engaging in participatory activities that 

would be typical of arts in health practice (Fancourt and Joss, 2015). The framework also 

addresses all components of the GUIDED reporting guidelines for intervention development 

(Duncan et al., 2020). 

5.1 Arts in Health Development Framework 

The framework consists of seven iterative and flexible steps that cover the process of 

development, implementation and evaluation. Figure 3. illustrates the steps of the framework 

that were used to develop the intervention for this study. The final three steps of the framework 

relate to the formal evaluation of the intervention and its long-term implementation in practice; 

therefore, these were not explored as they are outside the scope of this initial development 

process and have been removed from Figure 3. The first four steps of the framework relate 

specifically to the initial development of the intervention and will be covered in this chapter. 

These steps include mapping the environment, gaining concrete experience, conducting 

reflective observation and undertaking abstract conceptualisation. These steps are not intended 

to be linear and prescriptive but instead provide a framework of considerations that can help 
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ensure the arts-based intervention is able to meet the needs of patients and is feasible to 

implement in the clinical context (Fancourt, 2017).  

The four steps were addressed through engagement with the study’s interdisciplinary advisory 

group, which was established to help inform the development of the intervention as well as 

implementation and evaluation. Working closely with key stake holders in intervention 

development is crucial for identifying priorities, contextual problems and relevant real-world 

solutions (O’Cathain et al., 2019). The advisory group included a consultant Nephrologist and 

research nurse from Antrim Area Hospital’s Renal unit, three artist representatives from Arts 

Care Northern Ireland, and the CEO of Arts Care Northern Ireland. Arts Care is an arts and 

health organisation that delivers arts programmes predominantly through artists-in-residence 

who are based in each trust across all five health and social care trusts (HSCTs) in Northern 

Ireland. The advisory group also included three patient representatives from the Northern 

Ireland Kidney Patient Association, members of the Renal Arts Group at Queen’s University 

Belfast, an academic representative from the Center for Arts in Medicine at the University of 

Florida, two members of the Community Wellbeing team in the Northern HSCT, the Renal 

Counsellor from the Northern HSCT and a statistician from the Center for Public Health. 

Members of the advisory group were selected due to their experience with ESKD, either lived, 

professional or academic, or their experience with arts in health projects. Each member was 

invited to join the advisory group over e-mail or during face to face meetings and an additional 

advertisement was posted on the Northern Ireland Kidney Patient Association’s Facebook page 

inviting interested members to join. Prior to implementation of the intervention there were two 

formal meetings of the interdisciplinary advisory group, as well as numerous individual 

meetings with members and communication over telephone and e-mail when timely advice 

was needed on aspects of implementation or evaluation. 
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Additional steps were taken to ensure that each component of the framework had been given 

full consideration, including visits to haemodialysis units across Northern Ireland, the 

shadowing of artists working within the healthcare setting, informal discussions with artists 

about their experiences working within the setting, attending meetings of the Northern Ireland 

Kidney Patient Association, conducting literature reviews, personal engagement in arts 

activities and development of artistic skills. 

Figure 3. First four steps of the development process from Fancourt (2017) Arts in Health 
framework 

 

5.1.1 Map the environment 

The first step of the development process is mapping the environment in which the intervention 

will be implemented. Fancourt (2017) recommends undertaking a PESTLE analysis to acquire 

an overview of the external factors that may determine whether the environment, either macro 
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or micro, will be supportive of an arts in health intervention (Basu, 2004). The PESTLE 

acronym stands for: 

• Political 

• Economic 

• Social 

• Technological 

• Legal 

• Environmental 

These factors were considered continuously throughout the development process that lasted 

from the commencement of the PhD in September 2017 to implementation of the intervention 

in October 2018, as the entire process is designed to be iterative and flexible. The information 

gathered during advisory group meetings, discussions with healthcare professionals, academics 

and artists, the scoping review (Chapter 2) and the realist synthesis (Appendix 1) (Carswell et 

al., 2020) were reflected upon to identify the core components that needed to be considered for 

each of these factors. 

 Political 

The current political climate of the UK is becoming more supportive of the use of arts in the 

healthcare context. The All-Party Parliamentary Group for Creative Health and Wellbeing in 

the UK recently published a report advocating for the increased use of arts in healthcare settings 

and outline the potential benefits the arts may have to both patients and the overall National 

Health Service (All-Party Parliamentary Group on Arts Health and Wellbeing, 2017). 

Additionally, the Arts in Health Early Career Research Network was established in 2017 to 

link researchers in the field of arts and health, facilitate access to resources and promote future 
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research in the field. This is a global network with representatives in numerous different 

countries, illustrating the international recognition of this growing field.  

Additionally, the Center for Arts in Medicine at the University of Florida has been at the 

forefront for developing the field as a professional practice, providing training and education 

for practitioners, and improving the evidence base through rigorous research (Sonke et al., 

2017b). Jenny Baxley-Lee, a member of the interdisciplinary advisory group and Senior 

Lecturer and Board-Certified Dance/Movement Therapist at the Center for Arts in Medicine, 

provided an opportunity for ongoing collaboration with the centre. This provided insight into 

arts and health practices in an international setting and within a different healthcare 

infrastructure, as well as ensuring the development process was guided by their ongoing work 

professionalising the practice, such as ensuring the intervention was within the scope of 

practice of artists and easily differentiated from art therapies.  

 Economic 

The overall economic environment within arts in health is precarious in the UK due to limited 

resources in the NHS and reliance on voluntary organisations for implementation. 

Consequently, there is increased demand from funders on quantified results on the effects of 

arts-based interventions. This provides additional impetus for high quality research such as 

RCTs to ensure that funding remains available for arts in health projects. On a micro level 

funding needed to be acquired to purchase the materials necessary to implement an arts-based 

intervention within a haemodialysis unit. This was sought through the Northern Ireland Kidney 

Patient Association and Kidney Care UK, who provided £874.77 for art materials for this study. 

The long-term sustainability of the intervention, once acceptability and feasibility are 

determined, will depend on the input from both voluntary organisations and the infrastructure 

of the HSCT in which the intervention is being implemented.  
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 Social   

The demographics of a targeted group can influence the design of an intervention or approach 

to implementation, through cultural differences or even the proportion of patients that can be 

targeted by the intervention. The demographics of the haemodialysis unit where the 

intervention was to be implemented would be formally captured during baseline data collection 

within the pilot cluster RCT (discussed in more detail in Chapter 4). However, this was 

discussed generally within the interdisciplinary advisory group: 

 120 patients, majority male. The unit has 4 bays, with approximately 4/4/3/6 beds in 

each. The process of haemodialysis was described and it was highlighted that a good 

proportion of time is spent by patients in the foyer prior to commencing haemodialysis. 

Therefore, interventions do not necessarily need to be intradialytic. The shift patterns 

were also described; it was explained that patients who attend the evening shift tend to 

be in better health in comparison to patients who attend the afternoon shift. The 

importance of considering shift patterns during recruitment was highlighted. (Advisory 

meeting, 22.2.18) 

 Technological 

As a result of the expansion of technology within both healthcare and society, there is potential 

for this to be used within arts-based interventions. The use of technology within the 

intervention was discussed briefly, for example, using social media sites as way to display and 

share artwork created by participants. Whilst this was not possible to achieve during the 

implementation stage of the intervention, participant artwork was displayed on social media as 

a form of dissemination following completion of the study. The incorporation of digital 

technology into arts-based activities can also help reduce issues associated with the clinical 

context, for example using drawing and painting apps to limit the need for messy arts materials 
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(Galway University Hospitals Arts Trust, 2013), however the limited resources available 

within this study meant that incorporating digital arts wasn’t feasible.  

 Legal 

Whilst the development of an arts-based intervention must take into consideration laws that 

may impact implementation, there were additional aspects of law and policy that had to be 

considered in relation to research. The intervention had to be implemented within an ethical 

framework approved by a research ethics committee, which resulted in restrictions around who 

would be eligible to participate and how participants could be approached. Artists and patient 

representatives recommended that patients should be actively encouraged to participate and 

immediately start the art sessions in order to prevent patients from becoming self-conscious or 

anxious. However, due to the ethical restrictions of a research project this could not happen as 

participants needed to be provided with an adequate time period to consider participating in a 

research study. The legal and ethical restrictions around research studies meant that the typical 

approach undertaken by artists working in a clinical setting would not be appropriate. 

 Environmental 

The main concerns around implementation were related to the environmental context of the 

clinical setting, including concerns regarding infection control protocols, disruption of the 

clinical treatment and maintenance of vascular access. Haemodialysis involves two needles 

being placed into an arteriovenous fistula (a surgically created pathway between an artery and 

a vein), one needle removes the blood and transfers it to the dialysis machine, and the other 

needle returns the filtered blood from the machine back into the body. This process continues 

for the full four hours and the placement of the needles must be maintained for patient safety, 

as dislodgement of the needles is life threatening. Therefore, the materials and activities had to 

be tailored to ensure minimal mess and ease of use due to these restrictions. 
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5.1.2 Gain concrete experience  

The next step of the Arts in Health framework involves developing an understanding of the 

patients’ experience of their health condition. In this circumstance the focus was on the 

experience of ESKD, for patients who were receiving haemodialysis. The three patient 

representatives of the interdisciplinary advisory group all had experience of in-hospital 

haemodialysis treatment and highlighted the impact that the time on haemodialysis had on their 

wellbeing, recommending that the intervention be framed as a method of passing time and 

alleviating boredom while on haemodialysis to encourage recruitment. While all three 

representatives spoke of the benefits the arts had on their mental health and QoL, they 

emphasised that the main motivating factor for initial engagement for participants would be 

the desire to fill empty time. 

 Mapping the care process and shadowing the target group 

The process of haemodialysis treatment was mapped through discussions with the patient and 

healthcare professional representatives of the interdisciplinary advisory group, as well as visits 

to local haemodialysis units to gain an insight into the clinical context and experience of the 

process. Formal shadowing of patients through their care journey was not feasible due to time 

constraints, however an understanding of their experience was gained through patient 

representatives, attendance at Northern Ireland Kidney Patient Association Meetings and 

conversations with patients and healthcare professionals during visits to haemodialysis units. 

The haemodialysis process involves patients attending hospital three times a week for a period 

of approximately four hours each time. Patients are provided transport to and from the hospital 

for these sessions by the renal unit; therefore, an additional portion of their day is spent 

travelling to and from the unit. Once patients arrive at the unit, they are seated in a waiting area 

until their bed and dialysis machine are ready for them. This wait can be brief or can be 

prolonged depending on the demands being placed on the unit’s resources and healthcare staff. 
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Patients are then weighed and access to their blood supply is achieved either through insertion 

of two needles into an AVF, typically placed in a non-dominant patient’s arm, or a central 

venous catheter placed in a patient’s chest. Through this access point the needles are connected 

to a hollow tube that delivers their blood to the dialysis machine for filtration. In renal units 

within Northern Ireland, patients receive haemodialysis while supine on a hospital bed, and 

some patients need to be isolated during treatment due to risk of infection. During treatment 

some patients may experience difficult and unpleasant symptoms, such as nausea and 

cramping, due to changes in fluid levels and electrolytes. Once the treatment is finished needles 

are removed or the catheter is disconnected and patients are weighed again. Patients may need 

to wait for an additional period of time for their transport to arrive before they can go home. If 

there are complications during haemodialysis or following the treatment, a patient may be 

required to wait on the unit until a medic is available to conduct an assessment, which may be 

several hours depending on the urgency of the complication. If the complication is assessed as 

requiring closer assessment or treatment, then the patient may be admitted to hospital. This 

process is briefly illustrated in Figure 4.  
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Figure 4. Haemodialysis treatment process 

 
This study was conceptualised in response to the unique experience of haemodialysis, due to 

the time-consuming nature of the treatment regime and the prolonged periods of time restricted 

to a bed without the opportunity to engage in meaningful activity.  A patient representative on 

the interdisciplinary advisory group, and co-chair of the Renal Arts Group at Queen’s 

University Belfast, Mr William Johnston, helped develop the premise of this PhD project. Mr 

Johnston was born with a kidney defect which ultimately led to ESKD when he was 28 years 
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old. He received his first kidney transplant in 1995, however after two years this transplant 

failed and he spent a further 17 years on different forms of dialysis, including ambulatory 

peritoneal dialysis, in-centre haemodialysis and home haemodialysis, before receiving a second 

kidney transplant in 2014.  During those 17 years he experienced severe depression and suicidal 

ideation, but found that spending his dialysis sessions writing poetry and plays about his 

experience of ESKD helped him cope with these difficulties.  

5.1.3 Conduct reflective observations 

 Carry out a formal consultation 

Fancourt (2017) suggests that a formal consultation should be conducted to ensure 

identification of problems experienced by the larger target group and that more comprehensive 

information is included in the design of the intervention. While a formal consultation could not 

be conducted at this stage of the research, and instead was conducted further along during the 

process evaluation (see Chapter 6), informal consultations were conducted to ensure that 

information and opinions informing the development were representative. While a larger 

proportion of guidance was provided by the study’s interdisciplinary advisory group, the 

opinions of healthcare professionals and patients were also sought during visits to regional 

renal units across Northern Ireland, presentations at the recruitment site prior to study 

commencement and during presentations of the study protocol at national conferences, 

including the ENRICh2 2017 conference in Dublin, the University of Florida Arts in Health 

Research Symposium 2018 at Queen’s University Belfast and the British Renal Society’s UK 

Kidney Week 2018 conference in Harrogate.  

Initially it was suggested that the intervention involve a set schedule of artistic activities, 

allowing patients to try different artistic formats and different materials during each of the six 

sessions. However, it was highlighted by patients in the interdisciplinary advisory group that 
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this approach may not appeal to those who have a particular interest in a certain art form or 

material, and wouldn’t allow patients the chance to work on larger projects or pieces that would 

require more than a single session to complete.  

The importance of a flexible approach and not being prescriptive was emphasised. 

Participants should be allowed to select the medium that they prefer and follow artistic 

products through to completion. These mediums should be restricted to what is feasible 

in the clinical setting and what the researcher feels comfortable facilitating. (Advisory 

meeting, 22.2.2018) 

The informal consultations with patients provided insight that reinforced the advisory group’s 

opinion that a more person-centred approach should be prioritised over standardisation. 

Patients were able to identify different activities or subject matter with which they would be 

interested engaging in. Patients who had declined to engage with Arts Care activities previously 

were also spoken to in order to explore reasons for non-engagement, and this revealed that 

some patients wanted a focus on skill development, the opportunity to learn how to draw, as 

opposed to contributing to a collaborative piece that was largely outside their creative control. 

This contrasted sharply with the opinion of some healthcare professionals who were consulted 

during this process, who reported many patients had limited capacity and would benefit more 

from a colouring exercise than an activity they found challenging. This contrast further 

reinforced the need for a more person-centred approach due to the clear variation in patient 

interests, confidence and skill level.  

These issues were then discussed with the interdisciplinary advisory group to develop a person-

centred, flexible approach to an intervention that could later be manualised for future research. 

This resulted in the inclusion of a series of choices that could be made by the participants at 

the beginning of each art session to ensure they are able to engage in an activity that they would 
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find both engaging and rewarding. Brief overviews of the main choices are illustrated in the 

flow diagram in Figure 5. 

Figure 5. Overview of flexible decision-making process for art sessions 

 

 Research related projects  

A scoping literature review was conducted and has been detailed in-depth in Chapter 2. This 

review assisted in the identification of several important elements of the intervention, including 

a theoretical framework to guide the intervention. The findings and the identified theory were 

reviewed and agreed by the interdisciplinary advisory group. This review was then expanded 

upon in a realist synthesis (Appendix 1) to provide more in-depth insight into potential 

underlying mechanisms of arts-based interventions in haemodialysis settings, how these 

interact with the clinical context, and identify further barriers and facilitators to implementation 

(Carswell et al., 2020). This realist synthesis contributed to the development of a theoretical 

framework that highlighted prospective causal mechanisms of arts-based interventions that 

could contribute to improvements in anxiety, depression and QoL for patients receiving 
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haemodialysis (Appendix 1). The realist synthesis identified that interventions described in the 

literature typically had two core aspects of delivery, firstly the provision of one to one 

facilitated art sessions, and secondly the display of patients completed artwork. The mechanism 

through which these aspects of delivery worked included the inducement of flow states, 

described in more detail in Section 3.3.1, and addressing the issue of aesthetic deprivation 

commonly experienced within clinical environments. The realist synthesis also highlighted that 

the context of a haemodialysis unit could act as a barrier to delivery, but that this issue could 

be overcome by fostering support amongst the healthcare professionals working on the unit 

and normalising the provision of arts within the clinical culture through long-term 

implementation (Carswell et al., 2020).  

Other components of the intervention identified from the scoping literature review, described 

in Chapter 2, included: the length of time for each individual session (one hour), as trials 

conducted in BMT units identified one hour as the threshold for patients engagement (Lawson 

et al., 2012a; 2012b, 2017); direct one-to-one facilitation during the session with a facilitator 

and the display of artwork, as these were the core components of complex arts-based 

interventions identified in the realist synthesis (Appendix 1); and key issues of implementation 

(maintenance of the vascular access and infection control methods), as highlighted in the grey 

literature of arts-in-medicine programmes implemented in haemodialysis units (Field, 2007). 

The findings of the scoping literature review were discussed with the interdisciplinary advisory 

group during a formal meeting on the 26th of June 2018 to ensure members felt the identified 

components were appropriate, and discuss some of the issues raised within the literature, such 

as infection control. The interdisciplinary advisory group decided that the easiest way to 

maintain an infection control protocol was to ensure participants did not have to share any of 

the art materials. This led to the development of an arts pack that contained all the necessary 

art materials and could be provided to each individual participant. It would also assist in the 
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standardisation of the intervention for future replication, as all participants would have the 

exact same resources provided to them, and would provide an incentive for participants 

allocated to the control group to remain in the study as they would receive the same pack once 

the study finished.  

Engagement with Arts Care also allowed the opportunity to shadow artists-in-residence to 

observe the implementation of art within a clinical setting, including a haemodialysis unit at 

Belfast City Hospital, on the 6th of June 2018 and the 10th of August 2018. This provided an 

opportunity to view different art materials, namely water colour paints and sharpie pens used 

in the clinical environment, further highlighting the importance of flexible working and direct 

one-to-one facilitation to ensure most patients would be able to actively participate. 

Additionally, this opportunity provided insight into methods for alleviating patients’ concerns 

about their artistic ability by tailoring the level of engagement, for example, patients who were 

reluctant to draw were more willing to engage when the artist offered to sketch an image that 

the patient would then paint.   

 Undertake Abstract Conceptualisation  

This stage of the development process involves conceptualising the potential overview of the 

intervention and ultimately developing a concrete idea of how the intervention will look and 

be implemented in practice.  

 Generate ideas 

The developmental framework recommends using a design thinking approach (Brown, 2008) 

in order to generate as many ideas as possible, before refining them down in accordance to the 

restrictions involved in implementation. In order to understand the principles of design 

thinking, design thinking training was undertaken at the Graduate School at Queen’s University 

Belfast from 1st of March 2017 to 26th of April 2017. The framework also advises that ideas 
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are generated and discussed with advisory groups that contain patients, the public and 

healthcare professionals (Fancourt 2017). 

A list of potential artistic activities, materials and implementation strategies were developed 

and these were reviewed by the researcher in relation to the available literature, the previously 

gathered information and the restrictions of the setting, and then discussed at the 

interdisciplinary advisory group meetings and with individual members of the advisory group 

over several months. The clinical context of implementation was the primary factor that limited 

the available artistic activities, as materials could only be included if they could be used by a 

person who was restricted to a hospital bed in an open, busy renal unit, while connected to a 

dialysis machine. This meant that the activities could not be overly disruptive, could not require 

substantial movement, could not require large equipment and could be implemented with 

minimal mess. Additionally, after consulting with the Chief Executive Officer of Arts Care, Dr 

Jenny Elliot, it was recommended that in order to effectively implement the intervention, the 

activities had to use materials that the researcher was comfortable and skilled in using 

themselves. Consequently, it was decided that creative writing and certain forms of visual arts 

were the most appropriate activities to offer within this setting. 

The choices of specific materials and tools were also discussed collaboratively with the 

interdisciplinary advisory group. It was advised that the materials be as accessible as possible 

as some patients may have problems with dexterity. This led to the inclusion of several 

additional items in the arts pack, including pencil grips, drawing boards and drawing board 

clips. The issue of minimising the potential mess of the materials was also explored, and it was 

decided to include a watercolour brush pen, as opposed to a brush, to ensure that open 

containers of water were not necessary for implementation, to reduce the risk of spillage.  
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The number of sessions provided to each patient was difficult to determine from the available 

literature, as dose has not been assessed in complex arts-based interventions within the 

haemodialysis setting. Consequently, guidance was sought from an expert in the field who had 

experience conducting RCTs of complex arts-based interventions in other populations. A 

virtual meeting was arranged with Dr Daisy Fancourt on the 12th of May 2018, where the 

project was discussed and different issues associated with delivery and dose were explored, 

including the limitations of having a single facilitator and one-to-one delivery of the sessions. 

Dr Fancourt confirmed that six sessions should be an adequate dose, based on their experience 

of RCTs of complex arts-based interventions implemented within the community (Fancourt et 

al., 2016).   

 Plan a logic model 

Logic models are tools that are used to graphically depict the inputs, processes and outcomes 

of an intervention, in a way that allows consideration of the resources available, the 

assumptions underlying successful implementation, consideration of potential barriers and 

theoretical frameworks guiding each stage of the process (Connolly, 2017). Logic models can 

be used throughout the research process to illustrate the findings of the research and further 

elucidate methods of implementation, unintended or unexpected outputs, and factors 

encountered during the implementation process that are relevant for future research (W K 

Kellogg Foundation, 2004). The initial logic model developed to illustrate the intervention is 

shown in Figure 6.  
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Figure 6. Initial logic model of finalised intervention  
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This logic model was later adapted and expanded following implementation of the intervention 

to highlight more specific and subtle aspects of the intervention that were necessary for 

successful implementation, as seen in Figure 7. Additionally, following recruitment, the 

display of artwork was removed from the formal intervention due to the level of anxiety 

amongst patients in terms of their lack of perceived artistic ability and reluctance to exhibit 

their completed works publicly. Instead the aspect of display was achieved during 

implementation by showing their completed works to interested patients and healthcare 

professionals with the patient’s permission.
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Figure 7. Expanded logic model following implementation  
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Following implementation of the intervention, the possibility of displaying completed artwork 

was re-visited with participants, as they had an improved perception of their own artistic ability 

and a sense of pride relating to their completed artwork. As participants were willing to display 

and exhibit their artwork an ethical amendment to the protocol was sought and obtained 

(Appendix 6), consent was obtained from a number of participants to display their artwork, and 

photographs were taken of the completed artwork to develop prints for display. Examples of 

the completed artwork can be found in Appendix 7. 

5.2 Personal development 

The intervention was intended to be delivered by the primary researcher whose arts education 

was limited to an A-level, therefore it was recommended by the advisory group members that 

they develop their own arts skills prior to implementation to ensure they were competent to 

deliver the intervention. Due to the limited opportunities to partake in formal arts training 

within the university or postgraduate school, the website Skillshare 

(https://www.skillshare.com/home) was used to provide an overview of different techniques 

and examples of how to instruct people during different creative tasks and use the different 

artistic mediums. Skillshare is an online community that provides classes on a variety of 

subjects including visual art and creative writing. The following are examples of classes that 

were taken in preparation for delivering the intervention: 

• Poetry I: Introduction to Making Poems (taught by Cameron Conaway, writer and 

published poet) 

• Modern Watercolor Techniques: Beginner's Level (taught by Ana Victoria Calderón, 

professional artist) 

• Improve Your Ink Drawing with Hatching Techniques (taught by Jen Dixon, abstract 

and figurative artist) 
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• Creative Ideas To Improve Your Drawing Skills (taught by Jane Snedden Peever, 

illustrator and digital artist) 

• Creative Writing Masterclass: Get Started With Short Stories (taught by Nicola 

Valentine, prize winning author) 

• Start Drawing: Techniques for Pencil Portraits (taught by Gabrielle Brickey, portrait 

artist) 

A personal art practice was also established during the development of the intervention 

(Appendix 8). A reflexive account of prior experience that contributed to development and 

implementation is described in the Chapter 4 Section 4.4.1. This personal practice was 

important for reinforcing personal beliefs in art, practicing new skills and techniques, and 

identifying personally preferred art materials and subject matter.  

5.3 Final intervention 
 

5.3.1 Intervention theory 

The primary theory underpinning this arts-based intervention for patients receiving 

haemodialysis is the positive psychological concept of ‘flow’ (Csikszentmihalyi, 1990). The 

concept of a flow state resulted from Mihaly Csikszentmihalyi’s observations of artists at work. 

Flow is a state of effortless enjoyment and optimal experience induced when a person 

undertakes a challenging task with clear goals, and has the skills required to meet the challenge. 

It is thought that the more opportunities a person has to engage in activities that induce flow 

states, the higher their perceived QoL (Csikszentmihalyi, 1992).  

The conditions required for the inducement of a flow state include: 

• Clarity of goals 

• Immediate feedback 
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• Perceived challenges 

• Skill development 

To achieve a flow state, it is important the intervention presents some degree of challenge to 

participants, provides them with an opportunity to learn and develop new skills, but is not too 

challenging that the activity is no longer manageable. However, Csikszentmihalyi's (1990) 

concept of flow is limited in that it does not recognise factors that contribute to flow states 

outside of the individual. Later conceptualisations of flow reduced the focus on the individual 

and broadened the scope of the challenge-skills relationships by identifiying that the challenge 

of an activity must not only be balanced by the skills of an individual, but accessibility of the 

resources necessary to meet the challenge (Bakker 2005). Important resources that are not 

dependent on individual factors include available social support and adequate coaching (or 

teaching) to obtain the necessary skills. Additionally Bakker (2005) acknowledged a contagion 

effect where the experience of flow experienced by a teacher or coach can crossover to their 

student.  

5.3.2 Intervention Facilitator  
 

The intervention was facilitated during the study by the PhD student who is also a registered 

mental health nurse with an A level in Art and Design. It is recommended that the facilitator 

feels comfortable using the arts materials, instructing participants on how to use them safely 

within the clinical environment and provide participants with different techniques to help them 

develop their skills. While a qualified artist with experience in healthcare settings would be 

best placed to deliver the intervention due to their familiarity with the setting and the artistic 

activities, the feasibility study demonstrated that higher arts education or professional training 

in the arts is not necessary for sustained engagement from participants. However, it is essential 

that the facilitator feels competent and confident engaging in the arts activities themselves, in 
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order to be provide meaningful feedback and guidance to patients, demonstrate techniques 

related to the activities, and provide outlines for participants who are less confident in their 

drawing abilities.  

The facilitator must be competent in using the materials and activities, and able to reassure 

participants on the process of skill development. An ongoing personal arts practice can assist 

the facilitator in developing ideas, and acquainting themselves with different techniques and 

materials (Appendix 8). The PhD student for this study, whilst not a professional artist, felt 

confident using the arts materials due to ongoing personal arts practice that incorporated all of 

the materials that were included in the pack. This practice allowed experimentation with 

different techniques and personal skill development so that this could be demonstrated during 

the art sessions with participants (Carswell, 2019). The personal characteristics of the facilitator 

are important and should enable a compassionate and flexible approach to the arts, whilst they 

must also have strong communication skills that allow the provision of constructive feedback 

whilst identifying and cultivating existing skillsets.  

5.3.3 Context of intervention 

 Setting 

• During the development of the intervention the facilitator made several trips to the 

haemodialysis unit to introduce themselves to both the clinical team and a number of 

patients. Additionally, the facilitator recruited participants for a month prior to 

implementation of the intervention. This time spent in the unit provided patients and 

clinical staff opportunities to ask questions about the art, raise any concerns and develop 

a working relationship with the facilitator. 

• The clinical team were aware that the sessions were taking place and what the sessions 

involved. Prior to implementation the facilitator introduced themselves to the clinical 
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team, explained the general content of the sessions, and explained that the intention was 

to be as undisruptive as possible. Therefore, if members of the clinical team needed 

access to the patient they felt comfortable interrupting the sessions to provide clinical 

care.   

• The intervention setting was the haemodialysis unit during the patient’s haemodialysis 

treatment.  The session took place after all necessary nursing procedures to commence 

haemodialysis had taken place, thus minimising disruption to the clinical team.   

 Duration 

• Each participant was provided six sessions in total. Each session lasted approximately 

an hour, although if a patient completed their work or requested the session end prior 

to a full hour it ended sooner (a more detailed overview of engagement, adherence and 

fidelity is outlined in Chapter 5 Section 5.6).  

• The sessions took place twice a week over a period of three weeks. This was to facilitate 

flexibility in the implementation, as participants typically attend haemodialysis three 

days a week. This schedule ensured that if a participant was unable to engage with a 

session they had the opportunity to reschedule for another day in the week.  

• Following the completion of each session the facilitator completed an activity log 

(Appendix 9), that detailed the activities completed during the session, ideas for future 

sessions and the length of time the session lasted. 

 Materials 

The following materials were provided to each participant in their own personal pack: 

• Sketch book 

• Graphite pencils 

• Graphic pens 
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• Watercolour paints 

• Watercolour brush pen with in-built water container 

• Colouring pencils 

• Drawing board 

• Drawing board clip 

• Eraser 

• Sharpener 

• Pencil grip 

These materials were stored within a tote bag that was kept on site to reduce the risk that the 

materials may be lost or forgotten if brought home by participants. The intervention facilitator 

themselves also brought their own sketchbook and pencils to sessions, to demonstrate 

technique and provide reference images. 

5.3.4 The arts-based intervention 

This section is intended to provide an overview of the basic process of each arts-based 

intervention session. The sessions were flexible and person-centred to ensure optimal 

engagement with the creative process and increase the chance of inducing a flow state. The 

sessions involved one-to-one facilitation to ensure accessibility as some participants found it 

difficult to use the materials independently whilst connected to a haemodialysis machine. 

Furthermore, the one-to-one facilitation also assisted in the development of skills as the 

facilitator was able to observe the participant during the sessions and provided genuine 

constructive feedback relating to their abilities and technique.  

It was important that the facilitator presented the activities as having a skill development focus, 

as this helped reduce anxiety about the quality of the final product. The first session typically 

involved contextualising the intervention within the concept of flow (Csikszentmihalyi,  1990) 
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by explaining to the participant that each session was an opportunity to learn, practice and 

develop different artistic skills. The artistic techniques were framed as skills with potential for 

development, as opposed to innate talents, and therefore the emphasis was on the learning and 

development process as opposed to the final product. If a participant had limited prior 

experience with art, they were reassured that, while they may find it challenging, they will 

improve over time as they learn different techniques. 

While this framework is not intended to be prescriptive, as ideally the sessions should be patient 

led, it provides an overview of different choices the participants can make throughout the 

sessions. 

 Choice of artistic activities  

Participants had a choice between either visual art activities or creative writing, however this 

initial choice was not viewed as final; instead the participant was made aware that they could 

change their mind within or between sessions. As some participants had not engaged with 

creative writing or visual arts since they attended school, it took time and experimentation to 

help them identify their preferred activity. The facilitator also used their own assessment of the 

individual to suggest different activities that they feel would be of most benefit, for example, a 

participant with limited confidence in using their hands because of anxiety surrounding needle 

dislodgement, instead engaged in creative writing in an adapted story-telling format that didn't 

require use of their hands.  

5.3.4.1.1 CREATIVE WRITING 

If a participant identified creative writing as their preferred activity they were provided with a 

choice between poetry and short stories. The participant themselves at times had an idea of 

their preferred subject matter, however those with limited experience found it difficult 
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identifying subject matter, especially within the initial sessions. Therefore, the facilitator 

provided a variety of different writing prompts. These included prompts relating to: 

• Seasons 

• Holidays 

• Family 

• Food 

• History 

• Music 

• TV, films and books 

• Nature 

This list is not comprehensive but is intended to give an overview of very general subject areas 

that can be used to develop more specific prompts or assist the patient in focusing the scope of 

their writing. As the facilitator developed relationships with participants over time it became 

easier for both participants to self-identify subject matter of interest, and for the facilitator to 

identify prompts that they found interesting. Writing exercises and writing prompts are also 

readily available online if the patient requires more direction initially. 

The writing process was at times highly collaborative with the facilitator actively working with 

the participant to develop their poem or story, providing immediate feedback, praise and 

offering suggestions where required. Additionally, it was helpful at times for the facilitator to 

work on their own piece of writing to reduce feelings of self-consciousness the participant 

experienced when sharing their work. Certain pieces of creative writing required multiple 

sessions to complete, such as developing and writing a short story, so it was important to remind 

the participant that they had time to work on the piece and it did not need to be completed 

within a single session.  
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5.3.4.1.2 VISUAL ART 

Participants who selected visual arts activities had a variety of activities to choose from, 

including sketching with graphite pencils, sketching with colouring pencils, watercolour 

painting and graphic pen sketching. Some participants were highly anxious about their 

perceived lack of ability to draw, in which case the facilitator suggested watercolour painting 

or coloured pencil sketching over an image that was drawn by the facilitator themselves. 

Similar to creative writing, some participants found it difficult to identify subject matter for 

their visual art, in which case the facilitator provided a variety of different ideas. These ideas 

were typically presented in the form of a reference image to assist the person during the session, 

as having an reference image to view provided a direct guide, helped participants understand 

the principle of 'draw what you see', and eased anxiety. During initial sessions it was at times 

beneficial to suggest simpler images, depending on the participant’s previous experience with 

the arts materials and their confidence. 

While the first session focused on familiarising the participant with the arts materials and how 

to use them, the following sessions focused on developing skills specific to the materials being 

used. The following techniques and principles were explored according to the participant’s skill 

level, the activity and the artistic materials they were using: 

• Drawing: Deconstructing image into basic shapes, artistic principle of ‘draw what you 

see’, shading and light. 

• Graphite pencils: Smooth shading varying pressure, hatching, and contour. 

• Colouring pencils: Smooth shading varying pressure, hatching, and contour. 

• Water colours: Water control and transparency, gradients and blending. 

• Pen and ink: Hatching: linear hatching, cross hatching, contoured hatching, pointillism, 

line and wash. 
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5.3.5 General guidelines  

• At the end of each session the following session was planned. This not only maintained 

the participant’s motivation but ensured the facilitator was able to prepare the 

appropriate reference images or prompts.  

• Timely, consistent feedback was required in order to induce a flow state. Throughout 

each session the facilitator actively observed and collaborated with the participant and 

provided suggestions, praise and reassurance throughout.  

• Review of previously completed work highlighted the development of skills. As the 

sessions progressed the facilitator used time within each session to reflect on previously 

completed work and draw direct comparison to illustrate improvement. This was an 

effective way of increasing participants’ comfort and confidence throughout the six 

sessions. 

• As sessions progressed the complexity of activities increased in order to challenge the 

participant as they became comfortable with the different activities and techniques. 

However, this was participant led and extra time was spent on specific skills or activities 

when participants wanted more practice. 

• The facilitator encouraged participants to identify subjects that were of interest to them. 

This was difficult initially and prompts helped participants familiarise themselves with 

the activities and materials. Combining activities with subjects of personal interest 

further enhanced engagement. As the facilitator developed their relationship with 

participants, the participants’ ability to identify subject matter of interest became more 

evident. 

• The facilitator maintained awareness of the clinical environment and infection control 

issues. The facilitator was bare below the elbows, washed their hands in between 
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interactions with participants, and tied back their hair. If there were any clinical 

concerns the facilitator would raise them with the nursing staff. 

• Additional infection control protocol had to be followed in circumstances where 

participants were being nursed in isolation due to an infection. This included the 

facilitator wearing personal protective equipment, including a gown, latex gloves, a 

face mask and safety goggles. The facilitator also could not bring their own personal 

art materials into the isolation room for the session due to risk of contamination, and 

had to request that the participant keep their arts pack with their personal belongings, 

as it could not be stored on the unit due to further risk of cross contamination with other 

items.  

• If the participant was comfortable and consented, feedback was also provided by 

healthcare professionals and other patients during the sessions. This reinforced the 

feedback provided by the facilitator and built social capital amongst patients and staff. 

5.4 Conclusion 
 

This chapter described the development and manualisation of a replicable and person-centred 

complex arts-based intervention within a haemodialysis setting, with the intention of being 

implemented within a rigorous evaluative framework, such as an RCT. The development 

process helped ensure that the intervention was acceptable both for healthcare professionals 

working within the clinical environment but also for the patients who participated in the 

feasibility study, with the flexible approach necessary for both limited impact on the clinical 

setting and optimal participant engagement.  
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Chapter 4: Methodology 
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6 Methodology 

6.1 Research design 

This chapter describes how the complex arts-based intervention was evaluated within the 

framework of a feasibility study that included three components: a pilot cluster RCT, a parallel 

process evaluation and a feasibility economic evaluation. Feasibility studies for RCTs aim to 

test methodological procedures in order to answer the question of whether a full-scale definitive 

trial can be conducted in the future (Eldridge et al., 2016). This design was selected due to the 

absence of RCTs for complex arts-based interventions for patients receiving haemodialysis 

described in Chapter 2, reflecting a lack of guidance on both their feasibility and conduct in 

this context. The aim of this PhD project was therefore to develop and implement an arts-based 

intervention for patients receiving haemodialysis, and to assess whether the effectiveness of 

the intervention could be evaluated within a future RCT. 

6.1.1 Feasibility and pilot studies 

The arts-based intervention that has been developed as part of this study, and is described in 

Chapter 3, meets the definition of a complex intervention. This definition of ‘complex’ relates 

to the intervention having multiple, interacting components, the high level of skill required by 

those delivering the intervention, the flexibility of implementation and the variability in the 

outcomes of the intervention (Moore et al., 2014). The MRC guidelines (Medical Research 

Council, 2006) for the evaluation of complex interventions highlights the problems 

experienced by large RCTs when essential preparatory work is overlooked, such as problems 

with the acceptability of an intervention, high attrition rates, poor recruitment and problems 

delivering a complex intervention in a specific clinical context. These issues are exacerbated 

in palliative care trials where participation rates are commonly under 50% (Hanson et al., 

2014). Of direct relevance to this study, trials in nephrology, the most under-researched field 
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of internal medicine, also experience problems retaining participants (Palmer et al., 2011; 

Levin et al., 2017). The reasons for these low recruitment and retention rates are multi-factorial, 

including ethical implications of working with patients who have an advanced illness, and the 

emotional distress and burden placed on participants who may experience severe symptom 

burden such as fatigue, pain and nausea (Hanson et al., 2014). Feasibility and pilot studies are 

recommended to ensure that these problems are identified and addressed prior to a definitive 

evaluation (Medical Research Council, 2006). As RCTs of complex arts-based interventions 

for patients receiving haemodialysis have not been previously conducted (see Chapter 2, 

Section 2.5.6) there is a dearth of guidance available on whether it is feasible to evaluate these 

interventions within this methodological framework, or how to best conduct these trials. 

Therefore, a feasibility study was necessary before a definitive trial could be carried out.  

The MRC guidelines (2006) recommend that a mixed-methods approach, where both 

quantitative and qualitative data are collected, is used during feasibility testing. A convergent 

parallel mixed-methods design was used, where both quantitative and qualitative data were 

collected at approximately the same time and integrated during the interpretation of the 

analysed data (Creswell, 2014). The qualitative portion of this study consisted of a process 

evaluation. Process evaluations are used to inform aspects of implementation, mechanisms of 

impact and the influence of context. During feasibility testing, process evaluations can explore 

not only implementation of the intervention, but implementation of trial processes that could 

inform and optimise a definitive RCT (Moore et al., 2014).  

The RE-AIM mixed methods framework (Forman et al., 2017) was used to guide the research 

process. The framework outlines the core aspects of a complex intervention that should be 

explored to enhance the generalisability of findings (Glasgow and Estabrooks, 2018). The core 

aspects include the intervention’s reach, effectiveness, adoption, implementation and 

maintenance, which will be discussed further in Section 4.6.3.  
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6.1.2 Aims and objectives 

The aim of this study was to determine the acceptability and feasibility of a cluster RCT of a 

complex arts-based intervention for patients receiving haemodialysis. The objectives of this 

study were: 

• To assess the feasibility of conducting a definitive cluster RCT by testing trial 

procedures, estimating recruitment and retention rates and exploring the suitability of 

outcome measures.   

• To explore the acceptability of the implementation of an arts-based intervention and 

RCT in a haemodialysis unit for both patients and healthcare professionals. 

• To assess the feasibility of conducting a definitive economic evaluation of an arts-based 

intervention for patients receiving haemodialysis by testing data collection techniques 

and suitability of outcome measures. 

6.2 Ethical approval 

Ethical approval was sought and obtained from the Office of Research Ethics Committee 

Northern Ireland (ORECNI) (Ref: 18/NI/0091) and a favourable opinion letter was provided 

on the 18/07/2018 (Appendix 10). A substantial amendment was made to the process 

evaluation to change the data collection method for healthcare professionals from focus groups 

to semi-structured interviews, and this amendment received a favourable approval letter from 

ORECNI on the 20/11/2018, and approval from the Northern HSCT’s Research and 

Development office on the 4/12/2018 (Appendix 11).  

6.3 Research Setting 

The feasibility study was conducted between September 2018 and February 2019. The study 

took place in the renal unit at Antrim Area Hospital in the Northern HSCT, Antrim, Northern 
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Ireland. This renal unit provides in-hospital haemodialysis for approximately 122 patients who 

reside in the Northern HSCT, a predominantly rural area. The majority of patients receiving 

haemodialysis in this unit are outpatients, however all patients who require haemodialysis who 

have been admitted to Antrim Area Hospital also receive their treatment in this unit during 

their period of hospitalisation. Geographically the renal unit consists of a stand-alone building 

separate to the hospital, and a smaller unit within the main hospital building that primarily 

treats outpatients, but also provides maintenance haemodialysis treatment to patients during 

periods of hospitalisation.   

6.4 Underpinning philosophical theory   

Critical realism is a philosophical theory of science that has developed from the positivist 

versus constructivist paradigm debate. Critical realism utilises aspects of both paradigms to 

provide a more comprehensive framework that can help researchers investigate and explain 

issues in the social sciences where complexity of issues is common and there is a desire for 

findings to have direct policy implications (Fletcher, 2016). Critical realism posits that social 

structures, such as social class and education, are an external, causal mechanism that contribute 

to human behaviour, similar to how natural powers, such as gravity, are a causal mechanism in 

the natural sciences. However, these mechanisms are generated by human beings, something 

that differentiates them from natural powers, as human beings are active agents in their lives 

and can make decisions on how to act in response to these mechanisms. Therefore, critical 

realist research acknowledges and interrogates two causal influences in the form of social 

structures and human agency (Porter, McConnell, and Reid, 2017). In order to do this 

effectively, mixed methodology is typically used to explore not only the outcome of complex 

interventions, but to identify how these causal mechanisms may have contributed to the 

observed outcome (McEvoy and Richards, 2006). 
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Reflexivity has been highlighted in qualitative research where a hermeneutic approach is 

required during both data collection and analysis of data. Hermeneutics is both a theory and 

method of interpretation, and acknowledges that all forms of interpretation are limited by the 

researcher’s cultural background, context and beliefs. Heideggerian hermeneutics in particular 

is a common approach in phenomenological research where it is believed that culture and the 

individual cannot be separated, and that cultural influence cannot be quantified. Therefore, the 

researcher acknowledges that they are themselves a tool of data collection and their methods, 

analysis and interpretation will be influenced by their culture and beliefs (Ferrara, 1995). This 

approach is based on the interpretivist and constructivist epistemology that argues social reality 

cannot be examined using traditional scientific methods, that reality and truth is instead 

constructed and interpreted (Thomas, 1994).  

Therefore, the rationale behind reflexivity and the explicit positioning of the researcher’s 

philosophy within qualitative research is to inform how the data has been collected and 

interpreted by recognising the highly subjective nature of qualitative methodology, and the 

inability to detangle cultural influences from the researcher (Thomas, 1994; Pillow, 2003). This 

study was guided by critical realism, which posits that objectivity and detachment is possible 

and should be promoted within evaluation. Initially this appears to contradict the inherent 

subjectivity of reflexivity, however realism’s key feature is the importance of identifying 

underlying contextual factors and mechanisms that explain outcomes within an evaluation 

(Pawson and Tilley, 1997), and critical realism also acknowledges that causation is complex to 

determine and that both social structures and human agency act as causal mechanisms. While 

this contrasts with the typical Heideggerian approach to hermeneutics that underpins reflexivity 

in more interpretivist and constructivist paradigms (Ferrara, 1995), it does allow consideration 

of the complex relationship between the researcher and the participant as a causal mechanism 

in the context of social structures (Porter et al., 2017).  
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Additionally, as this research relies on the researcher not only to collect data but also to 

implement a complex healthcare intervention, it could be argued that the researcher’s additional 

role in the study as a facilitator will be influenced by their personal views on both art and 

illness. The delivery of the intervention may therefore be directly impacted by these views, and 

it should be acknowledged that future delivery of the same intervention by a different 

practitioner, with different views, could impact on the outcome (Rumbold, 2014). Therefore, 

in the context of critical realism, reflexivity can still play a role by aiding in the identification 

of underlying mechanisms that may contribute to the successful implementation and outcomes 

of an intervention. Thus, it is important that the researchers own philosophical standpoint is 

established to identify values and beliefs that could influence their practice.  

6.4.1 Researcher’s personal perspective 

Throughout my childhood and adolescence, I had a keen interest in the arts; I received an A at 

A-level for Art and Design and received a distinction in acting at the London Academy of 

Music and Dramatic Art (LAMDA) Grade 8. I started studying a Psychology BSc in 2009 and 

my engagement in the arts significantly lessened, only occasionally drawing for enjoyment and 

participating in local drama and film festivals. During and after my Psychology BSc I 

volunteered at a mental health day support centre where I had the opportunity to assist in the 

facilitation of art workshops, for example film-making, graffiti, felt-making and drawing 

classes. It was here that I was able to appreciate the benefit of the arts for promoting mental 

health and wellbeing through creative engagement, social interaction and meaningful activity. 

During my BSc in Mental Health Nursing (2014-2017) I spent time on a variety of psychiatric 

inpatient wards and with community teams, where practice involved the provision of artistic 

or creative pursuits; not as a form of traditional art therapy but instead as an opportunity to 

engage in purposeful activity and develop new skills to promote self-esteem and healthy coping 

strategies. The experience of providing arts and creative engagement in mental health settings 
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highlighted the potential negative effects that these activities could have on participant’s self-

esteem if they did not receive guidance, support and enthusiastic encouragement, as they can 

be left feeling vulnerable and insecure. I was able to draw on this experience during this study 

as it enabled me to identify when participants were feeling unsure or self-conscious about the 

work they were producing, and I could validate their efforts and reframe their thinking so they 

could identify their own areas of improvement.  

Members of the interdisciplinary advisory group involved in this PhD study recommended that 

I engage in and foster my own creative pursuits throughout the research in order to inform the 

development and facilitation of the intervention. This process highlighted to me the importance 

of identifying subject matter and artistic mediums that were personally enjoyable, as opposed 

to taking a prescriptive approach. Therefore, during implementation I actively encouraged 

patients to identify their own interests, preferred activities and/or materials, as I knew this had 

been an essential component to my own artistic endeavours.  

My background in psychology has resulted in a highly critical view of traditional art therapy 

and the theoretical framework that informed its development (Cook, 1994). In contrast, my 

lifelong engagement in the arts has resulted in an appreciation for the inherent benefits of 

creative activities.  It is my belief that creative engagement is an integral part of human nature 

and contributes directly to our wellbeing, and from experience this has been recognised in 

mental health settings. However, in physical health settings there appears to be a reliance on 

medicalised models that can overlook holistic health concerns, meaning that patients who have 

chronic health conditions, requiring extensive treatment and hospitalisation, have limited 

opportunities to engage in creative activities. Therefore, it is my belief that we should be 

facilitating access to these activities within the healthcare setting itself in order to maximise 

patient wellbeing.   
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The belief I hold that the arts can have a positive impact on patients well-being has implications 

in terms of equipoise, especially in relation to a definitive trial. Equipoise, the assumption that 

an intervention is no better than the control condition, is necessary to truly test the null 

hypothesis within an RCT. Equipoise is at risk of being jeopardised when the individual 

delivering the intervention is also involved in the development of the intervention (Cook and 

Sheets, 2011). As I was both the person developing and implementing the intervention during 

the feasibility study, equipoise was likely threatened and consequently steps were taken in an 

attempt to reduce the impact of this bias during feasibility testing (described below in Section 

4.4.2). However, while I hold the belief that the arts may promote mental health and well-

being, I do not believe that arts are inherently beneficial without question, a view many artists 

and arts in health researchers use to counter the growing use of scientific and clinical 

methodology in evaluation (Broderick, 2011). Instead I believe that while the potential for 

beneficial impact is there, the impact of art as an intervention cannot be established or 

generalised until evidence is provided. I also believe that stating an intervention has an inherent 

benefit for health, without a rigorous and critically appraised evidence base, has the potential 

to cause harm in practice. It is difficult to assert true equipoise during the conduct of a trial, 

and I acknowledge that my personal beliefs and experiences relating to the arts jeopardise 

equipoise, but my beliefs about the value of research will ensure I take steps to reduce the 

impact of this on a definitive trial.  

 

6.4.2 Reducing bias 

An additional consideration in terms of the research design was the issue of whether it was 

appropriate to have the researcher who developed the intervention and led the study, to also 

implement the intervention, collect the outcome measures and conduct the process evaluation. 

While this is a typical approach within a PhD project it raised a number of issues in terms of 
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introducing bias. For example, experimenter expectancy effects may occur when participants 

provide responses according to the effect they think the researcher is expecting. In order to 

reduce the influence of this effect it is recommended that a variety of researchers collect data 

and that researcher-participant contact is minimised (Rosenthal, 2014). These steps were not 

taken for this project, as a single researcher collected all of the quantitative data, and 

additionally had a high level of participant contact as they implemented the intervention. 

However, for this stage of the research process it was not identified as a concern as no 

hypothesis testing was taking place, therefore the researcher was not looking for an effect or a 

change in the quantitative outcome measures. 

In terms of the qualitative research it is recommended that the individual who designs or 

implements the intervention is not the same person who conducts the process evaluation 

(Moore et al., 2014). It was acknowledged by the research team that the person who 

implemented the intervention should not conduct interviews with patients directly assessing 

their experience of the intervention, as participants would be less likely to express negative 

evaluations of the intervention to the person who delivered it. Therefore, it was decided that 

two experienced qualitative researchers should conduct the interviews with the experimental 

group to reduce the influence of bias. This is discussed further in Section 4.6.3.   

   

6.5 Pilot Cluster Randomised Controlled Trial  

6.5.1 Participants 

Participants included patients receiving haemodialysis in the outpatient haemodialysis unit at 

Antrim Area Hospital. Healthcare professionals within the renal unit acted as gatekeepers and 

identified participants who met eligibility criteria and were comfortable being approached by 

the researcher.  
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Eligibility criteria for patients: 

• Age 18 or over  

• Able and willing to participate, as assessed by a member of the nursing staff.  

• Receiving haemodialysis 

The inclusion criteria were broad to ensure that a representative sample could be obtained and 

the feasibility of adapting the delivery of the intervention for different physical restrictions 

could still be explored. Therefore, when nursing staff assessed a patients ability to participate 

in the study, they were asked to focus on cognitive capacity to provide informed consent for 

research, as opposed to physical ability. For example, patients were not excluded because of 

AVF placement, arthritis or hemiplegia, as the interdisciplinary advisory group advised that 

the arts could be adapted to meet a variety of different physical needs. Instead patients were 

excluded if the nursing staff felt they did not possess the cognitive capacity or ability to provide 

informed consent, for example if they were experiencing dementia or psychosis, had 

experienced a traumatic brain injury that resulted in cognitive deficits, or were unable to speak 

English and therefore would not have the ability to understand the participant information 

sheets.  

A formal sample size calculation is not appropriate for feasibility or pilot studies as the 

objectives do not include hypothesis testing to establish the effectiveness of an intervention. 

Feasibility studies should instead focus on the acceptability of trial processes or an intervention, 

including the willingness of participants to be randomised, the time needed to collect and 

analyse data and response rates to outcome measures (Eldridge et al., 2016). There is little 

consensus on the appropriate sample size for a feasibility study, with guidance ranging from 

12 per arm (Julious, 2005) to 50 per arm (Sim and Lewis, 2012).  This inconsistency in sample 

size guidance could reflect the inconsistency in how pilot and feasibility studies are reported. 
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A review of 54 pilot and feasibility studies by Arain et al. (2010) concluded that pilot and 

feasibility studies were poorly reported and placed an inappropriate emphasis on hypothesis 

testing, with 81% of studies conducting hypothesis testing and a further 35% using a sample 

size calculation to ensure adequate statistical power for this purpose. Recent reviews of pilot 

studies confirm that inappropriate hypothesis testing is a common issue (Kannan and Gowri, 

2015). The report of statistically significant results tends to be opportunistic, in that the study 

may not have been initially designed to establish effectiveness but because a statistically 

significant result was found it was reported, which decreases the likelihood of a follow-up 

definitive RCT. This calls into question the validity of the effect, as the study was not designed 

for the purpose of hypothesis testing, and therefore would not have the rigour of a definitive 

RCT (Eldridge et al., 2016).   

 

The justification for larger sample sizes in feasibility studies is to obtain narrow standard 

deviations on outcome measures to maximise precision in a future power calculation (Sim and 

Lewis, 2012; Teare et al., 2014). However, there is disagreement over whether this is an 

appropriate method to inform power calculations, or whether it’s an appropriate objective at 

the feasibility and piloting stage, as to obtain a narrow standard error for a precise power 

calculation the sample within the feasibility study would need to approach the size of a fully 

powered RCT (Kraemer et al., 2006). This would in turn increase the likelihood of identifying 

a statistically significant effect during the feasibility stage, which can be inappropriately 

reported, and reduce the likelihood of a follow-up RCT (Lancaster et al., 2004). This is also an 

issue in sample sizes for pilot cluster RCTs where there are multiple contributing factors to 

determining a sample size in a definitive trial. Previously reported pilot cluster RCTs range 

from 2 clusters to 26 clusters, with recommendations of overall sample size ranging from 60 

to 2400 (Eldridge et al., 2015). This wide variation in reported clusters and sample sizes results 
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from the multiple uncertainties that contribute to the sample size calculations, including the 

intra-cluster correlation co-efficient (ICC), over all sample size and sampling frame, and 

number of participants in each cluster (Eldridge et al., 2015). The ICC is a measure of the 

amount of variance within each cluster and between clusters, and makes a substantial 

contribution to the required sample size in definitive cluster RCTs (Campbell et al., 2000). 

However, pilot cluster RCTs are typically too small to precisely estimate the ICC and therefore 

sample size calculations based on this approach are typically flawed (Eldridge et al., 2015).  

 

A sample size of 30 is recommended by the NIHR’s Research Design Service for the estimation 

of a parameter, such as sample size, recruitment or attrition rate, for a definitive randomised 

controlled trial, although they recognise that advice varies from 24 to 50 participants (Hooper, 

2017). This recommendation is for trials randomised on an individual level as opposed to pilot 

cluster RCTs where randomisation occurs at a group level. The issue of sample sizes in pilot 

cluster RCT is based on the difficulty in obtaining precise estimates in a pilot study where there 

are multiple uncertainties that contribute to those estimates (Hemming et al., 2017). Therefore, 

while setting thresholds of feasibility is recommended in pilot cluster RCTs, the stringent 

application of those thresholds is not advised, and a single pilot study should not be used to 

estimate parameters in a definitive trial. Instead, pilot cluster RCTs should focus on the 

feasibility of trial processes and implementation, as opposed to accurate calculations of 

parameters such as the ICC or sample size (Eldridge et al., 2015).  

 Due to the increased risk of identifying a statistically significant result with larger sample 

sizes, the focus on the feasibility of trial processes and implementation, and the practical 

limitations of a small, single centre study, an overall sample size of 30 was selected for the 

pilot cluster RCT. Dr Helen McAneney, a statistician at the Centre for Public Health at Queen’s 
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University Belfast, was consulted who confirmed that a sample of 30 was an appropriate 

sample size to meet the objectives of the study.   

6.5.2 Recruitment 

A convenience sample was used from the haemodialysis unit where data collection was taking 

place. Eligible participants that had been screened and identified by clinical gatekeepers were 

approached by the researcher who explained the study in detail to the participant. Posters 

advertising the study were also displayed throughout the unit and in the waiting area, advising 

anyone who was interested to speak to a member of staff. Those participants that expressed 

interest in participating were provided with a participant information sheet (Appendix 12) to 

take home and read. Patients were provided with a period of at least 48 hours (the length of 

time between haemodialysis sessions) to decide if they wished to participate. This time frame 

provided participants with an opportunity to go through the information sheet, consider the 

benefits and potential risks of the research, and consult with their family and friends about 

whether or not to take part, in line with best practice (Gupta, 2013). Those that agreed were 

provided with a consent form to sign (Appendix 13). Reasons for ineligibility and for non-

participation were captured in screening logs throughout the recruitment process.  

The recruitment process lasted approximately a month, during which time all eligible 

participants within the unit (n=98) were approached and offered the chance to participate. The 

recruitment process was guided by the planned randomisation procedure and limited resources 

available, as there were only enough art packs for a maximum of 30 participants.  This resulted 

in a staggered recruitment approach in order to achieve equal recruitment to both the 

experimental and control group. Once five patients from each shift (five from the morning, 

afternoon and twilight shifts on both the Monday/Wednesday/Friday and 

Tuesday/Thursday/Saturday shift schedule) had expressed interest in participating, no more 

participants could be approached from that shift until those that expressed interest made their 
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final decision on participation. This continued until all participants had been approached within 

a single shift, and where the recruitment quota was not met within a shift attempts were made 

to recruit more participants from across all other shifts until all eligible patients had been 

approached. 

6.5.3 Randomisation  

All participants were informed that the study would involve random allocation to either engage 

in arts activities (experimental group) or be placed on a waiting list (control group). Participants 

were randomly allocated to a waiting list control group or experimental group following 

baseline data collection. As the renal unit is an open environment 1:1 block randomisation at 

an individual level would introduce the risk of participants within the control group viewing 

implementation of the intervention, which would introduce potential contamination (McDaid 

et al., 2006). Cluster randomisation at a ratio of 1:1 was used to ensure both groups contained 

the same number of participants (Suresh, 2011), while randomising at a cluster level instead of 

on an individual level would reduce the risk of contamination. Initially it was planned that 

participants would be grouped and randomised according to the days they attend for 

haemodialysis. Patients typically attend haemodialysis on either a Monday, Wednesday, Friday 

or a Tuesday, Thursday, Saturday shift pattern. However, there was uneven recruitment across 

each of the shift patterns, with notably more participants on the Monday, Wednesday, Friday 

shifts (n=15) compared to the Tuesday, Thursday, Saturday shifts (n=9). To address this issue 

and maintain a ratio of 1:1 randomisation it was decided to randomise according to a different 

shift pattern, this time determined by the time of day the patients attend haemodialysis during 

set shifts, either morning, afternoon or twilight. To obtain an even divide of participants the 

randomisation was changed to allocate the AM shifts (morning) or the PM shifts (afternoon 

and twilight) to the control and experimental condition respectively. A diagram providing an 

overview of this clustering method is provided in Figure 8. This change to the research protocol 
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required a local amendment (Amendment number: NSA 17.09.18) which received approval on 

the 28/09/2018 (Appendix 14). Any identified instances of contamination or deviations from 

protocol, such as patients attending different shifts and being exposed to the intervention, were 

documented within activity logs in order to inform the best randomisation strategy within a 

definitive trial. 

Figure 8. Overview of shift pattern used to cluster participants 

 

 

 

 

 

 

The randomisation procedure was performed by a PhD student not connected to the study. This 

involved flipping a coin that determined which group would receive the intervention and the 

PhD student placed the allocation in a sealed envelope which was then stored in a locked filing 

cabinet at the University site, along with the trial management file. The researcher opened the 

envelope once baseline data collection had been completed. Participants who attended the AM 

shifts were randomly allocated to the control group, and the participants who attended the PM 
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shifts were randomly allocated to the intervention group. Participants from the control group 

were asked not to participate in any art activities during their haemodialysis sessions 

throughout the study, but that once data collection was completed they would have an 

opportunity to take part in art sessions and receive a pack of art supplies. This was not a form 

of delayed entry as no data was collected from the control group once the follow-up time period 

had finished. The provision of the arts pack following the study was recommended by the 

interdisciplinary advisory group to promote retention of participants, and the waiting list design 

was recommended by the OREC NI ethics panel to ensure all participants had the opportunity 

to receive guidance and instruction on how to use the arts materials.   

6.5.4 Arts-based Intervention 

The full description of the development of the intervention is described in Chapter 3. The 

intervention was developed based on the psychological theory of flow, which posits the 

existence of a ‘flow state’, a state of optimal experience that results from complete absorption 

in a task. In order to induce a flow state, the task must present a challenge to the individual that 

they can overcome through skill development (Csikszentmihalyi, 1992; Reynolds and Prior, 

2006). Qualitative literature has suggested arts-in-medicine programmes can induce the 

hallmark experiences of a flow state in patients who participate, such as an altered perception 

of time and reduction in rumination and anxiety (Ross et al., 2006; Rowe et al., 2011; Lawson 

et al., 2017).  

The intervention consisted of six one-hour long art sessions, facilitated by the researcher and 

implemented at the bedside whilst the participant received haemodialysis. Each participant 

received the sessions over a course of three weeks, receiving two sessions each week. This time 

frame was chosen in consultation with the study’s interdisciplinary advisory group who 

recommended each participant receive a day off each week to reduce the potential of fatigue 

influencing participation. Dr Daisy Fancourt, a leading researcher in the field of arts in health, 
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was also consulted and confirmed that six sessions should be an adequate dose (Fancourt, 

2017). The activities on offer consisted of a selection of discrete choices, either creative writing 

and visual art, but involved a person-centred approach that allowed patients to adapt the 

activities to their interests and their abilities. This person-centred approach was modelled on 

the arts-in-medicine programmes that have shown evidence of being sustainable in clinical 

settings over prolonged periods of time (see Chapter 2 Section 2.5.3.1). 

Each participant received their own individual arts pack that contained a standardised set of 

materials that were informed by the scoping review (Chapter 2) and selected by the study’s 

interdisciplinary advisory group. The items were selected according to their ease of use and 

their ability to be implemented without impacting on the clinical setting; a list of the items is 

provided in Chapter 3 Section 3.3.3.3. Individual packs were provided to each participant to 

maintain infection control and reduce any issue of cross-contamination between participants. 

All participants kept the packs at the end of the study. Each session involved one-to-one 

facilitation to ensure the activities were accessible for the majority of patients, as AVFs and 

problems with dexterity can limit a person’s ability to use the materials unassisted.  

6.5.5 Data Collection and Management 

 Recruitment 

The main feasibility outcome of interest was the recruitment rate of participants. Assessing the 

ability to recruit participants is a common issue explored in feasibility trials (Lancaster et al., 

2004; Bugge et al., 2013; Arain et al., 2016; Avery et al., 2017). As barriers to recruitment exist 

in palliative care research (Hanson et al., 2014), it is important to establish the feasibility of 

recruiting the participants needed for a definitive RCT. Screening, approach and recruitment 

logs were kept during the recruitment stage of the study to capture the proportion of patients 

eligible and who consented to participation, and reasons for non-participation or ineligibility.  
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 Retention 

Nephrology and research involving patients with end-stage diseases experience high attrition 

rates (Palmer et al., 2011) (discussed in more detail in Chapter 1, Section 1.9), having a 

detrimental impact on the quality of evidence available in these fields. Therefore, the ability to 

retain participants is an important consideration prior to a definitive RCT. The attrition rate of 

participants over a three-month period (from baseline to final follow-up) was captured during 

data collection and intervention implementation. Reasons for withdrawal were documented in 

participant’s case report forms (CRF) to identify any modifiable factors that contributed to 

attrition. 

 Participation 

Activity logs were kept throughout the intervention’s implementation by the researcher, 

documenting the time spent implementing each art session, the activities the participants 

engaged in, any instances of non-participation and reasons, general feedback from patients 

during the sessions, instances of contamination between the control and experimental group 

and any adverse effects experienced by participants (Appendix 9). 

 Clinical outcome measures 

Baseline demographic and clinical data included age, gender, ethnicity, socio-economic status, 

education, dialysis vintage, number of co-morbidities and frailty as measured by the Clinical 

Frailty Scale; these were collected to explore factors that may influence participation in a full 

trial.  

Arts-based interventions can improve depression, a common issue in patients receiving 

haemodialysis (Bujang et al., 2015). Improvements in depression have been reported in 

receptive arts groups; in a study by Dowrick et al. (2012) depression scores were measured in 

patients clinically diagnosed with depressive disorders using the Patient Health Questionnaire-
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9, and a statistically significant reduction in depression was found after engagement in a 

reading group. Arts-based interventions have also been shown to impact anxiety (see Chapter 

2, Section 2.5.4.1.1), another common issue amongst patients receiving haemodialysis (Cohen 

et al., 2016). As discussed in Chapter 1, Section 1.5.3 depression and anxiety are highly 

prevalent and under-addressed amongst patients with ESKD receiving haemodialysis, therefore 

depression and anxiety were measured as a clinical outcome. These were collected using the 

Hospital Anxiety and Depression Scale (HADS), which has been validated in patients with 

ESKD receiving haemodialysis (Loosman et al., 2010). The scale measures depression and 

anxiety within the same tool, allowing independent exploration of two outcomes with a 

subscale analysis (Annunziata et al., 2011).  

Arts-based activities have also been found to contribute to QoL in clinical populations 

(Staricoff and Clift, 2011; Sturm et al., 2014; Boyce et al., 2017). As discussed in Chapter 1 

Section 1.5 patients receiving haemodialysis have lower HRQoL than the general population, 

and a variety of factors contribute to this outcome. These include not only the physical 

symptoms patients experience, but psychological and social consequences of the disease and 

the associated treatments (Kang et al., 2015). The Kidney Disease Quality of Life – SF 36 

(KDQoL-SF 36) is a commonly used measure of HRQoL in renal literature, is valid and 

reliable, and has been identified as providing the most comprehensive overview of factors that 

contribute to QoL (Glover et al., 2011). Additionally, the KDQOL-SF 36 is the only QoL scale 

that has been used to evaluate the impact of a complex arts-based intervention in the available 

peer-reviewed literature (Ross et al., 2006). Therefore, the KDQoL-SF 36 was used to measure 

QoL. 

The clinical outcome measures (HADS and KDQoL-SF 36) were collected at baseline and 

immediately after the intervention. A pre-/post-test design is common in arts-based 

intervention research and allows researchers to evaluate improvements in health outcomes over 
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a short period of time (Bungay et al., 2014; Kim et al., 2017) . However, arts-based intervention 

research has faced criticism due to lack of longitudinal follow-up, which would be necessary 

to identify whether arts-based interventions are sustainable in a clinical setting, and whether 

the benefits are lasting (Boyce et al., 2017). Participants who are lost to follow-up in 

longitudinal RCTs concerning complex healthcare interventions tend to be older, diagnosed 

with a chronic illness and have higher levels of co-morbidity (Peterson et al., 2012), common 

demographic factors in patients with ESKD (Zyoud et al., 2016). To establish the feasibility of 

follow-up within a definitive RCT and establish attrition rates over time, a longitudinal follow-

up was also conducted. This period was limited by the time frame of the PhD programme, and 

clinical outcome measures were collected at baseline, immediately post-intervention and at six-

weeks and three-months after the intervention commenced. The schedule for enrolment, 

administration of the intervention and assessment of outcomes (including those for the process 

evaluation and feasibility economic evaluation) can be seen in Figure. 9. 
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Figure 9. SPIRIT figure illustrating the schedule of enrolment for participants, 
implementation of interventions and timeline of assessments for the pilot cluster RCT, 
process evaluation and feasibility economic evaluation 

 

 STUDY PERIOD 

 Enrolment Allocation Post-allocation Close-out 

TIMEPOINT** -t1 0 
3 weeks  

t1 

6 weeks 

t2 

3 months 

t3 
tx 

ENROLMENT: 
 

Eligibility screen X      

Informed consent  X      

Allocation  X     

INTERVENTIONS:       

6 art sessions       

3 art sessions 
(control)      X 

ASSESSMENTS:  

Baseline: Age, 
gender education, 
dialysis vintage, 
ethnicity, CFS, co-
morbidities 

 X     

Pilot Cluster RCT  

Recruitment rates X     X 

Attrition rates  X X X X X 

KDQOL-SF 36  X X X X  

HADS  X X X X  

Process Evaluation  

Qualitative semi-
structured interviews 

with participants 
      

Focus groups with 
HCP 

      

Feasibility economic 
evaluation  

EQ-5D-5L  X X X X  

Patient resource use 
log  X X X X  
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The completion rates of the clinical outcome measures were used to inform their acceptability 

of use within a definitive RCT. The follow-up time points within this feasibility study were 

chosen to allow exploration of reasons for attrition and provide participants with an opportunity 

to familiarise themselves with the outcome measures and assess participant burden for further 

exploration within the process evaluation (Section 4.6). 

6.5.6 Data collection and storage 

Data collection was completed for the pilot cluster RCT during participants’ scheduled 

haemodialysis sessions to reduce participant burden. Participants were offered the option of 

completing the questionnaires themselves or with the assistance of the researcher. The data 

were collected on a case report form (CRF) with an anonymous ID code for each participant. 

During the study the trial management file and CRFs were stored in a locked filing cabinet in 

a locked room on site. Following completion of data collection these were moved to a locked 

filing cabinet, in a locked room in Queen’s University Belfast. Only authorised members of the 

research team were allowed access to the data.    

6.5.7 Data analysis  

Data analysis was conducted using the Statistical Package for the Social Sciences (SPSS v 24). 

Descriptive statistics were used to present baseline demographic and clinical data. Categorical 

data was presented as frequencies and percentages, while continuous data was presented as 

means and standard deviations. Recruitment, participation and retention rates were reported 

and presented in a CONSORT flow diagram (Eldridge et al., 2016). The results of this analysis 

are presented in Chapter 5. Exploratory inferential statistics were conducted, but no 

conclusions on the effectiveness of the intervention were made from the results and therefore 

these were not reported in the quantitative results chapter, Chapter 5. Independent t-tests (or 

the non-parametric equivalent Mann-Whitney U) were conducted to compare the scores of the 
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experimental group and control group on the clinical outcome measures at each follow-up time 

point. The majority of arts-based intervention research involves pre/post-test designs; 

therefore, a repeated measures t-test (or the non-parametric equivalent Wilcoxon Matched Pairs 

test) was also conducted to compare the mean scores of the experimental group before and after 

receiving the intervention.  

In a definitive cluster RCT a mixed effects linear model can be used to identify a statistically 

significant effect of the intervention, which requires accounting for differences between 

clusters and individuals baseline measures (Donner, 2002). At this stage of the research process 

any statistical modelling would be inappropriate due to the lack of statistical power to identify 

important differences between clusters or contributing baseline or demographic factors, and 

the lack of hypothesis testing as an aim of this research. Additionally, while calculating the 

ICC is reported in a number of pilot cluster RCTs (Eldridge et al., 2015), conducting a sample 

size calculation based on the outcome data was not an objective of this study, and the sample 

size was not large enough to provide a precise estimate of the ICC.  

 

6.6 Process evaluation  
6.6.1 Participants 

Participants included both patients who had been recruited into the pilot cluster RCT, and 

healthcare professionals working on the haemodialysis unit during the implementation of the 

intervention.  

Eligibility criteria for healthcare professionals: 

• A member of the multidisciplinary team, including nurses, healthcare support workers, 

doctors, dietitians, social workers and counsellors. 
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• Have had experience with the intervention, meaning they had been present on the unit 

during implementation of at least one session of the intervention. 

• Have worked in a clinical renal setting for more than three months. 

Familiarity with the context of the clinical environment was needed to inform the acceptability 

of the intervention (May, 2013). Context includes the social system within the workplace, 

taking into consideration social norms, material resources, and collective commitment (May, 

2013). A qualitative study by Farnell and Dawson (2006) interviewed critical care nurses over 

six months after transferring from general medical wards. Up to three months after 

commencing their new post, nurses continued to report experiences relating to their 

socialisation, including the setting feeling ‘so different’, feeling deskilled in the new 

environment and being unable to meet the high expectations they set for themselves. At six 

months follow-up these experiences were no longer reported. New staff and students require 

time to familiarise themselves with the clinical environment, the expectations involved in their 

role and the social structure of the unit (Valdez, 2008). Therefore, healthcare professionals who 

had worked in a renal setting for less than three months and students on placement during the 

intervention were excluded from the process evaluation. 

6.6.2 Recruitment 

During data collection for the pilot cluster RCT (discussed in Section 4.5.5) patients were 

offered the opportunity to participate in the process evaluation. They were approached for 

participation once the implementation stage of the study had finished but before the three-

month data collection time point. A separate information sheet was provided to participants by 

the researcher (Appendix 15). Participants were given a minimum of 48 hours (time between 

dialysis sessions) to consider participation and consent forms (Appendix 16) were completed 

prior to the start of each interview. A purposive sampling strategy was used, with participants 
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who would provide the richest data in the experimental group recruited. Participants in the 

control group were included to provide additional data on the trial processes and were 

purposively selected to provide a variety of experiences on random allocation.  

Healthcare professionals were recruited for the process evaluation by purposive sampling. This 

sample technique was the most appropriate approach as it ensured the participants had the 

experience necessary to inform the research question. During the pilot cluster RCT the 

researcher was aware of what healthcare professionals were present during implementation of 

the intervention and used this to guide their sampling strategy. The ward manager acted as a 

gatekeeper and screened healthcare professionals to ensure that they met the inclusion criteria 

and sought permission for the researcher to approach them. Due to managerial and social 

hierarchies within healthcare, healthcare professionals may have felt pressure to participate 

when approached by their manager; therefore, the researcher provided the healthcare 

professionals with the participant information sheet (Appendix 17) and offered them a cooling-

off period to consider participation, typically the time between the initial approach and their 

next shift on duty. This gave participants a minimum of 24 hours to read through the 

information sheet and consider whether they wanted to participate in the process evaluation, in 

line with best practice (Gupta, 2013). Informed consent was then collected at the start of each 

interview (Appendix 18).  

6.6.3 Data Collection and Management 

The semi-structured interviews used interview guides consisting of open questions informed 

by the RE-AIM QuEST framework (Forman et al., 2017). Semi-structured interviews were 

selected as they allow focused, in-depth exploration of a specific experience, but also provide 

more flexibility in terms of organisation than focus groups (Coenen et al., 2012). The flexibility 

of the method chosen was particularly important for patients as they experience a significant 

treatment burden (Rayner et al., 2014), meaning the methods and approach selected had to be 
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sensitive to this issue and reduce any additional burden that was being imposed. Semi-

structured interviews have also been recommended as a qualitative method to use within 

process evaluations of cluster RCTs (Grant et al., 2013), and are the most commonly used 

approach in process evaluations of pilot trials (O’Cathain et al., 2014).  

The RE-AIM framework outlines that the reach, effectiveness, adoption, implementation and 

maintenance of an intervention should be explored with both qualitative and quantitative 

measures, in order to identify any necessary modifications to improve future implementation, 

both for replication in research and translation into clinical practice (Forman et al., 2017) . The 

interview guides used open ended questions to ensure participants could express and explore 

perspectives that they considered relevant to implementation, but the questions themselves 

were targeted and specific to the RE-AIM framework to ensure the responses were relevant to 

informing a larger trial (Appendix 19, Appendix 20, Appendix 21).  

Sample sizes for qualitative portions of feasibility studies tend to be small, which is 

understandable considering the small overall sample sizes within these types of studies 

(O’Cathain et al., 2014). Computer simulations of usability testing have shown a sample size 

of 10 should identify 80% of problems within a complex intervention (O’Cathain et al., 2014), 

while data saturation is likely to be reached at 12 interviews on average (Guest et al., 2006). 

The principle of 10 + 3 for data saturation outlines that a minimum of 10 interviews should be 

conducted, followed by at least 3 consecutive interviews that present no new findings (Francis 

et al., 2010). A total of 13 patients consented to semi-structured interviews, and the interviews 

continued until data saturation was reached. Data saturation was determined when no new 

information was being discovered during the interviews.  

The sample included nine participants from the experimental group and four participants from 

the control group. This ensured that 81% of eligible participants from the experimental group 
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could provide their experiences and opinions of the intervention, and inform any necessary 

adaptations within a larger trial. The inclusion of control participants in the sample also allowed 

for data to be collected on the experience of being randomly allocated to a control group, as 

well as any expectations participants had about the intervention prior to engaging in it 

themselves. However, as the control group could not provide information on their experiences 

of the intervention it was decided only a small sample was needed, in order to get additional 

data on the trial processes and provide additional information on the acceptability of a waiting 

list control group. 

The location of the interview was dependent on patient preference. The majority of participants 

wanted to undertake the interview whilst receiving haemodialysis and one participant was 

interviewed in a private room on the unit prior to their haemodialysis session. While it is 

recommended that qualitative interviews are conducted in the participant’s own home to reduce 

the power dynamic that may be inherent in a clinical setting, a more flexible, sensitive approach 

was required by the research team as participants experience a significant treatment burden. 

The interviews with the 9 participants who received the intervention were conducted by two 

experienced qualitative researchers who had not been involved in the implementation of the 

intervention. The change in research personnel was necessary to reduce the influence of bias, 

as the primary researcher was also the facilitator of the intervention, and had they conducted 

the interviews with participants who were evaluating the intervention they may have been less 

comfortable identifying problems with the intervention or aspects of implementation they did 

not find acceptable (Moore et al., 2014). 

Initially the research protocol outlined that approximately five healthcare professionals would 

be recruited into each of three focus groups (Schneider et al., 2009). However, the dialysis unit 

in which the study was taking place was relatively small and the ward manager expressed 

concerns about the willingness of healthcare professionals to attend on their days off, and the 
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feasibility of conducting a focus group with healthcare professionals during their shift due to 

staffing requirements. In addition, following implementation of the intervention it became clear 

that the degree of involvement of healthcare professionals in implementation was minimal, and 

therefore the amount of information the healthcare professionals would be able to provide was 

limited (Carlsen and Glenton, 2011; O’Cathain et al., 2014). A substantial amendment was 

made to change the focus groups to shorter semi-structured interviews in order to reduce any 

disruption to the haemodialysis unit (Section 4.2, Appendix 11). The semi-structured interview 

guides for healthcare professionals followed the original structure of the focus group guides 

and were also based on the RE-AIM framework that informed the interview guides for the 

participants in the experimental and control groups (Appendix 19, Appendix 20, Appendix 21). 

A total of nine semi-structured interviews were completed with healthcare professionals before 

data saturation was reached, with all of the participants expressing an interest in completing 

the interviews during their shift for convenience.  

6.6.4 Data Analysis  

The semi-structured interviews were recorded and transcribed verbatim, and thematically 

analysed using Nvivo Version 11. Inductive thematic analysis was used to analyse the data 

collected. Thematic analysis involves identifying and coding central themes within qualitative 

data through an iterative process (Braun and Clarke, 2006). Themes are conceptualised as ideas 

that reflect some level of meaning within the data (Jugder, 2016). The data was divided into 

three distinct data sets, interviews from participants in the experimental group, interviews from 

participants in the control group, and interviews with healthcare professionals. The first step 

involved descriptive coding of each data set line by line, identifying words or phrases that 

capture salient components in the data. During the second step, interpretive codes were 

synthesized from the descriptive codes to provide a preliminary description of the data. The 

data sets were then merged together to arrange the codes from all three data sets into 
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hierarchical categories, forming final overarching themes that captured the qualitative data as 

a whole (Tracy, 2013). An audit trail for the thematic analysis is presented in Appendix 22. 

The purpose of a process evaluation is to develop an understanding of the intervention, trial, 

context and mechanisms of change; therefore, data analysis was focused on answering these 

research questions (Grant et al., 2013) through the RE-AIM framework (Forman et al., 2017). 

Themes were identified at a semantic level, in that they developed from the explicit content 

contained within the data. This is different to identifying themes at a latent level, which requires 

a more hermeneutic approach (Braun and Clarke, 2006). Semantic themes are appropriate for 

a process evaluation as the aim is to gather explicit information on the implementation of an 

intervention and trial processes (Forman et al., 2017).   

Investigator triangulation was also used to ensure validity of the identified themes. This 

involved regular review of the analysis and themes by the supervisory team to develop 

consensus on the final identified themes (Steinke, 2004). Method triangulation was also used 

by merging the quantitative data collected during the pilot cluster RCT and feasibility economic 

evaluation, and the qualitative data collected during the process evaluation, discussed further 

in Chapter 7. Data source triangulation was also used in the process evaluation, which involved 

collecting data from a variety of sources. Data were collected from a variety of participants, 

including participants from the intervention group, participants from the control group, and 

healthcare professionals working on the unit (Carter et al., 2014).  

 

6.7 Feasibility economic evaluation 

6.7.1 Data collection and management 

Feasibility studies do not include a large enough sample required for the statistical power 

needed to establish effectiveness, therefore conducting a full cost-effectiveness evaluation 
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within a feasibility study is not recommended (Hounsome and Shearer, 2015). However, the 

feasibility of data collection methods and the appropriateness of outcome measures can be 

evaluated during a feasibility study to inform a full economic evaluation within a definitive 

RCT.  

Health and social care costs of participants were collected using Patient Service Use Logs 

previously used in the Palliative Care in Chronic Kidney Disease study (PACKS) (Phair et al., 

2018). These logs collected information on health and social care resource use during the study 

(Appendix 23).  The logs were collected post-intervention and at six weeks and three months 

follow-up. The outcome of interest was the feasibility of using a patient resource use log in a 

full economic evaluation according to the proportion of participants who completed the Patient 

Service Use Log. Participants were provided with a log to take home and complete in between 

the follow-up time points. Participants who did not remember to return the log or complete it 

during this time were offered the opportunity to complete the log retrospectively. Participants 

were also provided with an option during the follow-up data collection to continue completing 

the logs at home or fill them in retrospectively with the assistance of the researcher, depending 

on their preference. Completion and return rates were documented alongside patient 

preferences. 

The EQ-5D-5L was administered to patients in conjunction with the clinical outcome measures, 

at baseline, post-intervention and at six weeks and three months follow-up. The EQ-5D-5L is 

recommended by NICE for deriving utility values for the calculation of quality adjusted life 

years in cost-effectiveness analysis within definitive economic evaluations (National Institute 

for Health and Care Excellence, 2019) and has been shown to be a valid measurement of health 

status in patients with ESKD receiving haemodialysis (Yang et al., 2015). However, it is 

important to consider the burden of questionnaires on participants during an RCT. The 

acceptability of administering the EQ-5D-5L to patients in conjunction with the KDQoL-SF 
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36 and the HADS was explored by examining the completion rates and proportion of missing 

data for the EQ-5D-5L. 

6.7.2 Data analysis 

Completion rates and missing data for the Patient Service Use Log and the EQ-5D-5L were 

presented as frequencies to assess the feasibility of data collection (presented in Chapter 5). A 

formal economic analysis to evaluate cost-effectiveness, cost-utility or cost-benefit is not 

recommended during feasibility and pilot testing, due to the lack of statistical power, the 

flexibility of trial design and intervention delivery, and the lack of clarity relating to the 

outcome of interest (Hunter and Shearer, 2014). Therefore, only descriptive statistics were 

calculated and presented to provide an overview of differences in resource use costs for the 

intervention group compared to the control group. Additionally, a preliminary costing of the 

intervention was calculated, with recommendations for future considerations of a more 

comprehensive costing of a scaled-up version of the intervention. 

Overall estimated costs for resource and healthcare use were calculated using the Unit Costs of 

Health and Social Care 2018 data (Curtis and Burns, 2018). GP visits were costed including 

direct care staff costs with qualification costs (£37.40 per visit). GP and nurse phone call 

consultations were costed according to the cost of GP staff telephone triage information 

excluding other costs (£14.90 per intervention for GP-led and £6.00 per intervention for nurse-

led). As the costings available for inpatient hospital admissions were only provided per 

‘finished consultant episode’ (the time a patient spends under the care of a consultant, costed 

at £3,720), the cost of hospital admissions was estimated according to the number of distinct 

participants admitted to hospital within the data collection time period, as opposed to their 

length of hospital stay or the proportion of participants under inpatient hospital care within a 

distinct time period. The data used referred to the unit cost by point of delivery of elective 

inpatient hospitalisation excluding excess bed days. District nurses were costed according to 
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the approximate cost per visit (£41.73). Social work visits were costed according to 

approximate price per client-related working hour, including cost of qualification (£60), as 

length of visits were not recorded and no average length of visit was available in the unit or 

reference costings. The cost of occupational therapist visits was also estimated according to the 

cost per hour, including training (£47), as the length of the visits were not recorded and no 

average length of visit was available in the unit or reference costings. The costing of visits to 

other healthcare professionals was costed according to the cost per unit of dentist appointments, 

under the NHS Choices band 1 charge (£21.60), as this was the resource identified by 

participants in the resource use logs.  

 

Estimated costs for A&E attendance were not provided in the Unit Costs of Health and Social 

Care 2018 data (Curtis and Burns, 2018), therefore the NHS Improvement Reference costs 

2017-2018 data were used (NHS Improvement, 2018), for the average cost at point of delivery 

(£160). The costing for renal clinic visits and other clinic visits were also costed according to 

the NHS Improvement Reference costs 2017-2018 (NHS Improvement, 2018), according to 

the average cost at point of delivery for outpatient attendance (£125). 

6.8 Progression Criteria 

The progression criteria for recruitment are the criteria used by the Northern Ireland Clinical 

Trials Unit (McConnell et al., 2016), and were confirmed by contacting Professor Mike Clark 

via e-mail. The inclusion of a qualitative component within progression criteria is 

recommended by O’Cathain et al., (2014) as qualitative research may be able to identify 

potential harms of an intervention that would not be captured within the quantitative results.  

Progression to a definitive RCT will be determined by recruitment rates and the acceptability 

of the intervention for patients and healthcare professionals.  
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• 75–100% of the target sample size recruited from a single site will result in progression 

to a definitive RCT. 

• 50–74% of the target sample size recruited from a single site will result in progression 

to a definitive trial after reviewing the protocol and data from the process evaluation, 

and making appropriate amendments to address barriers to recruitment. 

• 25–49% of the target sample size recruited from a single site will result in progression 

to a definitive trial after reviewing the protocol with input from potential co-applicants 

to ensure that the protocol is modified to enhance recruitment rates. 

• Less than 25% of the target sample size recruited from a single site will probably result 

in the trial not progressing, unless a significant modifiable barrier is identified within 

the process evaluation. 

• More than 20% attrition rate (Schulz and Grimes, 2002) from the recruited sample will 

result in revision of the protocol and data from the process evaluation, and appropriate 

amendments will need to be made to address barriers to retention of participants, prior 

to progression to a full trial. 

• Progression to a full trial will be contingent on the acceptability of the intervention for 

both patients and healthcare professionals regardless of recruitment rates. This will be 

explored within the qualitative process evaluation (Forman et al., 2017). Any necessary 

modifications identified will be made prior to progression to a definitive trial. 

• The use of the outcome measures in a definitive trial will be contingent on the 

acceptability of the questionnaires, which will be informed by completion rates and 

through the qualitative process evaluation. Any necessary modifications, such as 
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removing questionnaires or using only certain subscales, will be made prior to 

progression to a definitive trial. 

 

6.9 Ethical Considerations 
 

6.9.1 Informed Consent 

To ensure informed consent was obtained freely from patients, they were initially screened by 

a clinical gatekeeper, who determined whether the patient had the capacity to decide to 

participate in the study and whether they would be willing to be approached by the researcher. 

This ensured that participants were free to decline to participate by removing the power 

dynamic that may be present in a direct approach from the researcher. The participant 

information sheets (Appendices 12, 15, 17) were provided to all participants who expressed 

interest in the study and contained information on the purpose and process of the research, how 

data would be collected, stored, and used, their ability to withdraw from the study at any time, 

the right to refuse to answer questions during the interviews and questionnaires, a guarantee of 

confidentiality within certain limits and how this will be maintained, the expectations of 

participants, including time commitments and any potential risks or difficulties that could arise 

during the research (Connolly, 2003). Contact details for the researcher were provided in case 

the participant had any questions. The patient was given at least 48 hours to consider 

participation, before finally being approached by the researcher with a formal consent form 

(discussed in more detail in Sections 4.5.2 and 4.6.2).  

 

To ensure informed consent was obtained freely from healthcare professionals who participated 

in the process evaluation, they were identified and approached by the researcher. This was to 

prevent the power dynamic between managerial staff and participants from influencing their 
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decision to participate in the interviews. The participant information sheet (Appendix 15) was 

provided to all healthcare professionals who expressed interest in the study and contained 

information on the purpose and process of the research, how data would be collected, stored, 

and used, their ability to withdraw from the study at any time, the right to refuse to answer 

questions during the interview, the expectations of participants, including time commitments 

and any potential risks or difficulties that could arise during the research (Connolly, 2003). 

Contact details for the researcher were provided in case the participant had any questions. The 

participant was approached again during their next shift, allowing at least 24 hours to consider 

participation, to confirm whether they would like to take part in the study. Informed consent 

was then collected at the start of each interview (Appendix 18) (discussed in more detail in 

Section 4.6.2).  

 

6.9.2 Confidentiality and Anonymity 

Participants were allocated anonymous codes for the purpose of data collection for the 

feasibility RCT. All data was stored in accordance with the Data Protection Act (2018). All 

identifiable information was confidential and stored in a locked filing cabinet in a locked room 

at Queen’s University Belfast, School of Nursing and Midwifery. For the process evaluation 

pseudonyms were allocated to participants during transcription (Allmark et al., 2009). Data 

will be stored for a minimum of 5 years at Queen’s University Belfast and subsequently 

destroyed. The data recorded on all audio recording devices was erased once it had been 

transcribed and stored on a secure, encrypted computer. During the process evaluation, 

participants were provided with the limitations of confidentiality and anonymity on 

information sheets prior to commencement of the study (Appendices 12, 15, 17).  
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6.9.3 Welfare of Participants  

The research involved participants who had an advanced illness. During the pilot cluster RCT 

participants were receiving an arts-based intervention whilst also receiving haemodialysis. Due 

to the importance of maintaining vascular access and not inhibiting the work of healthcare 

professionals, the intervention was designed with input from healthcare professionals working 

in this clinical setting, as well as artists from Arts Care Northern Ireland who have experience 

adapting arts-based interventions to the clinical environment. Activity logs were kept 

throughout the implementation of the intervention, ensuring that any issues with the 

intervention were identified and could be addressed during the trial (Moore et al., 2014).  

 

As the questionnaires explored subjects relating to QoL and mental health, and the interviews 

may have broached sensitive subjects relating to the experiences of living with ESKD or the 

experiences of working with patients who have an end-stage illness, there was potential for 

participants to experience emotional distress. A number of distress protocols were in place to 

address the issues of participant distress, suicide risk and high levels of anxiety or depression 

(Haigh and Witham, 2015), and participants were provided with information regarding 

available supportive services. Participants were reminded that they could stop the interview at 

any time, they were not obligated to answer questions they felt were too sensitive, or provide 

information they were not comfortable sharing. A renal counsellor was present on the advisory 

group and provided guidance on maintaining the emotional wellbeing of participants.  

 

6.9.4 Welfare of the Researcher  

All participants decided to undertake interviews within the renal unit as this was the most 

convenient location and significantly reduced participant burden. Consequently, the researcher 

did not need to implement the lone working policy as none of the interviews were conducted 
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in the participants’ own homes. The supervisory team were aware of the time and location of 

all interviews. The emotional wellbeing of the researcher was also considered, due to the 

emotional impact of working with a patient group with an end-stage illness, and debriefing was 

available from the supervisory team if needed (Social Research Association, 2001). The 

researcher was also aware of the opportunity to access student supportive services, such as 

counselling, within the University if they felt they needed additional support or wanted to seek 

support outside of the supervisory team.  
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Chapter 5: Results: Feasibility 
outcomes 
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7 Feasibility Outcomes 

This chapter reports the feasibility outcomes from the pilot cluster RCT. The primary 

objectives of the trial, as outlined in more detail in Chapter 4 Section 4.1.2, were to assess 

recruitment and retention of participants in preparation for a future definitive cluster RCT; to 

explore the completion rates of outcome measures; discern the acceptability of the intervention 

in relation to adherence; and the appropriateness of outcome measures in a definitive trial.  

7.1 Screening and recruitment 

Participants were recruited from a single outpatient haemodialysis unit in Northern Ireland over 

a one-month period (for an in depth description of the setting see Chapter 4 Section 4.5.2). 

Recruitment started in September 2018 and continued until all eligible patients (n=94) had been 

approached and provided with the opportunity to participate in the study. Out of 122 outpatient 

haemodialysis patients treated at the unit, 94 were assessed as eligible for participation in the 

study. Participants were screened by the nursing staff in the renal unit who acted as gatekeepers 

in identifying whether or not patients would be eligible, according to the inclusion or exclusion 

criteria (discussed in more detail in Chapter 4, Section 4.5.2). A total of 28 patients were 

excluded during this screening process. The most common reason for nursing staff determining 

patient exclusion was because they were too unwell (n=12). As there was no formal evaluation 

of participant health during this screening process, nursing staff undertook preliminary clinical 

identification of significantly unwell patients in order to exclude them from participation. 

Patients were therefore excluded by nursing staff during screening if they were clinically 

unstable, experiencing an acute illness, had limited mobility and reduced capacity. The clinical 

judgement of healthcare professionals was respected to reduce the risk of the intervention 

negatively impacting a person’s health or haemodialysis treatment. For example, a patient who 

was acutely unwell or clinically unstable may have required a significant amount of nursing 
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interventions during their haemodialysis sessions that would make implementation of the 

intervention unfeasible.  

The researcher received consent from the gatekeeper (a member of nursing staff) to approach 

all 94 eligible patients, and each was provided with a verbal overview describing the study. 

Patients that expressed interest in participation were provided with an information sheet and 

given two days to read and consider the information, before informed consent was sought by 

the researcher. In total 70 participants declined to participate (74.5% of eligible participants). 

The most common reason for declining to participate was a lack of interest in the arts (n=29), 

while the second most common reason was anxiety related to the patients perceived lack of 

creative ability (n=11). Other reasons for declining to participate included fatigue (n=8), 

participant burden (n=5), no reason provided (n=5), an arteriovenous fistula in the dominant 

arm causing a physical restriction (n=4), problems with vision (n=3), problems with dexterity 

(n=2), and other (n=3). The low level of interest in the arts may have reflected the lack of 

presence of the arts within the unit and the novelty of the intervention. As discussed in Chapter 

2, there have been a number of arts-in-medicine programmes in haemodialysis units across 

both the UK and Ireland, with Arts Care NI providing arts engagement in the Belfast City 

Hospital renal unit. Comparatively, the unit where this study took place had never experienced 

an arts-in-medicine programme and had never received input from the hospital’s artist-in-

residence.  

The verbal description of the study, as provided by the researcher, included an explanation of 

how art and creative writing were skills that could be taught and developed, that the participant 

could choose the level of engagement (for example, they did not have to draw if they were not 

comfortable doing so), and they did not need to show anyone their finished work if they were 

not comfortable doing so. This approach helped facilitate recruitment by assuaging patient 



 175 

concerns about others judging their abilities and reducing any pressure to create a high standard 

of artwork.  

As discussed in Chapter 4 Section 4.5.2, the target sample size for this study was 30 

participants, with the progression criteria for recruitment feasibility reached when 75% of the 

target sample size was recruited. A total of 24 participants (25.5% of eligible participants) 

consented to participate in the study and were successfully randomised to control or 

intervention group. This meant 80% of the target sample size was successfully recruited to the 

study, and that recruitment was feasible. An overview of screening, recruitment and attrition 

can be seen in the CONSORT flow diagram in Figure 10. 
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Figure 10. CONSORT flow diagram 

 

 

 

 

 

Assessed for eligibility (n= 94) 
Excluded (n= 70) 
¨   Declined to participate (n=  70) 
 Reasons for non-participation: 

o No interest in arts (n=29) 
o Doesn’t feel they will be good 

at art (n=11) 
o Fatigue (n=8) 
o Participant burden (n=5) 
o No reason given (n=5) 
o AVF in dominant arm (n=4) 
o Visual problems (n=3) 
o Dexterity problems (n=2) 
o Other (n=3) 

 

Analysed 
3 weeks follow-up (n=11) 
6 weeks follow-up (n=11) 
3 months follow-up (n=10) 

Discontinued intervention (n=0) 
Lost to follow-up (n=2) 

• Withdrew from study (became too 
unwell) (n=2) 

Allocated to intervention (n= 12) 
¨ Received allocated intervention (n= 11) 
¨ Did not receive allocated intervention (n= 1) 

Lost to follow-up (n=1) 
• Died (n=1) 

Allocated to control group (n= 12) 
 

Analysed 
3 weeks follow-up (n=12) 
6 weeks follow-up (n=12) 
3 months follow-up (n=11) 
 

Allocation 

Assessment 

Follow-Up 

Randomized (n= 24) 

Enrollment 

Screened prior to eligibility 
assessment (n= 122) 

Excluded (n= 28) 
¨   Reasons  

o Capacity (n= 7) 
o Too unwell (n= 12) 
o Blind (n= 3) 
o Other (n=6) 

 

Screened 
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7.2 Attrition 

As outlined in Chapter 4 Section 4.8, the progression criterion for an acceptable attrition rate 

within this pilot cluster RCT was 20%. There was an overall attrition rate of 12.5% (n=3) 

during the study, showing that retention of participants is feasible. Two participants withdrew 

from the intervention group and one participant was withdrawn from the control group. 

Reasons for withdrawal centred around physical health; one participant withdrew from the 

study following baseline data collection as they became unwell and physically unable to 

participate in the intervention, one participant withdrew at three months follow-up due to a 

significant decline in their physical health, and one participant died shortly before the three-

month data collection time point. No participants withdrew from the study whilst engaging 

with the intervention and no participants withdrew from the study because of participant 

burden. 

7.3 Randomisation 

The cluster randomisation procedure changed during the course of the study. As discussed 

previously (Chapter 4 Section 4.5.3), the initial protocol outlined clustering according to the 

days of the week that a participant attended for haemodialysis at a ratio of 1:1. However, as 

recruitment progressed it became clear that the clustering was no longer appropriate as there 

were notably fewer recruits amongst the Tuesday, Thursday, Saturday shift patterns. The 

clustering was changed according to the time of day that a patient attended haemodialysis 

(either a.m. or p.m.) in order to ensure equal numbers in both experimental and control groups. 

However, the original randomisation procedure, as described in Chapter 4, Section 4.5.3, was 

used in order to maintain randomisation. This resulted in an even split of participants, with 12 

participants in the intervention group and 12 participants in the control group at baseline. This 

revealed that clustering according to day of the week may not be feasible in a larger study if an 
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even number of participants is required across the control and intervention groups; due to 

different proportion of participants recruited across the different days in this pilot trial.    

Acceptability of randomisation will be discussed further in Chapter 6, as it was explored in the 

qualitative process evaluation; however, attrition rates of the control and intervention group 

can be compared to determine if attrition is associated with allocation. No participants 

withdrew from the study as a result of their random allocation, potentially due to the waiting 

list control that ensured all participants would have the opportunity to engage in the 

intervention.  

7.4 Data collection procedures 

An objective of this study, outlined in Chapter 4 Section 4.1.2 was to determine the 

acceptability of outcome measures according to completion rates of questionnaires. The 

acceptability of the outcome measures will be discussed in more detail in Chapter 6, as it was 

explored during the qualitative process evaluation; however, the data collection procedures and 

questionnaire completion rates will be discussed in this section. 

The questionnaires were completed using a CRF. These forms included all of the quantitative 

outcome measures for each follow-up time point and were tracked for each participant with 

their anonymous ID code. The questionnaires within this form were typically administered by 

the researcher at the participants’ bedsides, at the participants’ request, while they were on 

haemodialysis. Only two participants completed the questionnaires without assistance of the 

researcher, with all other participants requesting assistance. Using this approach, there was no 

missing data across all the quantitative outcome measures at each of the time points, beyond 

the exception of participants who withdrew from the study (Table 12). 
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Table 12. Completion of outcome measures 

Outcome measure Completed at 
Baseline  
(n=24) 

Completed post-
intervention 
(n=23) 

Completed at six 
weeks follow-up 
(n=23) 

Completed at three 
months follow-up 
(n=21) 

Hospital Anxiety and 
Depression Scale 

• Intervention 
• Control 
• Total 

 
 

12 
12 
24 

 
 

11 
12 
23 

 
 

11 
12 
23 

 
 

10 
11 
21 

Kidney disease quality 
of life short form – 36 

• Intervention 
• Control  
• Total 

 
 

12 
12 
24 

 
 

11 
12 
23 

 
 

11 
12 
23 

 
 

10 
11 
21 

EQ-5D Visual Analogue 
Scale 

• Intervention 
• Control 
• Total 

 
 

12 
12 
24 

 
 

11 
12 
23 

 
 

11 
12 
23 

 
 

10 
11 
21 

EQ-5D-5L  
• Intervention 
• Control 
• Total 

 
12 
12 
24 

 
11 
12 
23 

 
11 
12 
23 

 
10 
11 
21 

 

Data were collected when participants’ attended the unit for their haemodialysis sessions, 

therefore data collection was completed within a week of the follow-up time point, based on 

the date of the original baseline assessment. On two occasions participants requested data 

collection occur during their next shift due to fatigue, but collection was easily facilitated at 

another time within the same follow-up week due to the participants’ regular attendance at the 

haemodialysis unit.   

 The exception were three participants who were put on a deferred schedule to receive the 

intervention, as only three participants from a single shift could be facilitated during a three-

week period. Therefore, these three participants had their first follow-up at six weeks post-

baseline, instead of three weeks, due to the initial three-week deferred entry.  

7.5 Baseline data  
Baseline demographic and clinical characteristics are shown in Table 13. The mean age of 

participants who consented to take part in the study was 68.54 years (SD= 14.34). The majority 
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of participants were married (54.2%), were educated to a secondary school level (87.5%), and 

were white (95.8%). There was an even split of men and women. Clinically, the majority of 

participants were either mildly (33.3%) or moderately frail (29.2%) (Appendix 24) and used a 

central venous catheter for vascular access during haemodialysis sessions (62.5%). The mean 

number of years the participants had been on haemodialysis was 4.28 years (SD= 4.21), and 

the mean number of reported co-morbidities was 2.88 (SD= 2.68). The data on co-morbidities 

were collected through self-report and is thus likely inaccurate. Following conversations with 

the clinical team, it was revealed that participants had co-morbidities which had not been 

reported at baseline. Reliable collection of co-morbidity data through self-report therefore may 

not be feasible in a definitive trial, and instead more reliable resources, such as electronic health 

records may be more appropriately deployed for capturing this data.  

Table 13. Baseline demographic and clinical characteristics of participants 
 Intervention group 

(n=12) 
Control group  
(n=12) 

Total  
(n=24) 

Age, years, mean (SD*) 
Range 

71 (13.03) 
37 - 82 

66.08 (15.72) 
40-88 

68.54 (14.34) 
37-88 

Marital status n (%) 
• Married 
• Widowed 
• Single 

 
5 (41.7%) 
2 (16.7%) 
5 (41.7%) 

 
8 (66.7%) 
2 (16.7%) 
2 (16.7%) 

 
13 (54.2%) 
4 (16.7%) 
7 (29.2%) 

Gender n (%) 
• Male 
• Female 

 
5 (41.7%) 
7 (58.3%) 

 
7 (58.3%) 
5 (41.7%) 

 
12 (50%) 
12 (50%) 

Vascular access n (%) 
• Arteriovenous 

fistula dominant arm 
• Arteriovenous 

fistula non-dominant 
arm 

• Central venous 
catheter 

 
1 (8.3%) 
 
 
4 (33.3%) 
 
7(58.3%) 

 
0 
 
 
4 (33.3%) 
 
8 (66.7%) 

 
1 (4.2%) 
 
 
8 (33.3%) 
 
15 (62.5%) 

Level of Education n (%) 
• Primary School 
• Secondary School 
• Higher education 

 
1 (8.3%) 
11 (91.7%) 
0 

 
2 (16.7%) 
10 (83.3%) 
0 

 
3 (12.5%) 
21 (87.5%) 
0 

Ethnicity n (%) 
• White 
• African 

 
12 (100%) 
0 

 
11 (91.7%) 
1 (8.3%) 

 
23 (95.8%) 
1 (4.2%) 
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Clinical frailty n (%) 
• Well 
• Managing well 
• Vulnerable 
• Mildly frail 
• Moderately frail 
• Severely frail 

 
0 
2 (16.7%) 
1 (8.3%) 
3 (25%) 
2 (16.7) 
4 (33.3%) 

 
1 (8.3%) 
0  
1 (8.3%) 
5 (41.7%) 
5 (41.7%) 
0 

 
1 (4.2%) 
2 (8.3%) 
2 (8.3%) 
8 (33.3%) 
7 (29.2%) 
4 (16.7%) 

Dialysis vintage, years, mean 
(SD) 
Range 

3.23 (3.96) 
 
.08-14 

5.31 (4.37) 
 
.25-14 

4.28 (4.21) 
 
.08-14 

Number of co-morbidities, mean 
(SD) 
Range 

2.08 (2.2) 
 
0-6 

3.67 (2.96) 
 
0-12 

2.88 (2.68) 
 
0-12 

*SD: Standard deviation 

While simple randomisation is thought to remove the likelihood of the two groups being 

significantly different at baseline, cluster randomisation may introduce differences that were 

not previously considered. A systematic literature review of cluster RCTs found cluster designs 

can introduce bias, with unintended discrepancies across clusters such as different mean ages 

introduced by the clustering method (Hahn et al., 2005). While steps were taken to reduce such 

bias within this PhD study, for example allocating clusters following recruitment of 

participants, there still may have been unanticipated differences across the two shift patterns 

(for example, 33.3% of participants in the intervention group were severely frail, while no 

participants in the control group had this degree of frailty).  

Conducting inferential statistical tests with baseline demographic data is not recommended in 

RCTs, partially due to the assumption that any differences between groups would be caused by 

chance due to the very nature of random allocation (Moher et al., 2010). However, an additional 

concern is the assumption that differences between groups that do not reach statistical 

significance would not influence outcomes, which is of particular concern in feasibility studies 

that are not statistically powered to detect differences between groups (Ahn et al., 2019). 

Therefore, no inferential statistics have been reported.   
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7.6 Intervention adherence and fidelity 
One participant withdrew from the study prior to starting the intervention, due to failing health. 

All 11 participants who started the intervention participated in the full six art sessions over the 

course of three weeks (Table 14). On one occasion a participant requested to postpone their 

fifth session as a result of deterioration in their physical health. The participant was reviewed 

and was able to participate during their next haemodialysis session two days later. As there 

were only two art sessions per participant each week, this provided flexibility in the schedule 

to allow participants to rearrange their sessions if required.  

Table 13. Intervention schedule 

Monday 
8/10/2018 

Tuesday 
9/10/2018 

Wednesday 
10/10/2018 

Thursday 
11/10/2018 

Friday 
12/10/2018 

Saturday 
13/10/2018 

Afternoon: 
7, 6* 

 Afternoon: 
7, 20, 6 

Afternoon: 
15 

Afternoon: 
20 

Afternoon: 
15 

Twilight 
9, 10 

Twilight: 
16, 24 

Twilight: 
9, 10 

Twilight: 
16, 24 

  

Monday 
15/10/2018 

Tuesday 
16/10/2018 

Wednesday 
17/10/2018 

Thursday 
18/10/2018 

Friday 
19/10/2018 

Saturday 
20/10/2018 

Afternoon: 
7, 6, 20 

Afternoon: 
15 

Afternoon: 
7, 20, 

Afternoon: 
15 

Afternoon: 
6 

 

Twilight 
9, 10 

Twilight: 
16, 24 

Twilight: 
9, 10 

Twilight: 
16, 24 

  

Monday 
22/10/2018 

Tuesday 
23/10/2018 

Wednesday 
24/10/2018 

Thursday 
25/10/2018 

Friday 
26/10/2018 

Saturday 
27/10/2018 

Afternoon: 
6, 20 

Afternoon: 
15 

Afternoon: 
7, 6 

Afternoon: 
15 

Afternoon: 
7, 20 

 

Twilight 
9, 10 

Twilight: 
16, 24 

Twilight: 
9, 10 

Twilight: 
16, 24 

  

Monday 
29/10/2018 

Tuesday 
30/10/2018 

Wednesday 
31/10/2018 

Thursday 
1/11/2018 

Friday 
2/11/2018 

Saturday 
3/11/2018 

Afternoon: 
19, 18 

 Afternoon: 
8, 19 

 Afternoon: 
8, 18 

 

Monday 
5/11/2018 

Tuesday 
6/11/2018 

Wednesday 
7/11/2018 

Thursday 
8/11/2018 

Friday 
9/11/2018 

Saturday 
10/11/2018 

Afternoon: 
19, 18 

 Afternoon: 
19, 8 

 Afternoon: 
18, 8 

 

Monday 
12/11/2018 

Tuesday 
13/11/2018 

Wednesday 
14/11/2018 

Thursday 
15/11/2018 

Friday 
16/11/2018 

Saturday 
17/11/2018 

Afternoon: 
18, 19, 8 

 Afternoon: 
19, 8 

 Afternoon: 
18 

 

*Numbers refer to participant’s anonymous identification number. 

As illustrated in Table 14, typically only two participants could be facilitated during a single 

haemodialysis shift. On three occasions, it was possible to facilitate sessions for three 
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participants during a single shift; but this was dependent on factors such as: patient availability, 

when they commenced dialysis, when they were completing dialysis, and the length of time of 

the individual art sessions on that given day. While it was planned that the sessions would not 

last longer than an hour, it became apparent during implementation that this restriction was 

limiting the participants, especially during the later art sessions. As participants developed their 

skills their engagement increased and they required more time and effort to complete pieces 

they were working on. Consequently, the mean length of time increased for each participant 

over the course of the six sessions (Table 15), with the mean length of time for the initial session 

being slightly under an hour (58.8 minutes, SD= .9) and the mean length of the final session 

being approximately 69.6 minutes (SD= .16.2).  

Table 14. Length of time taken for each intervention session 

Session number Length of session (minutes) 
Session 1 (n=11) 

• Mean (SD) 
• Range 

 
58.8 (9) 

.40,2-69.6 

Session 2 (n=11) 
• Mean 
• Range 

 
58.2 (10.8) 
.40.2-79.8 

Session 3 (n=11) 
• Mean 
• Range 

 
.55.2 (15.6) 

.30-79.8 
Session 4 (n=11) 

• Mean  
• Range 

 
66 (7.8) 
60-79.8 

Session 5 (n=11) 
• Mean 
• Range 

 
64.2 (12,6) 

.40.2-90 
Session 6 (n=11) 

• Mean 
• Range 

 
69.6 (16.2) 
.40.2-10.5 

 

7.7 Adverse health events influencing implementation  

One participant who was originally allocated to the intervention group experienced adverse 

health events prior to the intervention being implemented which impacted their ability to 

continue in the study. Following baseline data collection this participant experienced a fall in 

their home, fracturing their shoulder. Although they were being encouraged by their 
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physiotherapist to use the arm as much as possible, the timing of their physiotherapy sessions 

meant that they experienced significant shoulder pain during their haemodialysis sessions. The 

participant was very eager to engage in the intervention and requested that they be allocated to 

the deferred group to give their shoulder time to heal. During the three weeks of the first 

implementation stage the participant experienced another fall in their home and sustained 

further fractures requiring hospitalisation, which resulted in a further decline in their physical 

health. At review the participant withdrew from the study as they were no longer physically 

able to engage with the intervention. 

Another participant who was allocated to the deferred intervention group experienced an 

adverse health event prior to the intervention being implemented and this subsequently had a 

minor impact on the implementation of the intervention. The participant contracted an infection 

of Clostridium Difficile which required hospitalisation and full isolation procedures during 

their haemodialysis treatment. This issue was brought to the supervisory team who 

recommended not excluding the participant until the feasibility and safety of implementation 

was explored. The researcher consulted with the healthcare professionals to ensure that they 

were comfortable with the intervention being implemented for this participant. Adjustments 

that had to be made to ensure infection control was maintained included the art pack being kept 

with the patient at all times to ensure that no cross-contamination would occur during storage 

of materials, no art items being brought into the room subsequently being removed (such as the 

researchers own sketchbook) and the researcher had to deploy full personal protective 

equipment, including an apron, gloves, face mask and visor during the full art sessions. The 

participant stated that they were still very eager to take part in the intervention despite the 

decline in their physical health and the intervention was successfully implemented with no 

adverse events.     
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7.8 Clinical outcome measures 

The clinical outcome measures at baseline are shown as means and standard deviations in Table 

16. The Hospital Anxiety and Depression Scale (HADS) was used to measure levels of anxiety 

and depression through the study, with values ranging from 0-14, with lower values indicating 

lower levels of anxiety and depression (Loosman et al., 2010; Annunziata et al., 2011). The 

Kidney Disease Quality of Life SF-36 (KDQOL-SF 36) consists of different subscales and was 

used to measure different aspects of QoL. The different subscales include the effects of kidney 

disease, burden of kidney disease, symptom burden, mental composite and physical composite. 

Values range from 0-100 with higher scores reflecting higher quality of life (Glover et al., 

2011). The EQ-5D-5L was also administered as an additional measure of QoL and is a tool 

used in economic evaluations to calculate cost-utility of interventions. This measure contains 

a visual analogue scale that measures overall QoL from 0-100, with higher values reflecting 

higher quality of life. The questionnaire also contains ratings of five different areas of health; 

mobility, pain, anxiety/depression, daily activities and self-care (Yang et al., 2015). Shapiro-

Wilk’s tests were conducted to test the normality of distribution across each of the outcomes 

in each of the groups. The outcomes that were found to be significantly skewed are additionally 

presented with the median and interquartile range. 
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Table 15. Baseline outcome measures 
Baseline Outcome Measures 

Clinical outcome 
measure 

All participants  
(n=24) 

Intervention group  
(n=12) 

Control group  
(n=12) 

 Mean (SD) Median 
(IQR)* 

95% CI Mean (SD) Median 
(IQR)* 

95% CI Mean (SD) Median 
(IQR)* 

95% CI 

HADS Anxiety 5.88 (5.53) 
 

4  
(6.5) 

3.54-8.21 
 

3.42 (3.32)  1.31-5.52 8.33 (6.31) 5.50  
(12) 

4.32 – 12.35 

HADS Depression 5.05 (5.68) 
 

3 
(7.75) 

2.64-7.44 2.75 (2.86)  .93- 4.57 7.33 (6.92)   2.94-11.73 

KDQOL Symptom 
list 

70.76 
(22.09)  

 61.43-80.08 78.82 
(21.28)  

 65.30-92.34 62.69 
(20.63) 

 49.58-75.80 

KDQOL Effects of 
kidney disease 

66.19 
(28.60) 

72.5  
(50.78) 

54.12-78.27 76.29 
(22.51)  

 61.99-90.59  56.10 
(31.32) 

 36.19-75-99 

KDQOL Burden of 
kidney disease 

33.85 
(29.37) 

31.25 
(35.94) 

21.45-46.26 43.23 
(29.85) 

34.38 
(34.38) 

24.26-62.20 24.48 
(26.84) 

18.95  
(29.69) 

7.42-41.53 

KDQOL Physical 
composite 

29.99 
(11.49) 

27.38 
(13.16) 

25.14-34.84 34.31 
(13.33) 

30.46 
(25.33) 

25.76-42.70 25.75 (7.70)  20.86-30.64 

KDQOL Mental 
composite 

49 (13. 70) 
 

51.52 
(17.32) 

43.22-54.78 55.03 (6.98)  50.60-59.47 42.97(16.25)  32.64-53.30 

EQ-5D-5L VAS 49.71 
(24.29) 

 39.45-59.96 57.92 
(23.76) 

 42.82-73.01 41.50 
(22.84) 

 26.99-56.01 

*Median and interquartile range presented due to statistically significant result on Shapiro-Wilk test (p≤.05) 

Table 16 shows the mean, standard deviation and 95% confidence intervals of the clinical outcome measures at baseline for all participants. The 

mean HADS score for both anxiety and depression were lower in the intervention group (3.42 and 2.75 respectively) when compared to the control 

group (8.33 and 7.33). This suggests that the two groups were not similar at baseline in terms of their levels of anxiety and depression. The mean 

scores across the different KDQOL-SF 36 subscales were also consistently higher in the intervention group compared to the control group, for 

example the mean score for burden of kidney disease was 43.23 for the intervention group whilst the control group had a much lower score of 

24.48 (reflecting a lower QoL in this domain), suggesting the two groups were not similar at baseline in terms of their HRQoL.  
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Table 16. Post-intervention outcome measures 
Post-intervention Outcome Measures 

Clinical outcome 
measure 

All participants  
(n=23) 

Intervention group  
(n=11) 

Control group  
(n=12) 

 Mean (SD) Median 
(IQR)* 

95% CI Mean (SD) Median 
(IQR) 

95% CI Mean (SD) Median 
(IQR)* 

95% CI 

HADS Anxiety 4.87 (5.76) 2 
(7) 

2.38-7.36 
 

3.00 (3.35) 2  
(7) 

.75-5.24 6.58 (7.04) 3  
(10.75) 

2.11-11.06 

HADS Depression 4.26 (4.81) 
3* 

3 
(7) 

2.18-6.34 2.64 (2.58) 
 

2  
(3) 

.63-4.10 6.00 (5.77)   2.34-9.67 

KDQOL Symptom 
list 

76.44 
(15.92)  

 69.56-83.33 81.44 
(12.62)  

 72.96-89.92 71.88 
(17.73) 

 60.61-83.14 

KDQOL Effects of 
kidney disease 

64.20 
(25.40)  

 53.21-75.18 70.96 
(22.89) 

 55.59-86.34 57.99 
(26.94) 

64.07  
(52.34) 

40.87-75.11 

KDQOL Burden of 
kidney disease 

35.15 
(27.78) 

25  
(18.75) 

23.13-47.16 41.67 
(36.06) 

25  
(64.58) 

17.44-65.89 29.17 
(16.71) 

 18.55-39.78 

KDQOL Physical 
composite 

30.17 
(10.66)  

 25.56-34.78 31.34 
(12.84) 

 22.71-39.97 29.10 (8.65)  23.61-34.60 

KDQOL Mental 
composite 

46.86 
(11.46) 

 41.90-51.82 49.53 
(11.48) 

50.28 
(12.76) 

41.82-57.25 44.41 
(11.37) 

 37.19-51.63 

EQ-5D-5L VAS 55.86 
(23.64) 

 45.65-66.09 61.64 
(19.60) 

 48.46-74.81 50.58 
(26.53) 

26.53  
(46.25) 

33.72-67.44 

*Median and interquartile range presented due to statistically significant result on Shapiro-Wilk test (p≤.05) 
 

 

Table 17 shows the mean, standard deviation and 95% confidence intervals of the clinical outcome measures at the primary endpoint of the study, 

immediately post-intervention. As this study was a pilot trial it was not powered to detect significant differences between groups or changes across 

time, and therefore no conclusions can be made regarding efficacy. The intervention group had lower mean levels of anxiety (3.00) and depression 

(2.64) post-intervention when compared to the control group (6.58 and 6.00 respectively). Additionally, the intervention group had consistently 

higher scores across all KDQOL-SF 36 subscales when compared to the control group, suggesting a higher QoL. For example, the intervention 
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group had a mean score of 70.96 in the domain of effects of kidney disease, whilst the mean score in the control group was lower at 57.99 (or 

64.07 when viewing the median score), reflecting a lower QoL in this domain.   

Figure 11. Mean anxiety and depression scores for the intervention group pre and post intervention 

 

The reduction in both mean depression and anxiety in the intervention group following administration of the intervention is illustrated in Figure 

11, demonstrating small reductions in mean anxiety from 3.42 to 3.00, and depression from 2.75 to 2.64. The control group demonstrated similar 
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reductions in anxiety and depression from baseline to post-intervention, although these were larger than the changes observed in the intervention 

group, with mean anxiety scores reducing from 8.33 to 6.58, and mean depression scores reducing from 7.33 to 6.00.  

As illustrated in Figure 12, there were also changes across the different components of the KDQOL-SF 36 from baseline to post-intervention for 

participants in the intervention group. However, this change across different KDQOL-SF 36 subscales was inconsistent. The most noticeable 

reductions were observed in the effects of kidney disease, which reduced from a mean score of 76.29 to a mean score of 70.96, and mental 

composite scores which reduced from a mean score of 55.03 at baseline, to a mean score of 49.53 post-intervention, suggesting these aspects of 

QoL deteriorated from baseline to post-intervention. Of note, there was also an increase in mean symptom list score from baseline (78.81) to post-

intervention (81.44), suggesting that this particular aspect of QoL improved.  
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Figure 12. Mean KDQOL-SF 36 subscale scores for the intervention group pre and post intervention 
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Whilst the intervention group had over all higher QoL across all domains post-intervention when compared to the control group, it is worth noting 

that the control group demonstrated consistent improvements across all mean subscales scores from baseline to post-intervention (demonstrated in 

Table 16 and Table 17). For example, the mean score for the physical composite subscale increased from 25.75 at baseline to 29.10 post-

intervention for the control group, reflecting an improvement in QoL. In contrast the mean physical composite subscale decreased from 34.31 at 

baseline to 31.34 post-intervention for the intervention group.  This suggests the intervention did not improve QoL as measured by the KDQOL-

SF 36, as the control group demonstrated a higher, and more consistent, improvement across all subscales when compared to the intervention 

group.  

Table 17. Six-week follow-up outcome measures 

Six-week follow-up Outcome Measures 
Clinical outcome 
measure 

All participants  
(n=23) 

Intervention group 
 (n=11) 

Control group  
(n=12) 

 Mean (SD) Median 
(IQR)* 

95% CI Mean (SD) Median 
(IQR)* 

95% CI Mean (SD) Median 
(IQR)* 

95% CI 

HADS Anxiety 4.17 (5.24) 1 (7) 
 

1.91-6.44 3.27 (4.80) 1  
(4) 

.05-6.50 5.00 (5.69) 1.5 
(9.75) 

1.39-8.61 

HADS Depression 4.17 (5.15) 
 

2 (6) 1.95-6.40 3.36 (3.96) 2 
(6) 

.71-6.02 4.92 (6.13) 2.5 
(7.75) 

1.02-8.81 

KDQOL Symptom 
list 

76.18 
(18.91)  

 68-84.35 84.82 
(14.54) 

 74.51-94.05 68.75 
(19.92) 

 56.09-81.41 

KDQOL Effects of 
kidney disease 

66.82 
(26.16)  

 55.52-78.14 
  

73.58 
(22.24) 

 58.64-88.53 60.63 
(22.24) 

 42.32-78.96 

KDQOL Burden of 
kidney disease 

38.59 
(35.69) 

31.25 (75) 23.15-54.02 46.02 
(42.13) 

31.25 
(100) 

17.71-74.33 31.77 
(28.76) 

 13.50-50.04 

KDQOL Physical 
composite 

30.91 
(11.94) 

26.03 
(11.06)  

25.75-36.08 32.37 
(13.79) 

27.30 
(26.41) 

23.11-41.64 29.57 
(10.40) 

25.99 
(11) 

22.96-36.18 

KDQOL Mental 
composite 

48.07 
(11.88) 

 42.93-53.20 51.56 
(11.88) 

 43.57-59.54 44.86 
(11.42) 

 37.61-52.12 

EQ-5D-5L VAS 54.09 
(20.99) 

 45.02-63.16 59.00 
(21.00) 

 44.89-73.11 49.58 
(20.83) 

 36.34-62.82 

* Median and interquartile range presented due to statistically significant result on Shapiro-Wilk test (p≤.05) 
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Table 18 provides an overview of the clinical outcome scores at the six-week follow-up time point. The intervention group continued to 

demonstrate lower mean levels of anxiety (3.27) and depression (3.36) when compared to the control group (5.00 and 4.92 respectively). The mean 

anxiety score for the intervention group increased from the previous follow-up time point, by 0.27, however the data collected at the six-week 

follow-up time point was significantly skewed. A skewed distribution suggests that the mean scores were influenced by an outlier, in this case a 

single individual with a high anxiety score that is not representative of the sample and artificially inflates the mean. Therefore, to prevent incorrect 

assumptions being made on the basis of a mean that is not reflective of the majority of participants, the median was also presented.  The median 

illustrates a further decrease of average anxiety from post-intervention (by 1). A similar pattern was seen for the mean depression score, as this 

increased from 2.64 post-intervention to 3.36 at six weeks follow-up, while the median score for depression remained consistent during this follow-

up time point. The control group also demonstrated reductions in both mean and median anxiety and depression at the six-week follow-up time 

point when compared to data from the post-intervention follow-up time point.  
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Table 18. Three-month follow-up outcome measures 

 

 

Table 19 contains the clinical outcomes for the final data collection time point at three months follow-up. The control group had higher mean 

anxiety (5.36) and depression (5.27) scores at the three-month follow-up time point when compared to the intervention group (2.50 and 2.90 

respectively), however there were no differences between the median anxiety score between groups. The difference between mean scores in the 

intervention and control group is also notably smaller for anxiety (2.86) and depression (2.37) at three months when compared to the difference at 

baseline (4.91 and 4.58 respectively). This reduction in difference results from the much larger overall reduction in both anxiety and depression 

exhibited in the control group throughout the course of the study, as mean anxiety scores reduced by 2.97 and mean depression reduced by 2.06 

Three-month follow-up Outcome Measures 
Clinical outcome 
measure 

All participants  
(n=21) 

Intervention group  
(n=10) 

Control group  
(n=11) 

 Mean (SD) Median 
(IQR)* 

95% CI Mean (SD) Median 
(IQR)* 

95% CI Mean (SD) Median 
(IQR)*  

95% CI 

HADS Anxiety 4.00  
(5.19) 

2  
(7.50) 

1.64-6.36 2.50  
(3.34) 

2  
(2.75) 

.11-4.89 5.36 (6.28) 2  
(11) 

1.14-9.58 

HADS Depression 4.14  
(50.70) 

3  
(4.50) 

1.83-6.45 2.90  
(2.73) 

 .95-4.85 5.27 (2.78) 2  
(12) 

.93-9.62 

KDQOL Symptom 
list 

76.07 
(15.79)   

 71.88-86.26 83.13 
(17.33) 

 70.73-95.52 75.38 
(14.03) 

 65.95-84.81 

KDQOL Effects of 
kidney disease 

69.94 
(25.51) 

  58.33-81.55 76.56 
(23.02) 

 60.09-93.03 63.92 
(27.22) 

 45.64-82.21 

KDQOL Burden of 
kidney disease 

38.99 
(40.12) 

25  
(87.50) 

20.72-57.25 50.00 
(48.23) 

56.25  
(100) 

15.50-84.50 28.98 
(29.88) 

 8.90-59.05 

KDQOL Physical 
composite 

33.10 
(13.08) 

27.55 
(23.62) 

27.15-39.06 36.46 
(15.30) 

29.88 
(32.02) 

25.51-47.40 30.06 
(10.49) 

27.55  
(12.75) 

23.01-37.10 

KDQOL Mental 
composite 

48.35 
(13.05) 

53.65 
(18.63) 

42.41-54.29 52.21 
(10.85) 

57.83 
(15.66) 

44.45-59.97 44.84 
(14.36) 

50.98  
(31.28) 

35.19-54.48 

EQ-5D-5L VAS 55.76 
(27.35) 

50 (20) 43.31-68.21 64.50 
(19.50) 

55 (36.25) 50.55-78.45 47.82 
(31.75) 

 26.49-69.15 

 * Median and interquartile range presented due to statistically significant result on Shapiro-Wilk test (p≤.05) 
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for the control group, while mean anxiety only reduced by 0.92 by three months in the intervention group, whilst depression increased from 

baseline by 0.15 by the three-month follow-up time point.  

 

Figure 13 demonstrates the fluctuations in mean anxiety and depression scores of the intervention group during follow-up, the figures for which 

are provided in Table 20. Mean depression and anxiety increased at six weeks follow-up compared to both baseline and post-intervention measures, 

before decreasing again at three months. However, as the wide standard error bars and Table 18 illustrate, these mean scores were significantly 

skewed at six weeks and the median scores reflected a more sustained reduction in both anxiety and depression. Whilst this study is not designed 

to evaluate the effect of the intervention, the fluctuation in anxiety and depression scores over three months suggests that if the intervention did 

have an initial impact on symptoms, this impact was not sustained following the completion of the intervention. 

 

Table 19. Mean HADS score across longitudinal follow-up 

Mean HADS scores across longitudinal follow-up 
  Baseline  Post-intervention Six-week follow-up Three-month follow-up 
Intervention  Mean HADS Anxiety 3.42 3.00 3.27 2.50 

Mean HADS depression 2.75 2.64 3.36 2.90 
Control  Mean HADS Anxiety 8.33 6.58 5.00 5.36 

Mean HADS depression 7.33 6.00 4.92 5.27 
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Figure 13. Mean anxiety and depression scores for the intervention group over 3-months longitudinal follow-up 
 

 

A similar reduction in anxiety and depression was also found in the control group over the three-month follow-up time period (Figure 14). The 

reduction in anxiety and depression is more pronounced in this group as they had notably higher mean anxiety and depression scores at baseline 

when compared to the intervention group (Table 20). 
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Figure 14. Mean anxiety and depression scores for the control group over 3 months longitudinal follow-up 

 

The intervention group had higher levels of QoL on all subscales of the KDQOL-SF 36 than the control group at final follow-up, as well as during 

all other data collection time points. Almost all subscales of the KDQOL-SF 36 improved at three months for the intervention group when compared 
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to the six-week follow-up data, with the exception of symptom list which reduced from a mean score of 84.82 at six weeks follow-up, to a mean 

score of 83.13 (Table 21). 

 

Table 20. Mean KDQOL scores across longitudinal follow-up 

Mean KDQOL scores across longitudinal follow-up 
  Baseline  Post-intervention Six-week follow-up Three-month follow-up 
Intervention  Mean Symptom List 78.82 81.44 84.82 83.13 

Mean Effects of Kidney Disease 76.29 70.96 75.58 76.56 
Mean Burden of Kidney Disease 43.23 41.67 46.02 50.00 
Mean Physical Composite 34.31 31.34 32.37 36.46 
Mean Mental Composite 55.03 49.33 51.56 52.21 

Control  Mean Symptom list 62.69 71.88 68.75 75.38 
Mean Effects of Kidney Disease 56.10 57.99 60.63 68.92 
Mean Burden of Kidney Disease 24.48 29.17 31.77 28.98 
Mean Physical Composite 25.75 29.10 29.57 30.06 
Mean Mental Composite  42.97 44.41 44.86 44.84 
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Figure 15. Mean KDQOL-SF 36 subscale scores for the intervention group over 3-months longitudinal follow-up 
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Figure 15 illustrates that the KDQOL-SF36 scores showed a general trend of mean increases at six weeks and three months follow-up, after the 

initial apparently inconsistent changes across subscales in the post-intervention period.  The control group also demonstrated varied changes across 

different subscales of the KDQOL-SF 36 during the longitudinal follow-up period, but at three months all subscales had improved compared to 

the initial baseline mean scores (Table 21).  

Figure 16. Mean EQ-VAS scores for intervention and control group over 3-month longitudinal follow-up 
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Figure 16 demonstrates that there was an increase in the EQ-VAS for the intervention group post-intervention compared to baseline, suggesting 

an improvement in overall QoL. There was also a general increase of mean EQ-VAS scores from baseline to final follow-up, with a slight reduction 

seen at six weeks follow-up. This contrasts with the mean EQ-VAS scores of the control group, which demonstrated an increase post-intervention 

but with a reduction at the six-week and three-month follow-up time point.  

Table 21. EQ-5D-5L responses for intervention and control group post-intervention 

Level Mobility Self-care Usual activities Pain/discomfort Anxiety/depression 

Intervention 
(n=11) 

Control 
(n=12) 

Intervention 
(n=11) 

Control 
(n=12) 

Intervention 
(n=11) 

Control 
(n=12) 

Intervention 
(n=11) 

Control 
(n=12) 

Intervention 
(n=11)  

Control 
(n=12) 

1 2 (18.2%) 1 (8.3%) 4 (36.4%) 4 (33.3%) 3 (27.3%) 2 (16.7%) 4 (36.4%) 4 (33.3%) 7 (63.6%) 6 (50%) 
2 0 (0%) 2 (16.7%) 2 (18.2%) 3 (25%) 0 (0%) 3 (25%)) 0 (0%) 2 (16.7%) 3 (27.3%) 2 (16.7%) 
3 3 (27.3%) 4 (33.3%) 0 (0%) 2 (16.7%) 2 (18.2%) 2 (16.7%) 4 (36.4%) 4 (33.3%) 1 (9.1%) 2 (16.7%) 
4 4 (36.4%) 5 (41.7%) 1 (9.1%) 1 (8.3%) 2 (18.2%) 2 (16.7%) 3 (27.3%) 0 (0%) 0 (0%) 0 (0%) 
5 2 (18.2%) 0 (0%) 4 (36.4%) 2 (16.7%) 4 (36.4%) 3 (25%) 0 (0%) 2 (16.7%) 0 (0%) 2 (16.7%) 

 

Table 22 outlines the proportion of participants who ranked their ability to perform certain activities and severity of symptoms using the EQ-5D-

5L. In this questionnaire the category of 1 represents either no problems performing an activity or absence of a symptom, while 5 represents a 

complete inability to perform an activity or an extreme symptom. There were consistent differences between the proportion and level of problems 

and symptoms according the EQ-5D-5L between the intervention and control group following implementation of the intervention. The intervention 

group had a larger proportion of patients reporting no problems or symptoms. Additionally, when it came to the severity of symptoms a larger 

proportion of the control group reported extreme symptoms compared to the intervention group. This is further illustrated in the cluster bar chart 

in Figure 17, comparing the proportion of patients who reported anxiety and depression symptoms and their severity.  
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Figure 17. Proportion of participants reporting anxiety and depression post-intervention 
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7.9 Healthcare resource use 
 
Feasibility of a healthcare resource use log was assessed throughout the pilot cluster RCT. The 

resource logs (Appendix 23) were intended to be completed throughout the study at home by the 

participant and the feasibility of this manner of completion was assessed through response rates. 

The All-Party Parliamentary Group report on the use of arts for health and wellbeing (All-Party 

Parliamentary Group on Arts Health and Wellbeing, 2017) found arts-based interventions reduce 

healthcare resource use in the community and consequently could be used to reduce costs for the 

NHS. Therefore, the feasibility of collecting this data was explored during the pilot cluster RCT, 

in order to evaluate whether a similar approach could be used in a definitive RCT to explore the 

potential for an arts-based intervention to reduce healthcare resource use in this patient population.  

 

The resource use logs were provided at baseline to capture healthcare resource use prospectively 

and were collected from participants post-intervention; at six weeks; and three months post-

baseline. The logs captured resource use in relation to home care use, GP services, community 

healthcare services and hospital care services. Whilst we may not expect the intervention to reduce 

the use of all these aspects of healthcare resource use, it is also important to explore whether there 
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were higher rates of healthcare resource use as a result of the intervention. For example, if the 

intervention increased the rate of infection amongst participants or compromised the maintenance 

of vascular access, then this might be reflected in differences in healthcare resource use between 

the intervention and control group.  

Table 23 illustrates the manner in which participants completed the healthcare resource use log. 

At the three-week follow-up time point the majority of participants (82.6%) failed to remember to 

return the log, having been provided with the log at baseline to take home and complete throughout 

the initial three weeks. Participants who remembered to return the logs tended to provide a lot 

more detail, including dates, times and lengths of appointments, compared to participants who 

recounted their resource use retrospectively. However, participants who returned the logs also 

tended to include information outside of the follow-up time period, including appointments from 

the months leading up to the study as opposed to just appointments within the three-week period 

of data collection.  

The majority of participants (95.7%) stated they would prefer to complete the log retrospectively 

with assistance at the six-week follow-up data collection time point and therefore did not bring a 

log home to complete. By the final data collection time point at three months, 100% of the 
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participants were completing the log retrospectively with assistance from the researcher, implying 

that logging resource use throughout the study may be challenging for these patients.  

 

Table 22. Healthcare resource use completion throughout feasibility study 

 
Patients found completing the log retrospectively with assistance acceptable, however as the log 

relied on participant recall, and the researchers did not have access to the patients’ healthcare 

records, there were no means to verify the data provided. During data collection participants did 

appear uncertain about some of their self-reported resource use. As an example, participants were 

unsure whether some appointments had occurred within or outside of the three/six-week period of 

data collection, they would report upcoming appointments to the researcher at one data collection 

time point and fail to recount these at the next follow-up time point and frequently were unable to 

remember the dates of appointments. This uncertainty from participants about the dates of 

Means of completing 
healthcare resource log 

Three weeks follow-
up (n=23) 

six weeks follow-up 
(n=23) 

three months follow-up 
(n=21) 

Self-completion 4 (17.4%) 1 (4.3%) 0 (0%) 
Retrospectively with 

assistance 
19 (82.6%) 22 (95.7%) 21 (100%) 
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appointments and hospital admissions limits the reliability of such self-reported data, as 

participants may forget to report resource use, may report resource use outside of the data 

collection timeframe, and may report resource use that has already been captured in previous 

resource logs. These impediments to data reliability impact on limited costing of their healthcare 

resource use, further reflecting issues surrounding the feasibility of this method of data collection.     

 

The use of formal home care services, specifically the use of home carers, are described in Table 

24. This information was not costed due to the high proportion of missing data related to the timing, 

and length of time, for each home care visit. While participants were able to recount the number 

of visits they received a day, they typically were recounting their use retrospectively (as seen in 

Table 23) and were therefore rarely able to recount the length of time of the visits, or when 

homecare visits were changed due to hospital appointments, admissions or regular haemodialysis 

sessions (although this was accounted for by the researcher during data collection when possible).   
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Table 23. Formal home care use throughout feasibility study 

Allocation In receipt of formal 
home care 

Pay for formal home care Total no. of home care 
visits  

 Yes No Yes No N/A  
Formal home care use over three-weeks during the delivery of the intervention 
Intervention 
(n=11) 

4 (36.4%) 7 (63.6%) 0 4 (36.4%) 7 (63.6%) 215 

Control 
(n=12) 

4 (33.3%) 8 (66.7%) 0 4 (33.3%) 8 (66.7%) 167 

Formal home care use during the three-weeks following cessation of the intervention 
Intervention 
(n=11) 

4 (36.4%) 7 (63.6%) 0 4 (36.%) 7 (63.6%) 201 

Control 
(n=12) 

4 (33.3%) 8 (66.7%) 0 4 (33.3%) 8 (66.7%) 190 

Formal home care use during the final six weeks of the feasibility study 
Intervention 
(n=10) 

4 (40%) 6 (60%) 0 4 (40%) 6 (60%) 430 

Control 
(n=11) 

3 (27.3%) 8 (72.7%) 0 3 (27.3%) 8 (72.7%) 258 

 

 

 

 

 

Table 24 shows that a similar proportion of participants received formal home care in both control 

and intervention groups, and there was no change in home care use in either of the two groups 

throughout the study. Whilst there were a similar number of participants in each group receiving 
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home care, the participants in the intervention group consistently received more visits from home 

care staff compared to the control group, although this difference reduced at the six-week follow-

up period due to hospital admissions. These data imply that the participants in the intervention 

group had higher home care needs and potentially were less independent and frailer than 

participants in the control group. While we would not expect the intervention to have an impact 

on home care service utilisation, these data further demonstrate the feasibility of recruiting 

participants with limited independence into a trial of a highly complex arts-based intervention.   

 
Estimated costs for General Practitioner (GP) use were calculated using the Unit Costs of Health 

and Social Care 2018 data (Curtis and Burns, 2018). GP visits were costed including direct care 

staff costs with qualification costs. GP and nurse phone call consultations were costed according 

to the cost of GP staff telephone triage information excluding other costs. As there was no available 

information on unit costs for GP out of hours telephone triage services, and no participants attended 

or received a GP visit out of hours, this has been costed at the same unit cost as the general 

telephone triage service. There is no available information on the average length of time for 

duration of contact with a GP nurse. Therefore, this has been calculated using the average length 
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of time for a GP visit and the hourly cost of the GP nurse (including qualifications) (Curtis and 

Burns, 2018).  

Table 24. Costing of GP service use throughout feasibility study 

 
Table 25 shows that the intervention group had an overall higher GP service use cost compared to 

the control group over the three months of the study and in total the intervention group’s cost of 

GP service use was £179.74 higher than the control group. However, the intervention group had a 

lower cost of GP service use during the implementation of the intervention. As this was a feasibility 

Allocation GP 
visits 

Calls to 
GP 

Calls to out of hours 
GP 

Visit to 
nurse 

Total cost Total mean 
cost per-

participant 
GP service use over three-weeks during the delivery of the intervention  

Intervention £148 £14.90 £14.90 0 £177.80 £16.16 
Control £185 £44.70 0 0 £229.70 £19.14 
GP service use during the three-weeks following cessation of the intervention  
Intervention £111 £29.80 £29.80 £26.34 £196.94 £17.90 
Control £37 0 0 0 £37 £3.08 
GP service use during the final six weeks of the feasibility study 
Intervention £185 0 0 0 £185 £18.50 
Control £74 0 0 £39.51 £113.51 £10.31 

 Sub-total 
cost 

 

Intervention £559.74 £52.56 
Control £380.21 £32.53 
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study, we cannot say that this difference was caused by the intervention, but it may imply that the 

intervention did not increase the use of GP services during implementation.   

 

Table 26 provides an overview of hospital care use throughout the study, including incidence of 

attendance at the accident and emergency (A&E) department, proportion of patients of hospitalised 

(admitted as an inpatient) during follow-up in each group, whether hospitalisation was related to 

ESKD and the total number of days participants spent in hospital. The total number of days 

participants spent in hospital is presented as cumulative across all patients that were hospitalised 

within each group during the stated follow-up time period. Additionally the mean length of 

admission for participants who were hospitalised is presented for each group. Not all patients were 

hospitalised through A&E, not all patients who attended A&E were hospitalised, and the resource 

log did not capture whether patients A&E attendance resulted in hospitalisation.  Instead these are 

presented as two different components of hospital care use and displayed accordingly in Table 26.  

The majority of participants who were hospitalised during the study reported that their admission 

was not related to their ESKD, reflecting the high degree of co-morbidity in this patient population. 

The intervention group had a higher overall A&E attendance and a larger proportion of days spent 
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in hospital compared to the control group (75 days vs. 52 days respectively). However, a larger 

proportion of the control group were hospitalised throughout the study. 

 

 

Table 25. Hospital care use throughout feasibility study 

Allocation Proportion of 
patients 

hospitalised during 
follow-up period 

Total 
incidence of 

A&E 
attendance 

Hospital admission related to 
ESKD 

Total days 
in hospital 
per group 

Mean length 
of hospital 
admission 

(days) Yes No Don’t 
know 

Hospital care use over three-weeks during the delivery of the intervention 
Intervention 

(n=11) 
2  

(18.2%) 
2 0 1  

(9.1%) 
1 

(9.1%) 
29 14.5 

Control 
(n=12) 

4  
(33.3%) 

0 2  
(16.7%) 

2 
(16.7%) 

0 
 

24  6 

Hospital care use during the three-weeks following cessation of the intervention   
Intervention 

(n=11) 
2  

(18.2%) 
1 1  

(9.1%) 
1  

(9.1%) 
0 
 

21 10.5 

Control 
(n=12) 

3  
(25%) 

0 1  
(8.3%) 

2 
(16.7%) 

0 
 

13 4.3 

Hospital care use during the final six weeks of the feasibility study  
Intervention 

(n=10) 
1  

(10%) 
0 0 1 

(10%) 
0 
 

25 25 

Control 
(n=11) 

1  
(9.1%) 

0 0 1 
(9.1%) 

0 
 

15 15 
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Overall estimated costs for hospital use were calculated using the Unit Costs of Health and Social 

Care 2018 data (Curtis and Burns, 2018), described in more detail in Chapter 4, Section 4.7.1. In 

terms of data collection time points this costing is displayed under the data collection period when 

the participant was admitted to hospital, as opposed to discharge from hospital, due to the design 

of the resource use log.  

 

Table 27 demonstrates that the cost of hospital care for the control group was almost twice that of 

the intervention group, with the most apparent difference in cost during the implementation of the 

intervention. The control group’s overall costing for hospital care use was £7,120 higher during 

implementation of the intervention, and £10,680 higher throughout the duration of the study. 

However, when comparing the description of hospital resource use in table 26 to the costing in 

Table 27, it is apparent that while more participants from the control group were admitted to 

hospital, the participants from the intervention group had longer periods of hospitalisation. As the 

unit cost references did not provide approximate costings for days spent in hospital and instead 

only provide units in terms of admissions, this may have artificially reduced the apparent cost of 

hospital use amongst the participants in the intervention group.  
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Despite these issues it is apparent that the intervention group had fewer discrete episodes of 

hospitalisation compared to the control group. While it is not possible to attribute this reduction in 

hospitalisation to the intervention, it does reveal that the intervention was not associated with 

increased rates of hospitalisation, further reinforcing the feasibility of safe implementation of a 

complex arts-based intervention in a haemodialysis unit. 

Table 26. Costing of hospital care use throughout feasibility study 

 

 
Table 28 shows the amount of other healthcare use throughout the pilot study. The control group 

had consistently higher use of district nurses, social workers, occupational therapists and visits to 

Allocation No. of initial 
admissions to 

hospital 

Cost of total 
‘finished consultant 

episodes’ 

Cost of 
A&E 

attendance 

Total cost of 
hospital care 

use 

Mean total cost 
per-participant 

Hospital care use over three-weeks during the delivery of the intervention 
Intervention (n=11) 2  £7,440 £320 £7,760 £705.45 
Control (n=12) 4 £14,880 0 £14,880 £1,240 
Hospital care use during the three-weeks following cessation of the intervention  
Intervention (n=11) 1 £3,720 £160 £3,880 £352.72 
Control (n=12) 1 £3,720 0 £3,720 £310 
Hospital care use during the final six weeks of the feasibility study  
Intervention (n=10) 0 0 0 0 0 
Control (n=11) 1  £3,720 0 £3,720 £338.18 

 Sub-total cost  
Intervention £11,640 £1058.17 
Control £22,320 £1,888.18 
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outpatient clinics for their ESKD. In contrast the intervention group had higher use of other 

outpatient clinics during the six-week follow-up and three-month follow-up time period. 

Table 27. Other healthcare use throughout feasibility study 

 
Overall estimated costs for other healthcare use were calculated using the Unit Costs of Health and 

Social Care 2018 data (Curtis and Burns, 2018), explained in more detail in Chapter 4, Section 

4.7.1. Participants identified dentist visits as the reason for selecting ‘other healthcare 

professionals’, and therefore visits to ‘other healthcare professionals’ was costed according to the 

cost per unit of dentist appointments, under the NHS Choices band 1 charge, as this was the 

resource identified by participants in the resource use logs. The costing for renal clinic visits and 

other clinic visits were costed according to the cost of outpatient appointments in the NHS 

Allocation District nurse 
visits 

Social work 
visits 

OT 
visits 

Other HCP 
visits 

Renal 
clinic visit 

Other 
clinic visit 

Other healthcare use over three-weeks during the delivery of the intervention 
Intervention (n=11) 4 1 0 0 1 6 
Control (n=12) 9 3 3 0 1 7 

Other healthcare use during the three-weeks following cessation of the intervention 
Intervention (n=11) 2 0 0 0 0 9 
Control (n=12) 9 3 4 1 2 5 
Other healthcare use during the final six weeks of the feasibility study 
Intervention (n=10) 7 1 1 2 1 4 
Control (n=11) 8 2 2 1 2 2 
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Improvement Reference costs 2017-2018 (NHS Improvement, 2018), as outlined in Chapter 4, 

Section 4.7.1 

Table 29 illustrates that participants in the intervention group had a lower cost of other healthcare 

resource use compared to participants in the control group, largely as a result of consistent use of 

district nurses amongst participants in the control group. The control groups’ estimated costs were 

£1,177.49 higher than the intervention groups throughout the study.  Participants in both groups 

also attended fewer nephrology outpatient clinics in comparison to other clinics. Haemodialysis 

sessions were not captured in this resource log, as all patients were maintenance haemodialysis 

patients and were assumed to be utilising approximately the same amount of resources in relation 

to their haemodialysis treatment. 

 

 

 

 

 

 



215 
 
 

 

 

 

 

 

 

 

 

Table 28. Cost of other healthcare use throughout feasibility study 

Allocation District 
nurse 
visits 

Social 
work 
visits 

OT visits Other 
HCP 
visit 

Renal 
clinic 
visit 

Other 
clinic 
visit 

Total cost of 
other 

healthcare use 

Mean total 
cost per-

participant 
Other healthcare use over three-weeks during the delivery of the intervention 

Intervention (n=11) £166.92 £84 0 0 £125 £750 £1,125.92 £102.36 
Control (n=12) £375.57 £252 £141 0 £125 £875 £1,768.57 £147.38 
Other healthcare use during the three-weeks following cessation of the intervention  
Intervention (n=11) £83.46 0 0 0 0 £1,125 £1,208.46 £109.86 
Control (n=12) £375.57 £252 £188 £21.60 £250 £625 £1712.17 £142,68 
Other healthcare use during the final six weeks of the feasibility study  
Intervention (n=10) £292.11 £84 £47 £43.20 £125 £500 £1,091.31 £109.13 
Control (n=11) £333.84 £168 £94 £21.60 £250 £250 £1,117.44 £101.58 

 Sub-total cost  
Intervention £3,425.69 £321.35 
Control £4,603.18 £391.64 

 
An issue that was identified during data collection was that, as haemodialysis sessions were not 

captured in the healthcare resource use logs, additional healthcare services that participants would 

receive during their haemodialysis treatment were not being reported. Therefore, resource use 

related to podiatrists, dietitians and renal counsellors, who typically provided their services at the 

bedside during haemodialysis, were not captured on the resource use logs. 

Table 30 demonstrates the total healthcare resource costs used by the intervention and control 

group throughout the duration of the study. While not all healthcare resource use is represented in 
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this costing, as missing and unreliable self-reported data relating to formal home care was not 

costed, the resources that have been costed reveal that the control group had a much higher cost of 

healthcare resource use in comparison to the intervention group, with an overall difference of 

£11,677.96 between the groups for the duration of the study.  

Table 29. Total cost of healthcare resource use during feasibility study 

 
The total mean healthcare resource use per participant is presented in Table 31. The mean cost of 

the healthcare resource use for participants in the intervention group was £1,432 per participant 

over 6 months, and in the control group £2,312.15 per participant over 6 months. Whilst this 

difference cannot be attributed to the intervention as this study was not powered to evaluate cost-

effectiveness, the difference in costs implies that, at the very least, the intervention did not increase 

participant’s use of healthcare resources. This is important as unidentified adverse events, such as 

increased infection rates or a negative impact on the adequacy of haemodialysis treatment as a 

result of the intervention may not be immediately recognisable during implementation, but would 

Healthcare resources costed Allocation 
Intervention Control 

Total cost of GP services £559.74 £380.21 
Total cost of hospital-based services  £11,640 £22,320 
Total cost of other healthcare resources £3,425.69 £4,603.18 
Sub-total cost of healthcare resource use  £15,625.43 £27,303.39 
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ultimately be reflected in a higher amount of healthcare resource use throughout the study. The 

proportionally lower healthcare resource use by the intervention group, compared to the control, 

cannot be directly attributed to the intervention but does attest to the feasibility of safe 

implementation of a complex arts-based intervention in a haemodialysis setting. 

Table 30. Total mean cost of healthcare resource use per-participant during feasibility 
study 

 
7.10  Costing the intervention 

 

The estimated running costs of the arts-based intervention for 12 participants (the number of 

patients successfully randomised to the intervention group) is provided in Table 32. The estimates 

were based on the screening and activity logs of the facilitator. As this intervention was facilitated 

during a PhD project, costs on facilitator time have been made based on Arts Care Northern 

Ireland’s funding of artists-in-residence. In this pilot study the facilitator was not employed as an 

Healthcare resources costed Allocation 
Intervention Control 

Mean cost of GP services £52.56 £32.33 
Mean cost of hospital-based services  £1,058.17 £1,888.18 
Mean cost of other healthcare resources £321.35 £391.64 
Sub-total mean cost of healthcare 
resource use per-participant 

£1,432.08 £2,312.15 
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artist and therefore facilitation costs may differ depending on the organisation or charity providing 

the service, as well as the level of expertise of the individual who is facilitating the session. The 

costing describes a very general overview of the intervention implemented during this pilot study 

focusing on costs that would be relevant to a larger trial. A number of costs that were associated 

with implementation within the pilot study have not been included because they lack utility and 

relevance to scaling up the intervention (for example, accommodation costs for the facilitator to 

live on site, which would not occur in a definitive trial), and attempts have not been made to 

estimate hypothetical costs that may be involved in larger scale implementation within a definitive 

trial. Instead relevant components that were not applicable to this iteration of the intervention, but 

should be considered for a definitive trial, have been identified and outlined for use in a future 

costing. 

Details on approximate costs for artists-in-residence were provided by Dr Jenny Elliot, Chief 

Executive Officer of Arts Care Northern Ireland and Artistic Director of integrated Dance 

Companies in Healthcare, Orbit Dance, Black Widows Dance Company and Kompany Maine. The 

average daily rate for an artist-in-residence is £150, although this may differ depending on the 

project and the funding provided. This would mean the hourly rate for the facilitator would be 
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approximately £18.75. This costing was applied to both the time for one-to-one facilitation as well 

as any preparation work that was captured in the activity logs. The costing for the recruitment of 

participants was also calculated based on this daily rate, as in this pilot study the researcher who 

was recruiting to the study was also the artist implementing the intervention. This approach was 

effective as it allowed the researcher to answer any questions patients may have had about the 

intervention. Concerns and questions were centred on the intervention, for example the level of 

skill participants were expected to have or the activities on offer, as opposed to the research 

procedures. Therefore, in a definitive trial a similar approach would be recommended with the 

facilitator also being directly involved in recruiting the participants, as they will be best placed to 

address concerns relating to the intervention. In this case the facilitator may require additional 

training regarding protocol and data collection procedures to ensure that they are also capable of 

answering questions relating to the study’s methodology.  

 

No training costs were calculated as the facilitator did not undertake a formal period of training to 

deliver this specific intervention, as they were involved in the development and manualisation of 

the intervention (Carswell et al., under review), and are a qualified mental health nurse. A higher-
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level arts qualification or a professional nursing qualification are not anticipated to be necessary 

in a larger scale intervention and therefore have not been included in the non-recurrent costs. 

However, when scaling the intervention up for a definitive trial the training needs of facilitators 

should be factored into the future costing. The associated training needs will likely include: 

• Implementation of the intervention 

• Infection control and prevention 

• Data protection  

Travel for the facilitator was not included in this costing, as due to personal circumstances the 

facilitator in this pilot study lived on site to enable facilitation of art sessions and data collection 

during all haemodialysis shifts.  As this was not thought to be relevant to future costings, this 

aspect of cost was not included, and when scaling up the intervention for a larger trial the travel 

needs of the facilitator would require inclusion in costing. The reimbursement of mileage for 

facilitators in a definitive trial can be again modelled on Arts Care Northern Ireland at a rate of 

40p per mile. 
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Costs shown are divided into both initial costs that are non-recurring, and recurring costs 

associated with running the art sessions. Whilst we have presented the estimated costs for 

providing this intervention for the number of participants included in this pilot study, a larger RCT 

will involve a larger sample size, in which case both recurring and non-recurring costs will be 

higher. 

Table 31. Total costs and cost per participant of running the arts-based intervention for 12 
patients 

 Unit cost Units Total cost (£) 
Non-recurrent initial training and set-up costs 
Materials (art kit) £29.30 12 £351.60 
Recurrent session running costs: 
Recruitment of participants:    

• Time facilitator spent in visits to unit to 
recruit patients 

£18.57 (per hour) 54 hours £1012.50 

Session costs:    
• Time for facilitator to run sessions £18.57 (per hour) 90 hours £1687.50 
• Time for facilitator outside sessions 

(preparation, administration) 
£18.57 (per hour) 45 hours £843.75 

Subtotal    
Cost of establishing and running arts-based intervention for 12 participants over six weeks  

• Cost for 12 participants £3895.35 
• Cost per participant £324.61 

Cost of running arts-based intervention excluding non-recurrent costs: 
• Cost for 12 participants £3544.35 
• Cost per participant £295.26 

*Costs estimated based on Arts Care costings for artists-in-residence. 
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The total cost for delivering the intervention, including non-recurrent costs, was £3895.35 for 12 

participants, or £324.61 per person. The majority of costs came from the time for facilitating the 

art sessions.  

 

7.11  Conclusion 
In conclusion 80% of the target sample size was recruited in a single site within one month, whilst 

there was an attrition rate of 12.5% over three months. The primary reason for non-participation 

was a lack of interest in art, whilst several participants declined due to anxiety over their perceived 

lack of artistic ability. Participants were successfully randomised with an equal number of 

participants in the intervention and control groups, and there was no notable difference in attrition 

rates or demographics between groups, with the exception of a higher degree of frailty in the 

intervention group. In relation to adherence and fidelity, 100% of participants who started the 

intervention finished the full six sessions of the intervention, with one participant in the 

intervention group withdrawing prior to implementation due to health issues. No adverse events 

were reported as a consequence of the intervention and engagement in the intervention appeared 

to increase as the participants received more sessions.  
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Most participants who remained in the study completed the outcome measures with assistance of 

the researcher, which resulted in no missing data. There was a notable difference in the mean 

clinical outcome measures between the intervention and control group at baseline, in terms of 

anxiety, depression and QoL. This difference continued throughout the study, with both control 

and intervention groups demonstrating an improvement in anxiety and depression at the post-

intervention time point. The mean anxiety and depression scores fluctuated throughout 

longitudinal follow-up for the intervention group, increasing at the six-week follow-up time point 

before decreasing again at three months. This suggests that if the intervention played a role in the 

initial reduction in mean anxiety and depression scores, this effect was not sustained. In 

comparison the control group demonstrated an overall reduction in both anxiety and depression at 

the three-month follow-up time point when compared to baseline. The KDQOL-SF 36 

demonstrated inconsistent changes in subscales pre- and post- intervention for the intervention 

group, whilst the control group demonstrated improvements across all subscales of the KDQOL-

SF 36 from baseline to post-intervention, suggesting that the intervention did not impact QoL. 

However, as this was a pilot RCT no inferential statistics were reported, as the study was not 

powered to evaluate effectiveness.   
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There were poor return rates for the healthcare resource use logs, with only 17.4% of participants 

returning them post-intervention, and 100% of participants completing them retrospectively with 

research assistance by the final follow-up timepoint. Retrospective completion appeared to be a 

less reliable way to capture healthcare resource use due to uncertainty over dates. Whilst the 

intervention for this study was costed a more comprehensive costing will have to take place prior 

to a definitive trial, due to differences and modifications to how the intervention is delivered.   
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Chapter 6: Results: Process evaluation 
outcomes 
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8 Process evaluation outcomes 

This chapter reports the findings from the qualitative process evaluation embedded within the pilot 

cluster RCT. This chapter will start with an outline of the participants who provided qualitative 

data, an overview of the different themes and sub-themes that were identified from the semi-

structured interviews, and finally an in-depth description of these themes and sub-themes with 

supporting qualitative data from the transcribed semi-structured interviews.  The primary objective 

of the process evaluation, as outlined in detail in Chapter 4 Section 4.1.2, was to explore the 

acceptability of the arts-basted intervention and the acceptability of the cluster RCT design for 

future evaluation of effectiveness. 

8.1 Overview of qualitative outcomes 

The qualitative findings are based on the data from 22 face-to-face semi-structured interviews 

conducted with patients and healthcare professionals following implementation of the intervention 

and prior to the end of the study (refer to Chapter 4 Section 4.6 for more detail). The average 

interview duration was 12.7 minutes, (range 4.50 – 32.01 minutes). The range of times resulted 

from participants having different levels of exposure to the intervention and therefore a varied 
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level of experience to inform their interviews. The shortest interviews were provided by 

participants in the control group, as they had not experienced the intervention, and healthcare 

support workers who had limited exposure to the intervention. Participants in the intervention 

group had much longer interviews due to their full engagement with the intervention and all 

research processes. Table 33 provides a brief overview of the different groups of interviewees 

included in the process evaluation.  
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Table 32. Interviewee characteristics 

Characteristic No. of participants 
Intervention group  

Male 5 
Female 4 
Total 9 

Control group   
Male 2 

Female 2 
Total 4 

Healthcare professional  

Renal nurse (Band 5) 6 

Ward manager 1 

Healthcare support worker 2 
Total: 9 

All interviews 
Male 
Female 

 
7 
15 

Sub-total: 22 
 

The interviews were transcribed verbatim and thematically analysed as described in Chapter 4, 

Section 4.6.4. The interviews were read and re-read for familiarisation of the data, and initial codes 

were developed inductively in line with the objectives of the study and the RE-AIM framework 

(discussed in Chapter 4, Section 4.6.3). These codes were reviewed and revised, before they were 
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grouped into common themes. These themes were then additionally reviewed and revised and 

grouped once more into larger over-arching themes. The interviews for the experimental group, 

control group and healthcare professionals were initially analysed separately before the data sets 

were merged. The themes and subthemes were once again revised to ensure that they accurately 

reflected the dataset as a whole.  An audit trail of the thematic analysis process is presented in 

Appendix 22. The themes and subthemes are presented in Table 34. 

Table 33. Themes and sub-themes 

Themes Subthemes Identified by 
Perception of art participation Mixed preconceptions and 

apprehensions of art participation 
Experimental group, control 
group and healthcare 
professionals  

Improved perception of art 
participation following intervention 

Experimental group and 
healthcare professionals 

Negative appraisal of abilities Experimental group and 
control group 

Effect of the arts-based intervention 
on patients and healthcare 
professionals 

Generation of positive affect due to 
exposure to arts-based intervention 

Experimental group and 
healthcare professionals 

Improved self-esteem   Experimental group, control 
group and healthcare 
professionals 

Sense of purpose Experimental group, control 
group and healthcare 
professionals 

Increased social interaction Experimental group and 
healthcare professionals 
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Quotations presented throughout this chapter are attributed to a participant according to whether 

they were in the experimental group (EG), the control group (CG) or were a healthcare professional 

(HCP), in combination with an anonymous participant number. 

Positive impact of the arts-based 
intervention on the dialysis 
experience 

Experimental group and 
healthcare professionals 

Acceptability of the arts-based 
intervention 

Adaptation of the arts-based 
intervention to the constraints of a 
haemodialysis setting 

Experimental group and 
healthcare professionals 

Positive influence of facilitator on 
participant experience 

Experimental group and 
healthcare professionals 

Importance of participant choice on 
subject and activity within the arts-
based intervention 

Experimental group and 
healthcare professionals 

Length of the arts-based intervention Experimental group and 
healthcare professionals 

Quality and suitability of materials 
for the arts-based intervention 

Experimental group, control 
group and healthcare 
professionals 

Acceptability of research 
procedures 

Factors influencing recruitment Control group 
Completion and acceptability of 
outcome measures 

Control group 

Acceptability of randomisation Experimental group and 
control group 

Retention of participants Experimental group, control 
group and healthcare 
professionals 
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8.2 Theme 1 – Perception of art participation  

This theme highlights the interviewee’s perception of art participation, both prior to the 

intervention being implemented, during implementation and following implementation. Within the 

RE-AIM framework, the perception of art could influence both the reach of an intervention and 

adoption of an intervention over time, as levels of interest and enjoyment can impact on 

recruitment and sustained participation. Two sub-themes highlight the changed perception of art 

participation over time, describing preconceptions and the perception of art after the intervention. 

The third theme describes the negative appraisal of artistic abilities by participants, which was 

consistent throughout the study.  

8.2.1 Mixed preconceptions and apprehensions of art participation  

Patients and healthcare professionals had limited prior experience of participating in the arts. 

Patients commonly reported they had no prior experience of engaging in the arts, with most stating 

their most recent engagement had been at primary school. As a consequence, participants had 

limited knowledge surrounding what to expect, but the novelty of the activity was a motivating 

factor to participate: 
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Just look forward to something different, that’s me. 

       -CG03 

Additionally, healthcare professionals had a similar lack of experience, both personal experience 

of the arts but also of arts within a healthcare setting. In some cases, this instilled a sense of 

curiosity and interest. Even without any prior experience of arts within a healthcare setting the 

majority of healthcare professionals were positive and open to implementation of an arts-based 

intervention within the haemodialysis unit: 

I was thinking ‘oh I wonder how this is going to go and how’s it going to work’. Yeah, 

very positive. I thought it was a great idea. 

            -HCP05 

The one consistent expectation patients reported, which appeared to be another motivating factor 

for participation, was that arts activities would occupy their time on dialysis. Patients stated that 

they found it difficult to fill their time meaningfully whilst on dialysis. Time on dialysis was spent 

trying to sleep, read books or watch TV, but in general the four hours receiving treatment were 

difficult to pass. As a consequence, the opportunity to engage in a new activity to “try and do 

something” was appealing to most participants: 
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Never was interested in art but I thought I would give it a try and it might help me, you 

know, in future. Whenever I’m lying here, you know. 

              -EG08 

 

Just something different to amuse me here. Instead of lying sleeping. 

          -CG03 

 

This desire to fill time during dialysis was also identified by healthcare professionals who were 

working on the unit, and consequently they viewed the intervention as a way of positively utilising 

time on dialysis in a way that addressed an unmet need for the patients: 

 

I think four hours is an awful long time for the patients to be sitting, you know, fair 

enough some bring in their tablets and stuff but there’s people bring in nothing, they 

don’t even watch TV or anything so I think it’s a long four hours to pass. And I actually 

thought it was a very good idea. 

         -HCP08 
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Despite these motivating factors, the lack of experience and knowledge around the arts and arts in 

health resulted in participants and healthcare professionals having concerns prior to 

implementation of the intervention. The primary concern that was recounted by participants of the 

feasibility study, both those in the intervention and control group, related to their lack of artistic 

abilities and skills. They anticipated that they would be unable to produce artwork of adequate 

quality due to a perceived lack of talent: 

And I thought I’d just make a complete mess. 

      -EG06 

Two reasons, the main one being that I haven’t an artistic bone in my body. 

          -EG06 

I suppose I was a bit – because I can’t really draw and stuff, eh… I didn’t really, a bit 

nervous just I suppose 

   -CG01 

 

Healthcare professionals also reported concerns, but these were related to the practicalities of 

patients engaging in the arts within the dialysis setting, both in relation to the clinical setting, 
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patient health and their level of engagement. Restrictions of the clinical area, particularly the 

constraints of dialysing through an AVF that restricted use of an arm, alongside the clinical duties 

of the healthcare professionals, were identified as potential barriers to implementation: 

My first thought of it [the arts-based intervention] was like how would this even be 

possible with some patients with only one arm, um, able to do stuff. 

          -HCP01 

 

I didn’t think, first off, that a lot of them would be fit enough to do it. 

         -HCP04 

 

The only minor concern would have been that it could have interrupted with what we 

were doing. 

  -HCP05 

8.2.2 Improved perception of art participation following intervention 

While participants had limited experience of participating in the arts prior to the intervention, and 

entered the study with a degree of anxiety related to their artistic abilities, they reported a change 
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in their perception of art participation following implementation of the intervention. The changes 

in perception were exclusively positive, with participants identifying an interest where they had 

none previously: 

Yes, it would have changed from me initially… From going from, uh, not being 

interested. Sort of thing, at the start I was just doing it cause it was something to do, till 

enjoying it now. 

  -EG03 

 

Oh aye, like I say, it sent me in another direction, I know I can do something else like. 

          -EG05 

 

I was coming from a place where I wasn’t interested in art, I didn’t think I could do it, 

and she sort of…. How would I put it? Encouraged me, trailed me through it.  

          -EG08 

This increased interest in the arts resulted in an increased desire to continue with the arts and 

engage in art in the future. Participants in the study were provided with their own individual arts 



237 
 
 

 

 

 

 

 

 

 

 

pack containing a sketch book, and materials for drawing, painting and writing whilst on 

haemodialysis. Each participant was allowed to keep this pack at the end of the intervention. The 

provision of the arts packs also acted as an additional motivator for participants to continue with 

the arts, as it provided the necessary materials and acted as an external prompt.  

When I seen the wee bag from Queen’s University sitting over in the thing it always came 

back into my head, here’s me ‘well I must take that out tomorrow and try and do 

something’. 

       -EG04 

Additionally, participants were enthusiastic about recommending the intervention to other people 

once they had gained some experience. Participants would either recommend the intervention, or 

actively encouraged participation from other patients whilst they were receiving the intervention.  

 

Oh aye, I did recommend it to a few people who were in 

              -EG02 

Yeah, I asked them to do it. You know, I was going round saying ‘sure you might enjoy it’ 

  -EG09 
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8.2.3 Negative appraisal of own artistic abilities 

As mentioned in Section 6.2.1 and 6.2.2 participants were concerned about their own artistic 

capabilities prior to engaging in the intervention. While participants’ interests and perceptions of 

art as an enjoyable activity improved after experiencing the intervention, there was a consistent 

highly negative approach to their own artwork and their artistic abilities. Despite the fact 

participants acknowledged they lacked experience with the arts, they were still quick to disparage 

their initial work from the first few sessions of the intervention.  

The first one was absolutely dreadful! Because it was painting, and I just ended up with 

this… blobs all over the place. It was supposed to be a scene of you know, eh, by the 

beach, a beach and water and clouds. Awful! Blob. Blob. Blob. 

         -EG06 

 

Yes, I couldn’t do that. And my first attempt, as you’ll see in the book, was disastrous I 

thought 

 -EG03 
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Participants’ views on their own artwork improved as the number of facilitated sessions rose and 

their skills improved, but a highly critical view of their own work continued throughout the 

intervention. While at times they were able to recognise how their skills had developed and 

improved, they were still quick to identify flaws in their work: 

Well, I don’t think that any of it’s perfect, but it got better. 

              -EG03 

Like I started drawing trees and all and she was well pleased with the tree I grew so… I 

did nae think it was as good as that so. 

          -EG05 

Half pleased with it, and half not. I didn’t like the way I got the apples; I was trying to 

make them red and green, but it just didn’t turn out the way I want it. 

              -EG03 

 

A factor that influenced this highly critical approach of participants towards their own artwork was 

a constant comparison they made between their own abilities and the abilities of the facilitator. 

The participants reported that they would compare the artwork they produced to the reference 
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images, examples or outlines, provided by the facilitator:  

I don’t know. It just didn’t seem the same to me, as good as… what I was comparing 

myself with Claire [the facilitator]. And I knew in my heart it wasn’t as good as Claire’s. 

               -EG04 

8.3 Theme 2 – Effect of the arts-based intervention on patients 
and healthcare professionals 

 
This theme highlights the different effects the arts-based intervention had, according to both the 

perception of participants who were engaged in the intervention, but also from the perspective of 

healthcare professionals who were present on the unit during implementation. Effectiveness is a 

key component of the RE-AIM framework, and qualitative exploration of effect is important to 

ensure the most appropriate outcome measures are used within a definitive trial. There are five 

subthemes related to the effect of the arts-based intervention, all of which describe a particular 

benefit described by participants and healthcare professionals. While these benefits are presented 

as distinct themes they likely interact to provide a holistic effect.  
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8.3.1 Generation of positive affect due to exposure to the arts-based 

intervention 

Participants consistently stated that the arts-based intervention generated a positive affective 

response during their participation. Patients reported that participating in the intervention made 

them feel happy and that the main benefit they experienced was enjoyment, whilst healthcare 

professionals also noticed this positive change in affect.  

That was my attitude, I was quite happy I done it and I was quite happy with the results. 

 -EG01 

I think they really enjoyed it, like, you know, they definitely – it was great, I would love to 

see it in the unit. You know the patients… you get a different side to the patients, and they 

were so much happier, I think. 

      -HCP09 

In addition to the experience of happiness and enjoyment, patients additionally recounted how the 

arts-based intervention helped them relax. In contrast, other participants reported that art was 

stimulating and helped them remain awake whilst receiving dialysis. While initially these two 

descriptions appear to be contradictory, the main underlying influence appears to be the ability of 
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art to occupy a person’s mind whilst receiving treatment. This results in a person not attending to 

worries or concerns that might arise, allowing them to relax, whilst also being engaged in an 

interesting and challenging activity, allowing them to feel stimulated: 

Very relaxed and away from me – well, not leaving all my worries behind but just sort of, 

made me a lot more relaxed than what I would be. 

     -EG07 

It stimulates the brain or whatever, it helps the brain… Well, it occupies your mind. 

             -EG02 

Healthcare professionals also described a highly positive experience with the intervention and the 

subsequent impact it had on their own affect. In particular, they described how experiencing the 

patient’s outward enjoyment of the intervention impacted their own mood. 

As in we were aware that you were going round and doing things and we could see the 

patients engaging, for me that was a nice thing to be able to see. 

                      -HCP05 
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I think it was very good! Like some of them were like painting stuff, you know, and then 

they were like, you know… any time if I like walked by and saw them doing it, I was like 

‘that is amazing!’. 

          -HCP06 

 

They… talking about their work, and all. You could just see their whole face light up and 

just expressing how they did it and how they enjoyed it.  

        –HCP09 

 
8.3.2 Improved self-esteem   
 
While participants were highly critical of their own work, there was evidence that the intervention 

resulted in improvements in self-esteem. While participants were quick to find flaws with the 

artwork they produced, they were still able to recognise the skills they had developed and the 

improvement they made throughout the intervention. As a consequence, they experienced a sense 

of pride and accomplishment, regardless of their appraisal of the final product: 
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Whenever you sit there and you draw a painting out or whatever and started colouring it 

and all the rest of it. And then you sit back and look at it and you like to look at it then, 

you know? And they were all saying in here how well I was doing at it you know? 

    -EG02 

 

Oh, well, I suppose satisfaction that you can add another string to your bow at 80 odd 

years of age.  

        -EG03 

 

You know, and it gives you something – you achieve something, 

           -EG01 

This sense of achievement appeared to come primarily from the realisation participants 

experienced that they were capable of something they had previously thought they were unable to 

do. Participants had mostly entered the study assuming that they did not have the capacity to create 

art, either due to a lack of experience, their frailty, lack of dexterity or their age. It was the ability 

to produce artwork, regardless of how critical they were of the completed work, which appeared 



245 
 
 

 

 

 

 

 

 

 

 

to be of benefit, as this provided them with tangible evidence that they still had the capacity to 

learn and develop new skills: 

 

Just doing it was enough to let you see that you were capable of doing something, you 

know?  

 –EG01 

It also made me realise I wasn’t completely hopeless.  

       -EG06 

I seen that there is something there that could maybe occupy my time, and maybe give me 

a wee bit of… well, uh, something to do and something I know now that I can do. 

                 -EG08 

This feeling of being capable likely resulted from the skill development focus of the intervention, 

as outlined in Chapter 3 Section 3.3.1. The participants were able to recount how the facilitated 

sessions introduced them to principles and techniques that they had previously been unaware of, 

and how this transformed their approach to the activity:  
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She was very, very interesting to talk to and everything else and she helped you as best as 

possible, you know whenever I started faces she kind of you drew the oval thing and she 

kind of marked out where the nose and the eyes … you know, lines like that. Something 

I’d never thought of just: ‘weet weet weet’ is onomatopoeia of someone drawing quickly 

on paper; it was being used to emphasise the ease of drawing once guidance was 

provided]. 

        -EG05 

The improved self-esteem was described not only by the participants themselves, but also by 

healthcare professionals. They identified the change in mind-set that a number of participants had 

in terms of their ability to engage in new activities and the positive change in their perception of 

their artistic capabilities: 

 

A good thing because it gave them the understanding of maybe... what em… not what they 

were expected to do but maybe of what they could do themselves. What they were capable 

of. 

     -HCP02 
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Well, I would say a lot of people, em, who didn’t think they were art-y… got onto it and 

they were, you know, rather pleased that they … em, now they wouldn’t be a bit scared 

about lifting up a pen and pencil and drawing something, you know? You always get the 

ones who ‘oh, I can’t draw’ but really, they can draw! 

         -HCP07  

 
8.3.3 Sense of purpose 

The arts-based intervention provided an additional benefit by giving the participants an external 

motivation. In general, the participants experienced a sense of purpose throughout the 

intervention’s implementation as it gave them an activity to work towards and a defined skill to 

develop:  

Well, it gave me something to go for, like a goal… gave me a goal to go for, you know… 

You go for that and you keep going for it, you know. And before you know it it’s over and 

done with, you know? 

      –EG02 
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As a consequence of this added sense of purpose, participants reported that they started looking 

forward to the dialysis sessions when they knew the intervention was going to be implemented. 

This seemed to have a particular benefit within this clinical setting due to the lack of meaningful 

activity that participants engage in during haemodialysis, discussed in more detail in 6.3.5.  

It was a good wee experience, gave me something to do, and I more looked forward to 

coming in to dialysis because I knew I had something to do when I came in. I wasn’t just 

going to lie there and start thinking again.  

     -EG04 

But like I say while she was in here, and she came in, I was looking forward to her 

coming in. Like I say, I knew I was going to do something different, and whether it was 

good, bad or middle, like, she’d tell you like!  

      -EG05 

This increase in motivation and excitement amongst participants was not only self-reported, but 

also observed by healthcare professionals. They noticed a change in the patients before their 

dialysis sessions, as patients appeared more motivated to come into dialysis and expressed 

excitement anticipating the intervention sessions.  
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Well you could see a difference in the patients even out in the reception by them talking 

about ‘oh what did you do the last day, what are you going to do today?’ and you could 

see the excitement in them. Em, and it got the patients more … they were looking forward 

nearly to come to see what they were going to do and see what they were going to learn.  

         –HCP04 

 

Yeah, but other than that there everybody else was very engaged and looked forward to it. 

You know, they seemed to really look forward to it happening, so… which was a good 

thing!  

       – HCP05 

 

The increase in motivation was not exclusively confined to the intervention sessions themselves, 

or even the dialysis unit. Participants reported that, as a result of trying something new during 

dialysis, they found motivation to explore other activities at home, including engaging in old 

hobbies.  
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Oh, aye, aye, now, I would tend now, like I say, I started back again, I did nae read from 

a long time but I started reading again and doing them puzzles and word searches and 

things, I had nae done that in years. So, this started from that, as I kept all that ongoing.  

  -EG05 

Due to the person-centred nature of the intervention participants additionally found themselves 

thinking about their art in between sessions in order to identify subject matter that they found 

interesting. Healthcare professionals thought this had a knock-on benefit for participants at home, 

as the sense of purpose extended outside the clinical environment and into their daily lives:  

 

You know it made them sort of more active at home as well, to think ‘right, okay, what 

could I… what’s of interest to me that I could actually take into Claire [the facilitator] and 

draw’ so… I think that’s good aspects at home and within the unit. 

        -HCP01 
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8.3.4 Increased social interaction 

The arts-based intervention was a highly collaborative and interactive intervention that required 

consistent communication and discussion with the facilitator during each session (for more detail 

see Chapter 3, Section 3.3.2). Consequently, there was a largely social component to the 

intervention. Participants identified this social aspect, the fact they had company for approximately 

an hour during dialysis sessions, as highly beneficial:  

There was somebody there to talk to. The talking to was just as good as the art…  

Well it’s just I loved the company of Claire [the facilitator]; the company made a great 

difference.   

     – EG04 

 

As I say, she was good company, you could say anything to her like, you know that kind 

of way. 

 –EG05 
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Healthcare professionals also identified the social aspect of the intervention as being particularly 

beneficial. They reported that patients have limited opportunities for social interaction both whilst 

on dialysis but also at home. This study was conducted in an older, rural population (for 

demographics see Chapter 5, Section 5.5), meaning a number of participants lived alone and had 

limited social opportunities:  

You know, some of the patients obviously that I know that are doing it, obviously, are alone 

at home and… this was, just… a great benefit for them. And I believe a couple of them are 

continuing to do it at home.  

      -HCP01 

Additionally, healthcare professionals contrasted the role of the facilitator with the role of the 

healthcare professional, suggesting that the relationship between the facilitator and participant in 

particular had a positive impact as the focus of those social interactions was the creation of art, as 

opposed to a clinical relationship centred on illness: 
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So, they were getting that one-to-one time where it was something that was about them and 

it was positive rather than them being sick and me standing over them. So, I thought it was 

great. 

       -HCP05 

 

However, the social benefits were not confined to just the relationship between the participant and 

the facilitator. Healthcare professionals in particular identified numerous benefits to social 

relationships in the unit, identifying the intervention as a facilitator to communication between 

patients and between themselves and patients. This was achieved through the provision of a 

common interest amongst patients, and a non-clinical focus of conversation between patients and 

healthcare professionals. This resulted in increased social engagement amongst the patients, and 

an improvement in the relationship between the patients and healthcare professionals: 

The patients interacted better with each other because it gave them a bond with other 

patients that were participating in the study. So, you could see patients who ordinarily 

wouldn’t have talked, em, beginning to communicate with each other. So that was nice to 

see, em, and it became nearly like a talking point of like the patients… who was 
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participating in it and how they were getting on. And then it just sort of got them… more 

positive vibes throughout the patients. 

               -HCP04 

 

Because whenever you could see them drawing and you were coming over and asking ‘well 

how you getting on, how you enjoying it?’ So, it brought our relationships, you know, 

between the patients that little bit closer.   

         –HCP04 

 

Yes. A good change though, it was very good. As in they were more chatty afterwards, they 

were a very closed little book beforehand but then once they started to do this and you 

asked about it then they kind of opened up to, you learnt a lot more about the patients.  

  –HCP09 
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8.3.5 Positive impact of the arts-based intervention on the dialysis experience 

There were a number of ways through which the effects of art had a particularly beneficial impact 

on patients’ experiences in receiving haemodialysis. Distraction was identified as a positive effect 

of the intervention for patients and healthcare professionals, particularly relevant to the dialysis 

experience. Participants reported that the intervention required a degree of focus and 

concentration, and consequently they were distracted from both their thoughts and their 

surroundings. The two mechanisms through which distraction was thought to be beneficial was 

through the avoidance of difficult thoughts, either concerns or ruminations, and distraction from 

the clinical treatment and disease itself: 

You were doing something with your hands, you were focusing on trying to do this well… 

Because I was doing something instead of just lying thinking about different things. Your 

mind just goes, you go from one thing to another type of thing, you know thinking back to 

the past.  

      –EG04 

 

Um, well, it keeps you from thinking about what’s wrong with you, and all that. 
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               –EG03 

Related to the benefits of distraction was the knock-on impact this had on patients’ perceptions of 

time during haemodialysis. As previously noted, haemodialysis is a time-consuming treatment and 

both patients and healthcare professionals acknowledged the difficulties associated with a lengthy 

treatment, during which there are limited activities to engage in. The arts-based intervention was 

able to alter patients’ perceptions of time in a beneficial way, by seemingly making the time pass 

quicker as they were focused on a task and no longer watching the clock:  

Just to put their time in, because that’s the most difficult thing for them. They’re travelling 

here and back but it’s putting the time in while they’re here because for us four hours goes 

very quickly, but for them it doesn’t. So, I think that art would be – and you did seem to get 

quite a bit of engagement in it so I think it would be a good thing for certain people that 

want to do it.  

     –HCP05 
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Aye the time seemed to go in a bit quicker whenever … comes in, you watch TV but uh, 

you never notice the time so much. But whenever you’re painting time, that hour or 

whatever it was that she was in with, just seemed to go like that. 

          – EG05 

 

The impact that the intervention had on the overall dialysis experience appeared to also benefit he 

healthcare professionals working in the unit, implying that arts-based intervention may provide 

benefits outside of the targeted participants. While the experience of patients being happy during 

their dialysis treatment was viewed as beneficial, additional effects were also identified. 

Healthcare professionals reported that the intervention had an impact on the environment itself by 

transforming the atmosphere into one where the focus wasn’t exclusively clinical: 

 

It made it look like we just didn’t see it as a dialysis environment, that we were actually 

looking at different aspects of the patient’s wellbeing.  

        – HCP04 
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Healthcare professionals also reported that the transformation of the environment meant they felt 

they were addressing previously unmet needs of patients and providing holistic care as opposed to 

the dialysis experience focusing exclusively on their physical health and illness. 

 

This was sort of taking it to the next level and saying ‘it’s not all about dialysis, it’s not all 

about kidneys here, we’re looking after yous and we are seeing what can benefit you 

positively here’  

    – HCP04 

There were also a number of more practical benefits that a number of healthcare professionals 

identified. These appeared to be the direct result of the beneficial effects the intervention had on 

patients, such as distraction and increased motivation. It was reported that patients required less 

time and attention from healthcare professionals as they were occupied whilst receiving their 

treatment, and that patients were more co-operative during the dialysis set up and treatment due to 

the additional motivation of participating in art: 
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The patients were actually probably less demanding because they were doing art, so it 

probably, you know it’s a distraction for them you know, it’s giving them something to do.  

      –HCP08 

 

Well the patients were a lot happier to sit in the bed and get on dialysis and do that art at 

the same time. So, it was ah, uh, bonus. It was good for the patients and for the staff, yeah. 

 -HCP09 

 
8.4 Theme 3. Acceptability of the arts-based intervention 

 
This theme describes the acceptability of the arts-based intervention implemented within the pilot 

cluster RCT, mainly from the perspective of participants in the experimental group who received 

the intervention and healthcare professionals who were present on the unit during implementation. 

The acceptability of an intervention is an important consideration to inform the implementation 

and maintenance components of the RE-AIM framework. As this is the first arts-based intervention 

developed specifically to conform to the requirements of an RCT within a haemodialysis unit, it 

was important for both patients who received the intervention and healthcare professionals to 

evaluate the intervention and provide their opinions on any improvements that could be made and 
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identify components that they felt were important to successful implementation. There are five 

subthemes that relate to the intervention’s acceptability, addressing the intervention, 

implementation strategies and the context in which the intervention was delivered. 

8.4.1 Adaptation of the arts-based intervention to the constraints of a 

haemodialysis setting 

The clinical context of the dialysis setting influenced the development of the intervention, and is 

discussed in more depth in Chapter 3 Section 3.1 Whilst the intervention was developed to ensure 

ease of implementation in this context, there were still a number of barriers to implementation that 

were identified by interviewees in relation to the setting itself. One of the main concerns specific 

to this setting, was that vascular access required for haemodialysis frequently meant patients only 

had a single hand available for the activities, and for one participant in particular this meant they 

had to use their non-dominant hand to paint: 

See my hand’s tied down. I wouldn’t be able to paint with my right hand, that means I 

had to paint with my left hand. 

    -EG01 
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My first thought of it was like how would this even be possible with some patients with only 

one arm, um, able to do stuff. 

           -HCP01 

Patients receiving haemodialysis also require continuous monitoring of their blood pressure, which 

produces an additional barrier to implementation as the blood pressure cuff is placed on their free 

arm. This resulted in patients having to take small breaks during each session when the cuff 

inflated, as movement of the arm can interfere with the blood pressure reading:  

 

I’m right handed and then I have to have the cuff on me right hand and then you’re doing 

something – you’re writing or drawing – and then your blood pressures being taken and 

you have to sit and you know, leave it till it finishes but you can’t – you need your blood 

pressure take quite often. 

          -EG02 

Whilst these barriers were identified by interviewees, they were also quick to identify mediating 

factors that allowed these barriers to be overcome. Preplanning and flexibility from the facilitator 

appeared to be crucial; the materials had been pre-selected for ease of use within a clinical 
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environment where a person may only have one hand available, there was a selection of materials 

to cater to people with different restrictions or abilities, and the timing of the sessions could be 

changed and adapted to fit in with interruptions: 

 

Not even patients with fistulas! Did that affect them? No! (Laughs) Not at all! So, if you 

can get over that barrier and they’re happy – yeah, there were no problems. 

            -HCP09 

 

Because they weren’t pigeonholed in that ‘you have to do this, you have to do that’ it was 

all their input, what they wanted to do. And you seemed to have a magic bag of tricks that 

‘Yeah, I’ve got that!’ It was great! 

      -HCP05 

 

And when their lunches were being made available, their teas, or whatever, or if there was 

any issues – you stepped aside, let them have their time, and then come back. So, the nurses 

didn’t feel pressurized, the patients didn’t feel pressurized, you worked in with our schedule 
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       -HCP05 

An additional mediating factor that allowed safe implementation was the maintenance of infection 

control protocol. Healthcare professionals were able to identify that the method of implementation, 

and the facilitator themselves, followed infection control protocols and this ensured patient safety 

wasn’t compromised: 

It didn’t affect the clinical environment at all, as in it was all – they had their own bits and 

pieces.  

 -HCP09 

And you followed all your infection control policies within our hospital as well so, fair play 

to you!  

  -HCP01 

Whilst interviewees were able to identify barriers and mediating factors, they were also able to 

identify aspects of the dialysis setting that acted as facilitators to implementation. The most salient 

facilitator was the time patients had on dialysis. The large amount of empty time on dialysis 

provided patients with a motivation to engage in the arts, even without a pre-existing interest. 

Healthcare professionals also identified time on dialysis as a facilitator, as there was a significant 
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unmet need for patients in terms of the lack of opportunities to fill that time with engaging or 

meaningful activities. Additionally, healthcare professionals reported they felt unable to address 

this need themselves due to restrictions on their own time: 

 

Now there’s nothing as hateful than lying here for four hours on your back with nothing 

to do. 

  -EG02 

 

Great, great, as I said quite often, the patients, we go by them in a flash. A quick check 

‘how are ya?’, they don’t see anybody maybe to speak to 

 

           -HCP05 

An additional facilitating factor about the dialysis setting was the accessibility of the intervention 

for patients. Patients reported that they were typically too busy during their time off dialysis to 

engage in the arts, and identified the dialysis setting as the ideal place for intervention 

implementation as a consequence of the empty time: 
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Here would be the only place kinda ya do, cause your home there’s somebody annoying 

you or something like that. 

    -EG05 

That’s the only time I have any spare time, in bed. 

      -EG01 

 
8.4.2 Positive influence of facilitator on participant experience 
 

The intervention was implemented by a facilitator at the patient’s bedside during their 

haemodialysis session, and the acceptability and importance of this facilitation was described by 

both patients who received the intervention and healthcare professionals. The relationship of the 

patient with the facilitator was identified as improving the experience of the intervention as well 

as aiding implementation. Whilst a positive relationship with the facilitator promoted engagement, 

the relationship was also highly collaborative, and ensured that participants were comfortable with, 

and interested in, the activities on offer: 

   

Well see, Claire [the facilitator] would have sketched it out for me, what I could paint. I 
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asked her and she sketched it for me, and that meant I could go ahead and paint it.  

                      -EG01 

 

I made her draw everything with me (laughs) but her and me got on the best so… uh, it 

was real interesting like, so it was, I liked it… I says you need to draw it along with me 

so. And that made me feel good too – she was a good artist too. 

             -EG05 

Participants who received the intervention also identified a number of approaches and attributes 

of the facilitator that they felt helped them engage with the intervention. The patients specified that 

the facilitator needed patience and to take time with the participants, as they were developing a 

new skill. The participants also framed the sessions from the perspective of an art lesson, consistent 

with the theoretical framework of the intervention described in Chapter 3 Section 3.3.1. This meant 

the facilitator needed artistic skill themselves and an ability to explain artistic principles and 

techniques in a way that could be easily understood by participants: 

 

She took time and tried to get you into the way of it yourself.  

         –EG04 
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She’s a very good teacher. And explains things to you which is what you need.  

               –EG03 

 

Claire [the facilitator] was a good teacher, and she listened to ye, and I listened to her 

so, and I tried to do what she told me to do, and that was it. 

             -EG05 

Another aspect of the facilitation that promoted engagement was consistent encouragement and 

positive feedback. As previously described in Section 6.2, the participants engaged in the 

intervention were self-critical about their own artistic abilities, and the encouragement and support 

from the facilitator appeared to offset this negativity. Healthcare professionals also identified the 

importance of encouragement and reassurance during facilitation at reducing any anxiety the 

participants may have had about the intervention. 

 

She says ‘Well try [participants name]’ She says ‘it’ll be your own painting, it’ll not be 

the same, nobody’s two paintings are the same. ‘Cause that’s your painting, and that 
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other ones somebody else’s, what they say, just paint what you see… Yes, it made me feel 

good because she thought it was good and she was learning me. 

              -EG04 

There was never any time where I witnessed anyone becoming annoyed or anxious that 

they couldn’t do anything, they were encouraged a lot and helped a lot along the whole 

process of their art and drawing and… yeah, I think it was a very positive experience.  

              –HCP03 

An aspect of facilitation that was deemed crucial to implementation was that it was one-to-one, as 

opposed to a group. Healthcare professionals in particular specified that this was important for the 

dialysis setting, due to the restrictions of the treatment, but also for the benefit of the patients, as 

they felt that the intervention had to be catered to the individual to ensure participants were 

comfortable:  

 

That was pretty – that was good, yeah, yeah. Because people like that, especially when 

you’re on a dialysis machine, you know, you can’t really be moving too far, you know what 
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I mean? So, the one-to-one, it needed to be one-to-one to be honest. There was no way we 

could facilitate anything other than one-to-one to be honest.  

         -HCP07 

One-to-one is very good! Which meant, you know that everybody was an individual, like 

these art things – especially people here, if you sit them in group, maybe everyone doesn’t 

want to discuss their problems together. 

           -HCP06 

8.4.3 Importance of participant choice on subject and activity within the arts-
based intervention 

Participants who engaged in the intervention recounted how individual choice of subject matter 

and activity influenced the work they created, and were able to identify artistic pieces that they 

produced during the intervention that captured their own interests and experiences: 

She said ‘what would you like to do next time?’ So, I said ‘what about father Christmas?’ 

So, I had a little tiny novelty father Christmas stuck on my fridge and I brought it in. And 

he had these long dangly legs, and a funny wee face. So, I managed to do that  

    –ECG06 
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The participants who had completed the intervention were not restricted to a single art form were 

not restricted to a single arts activity, material or subject matter throughout the session, but instead 

could pick and choose during each session what they would like to do. This variety maintained 

participant interest and also allowed participants to experiment and identify what activities they 

preferred. Personal preferences informed the selection and contributed to a positive experience: 

She [the facilitator] started on the writing and poetry and telling wee stories and I love 

that, I used to belong to a wee writing class and that so. 

      -EG07 

It was supposed to be a scene of you know, eh, by the beach, a beach and water and 

clouds. Awful! Blob. Blob. Blob. So, the next time Claire [the facilitator] arrived she said 

‘would you try drawing?’… And I said ‘that’s going to be worse’. So, she handed me this 

pencil, she worked out what was a good pencil for giving a result, and when I started she 

said ‘you can draw’ 

    -EG06 
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Either pencils or paints. I thought the paint at the start was great, and then gradually 

now the pencils are… uh, much more adaptable.  

          -EG03 

 

The importance of this choice in participant engagement was highlighted by healthcare 

professionals, who also attributed the variety of choice both in the subject matter, artistic activity 

and the materials available to patients as an important factor that aided implementation: 

 

Because they weren’t pigeonholed in that ‘you have to do this, you have to do that’ it was 

all their input, what they wanted to do. And you seemed to have a magic bag of tricks that 

‘Yeah, I’ve got that!’ It was great! But as for the clinical area it didn’t impact whatsoever, 

and you obviously had it well thought out that you had everything available for them which 

was great.  

        –HCP05 
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I thought you had provided so much variety of activity for them, between artwork or poetry, 

whatever they wanted to do it was patient led from what I could see, very much so, and you 

seemed to have all the materials to back that up.  

        -HCP05 

 
8.4.4 Length of the arts-based intervention 

The one consistent criticism of the intervention provided by both participants who engaged with 

the intervention and healthcare professionals, was how long the intervention lasted, both in terms 

of the length of the sessions and the number of sessions provided. Some participants suggested the 

sessions themselves should be longer, due to the amount of time that they spend on haemodialysis. 

The session length was originally determined according to the time limit of similar interventions 

conducted in different populations, where attention was thought to diminish after an hour (see 

Chapter 2 Section 2.5.3.2), the unique experience of haemodialysis may require a longer period of 

time as participants have limited options for other activities during their treatment: 

But some days I thought it was pretty short and other days… well it wasn’t too long, it 

was never too long.  



273 
 
 

 

 

 

 

 

 

 

 

         -EG02 

Well I could have spent longer at it, you know, but I suppose whenever she’s doing it, she’s 

got a certain time and that’s it. 

     -EG05 

Both participants who received the intervention and healthcare professionals consistently stated 

that the intervention as a whole needed to be longer, in terms of more sessions being provided over 

more weeks. This disparity between what was provided and what would have been ideal was likely 

a result of haemodialysis being a uniquely protracted treatment that many people require for the 

rest of their lives: 

I’d have liked it to last a bit longer and I’d have liked it to- maybe a bit more time. It just 

finished too soon. 

    -EG07 

 

But the only downfall I think was it was very short. You know, I think you need more time 

and you know… they’re coming here three times a week and sitting there and talking to 

you.  
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  -HCP06 

The additional observation that participants who received the intervention required numerous 

sessions before they felt that they could fully engage with the arts supports the assertion that more 

sessions are required: 

 

I was really getting into it at the very last, you know. 

       -EG02 

Awk it was… a bit… not depressed, cause I’m not a depressive person, but I was sad that 

it was finished.  

          -EG04 

I think sometimes when they start drawing they have years of not doing, their hands are 

shaky and all, and it takes time… 

        -HCP06 

Participants who engaged in the intervention expressed a desire to do more art, yet most did not 

independently participate in the arts following the completion of the intervention. The primary 

reasons for this lack of engagement appeared to result from the absence of the facilitator. The 
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cessation of facilitation resulted in the absence of an external motivating factor to continue, as 

there was no longer a person present to provide consistent support and encouragement. Facilitation 

was also practically necessary for several participants to engage in art whilst receiving 

haemodialysis, who felt they did not have enough available time whilst at home to continue.   

Participants also reported that they didn’t feel they had the confidence or adequate skill set to 

continue without guidance, and felt the quality of their art suffered in the absence of facilitation: 

 

Well I just, I accepted it, you know that, that they were finished you know. But I didn’t do 

anything since I was finished, I never painted anymore. 

                -EG01 

 

You just kind of drop off whenever she finishes. You just kind of drop off, stop it, 

whenever she finishes, you just kinda doodle about the house, like. Still have the book 

sitting there, ready to go, but you did nae find the same time whenever you’re at home. 

          -EG05 
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Well it was great Claire [the facilitator] coming along, and, uh, guiding… for she done 

the drawing for me, and I done the colouring in, but she was there to guide what colours 

was best to use and all that. And then whenever I was left to my own devices, after the 

study was stopped, sort of thing… I found it a lot more difficult to blend in colours. 

                -EG03 

 

8.4.5 Quality and suitability of materials for the arts-based intervention 

Each participant received an arts pack that contained a variety of art materials that could be used 

during the session. A comprehensive description of what each pack contained is detailed in Chapter 

3 Section 3.3. The acceptability of these materials was discussed with participants who received 

the intervention and healthcare professionals who were present when the materials were being 

used. There was a consistently positive reaction to the materials that had been provided with 

participants highlighting both the quality of the materials and their ease of use: 

 

The paper was very good to draw on. Aye, good quality like, you know. 

                -EG03 
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They were brilliant to work with, the pencils and all the rest of it, and the paint I liked 

them as well.  

   -EG02 

Aye, you can use whatever colour you want, do whatever you want, mix it all up like with 

nae hash (no mess) or anything like that, so I thought it was very, very good. 

         -EG05 

Healthcare professionals also highlighted the importance of the choice of materials for use within 

the clinical context, and acknowledged that there would be certain arts activities that would not 

have been feasible or safe to use in a haemodialysis unit: 

 

It was all… catered to the environment. It was fit for the environment. Even if you used 

water based, they were not like messy water based… what children would use, you know. 

So, it was all very… very accurate. Very well done. 

              -HP06 



278 
 
 

 

 

 

 

 

 

 

 

I don’t see any barriers… I mean, you couldn’t – for instance you couldn’t do oils or 

anything like that, that’s the only barrier I would think. Those types of art you couldn’t 

maybe do pottery or, do you know what I mean?  

          -HP07 

Whilst most participants who received the intervention reported only positive evaluations of the 

materials, the one suggestion for improvement was a change to the size and weight of the 

sketchbook. Only one participant requested to bring their arts pack home with them between 

sessions, and from this they were able to identify that the pack itself was heavy as a result of the 

large A4 sketchbook that was provided. Therefore, to make it easier for participants to bring their 

work home with them between sessions, they suggested that a smaller and lighter sketchbook be 

provided: 

The only thing was the book is quite heavy and I took it home all the time for I wanted to 

finish something, I would have taken it home sort of thing. So, uh, it’s a wee bit heavy. 

           -EG03 
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8.5 Acceptability of research procedures 

Process evaluations not only explore the processes of implementing an intervention but also the 

processes of data collection and the methodological approach to evaluation. This theme addresses 

a number of different components of the RE-AIM framework, including reach, effectiveness, and 

adoption through the exploration of trial processes such as recruitment, retention and outcome data 

collection. All interviewees contributed to this theme, however there was a predominant focus on 

participants in the control group as they experienced the trial processes in the absence of an 

intervention.  

8.5.1 Factors influencing recruitment 

This subtheme focused on factors that influenced recruitment of participants into the trial of an 

arts-based intervention. As discussed in Section 6.2 the majority of participants who entered the 

trial had limited experience with the arts, and therefore an interest in art was not their primary 

motivating factor for taking part. Additionally, participants reported that their symptoms and 

dialysis treatment were not barriers to participating in research, instead participants reported that 

they viewed research as routine and that their main motivation was contributing to something that 

would either help them, or help other patients.  
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I don’t have any problems with it, you know, if it’s for… if it’s going to help other 

patients, em, for them to find out, that’s alright. 

         -CG02 

While some participants were very open to participation in research, other participants viewed 

research suspiciously and gave it more consideration. This highlights the importance of a 

transparent recruitment process with an adequate amount of information, to ensure participants are 

aware of the purpose of the research and how their data will be handled and used.  

 

Since I’ve got older, like, you know, and I wouldn’t be the only person like, you just don’t 

rush into things like you used to do when you were young, you know what I mean? You 

sort of think back because you know, you’ve been burned a few times like you just take 

a… you don’t… you don’t just rush into thing like you know, nothing’s clear, like, you 

know. 

        -CG04 

Interviewees provided suggestions on methods to improve the recruitment process, both to ensure 

patients were more comfortable with the process but also to improve the number of participants 
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recruited into the study. It was recommended that the language on the participant information 

sheets be changed when referring to ESKD to ensure patients weren’t upset by the terminology: 

‘End-stage kidney disease’ makes you feel like you’re about to (laughs) finish your life 

any minute… I just thought it could have been put slightly better, something like ‘serious 

kidney disease’ but that’s it.  

     -EG06 

Different approaches to recruitment and specific strategies for recruitment were also suggested by 

healthcare professionals. They felt that the provision of an example of the intervention, either 

through the use of images of completed artwork on the information sheets, or through a more 

practical example during the recruitment process, would increase recruitment rates through an 

improved understanding of the intervention.  

  

But I do think if they’d actually known what was gonna happen, you know, like pure… I 

would say they probably just seen paperwork and they went – a lot of them we’re doing 

like kitchen questionnaires with them, like… you know what I mean? 

                 -HCP01 
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You could maybe like, maybe like laminate stuff or do leaflets so that the patient understand 

– I don’t think everyone got involved in that but some of them didn’t know exactly what it 

was, so like maybe make leaflets or something, pamphlets for the patients, explaining to 

them you know with more photographic rather than like… gibberish writing, because I 

don’t think everyone wants to read, you know, like in today’s technological world 

everything is all iPad and stuff, so if it’s more photographic, more picture – it will be easy 

for them to understand.  

         -HCP06  

 
8.5.2 Completion and relevance of outcome measures 

The appropriateness of outcome measures, in terms of capturing the intended effect, participant 

burden and methods of reducing missing data was also explored during the process evaluation. 

The questionnaires did not appear to place a substantial burden on participants in the study, and 

participants predominantly completed the outcome measures with the assistance of the researcher, 

and identified this as an important factor that made the questionnaires easier to complete: 
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All the questions were good straight forward and she [the facilitator] explained 

everything to you before you started them. 

      -EG04 

 

Most participants reported that the questionnaires covered all the symptoms and experiences of 

ESKD and dialysis that were important to them, but not necessarily ones that were relevant to the 

intervention being implemented. So, while the outcome measures were comprehensive, they were 

not necessarily addressing the benefits of the intervention: 

I answered the question, but I couldn’t see it’s got anything to do with me on dialysis and 

doing art. 

  -EG03 

8.5.3 Acceptability of randomisation  

Acceptability of randomisation was explored with participants in the control group who, at the 

time of interview, had not had the opportunity to engage in the intervention. The waiting list aspect 

of the trial design appeared to attenuate any negative impact of the random allocation of 

participants, as the participants were aware that they would eventually have the opportunity to 
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engage with the intervention. Additionally, waiting for interventions was perceived as a normal 

component of healthcare and consequently participants readily accepted this aspect of the trial 

design: 

Yeah, what can you do about it? Not much, that’s it, my… I’ve been on quite a few waiting 

lists, not much you can do about it, just take it and that’s it. Say nothing! 

                            -CG04 

Informed consent prior to randomisation appeared to make the process more acceptable, as 

participants were aware that there was a chance they would have to wait to receive the intervention. 

Whilst this is an essential part of ethical research it’s worth noting that this transparency helped 

alleviate any perceived inconvenience of random allocation: 

No, it didn’t bother me, I knew it from the beginning same as I said. 

         -CG01 

As described in Chapter 4 Section 4.5.3 cluster randomisation was used to prevent contamination 

of the control group. Participants were randomised according to the time of day they attended the 

unit for haemodialysis, to prevent participants in the control group from witnessing the 
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intervention being implemented with participants in the experimental group. This was identified 

as an important component in the acceptability of randomisation, as participants acknowledged 

that viewing people engaging with the intervention could have negatively impacted their 

experience of the research: 

Maybe if I had have seen them happening in the ward, maybe it would have annoyed me 

because I maybe would have wanted to join in, especially if there was laughter and all 

because then of course, you think you’re missing something.  

         -CG01 

 
8.5.4 Retention of participants 

Retention of participants is a concern in RCTs as high attrition rates can result in a definitive trial 

losing statistical power. Reasons for attrition were reported in Chapter 5 Section 5.2, and reasons 

for remaining in the study following recruitment and allocation were explored in this process 

evaluation. Whilst participants in the intervention group received the intervention and were able 

to participate in the arts throughout the study, participants assigned to the control group did not 

have the same opportunity for the three months in which the study took place. Their primary reason 
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for remaining engaged in the study was the waiting list aspect of the study design, as they were 

provided an opportunity to engage in arts activities once the final data had been collected: 

Just looking forward to it… to doing the art, just something different to amuse me here. 

Instead of lying sleeping. 

       -CG03 

Participants also reported a sense of commitment following recruitment, having consented and 

signed on to the study they felt that they needed to see the study through to the end:  

Well there was no point in starting it if you were going to walk away from it! 

          -CG01 

 

8.6 Conclusion 
 

The qualitative process evaluation explored the acceptability of the intervention, aided in the 

identification of important core intervention components, highlighted the potential benefits that 

the intervention provided for participants, identified underlying mechanisms that might contribute 

to these benefits, and also provided insight into the acceptability of the research procedures.  
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Over all the intervention was highly acceptable for both patients who completed the intervention 

and for healthcare professionals who were working on the unit during implementation. Participants 

in the process evaluation emphasised the acceptability of the arts materials, the importance of one-

to-one facilitation, and participant choice as core components that contributed to the overall 

acceptability and feasibility of the intervention. The one key aspect of the intervention that was 

consistently identified as needing modification was the length of the intervention, with both 

patients and healthcare professionals wanting longer sessions and more sessions.  

Participants in the process evaluation also provided insight into how the experience of the 

intervention may produce beneficial outcomes for patients receiving haemodialysis. The 

experiences described included developing a sense of purpose, an improvement in self-esteem, 

increased social engagement and development of positive affect. Whilst the intervention improved 

the dialysis experience for patients, this improvement was also observed and experienced by 

healthcare professionals. The acceptability of research procedures, including randomisation, was 

further established in this process evaluation, but there were a number of potential modifications 

that were identified that could improve recruitment and retention. Additionally, whilst the process 
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evaluation also confirmed the acceptability of the outcome measures, participants did raise 

questions about the appropriateness of the outcomes in relation to the intervention.  

The implications that these findings have for a definitive RCT and how they relate to the 

quantitative results are discussed in more detail in Chapter 7.  
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Chapter 7. Discussion 
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9 Discussion 

This chapter provides a discussion of the feasibility study, first providing a recap of the context of 

the study and the development of an arts-based intervention for patients with ESKD whilst 

receiving haemodialysis. Secondly, the  findings of the study are discussed in relation to the current 

literature base and the overarching objectives that have guided the study, including assessment of 

the feasibility of a definitive RCT to evaluate the impact of an arts-based intervention for patients 

with ESKD whilst receiving haemodialysis, exploration of the acceptability of the arts-based 

intervention for both patients and healthcare professionals on the haemodialysis unit, and 

assessment of the feasibility of an economic evaluation of an arts-based intervention within a 

definitive RCT. Finally, the strengths and limitations of this study are discussed, before addressing 

implications for future research, theory and healthcare practice.   

 

9.1 Context of the research 

Patients with ESKD who undergo haemodialysis treatment face a chronic treatment regimen that 

requires them to attend hospital for four-hour long sessions, three times a week; during which they 
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are physically connected to a dialysis machine that filters their blood, replacing the role of the 

damaged kidneys (Kidney Research UK, 2020). Patients receiving haemodialysis have a lower 

HRQoL when compared to the general population (Lowney et al., 2015), experience a high 

symptom burden comparable to terminal cancer (Raj et al., 2017), and are at a significantly 

increased risk of developing mental health issues such as anxiety (Bujang et al., 2015) and 

depression (Kokoszka et al., 2016). One factor that contributes to increased risk of anxiety and 

depression amongst patients receiving haemodialysis, and the resultant lower HRQoL, is the 

impact that these treatment regimens have on patients’ mental state (Lindsay et al., 2015; Moran 

et al., 2009). Arts-based interventions, with the deployment of art in a healthcare context for the 

purpose of creative engagement with a meaningful activity (Sonke et al., 2017b), have shown 

initial promise for addressing these issues in this patient population.  

A scoping literature review revealed a lack of evidence assessing the efficacy of these interventions 

for patients with ESKD whilst receiving haemodialysis, outside of music listening interventions 

(Chapter 2). The existing evidence base is limited to only a few empirical articles that are 

descriptive, observational or exploratory in nature, and programme evaluations published by arts 

in health charities. There are inconsistencies in the outcomes being assessed, and little guidance 
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on how to implement these interventions within a replicable framework that will allow rigorous 

evaluation of impact. There are also no RCTs of complex arts-based interventions for patients 

receiving haemodialysis, with the existing literature base only consisting of RCTs of simple music 

listening interventions. Therefore, there is little clarity on how to evaluate these highly complex 

interventions within the constraints of an RCT. Additionally, there is limited exploration of the 

acceptability of these interventions within the haemodialysis setting, particularly in relation to 

healthcare professionals’ perceptions of these interventions. Arts-based interventions can have 

both positive and negative impacts on healthcare professionals’ working environments and their 

ability to carry out their clinical duties (Boyce et al., 2018; Sonke et al., 2017b), therefore 

evaluations of arts-based interventions need to explore not only the impact on patients who receive 

the intervention, but also professionals working in the clinical environment. 

This feasibility study, consisting of a pilot cluster RCT, process evaluation and feasibility 

economic evaluation, was developed to address the gaps in the existing literature base. To do this 

the study aimed to assess the acceptability and feasibility of a cluster RCT of a complex arts-based 

intervention for patients with ESKD whilst receiving haemodialysis. To achieve this aim the study 

had three objectives: firstly, evaluate the feasibility of conducting  an RCT to evaluate the impact 
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of an arts-based intervention through a pilot cluster RCT; secondly, explore the acceptability of an 

arts-based intervention for both patients and healthcare professionals in the haemodialysis setting 

through a qualitative process evaluation; and thirdly, explore the feasibility of an economic 

evaluation within a definitive RCT of an arts-based intervention for patients with ESKD whilst 

receiving haemodialysis, by conducting a feasibility economic evaluation.  

Whilst this feasibility study was divided into three distinct components, including a quantitative 

pilot cluster RCT, a qualitative process evaluation and a feasibility economic evaluation, the results 

were integrated following analysis in order to adequately address the objectives and over all aim 

of the study (Appendix 25). This was achieved by constructing a table that displayed the main 

quantitative and qualitative findings relating to the key objectives. Quantitative findings were 

presented and supporting and contradicting qualitative data were identified (Richards et al., 2019). 

Where appropriate other quantitative data was also provided to support or contradict a finding. 

Whilst the quantitative data were used as a reference point for comparison this was not a 

consequence of the primacy of the quantitative data, instead the qualitative data provided more 

nuanced and complex insights that enabled the identification of supportive and contradicting 

points. The findings were then interpreted in relation to both the quantitative and qualitative 
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results, and these results were given equal weighting when determining the feasibility of a 

definitive trial, as established in the pre-determined progression criteria (outlined in Chapter 4 

Section 4.8).  

 

9.2 Development of an arts-based intervention for patients with 

end-stage kidney disease whilst receiving haemodialysis 

There is a dearth of literature relating to the development and manualisation of arts-based 

interventions, not only for interventions aimed at patients receiving haemodialysis, but in the 

overall arts in health literature base (Fancourt and Finn, 2019). This has resulted in a lack of 

transparency on how existing interventions have been designed and developed, and limits the 

ability of these interventions to be replicated in research. Therefore, the first step of this feasibility 

study was to develop and manualise a complex arts-based intervention that could be safely 

implemented within the haemodialysis setting (Carswell et al., under review), and would also 

provide enough structure to allow assessment of fidelity and dose, and enable replication for the 

purpose of a future RCT. The intervention was developed using the Arts in Health framework 
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(Fancourt, 2017). This framework is based on MRC’s framework for developing complex 

interventions (Medical Research Council 2009), and involved mapping the environment, gaining 

concrete experience of the patient care process and arts implementation, using abstract 

conceptualisation to generate ideas and develop a logic model, and use reflective observation to 

refine the intervention. A realist synthesis (Carswell et al., 2020) was conducted to elucidate 

important components of arts-based interventions, underlying mechanisms of arts-based 

interventions in the haemodialysis context, potential outcomes to explore in the pilot cluster RCT 

and to pre-emptively identify potential barriers and facilitators to implementation.  

The intervention was also developed in conjunction with an interdisciplinary advisory group, 

including patients, healthcare professionals, artists and academics. The group helped ensure the 

intervention considered all the clinical issues pertinent to both participants and healthcare 

professionals relevant to implementation, the flexible and person-centred approach necessary for 

arts-based interventions to promote engagement, and provided a standardised structure that can 

allow for replication in future research. Involvement of key stakeholders in the development 

process is key to creating a successful intervention, as the intervention must be acceptable, viably 

implemented in the real-world context and also desirable to the end-user (Turner et al., 2019). The 
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interdisciplinary advisory group also provided guidance on research methods, such as how to 

cluster patients for randomisation to reduce the risk of contamination and approaches to 

recruitment. For example, the interdisciplinary advisory groups recommended clustering 

participants according to dialysis shift pattern to reduce the risk of control group participants 

observing implementation.  

The final intervention involved six one-hour long facilitated art sessions at the participant’s 

bedside during their haemodialysis treatment. These sessions happened twice a week for a period 

of three weeks. Participants had a choice between visual arts and creative writing and could self-

select subject matter of interest or choose from prompts or reference images. The theoretical 

framework that informed the intervention was flow (Csikszentmihalyi, 1990). Flow is a theory 

from the field of positive psychology that posits happiness can be achieved by engaging in 

activities that induce flow states. A flow state is characterised by feelings of complete absorption 

in the art activity, reduced rumination and worry, and tachypsychia (the sensation of time passing 

quicker). In order for a flow state to be induced a person has to engage in an activity that is 

challenging, but they develop the skills necessary to meet that challenge. This means that in the 

arts-based intervention primacy was placed on skill development during the facilitated sessions in 
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order to induce a flow state. The development of flow theory was based on observations of artists 

at work, and has been closely aligned with arts engagement and creative pursuits since its 

conception (Chilton, 2013). There is evidence suggesting that flow states can be induced in patients 

receiving haemodialysis through arts engagement (Rowe et al., 2011), and through these 

experiences flow states are theoretically linked to feelings of happiness, improved wellbeing and 

QoL (Csikszentmihalyi, 1990). 

9.3 Findings 

The findings of this study will be discussed in relation to each of the study objectives and the 

current literature. In order to address each of the objectives of the study, both the quantitative and 

qualitative data have been integrated in order to capture a more comprehensive view of feasibility 

and acceptability for both the arts-based intervention, research procedures and trial design.   



298 
 
 

 

 

 

 

 

 

 

 

9.3.1 Objective 1. Assess the feasibility of conducting a randomised controlled 

trial to evaluate the impact of an arts-based intervention on patients 

with ESKD whilst receiving haemodialysis 

The first objective of the feasibility study was to assess the feasibility of conducting a future 

definitive RCT. This was explored by conducting a pilot cluster RCT within a single haemodialysis 

unit in Northern Ireland, and exploring the acceptability of research procedures through a 

qualitative process evaluation. The primary feasibility outcomes were the recruitment and attrition 

rate of participants, but the study also aimed to explore the feasibility and acceptability of cluster 

randomisation procedures, the feasibility of outcome measures as determined by completion rates, 

proportion of missing data and participants’ perceptions of the appropriateness and burden of 

outcome measures. 

 Recruitment and attrition 

Progression criteria for recruitment and attrition were determined prior to commencement of the 

study. As discussed in Chapter 4, Section 4.5.2, the target sample size for this study was 30, and it 

was determined that if 75-100% of the target sample size was recruited from a single site, then 

recruitment to a definitive trial would be feasible. A total of 24 participants were recruited over 
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the course of one month, meaning that 80% of the target sample was successfully recruited from a 

single site. Therefore, from our stated progression criteria, recruitment to a definitive trial is 

feasible. A review of NIHR funded trials found that 79% of studies reported recruitment of over 

80% of the target sample size (Walters et al., 2017), however this review included all areas of 

health research and therefore was not specific to nephrology or haemodialysis trials. When 

comparing to research specifically evaluating intradialytic interventions the recruitment reported 

in this pilot cluster RCT is similar to other pilot studies (Kirkman et al.,2014), potentially 

suggesting that intradialytic activities are appealing to patients. Additionally, the overall 

recruitment rate for this study (24 participants at a single site over one month) is notably higher 

than the median recruitment rate for NIHR funded trials in general (0.92 participants at a single 

site over one month) (Walters et al., 2017), however the unique nature of haemodialysis treatment 

makes it difficult to draw comparisons with other patient populations who attend hospital at a much 

lower frequency. 

To ensure feasibility of a larger trial, the study also aimed to identify any modifiable or static 

barriers to recruitment. Previous barriers that have been identified for low recruitment rates in 

nephrology trials (Palmer et al., 2011) or trials involving patients with end-stage illnesses (Hanson 
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et al., 2014) include the additional burden trials place on patients who already experience 

significant treatment burden and high symptom burden. This may be an additional concern in trials 

of highly complex interventions, such as complex arts-based intervention, where the intervention 

requires active engagement of the participant. Feasibility studies of arts-based interventions in 

other patient groups have reported relatively low recruitment rates in terms of the proportion of 

eligible patients successfully recruited, with a recent feasibility study exploring a community arts-

based intervention for patients who have experienced stroke reporting a recruitment rate of 14% 

(56/392) (Ellis-hill et al., 2019). However, in comparison our proportional recruitment rate of 

25.5% (24/94) was notably higher, suggesting that there may be contextually different factors that 

facilitate recruitment in haemodialysis settings. One facilitating factor may be the clinical setting 

itself, as feasibility studies of arts-based interventions for hospitalised patients who have 

experienced a stroke have demonstrated a similar proportional recruitment rate (Morris et al., 

2017). 

The primary reasons for non-participation in the study was a lack of interest in art and anxiety over 

perceived lack of artistic ability. A lack of interest in the intervention is a common reason for non-

participation in complex intervention trials for patients receiving haemodialysis, and is not specific 
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to arts-based interventions. For example, a pilot study of an intra-dialytic exercise intervention by 

Thompson et al. (2016) found the majority of participants who declined to provide consent did so 

because of a lack of interest in either intradialytic exercise or exercise in general.  

However, the participants who were successfully recruited to the pilot cluster RCT also had little 

or no experience of art and also experienced anxiety over their perceived lack of ability, suggesting 

that these factors are not necessarily prohibitive of participation. Framing the intervention as a 

learning process and an opportunity to develop artistic skills, as opposed to prioritising the quality 

of a final product, appeared to help during the recruitment process for this study. This is not 

surprising as previous feasibility studies for arts-based interventions have reported concerns over 

the level of difficulty as a reason for non-participation (Ellis-Hill et al., 2019). Therefore, the 

ability of the researcher to explain the intervention and assuage participant’s anxiety around their 

perceived lack of artistic ability was crucial for successful recruitment, as concerns raised during 

recruitment were exclusively directed towards the arts activities, as opposed to the research 

procedures. The researcher in this feasibility study was ideally placed to address concerns as they 

had been involved in the development of the intervention and also facilitated the implementation 

of the intervention, therefore they had the knowledge and skills to answer the questions posed by 
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patients. In the definitive trial it would be beneficial to use a similar recruitment strategy by using 

the intervention’s facilitator to recruit participants in order to reduce anxiety around the 

intervention. The personal characteristics of the facilitator, in terms of their approach to the arts 

and their interpersonal skills, can also help the recruitment process and are described in more detail 

in Chapter 3 Section 3.3.2. The process evaluation identified a number of strategies that could be 

utilised in recruitment to a larger trial that might address the identified barriers, in particular 

providing visual examples of completed artwork during the initial approach so patients are aware 

that diverse levels of skill and experience can be accommodated during the intervention. In a future 

definitive trial this could also be used to promote buy-in from healthcare professionals working on 

the unit, by demonstrating the feasibility of safe and un-obstructive implementation through 

completed artwork or participant testimonials (Thompson et al., 2016).  

The study also aimed to assess whether or not retention of participants was feasible. It was 

determined that an attrition rate under 20% would suggest retention of participants in a definitive 

trial was feasible. The pilot cluster RCT had an attrition rate of 12.5%, with three participants 

withdrawing during the course of the study. One participant withdrew before implementation of 

the intervention and two participants were withdrawn prior to the final three-month follow-up data 
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collection time point. A 12.5% attrition rate suggests that retention of participants in a definitive 

trial is feasible, however the study also wanted to explore reasons for withdrawal in order to 

identify any modifiable or non-modifiable barriers to retention. Participants were withdrawn from 

the study because of significant declines in their physical health (n=2) and death (n=1), reflecting 

the high level of frailty and mortality in this patient population (UK Renal Registry, 2019). It’s 

also important to highlight the mean age of the participants in this study (68.54 years) and the 

mean number of co-morbidities participants reported (2.88), as increasing age and higher levels of 

co-morbidity are associated with increased mortality risk (UK Renal Registry, 2019). It is therefore 

likely that in a larger definitive trial there will be similar issues with mortality and frailty, and this 

should be accounted for in the sample size calculation by ensuring that that enough participants 

are recruited to retain statistical power when patients become too unwell or die during follow-up. 

Furthermore, declines in physical health or adverse health events that result in increased frailty do 

not necessarily require exclusion from an arts-based intervention if the participant is happy to 

continue. Whilst in one case an adverse health event did result in a participant no longer being able 

to engage in the arts-based intervention (due to falls resulting in multiple fractures), another 

participant who contracted a serious infection that required isolation and hospitalisation was still 
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able to engage in the full intervention and remained in the study until its conclusion. Judgements 

on the participant’s ability to continue in a definitive trial should be made in collaboration with the 

patient and their healthcare team. In a definitive trial the exclusion criteria may be more restrictive 

to ensure that included participants have a stable health status so that changes in outcome measures 

are easier to detect, however this approach would make the sample less representative of the patient 

population and limit the external validity of the study (Patino and Ferreira, 2018).  

No participants withdrew from the study as a result of the trial design, for example; because they 

were randomly allocated to the control group or because they found the outcome measures too 

burdensome, suggesting that a cluster RCT design is acceptable. No participants withdrew from 

the study as a result of disliking the intervention or finding the intervention too burdensome. This 

is in contrast to trials of more typical interventions that aim to improve mental health in patients 

receiving haemodialysis, such as anti-depressant therapy, which tend to experience high attrition 

rates in intervention groups because of the associated side-effects and adverse events of the 

intervention (Friedli et al., 2017; Palmer et al., 2016). Therefore, as no modifiable factors related 

to trial or intervention design were identified, retention of participants in a cluster RCT of an arts-

based intervention for patients with ESKD whilst receiving haemodialysis is feasible. 
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 Randomisation procedures 

Randomisation was an important consideration in this feasibility study due to the complexity of 

the intervention, the potential for contamination of the control group due to the haemodialysis 

setting and the acceptability of random allocation to a control group. A number of issues were 

identified and addressed during the development of the feasibility protocol, including the need for 

cluster randomisation according to shift pattern to reduce the issue of contamination, and a waiting 

list control condition to reduce attrition (Kinser and Robins, 2013). 

The initial clustering protocol of allocation according to days of the week patients attended the 

unit for haemodialysis was not feasible due to the pattern of recruitment across shifts, as this would 

result in substantially different numbers of participants in the control and intervention group. The 

clustering protocol was therefore changed to the time of day that patients attended for 

haemodialysis, and this resulted in an equal number of participants in each arm. This strategy also 

did not result in instances of substantial contamination (where implementation was noticed and 

actively observed by participants in the control group due to shift changes). There were two 

occasions when participants from the control group were present on the unit during implementation 

of the intervention, however they did not observe participation due to the layout of the 
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haemodialysis unit. The process evaluation reinforced the importance of reducing contamination, 

both for the retention of participants but also to prevent a negative impact on the control group. 

Control participants reported that viewing the intervention would have caused them to feel like 

they were missing out, and identified the separation of intervention and control groups as an 

important factor to ensure acceptability of random allocation. Therefore, in a definitive trial a 

simple randomisation procedure, where participants are randomised at an individual level, should 

not be used in order to ensure acceptability of random allocation. 

The waiting list control aspect of the control group was also identified as a factor facilitating the 

retention of participants in the control group, as this provided participants with a motivation to 

remain in the study, as they had something to look forward to once the study was completed. 

Waiting list controls have been identified as not only an ethical choice in study design, but also a 

way of enhancing retention of participants (Kinser and Robins, 2013). Whilst there are concerns 

that waiting-list control groups may exaggerate treatment effects in interventions that are intended 

to produce behaviour change, the arts-based intervention was not designed to produce any change 

in health behaviour and therefore this is not an anticipated issue in a larger study. This was not the 

only motivating factor, however, as participants also reported that completing outcome measures 
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during haemodialysis sessions was a good way to resolve the boredom they experienced, 

suggesting that participating in research may provide benefits to patients regardless of whether 

they receive the intervention. This has implications for the control group in a definitive trial, as 

both the control and intervention group demonstrated improvements across outcome measures 

throughout the pilot cluster RCT.  Additionally, the anxiety participants felt about their lack of 

artistic ability mediated frustrations around random allocation to the control group, as some 

participants reported a sense of relief that they did not immediately have to engage in the 

intervention. Thus, whilst concern about the difficulty of arts activities have been identified as a 

barrier in previous studies of arts-based interventions (Ellis-Hill et al., 2019), as patients may feel 

that they do not have the abilities necessary to engage (Corrigan et al., 2017), it appeared to 

enhance the acceptability of the random allocation to the control group for some participants.  

However, the intervention and control group were not similar at baseline in terms of their HRQoL, 

anxiety and depression, and this difference was sustained throughout the study. While there were 

no substantial differences in terms of most demographics, the method of clustering may have 

resulted in groups that were not similar at baseline in terms of their overall health. Depression, for 

example, has been shown to be associated with dialysis shift, with higher levels of depression 
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being associated with morning haemodialysis attendance (Čengič and Resic, 2010; Teles et al., 

2014).  Therefore, in a definitive trial the clustering protocol will have to take this issue into 

consideration. Whilst this feasibility study was restricted to a single site, clustering by shift across 

multiple sites could help ensure adequate representation of participants across shift patterns. 

Recruiting across multiple sites, whilst clustering by time of day (randomly allocating either AM 

or PM shifts to control and intervention group at the individual site level), would mean that both 

AM and PM shifts could be represented in both the control and intervention groups (Figure 18).  
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Figure 18. Illustration of hypothetical multisite clustering method 
 

 
 

*Orange shift refers to random allocation to the intervention group, green shift refers to random allocation 
to the control group   

 

 Completion and appropriateness of outcome measures 

The outcome measures included the KDQOL-SF 36, the HADS and the EQ-5D-5L. These 

outcome measures were administered at baseline, immediately post-intervention and at six weeks 

Site 1 AM 
Shift

PM Shift

Site 2 AM 
Shift

PM Shift

Site 3 AM 
Shift

PM Shift

Site 4 AM 
Shift

PM Shift
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and three months follow-up. Most participants completed these outcome measures with assistance 

from the researcher, and with the exception of participants who withdrew from the study (one 

following baseline data collection and two at the three-month follow-up time point), there was no 

missing data. This suggests these outcome measures are feasible for use within a definitive trial. 

This finding is reinforced through the process evaluation, as participants reported that they did not 

mind completing the outcome measures and that having a researcher administer the questionnaires 

and explain items they were unsure of, helped reduce the burden and ensure that there was no 

missing data. However, in this study the researcher who administered the outcomes measures also 

facilitated the arts-based intervention. Whilst this is less of an issue at the feasibility testing stage, 

as the impact of the intervention is not being evaluated, this could increase the risk of subject bias 

in the intervention group in a definitive trial. Therefore, the researcher collecting the outcome 

measures in a definitive trial should not be involved in implementation of the intervention.  

The appropriateness of these outcome measures was also explored in the process evaluation, with 

participants reporting that while the questionnaires were not burdensome, they could not recognise 

how some questions were relevant to the arts-based intervention. In particular, items from the 

KDQOL-SF 36 were identified as inappropriate, due to questions pertaining to intimate 
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relationships. The KDQOL-SF 36 was selected as an outcome measure in this study due to its use 

in a previous observational study of an arts-in-medicine programme in a haemodialysis unit, where 

there had been evidence of improvement in the Physical Composite score of the KDQOL-SF 36 

after six months of the programme being available in the unit (Ross et al., 2006). There is also 

evidence that other arts-based interventions, such as live music listening, can reduce symptom 

severity in patients receiving haemodialysis (Burrai et al., 2014). As the KDQOL-SF 36 measures 

symptom burden and severity, this may have been an effective way of capturing any changes 

caused by the intervention. However, in this pilot cluster RCT the KDQOL-SF 36 demonstrated 

inconsistent changes across different subscales following implementation of the intervention, and 

its primary focus on disease symptoms and the impact of the disease on different aspects of daily 

life may not be appropriate for the mechanisms through which the intervention might produce 

benefits to the patient. Therefore, a different outcome measure that more accurately addresses the 

impact of the intervention will need to be identified prior to a definitive trial to ensure impact is 

accurately measured.  

The HADS was also administered throughout the study and demonstrated a high response rate 

with no missing data. No items from the HADS were identified in the process evaluation as being 
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inappropriate or intrusive, and there is a more established evidence base for the impact that other 

arts-based interventions can have on anxiety and depression, both in other clinical populations 

(Fancourt and Finn, 2019) and patients receiving haemodialysis (see Chapter 2, Section 2.5.4). 

There was a general trend of reductions in average scores (either mean or median) in both anxiety 

and depression in the intervention group throughout the study, but there was a high degree of 

variation and the control group demonstrated a similar reduction in anxiety and depression. The 

intervention group did have lower levels of anxiety and depression post-intervention compared to 

the control group, but this difference had been present from baseline and was sustained throughout 

the study. The HADS  would not be an appropriate primary outcome in a definitive trial, while it 

has been used as an outcome measure for arts-based interventions in other clinical populations 

(Tan et al., 2020; Ellis-Hill et al., 2019) and there is some evidence that simple arts-based 

interventions can improve depression and anxiety in patients receiving haemodialysis (Kim et al., 

2015), it does not capture the main benefits reported by participants in the process evaluation, 

discussed in further detail in Section 7.4.2.3. 

An additional concern that was identified during the data collection and analysis was related to 

methods used to capture baseline demographic and clinical data. Participants reported a mean of 
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2.88 co-morbidities; however, this was captured through self-report and is not the most valid 

method of capturing the burden of co-morbidity, therefore limiting the ability to compare this result 

to other cohorts (Stirland et al., 2020). Whilst this self-report technique was used to limit 

participant burden, as the researchers did not have access to patient records, in a definitive trial a 

more comprehensive measure of co-morbidity should be used. Other techniques of capturing co-

morbidities, other than looking at self-reported co-occurring conditions, can involve using 

diagnostic categories, physiological measures and prescribed drugs (Stirland et al., 2020). The 

Charleston Co-morbidity Index provides weightings of co-morbidity depending on the severity of 

the condition and the age of patients, and has been adapted specifically for patients with ESKD 

(Hemmelgarn et al., 2003). In a definitive trial this would allow for a more reliable and valid 

measure of co-morbidity in relation to the burden it places on participants, and allow direct 

comparisons within the literature.   
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9.3.2 Objective 2. Explore the acceptability of an arts-based intervention for 

both patients and healthcare professionals in the haemodialysis setting. 

The second objective of the feasibility study was to assess the acceptability of implementing a 

complex arts-based intervention within a haemodialysis setting, for both patients and healthcare 

professionals. This was explored by implementing the intervention within the pilot cluster RCT 

and conducting a qualitative process evaluation in parallel, using semi-structured interviews with 

both patients who received the intervention, patients who were allocated to the control group and 

healthcare professionals who were present on the unit during the implementation stage and had 

been on shift during at least one session of the arts-based intervention sessions. The interviews 

aimed to not only explore participants’ experiences with the intervention and the pilot cluster RCT, 

but to also identify any barriers and facilitators to implementation in order to make any changes to 

the complex arts-based intervention prior to a definitive RCT. The interviews followed the RE-

AIM framework, exploring the reach, effectiveness, adoption, implementation and maintenance of 

the intervention to an extent that was achievable within a feasibility study. An overview of how 

the feasibility study addressed the components of the RE-AIM framework are outlined in Table 

35. 
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Table 34. Overview of data that contributed to the components of the RE-AIM framework 

RE-AIM component  Related theme Related sub-themes Supporting quantitative 
data 

Reach Perception of art Mixed preconceptions and 
apprehensions of art 
participation 
 
Negative appraisal of abilities 
 

Recruitment rates 
 
Participant demographics 

Acceptability of 
research procedures 

Factors influencing recruitment 
 

Effectiveness Effect of the arts-
based intervention 

Generation of positive affect due 
to exposure to arts-based 
intervention 
 
Improved self-esteem   
 
Sense of purpose 
 
Increased social interaction 
 
Positive impact of the arts-based 
intervention on the dialysis 
experience 

Outcome measures 

Adoption Acceptability of 
research procedures 

Retention of participants Attrition rates 
 
Engagement and 
adherence 
 

Acceptability of the 
arts-based 
intervention 

Length of the arts-based 
intervention 
 
Importance of participant choice 
on subject and activity within the 
arts-based intervention 

Implementation Acceptability of the 
arts-based 
intervention 

Adaptation of the arts-based 
intervention to the constraints of 
a haemodialysis setting 
 

Engagement and 
adherence 
 
Adverse events 
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Positive influence of facilitator 
on participant experience 
 
Importance of participant choice 
on subject and activity within the 
arts-based intervention 
 
Length of the arts-based 
intervention 
 
Quality and suitability of 
materials for the arts-based 
intervention 

Maintenance Perception of art Improved perception of art 
participation following 
intervention 

Attrition rates 

Acceptability of the 
arts-based 
intervention 

Positive influence of facilitator 
on participant experience 
 
Length of the arts-based 
intervention 

 

 

 Intervention adherence and fidelity 

As mentioned in Chapter 5 Section 5.6, the intervention had a 100% completion rate with all 

participants who started the intervention finishing the full six sessions. This is a notably higher 

completion rate when compared to arts-based interventions in other clinical populations, such as 

patients who have experienced a stroke (Morris et al., 2017; Ellis-Hill et al., 2019) or women who 

are experiencing post-natal depression (Fancourt and Perkins, 2018). One participant in the 
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experimental group did withdraw prior to receiving the intervention, as a result of sustaining 

multiple fractures following two falls. This demonstrates that there can be high rates of adherence 

to an arts-based intervention during haemodialysis, and further supports the acceptability of the 

intervention. 

The facilitator was able to easily accommodate two participants during each shift, and on occasion 

was able to see three participants, but this was not always possible due to different start times, 

haemodialysis treatment lengths and interruptions resulting from lunches, teas, dinners and clinical 

interventions. Therefore, in a definitive trial it should be acknowledged that the timing of the 

intervention should be determined assuming that the facilitator has the capacity to see two patients 

each shift, as three may not be feasible in every situation. The one-to-one nature of facilitation and 

the attempt to standardise the dose in terms of the time allocated to each participant, makes limiting 

the proportion of patients seen during each session necessary to make implementation feasible. 

Due to the proportion of participants recruited from each haemodialysis shift this resulted in three 

patients in the afternoon session being deferred and receiving the intervention three weeks later 

than planned. Consequently, their post-intervention data was collected at six weeks post-baseline, 

as opposed to three weeks post-baseline. This may introduce unanticipated variation in their 
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outcome measures that could have impacted the mean post-intervention scores, for example, 

during this time window one participant in the deferred group contracted a serious infection and 

had to be hospitalised, which could negatively impact on the outcome measures. However, in a 

larger trial a power calculation will be conducted to ensure that the sample size is large enough to 

account for the variation in outcome measures that result from confounding variables, such as 

hospitalisation (Fay, Halloran and Follmann, 2006). The issue of deferring participants should be 

accounted for in the design of a larger trial, for example, on whether a more staggered entry to the 

study, such as using a step-wedge design, would be more appropriate, or whether more facilitators 

are necessary at a single site to ensure patients are following a similar timeline. 

 Another unexpected finding was that the mean length of time participants spent engaged in each 

session increased as the intervention went on (from a mean 58.8 minutes during the initial session 

to 69.6 minutes at the final session). While the initial plan was for each session to last no longer 

than an hour, it was found that during the final three sessions it was difficult to keep to this time 

limit due to the encouraging levels of engagement of the participants and their desire to continue. 

The original time scale for each session was informed by previous research on arts-based 

interventions in BMT units where one hour had been identified as the maximum amount of time 
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patients would engage in an art-making activity (Lawson et al., 2012), and is a typical time limit 

for individual art sessions in other clinical settings (Morris et al., 2017). However, following 

implementation of the arts-based intervention it was apparent that one hour may not be an 

appropriate upper limit due to the increased engagement with the activities as the sessions 

progressed. Due to the novel nature of the intervention, in terms of complexity, length of 

implementation and the skill development focus, it is likely that a longer time period is necessary 

as participant’s engagement and confidence increases. The process evaluation supported this 

finding, as the one change to the intervention that participants and healthcare professionals 

consistently suggested was that the length of the intervention be increased. Whilst this was the first 

study to deliver a manualised complex arts-based intervention in a haemodialysis setting the need 

for longer sessions and more sessions is unsurprising as the limited literature demonstrates arts-in-

medicine programmes can provide sustained, long-term engagement in haemodialysis units, over 

months (Ross et al., 2007) or years (Rowe et al., 2011), and evaluations of existing programmes 

report a desire for continued engagement (Moss., 2012). Time is a unique issue for patients 

receiving haemodialysis, and existential boredom is a recognised negative consequence of 

haemodialysis treatment (Moran et al., 2009). Therefore, longer sessions and a greater amount of 
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sessions are appropriate in this specific clinical setting, as there are limited opportunities to engage 

in other enjoyable or meaningful activities in the intradialytic period.  

 

 Acceptability of an arts-based intervention for patients with ESKD whilst 

receiving haemodialysis 

One of the four themes identified from the process evaluation centred on the acceptability of the 

arts-based intervention. The five sub-themes focused on different aspects of the intervention and 

the perceptions that both participants who received the intervention and healthcare professionals 

had about its acceptability. The sub-themes relating to factors that facilitated implementation 

included adaptation of the arts-based intervention to the haemodialysis setting, positive influence 

of facilitator on participant experience, importance of participant choice on subject matter and 

activity within the arts-based intervention as well as the quality and suitability of materials for the 

arts-based intervention. One theme that addressed an aspect of the intervention that would need to 

be modified prior to a definitive RCT was the length of the arts-based intervention. 

The clinical setting of the haemodialysis unit introduced potential barriers to implementation, with 

evident constraints such as participants only having one hand free, and the need for consistent 
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blood pressure monitoring during treatment. These barriers had been previously identified in a 

realist synthesis of the evidence base (Carswell et al., 2020) and through consultation with an 

interdisciplinary advisory group of patients, healthcare professionals and artists working in the 

healthcare environment; therefore, these had been accounted for during the development of the 

intervention. Consequently, these barriers were easily overcome through flexible timing, variation 

in artistic media and activities, and one-to-one facilitation. The time associated with haemodialysis 

treatment was identified as a significant facilitator in terms of the reach and adoption of the 

intervention, as participants viewed the intervention as way of filling empty time and therefore 

were more likely to agree to participate. This is consistent with qualitative research into arts-in-

medicine programmes within haemodialysis settings, where the ability to pass time is a motivating 

factor for participation (Rowe et al., 2011), as well as from process evaluations of other 

intradialytic activities such as exercise (Thompson et al., 2016). The provision of the intervention 

during haemodialysis treatment was also seen as promoting reach and adoption of the intervention 

for participants, as it provided opportunity and access for patients who would otherwise be too 

unwell, tired or busy to engage in the arts outside the haemodialysis unit.  
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One-to-one facilitation was identified as a necessary core component of the intervention that 

promoted engagement and successful implementation, as facilitation made the intervention 

accessible for participants with an AVF or limited mobility in their upper body. While the practical 

benefits of facilitation were highlighted by healthcare professionals, other important aspects of this 

facilitation were identified that supported sustained engagement, including the relationship 

between the patient and facilitator and the collaborative approach to the artistic activities. One key 

personal characteristic that was identified as necessary for positive engagement with the 

intervention was the patience of the facilitator, as this ensured participants felt they had time and 

space to develop their artistic skills. Additionally, the facilitator had to have a good understanding 

of artistic techniques and a level of artistic skill themselves to ensure that they could provide the 

necessary guidance and support for participants to develop, and also to cater the activities to the 

participants’ comfort level. The importance of artistic competency supports previous reports on 

arts engagement in haemodialysis units (Field, 2007), although this feasibility study demonstrated 

that competency does not have to equate to professional artistic training.  Additionally, this study 

supports the assertion that good interpersonal and communication skills are essential to the 

delivery of arts within a healthcare setting, both to support the patients and provide holistic care, 
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but also to work effectively within a healthcare team (Sonke et al., 2017a).  In a definitive trial the 

need for one-to-one facilitation needs to be accounted for when determining the trial design and 

the number of facilitators necessary to accommodate the sample size. 

Participant choice of subject and activity was another important component of the intervention in 

terms of promoting sustained engagement by maintaining participant interest and allowing 

experimentation with different activities. As most participants had little or no previous experience 

with the arts and were not familiar with the materials and techniques, therefore the provision of 

variety and choice helped them identify the activities and materials that they preferred. Healthcare 

professionals also identified choice as a facilitator to implementation, appreciating the patient-

centred approach to the arts prevented patients from being ‘pigeonholed’. The quality and 

suitability of materials to the haemodialysis setting also facilitated implementation and 

engagement. Participants reported that the materials in the pack were of high quality and this 

contributed to their ease of use and the quality of their final products. Healthcare professionals 

appreciated the suitability of the materials to the haemodialysis setting, as they were not messy or 

obstructive. It is important that arts-based interventions explore the experiences of healthcare 

professionals working in the clinical setting, as interventions may be unintentionally disruptive 
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(Boyce et al., 2017; Sonke et al., 2017a). The process evaluation revealed the intervention did not 

have a negative impact on the ability of healthcare professionals to carry out their clinical duties 

and instead improved their perception and experiences of working within the clinical setting.  

The majority of participants stored the packs on the unit between sessions and therefore the weight 

of the pack was not an issue, however one participant had requested to bring the pack home with 

them and therefore had to carry it into the haemodialysis unit for each session. They identified that 

the weight of the pack made this difficult. In a definitive a trial a lighter sketchbook could be 

provided to ensure that participants who wanted to take the pack home between sessions were able 

to do so with ease. This may also promote sustained engagement of the arts following 

implementation as participants may find it easier to bring their supplies into haemodialysis with 

them if they are easier to carry, however no other participants identified this as a barrier to 

sustained engagement so this may not be a prohibitive issue. 
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 Effect of an arts-based intervention for patients with ESKD whilst receiving 

haemodialysis. 

One aspect of the RE-AIM framework that cannot be definitively evaluated at the pilot and 

feasibility stage is the effect of the intervention. However, this study did explore the experiences 

of the arts-based intervention in relation to how participants felt it impacted them. One theme 

identified from the process evaluation was the effect of the arts-based intervention on patients and 

healthcare professionals. While this study does not conclusively establish an effect of an arts-based 

intervention on patients receiving haemodialysis, it does assist in identifying some mechanisms 

through which the arts-based intervention might improve patient outcomes, and therefore aid in 

identifying the most appropriate outcome measures within a definitive trial.  

As discussed in Section 7.3.1.3 the outcome measures utilised in the trial were acceptable and were 

not perceived as a significant burden for participants, however the KDQOL-SF 36 included items 

that participants did not view as relevant to the intervention they were receiving. The sub-themes 

identified in the process evaluation relating to the effect of the arts-based intervention included 

generation of positive affect due to exposure to the arts-based intervention, improved self-esteem, 

sense of purpose, increased social interaction, and the positive impact of the arts-based intervention 
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on the dialysis experience. Notably none of these themes relate to effects the intervention may 

have had on participants’ physical health or symptom burden, suggesting that HRQoL measures 

that focus on the physical consequences of a disease may not be appropriate for capturing the 

impact of arts-based interventions in this population.  

The identified subthemes suggest that arts-based interventions are more effective at promoting 

aspects of wellbeing as they align with constructs of positive psychology, in particular the elements 

of wellbeing outlined in the ‘PERMA’ model (Seligman, 2011). The elements identified in this 

model include positive affect (feeling happy), engagement (opportunities to experience flow 

states), relationships (feeling integrated into a society or community), meaning (a sense of purpose 

in life) and accomplishment (making progress towards goals). The theoretical framework that 

guided the development of the intervention was ‘flow’ (Csikszentmihalyi, 1990), and there is 

evidence from the process evaluation that flow states were induced during the intervention. For 

example, the positive impacts on the dialysis experience included distraction from both 

surroundings, worries and ruminations, and the phenomenon of tachypsychia, as patients 

experienced time passing quicker on haemodialysis whilst engaged in the intervention. This is 

consistent with previous qualitative research on arts-in-medicine programmes implemented during 
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haemodialysis where the primary benefits appear to result from the inducement of flow states 

(Rowe et al., 2011). However, the process evaluation identified benefits that suggest the arts-based 

intervention has an effect beyond the inducement of flow states, such as the development of a 

sense of purpose, improved self-esteem, happiness and increased social interaction, and that the 

positive impact of an arts-based intervention may result from a more holistic improvement in 

wellbeing. These experiences map onto the positive psychological theory of ‘PERMA’ 

(Seligman,2011), discussed in more detail in Section 7.6. Therefore, an outcome measure that 

captures more holistic aspects of wellbeing, such as the Warwick-Edinburgh Mental Wellbeing 

Scale (WEMWBS) (Tennant et al., 2011), would be a more appropriate outcome measure in a 

definitive trial as it measures the core components of wellbeing outlined in the PERMA theory 

(Seligman, 2011) 

The intervention also had a positive impact on the experience of haemodialysis, both for patients 

who were participating in the intervention and healthcare professionals. Whilst the altered 

perception of the passage of time and distraction from the clinical procedures and setting helped 

improve the treatment experience, the intervention also transformed the environment of the 

haemodialysis setting by providing a more humanistic and less clinical focus for both the patients 
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and healthcare professionals. As aesthetic deprivation is an issue in most clinical settings, and is 

thought to negatively impact wellbeing for both patients and healthcare professionals (Moss, 

2014), providing aesthetic experiences and expression in the clinical setting can potentially 

improve wellbeing, even for those not actively engaged in the intervention. Healthcare 

professionals also reported that their communication with patients improved, as they were 

provided with a point of conversation that was not related to the patient’s disease or clinical 

treatments. This more humanistic focus allowed healthcare professionals to feel they were 

providing genuine holistic care, and this may have implications for the scope of impact that should 

be evaluated within future trials of arts-based interventions. Environment and organisational 

structures are known to influence healthcare professionals’ wellbeing and their subjective capacity 

for providing compassionate care (Beckett, 2016), therefore an arts-based intervention may be able 

to improve not only patients’ wellbeing, but the wellbeing of staff working in the clinical 

environment.  
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9.3.3 Objective 3. Explore the feasibility of an economic evaluation with a 

definitive RCT of an arts-based intervention for patients with ESKD 

whilst receiving haemodialysis. 

 

The third objective of the study was to explore the feasibility of an economic evaluation within a 

definitive RCT, in particular the acceptability of using the EQ-5D-5L to calculate cost-utility, the 

feasibility of using healthcare resource use logs to capture resource use data and by costing the 

arts-based intervention. The EQ-5D-5L was administered alongside all other clinical outcome 

measures, and as discussed previously in Chapter 5, Section 5.4, these measures were not 

perceived as too burdensome for participants and there was no missing data with the exception of 

participants who had withdrawn from the study. Therefore, using the EQ-5D-5L within a definitive 

trial is feasible. 

The healthcare resource use logs, described in Chapter 4, Section 4.7.1, were designed to be taken 

home and completed prospectively, however this method was not feasible as participants did not 

remember to complete them and preferred to complete them retrospectively with the assistance of 

the researcher. Return rates of self-completed resource use logs are low in other settings and other 
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populations (Wylde et al., 2014), and in previous studies exploring healthcare resource use in 

patients with ESKD the assistance of a healthcare professional or member of staff has been 

necessary to ensure completion of logs (Phair et al., 2018). Whilst participants did complete the 

resource use logs retrospectively with the assistance of the researcher, the reliability of this 

information is questionable as participants were unable to recall the dates of appointments and 

hospital visits, and therefore the timeframe in which these appointments were occurring was 

unclear. The reliability and accuracy of recall based measures of healthcare resource use is an 

established issue in economic evaluations, and it is recommended that measures focus on a narrow 

range of resources that are anticipated to be either the main drivers of costs or demonstrate the 

most significant changes across time, to maximise the reliability of the collected information 

(Thorn et al., 2013)  In a definitive trial, the measurement of healthcare resources should focus on 

resources that are anticipated to be subject to change as a result of an intradialytic arts-based 

intervention. For example, resource use relevant to mental health and wellbeing, such as 

appointments with a renal counsellor or referral to mental health services, would be more relevant. 

An alternative method for verifying retrospective accounts of healthcare resource use could also 
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be utilised to increase the rigour of this data collection technique, although this was outside the 

scope of the current study and may be limited by healthcare infrastructure in future.  

Overall, the healthcare resource use of the participants who received the intervention was lower 

than that of participants who were allocated to the control group. This study did not aim to establish 

cost-effectiveness and instead aimed to explore the feasibility of the healthcare resource use log 

for a definitive trial of an arts-based intervention for patients receiving haemodialysis. However, 

the lower level of healthcare resource use in the intervention group, compared to the control group, 

could suggest that, at the very least, the arts-based intervention was not associated with an 

increased healthcare resource use, and therefore did not increase the risk of health complications. 

While no adverse events were identified as a consequence of the intervention, this data further 

supports the finding that the intervention can be implemented safely during haemodialysis 

treatment.  

One issue that was identified during data collection and implementation was that the healthcare 

resource use log did not capture resources utilised during haemodialysis treatment. Patients would 

typically have appointments with other healthcare professionals during their haemodialysis 

sessions, such as dietitians, renal counsellors and podiatrists. This oversight means that many 
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aspects of healthcare resource use were not captured by the log and this should be amended for a 

definitive trial. 

The costing of the intervention was restricted due to the nature of the feasibility study and the fact 

that it was implemented as part of a PhD project. However, an approximate costing was provided 

based on the available information and areas were identified that should be considered in a more 

comprehensive costing for a definitive trial, such as training needs of facilitators, time for co-

ordinating implementation with healthcare professionals and unit managers, travel of facilitators 

and increased number of sessions.   

9.4 Strengths and limitations 

This study was the first feasibility study to explore using a cluster RCT as a means of evaluating 

the impact of an arts-based intervention on patients with ESKD whilst receiving haemodialysis, 

and explore the acceptability of the intervention for patients and healthcare professionals. One 

main strength of this study was the provision of consistent guidance from an interdisciplinary 

advisory group that consisted of healthcare professionals, patients, artists and academics. This 

ensured that during implementation all aspects of the clinical setting had been considered and the 
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intervention was able to fit into the clinical routine of the unit without disturbing healthcare 

professionals’ duties or being obstructive or burdensome to patients.  

A significant strength to this study is it enabled issues of trial and intervention feasibility to be 

explored without jeopardising the validity of a definitive trial, and identified a number of 

modifiable issues that will improve the rigour of a future RCT. The mixed methods approach to 

data collection enabled aspects of trial and intervention design to be explored in more depth and 

also enabled the development of strategies to improve future research methodology. The inclusion 

of healthcare professionals in the process evaluation also ensured that a more holistic view of the 

intervention was captured, this provided reassurance that the intervention was safe and feasible, 

and allowed identification of unanticipated benefits of the intervention outside of the target patient 

group. 

A limitation of this study was the lack of differentiation of roles within the research team, as this 

was a PhD study and therefore had limited resources. Consequently, the recruitment of 

participants, the facilitation of the intervention, the quantitative data collection and part of the 

qualitative process evaluation was conducted by the PhD researcher. As this is a feasibility study 

there is less concern about how this impacted measurement of the effects of the intervention as no 



334 
 
 

 

 

 

 

 

 

 

 

hypothesis testing occurred, however the relationship that developed between the 

researcher/facilitator and the participants could have improved retention and completion of 

outcome measures, resulting in the high response rate and low attrition rate. Although the control 

group also had a high response rate and low attrition rate, despite having less interaction with the 

researcher/facilitator, which implies this may not be an issue in a definitive trial. A strength of this 

feasibility study was that the issue of the influence of the researcher on participant bias was 

factored into the qualitative process evaluation, and the semi-structured interviews with patients 

who received the intervention were conducted by researchers who had not been involved in the 

implementation of the intervention. This was to try and mitigate the influence of the PhD 

researcher’s role as facilitator on participant evaluations of the intervention, as it was felt that the 

facilitator would be less likely to receive accurate and honest feedback about an intervention that 

they had delivered themselves.  

As this was a feasibility study conducted as part of a PhD project there were limited avenues of 

feasibility that could be explored. For example, while the fidelity of the intervention was explored 

across participants, the fidelity of the intervention across facilitators was not addressed in this 

intervention as there was only one facilitator throughout the study. Whilst this guaranteed a more 



335 
 
 

 

 

 

 

 

 

 

 

consistent approach in terms of interpersonal skills and artistic ability, this will likely be less 

feasible in a definitive trial where a larger sample size is required. To address this, the intervention 

was manualised (Chapter 3) to ensure that, despite the flexibility inherent in the intervention, it is 

replicable. The study also took place at a single site that had a demographically homogenous 

population; therefore, this study has not been able to identify barriers to trial or intervention 

implementation, or issues of acceptability, that may occur across multiple sites or across 

demographically diverse locations.  

9.5 Implications for future research 

Future research should focus on developing a rigorous evidence base that can directly inform 

policy decisions, by conducting RCTs of manualised complex arts-based interventions. This study 

demonstrated that RCTs of complex arts-based interventions are feasible, and therefore the dearth 

of literature on the impact and effectiveness of these interventions needs to be addressed. This can 

be accomplished by developing interventions that contain replicable core components, taking into 

consideration the clinical context of implementation, manualising these interventions to ensure 

replication can occur, and delivering the interventions within the paradigm of an RCT, ensuring 

that there are an adequate number of participants to ensure statistical power to detect an effect. 
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Whilst the acceptability of randomisation and allocation to control groups may be a concern with 

arts-based interventions, using a waiting list control group can ensure that participants who have a 

desire to engage in the arts still have the opportunity to do so, regardless of allocation.  

Future research should also consider the potential impact of these complex interventions outside 

of the target patient group, for example, on the staff and healthcare professionals working on the 

unit where implementations are taking place. It is recommended that qualitative research be 

embedded in RCTs as they can assist in identifying unanticipated barriers and facilitators to 

implementation (O’Cathain et al., 2014), and the semi-structured interviews with healthcare 

professionals in this study were particularly beneficial for identifying not only important 

facilitators, but additional benefits outside of the target population. Therefore, future RCTs should 

ensure healthcare professionals are included in any process evaluation to ensure a holistic overview 

of the intervention is captured. Additionally, a future research project could involve recruitment 

of healthcare professionals from units where arts-in-medicine programmes are in regular practice, 

and conduct focus groups with healthcare professionals to explore their experiences of arts in the 

clinical setting in more depth. Through this qualitative research it may be possible to identify 
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beneficial effects for healthcare professionals that are quantifiable and could be evaluated within 

an RCT.  

Additionally, further research is needed in other clinical populations, such as patients with ESKD 

who choose a different treatment modality, other patients with end-stage illnesses, and chronic 

illnesses in general, to see how arts can be used to address unmet needs in the provision of care 

and improve wellbeing. This is necessary because different patient populations will have different 

unmet needs, and different clinical settings will have different restrictions that will have to be 

considered during the development and implementation of an arts-based intervention. For 

example, patients who have chosen conservative management for ESKD would have to engage 

with an arts-based intervention in a community setting or at home, where there may be more 

capacity to involve other participants such as carers, as well as fewer limitations on the type of 

artistic activities that could be provided. Using co-design, or more informal collaborative 

approaches such as the one used in this study, could help develop appropriate interventions for 

other specific patient populations and contexts. Further research should also include feasibility 

work relating to implementation and research design, as differences in patient demographics, 

treatment modality and clinical context will likely influence levels of engagement, recruitment and 
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attrition. Whilst the participants in this study had similar demographics to patients in other HSCTs 

across Northern Ireland, it is less representative of the UK as the whole which is more ethnically 

diverse, has a slightly younger patient population on average and may have different 

sociodemographic characteristics (UK Renal Registry, 2019). Furthermore, the generalisability of 

the results is further limited outside the UK, due to differences in healthcare infrastructure in 

different countries and cultural differences relating to both illness and the arts. 

This study also highlighted the issue of time on haemodialysis, and the significant lack of 

meaningful activity provided during the lengthy and time-consuming treatment. Whilst arts-based 

interventions are one way of addressing the negative impact that this empty time has on patient’s 

QoL, mental health and wellbeing, future research could explore other methods of addressing this 

issue for participants who have no interest in, or are unable to participate in, arts-based 

interventions. The issue of time and boredom could be approached using more exploratory, 

qualitative methodology, to understand the experiences of patients, and develop an understanding 

of how this relates to patients’ unmet needs. Semi-structured interviews could be conducted with 

patients to explore their experience of time on haemodialysis, as well as strategies they use to 
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manage any distress that arises in response to time on haemodialysis in attempt to identify and 

develop alternative interventions that could be implemented in practice.  

 

9.5.1 Implications for a future definitive RCT 
 

This study has demonstrated that a larger definitive cluster RCT for a complex arts-based 

intervention is feasible, and therefore should be conducted as part of future research. An 

application is currently being written for submission to the NIHR in December 2020 to seek 

funding for a definitive trial, supported by the Clinical Trials Unit (CTU) at Queen’s University 

Belfast. Randomisation was shown to be acceptable, with clustering necessary to prevent 

contamination, however there did appear to be differences in baseline outcome measures between 

groups. Therefore, clustering in a larger RCT should involve multiple sites to ensure that all shift 

patterns are represented across the intervention and control groups. The definitive trial will be 

conducted collaboratively with renal units in London and across the UK to both increase the size 

of the sampling frame, reduce the bias introduced through clustering, and ensure the participants 

are representative of the UK population.  
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This feasibility study also identified that the primary outcome measure was not appropriate for the 

intervention, and this limits the ability of the study to inform a sample size calculation for a 

definitive trial. Instead the intervention appeared to have an impact on more holistic aspects of 

wellbeing such as self-esteem, social interaction and purpose. An outcome measure that captures 

these aspects of wellbeing, such as the WEMWBS (Tennant et al., 2007), would be more likely to 

illustrate improvements as a result of the arts-based intervention. The use of the WEMWBS as a 

primary outcome has been discussed with the CTU and preliminary validation work will need to 

be conducted prior to the trial commencing to ensure it is a valid measure of wellbeing in this 

patient population and determine the estimated standard deviation for a sample size calculation.  

The arts-based intervention itself needs to be altered prior to a definitive RCT in relation to the 

length of time of both individual sessions and overall length of implementation. Consultation with 

the interdisciplinary advisory group would help establish a longer timescale that would provide an 

adequate dose that is still feasible for implementation within a trial design. It is also feasible to 

retain the majority of participants for a follow-up period of three months, however if the definitive 

trial involved a longer follow-up period there would likely be a higher degree of attrition due to 

the morbidity and mortality of patients receiving haemodialysis. The utility and benefits of a longer 
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follow-up period for an older patient population who have an end-stage illness with a high 

mortality rate needs to be explored prior to drafting a proposal for a definitive trial.  

The definitive trial will involve a qualitative component that follows the MRC guidance on process 

evaluations (Moore et al., 2014). While feasibility, acceptability and underlying mechanisms were 

elucidated through the process evaluation contained within this feasibility study, a definitive trial 

would involve scaling up both the intervention and the research design, which could introduce 

issues that were not identified or relevant at the smaller feasibility stage. Qualitative research in a 

larger trial will focus on issues of fidelity across sites and across a larger sample, issues of sustained 

implementation over longer periods of time and different geographic locations and healthcare 

trusts, and explore experiences of the intervention to inform interpretation of any quantified 

effects. As in this feasibility study, a future process evaluation should not focus exclusively on the 

participants of the intervention, but also on the healthcare professionals working in the clinical 

environment, and additionally the facilitators of the intervention and the researchers conducting 

the evaluation (Moore et al. 2014). 
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9.6 Implications for theory 

Whilst the development of the arts-based intervention was based around the psychological theory 

of flow (Csikszentmihalyi, 1990), the process evaluation demonstrated that the benefits of the 

intervention expanded beyond just the inducement of a flow state. Participants did report 

distraction, an inherent sense of enjoyment and a feeling that time was passing quicker: all 

hallmark experiences of a flow state. However, an increase in social interaction and improved 

communication was experienced by both participants and professionals not engaging directly in 

the intervention, something that is not essential for inducing flow states and not a hallmark 

characteristic of the flow experience. Additionally, the increase in self-esteem and confidence is 

not a core component of flow states, yet understandably resulted from the focus on skill 

development.  Finally, while flow states are induced by an activity that is viewed as inherently 

rewarding, participants found that they had an overall increased sense of volition that carried over 

to their day to day life.  

Whilst patients did report experiences that would indicate they were experiencing flow states while 

engaging in the intervention, art appeared to provide a more holistic impact on their wellbeing by 

improving their self-esteem, providing them with a sense of purpose, promoting social engagement 
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and generating positive affective states. Consequently, the theory that aligned closely with the 

experience of the arts-based intervention was Seligman’s (2011) PERMA model of wellbeing that 

is grounded in positive psychology. This feasibility study demonstrated that arts-based 

interventions can address each component of this model, outlined more clearly in Table 36. 

Table 35. Comparison of PERMA components and process evaluation sub-themes relating 
to the effect of the arts-based intervention 

PERMA component Effect of the arts-based intervention 
Positive affect Generation of positive affect due to exposure to 

arts-based intervention 
Engagement (flow states) Positive impact of arts-based intervention on 

dialysis experience 
Relationships* Increased social interaction* 
Meaning* Sense of purpose* 
Accomplishments* Improved self-esteem* 
*Not directly associated with the hallmark characteristics of flow states. 

 

Additionally, this study has contributed to the theory of aesthetic deprivation outlined by Moss 

(2014), as the intervention not only improved the patient’s experience of haemodialysis, but also 

healthcare professional’s experience by humanising the clinical environment, suggesting that the 

provision of the arts in the healthcare setting is beneficial even without direct participation. As 

mentioned previously in Section 7.5, further qualitative research exploring healthcare 

professionals’ experience of arts-based interventions would provide an understanding of how they 
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may impact on those working within the clinical context. More in-depth qualitative work, 

involving focus groups with healthcare professionals who have experience with arts in health in 

their daily practice, and those who have not, could further elucidate the role of aesthetic deprivation 

in the wellbeing of staff. This could be achieved by comparing the experiences of those who have 

consistent exposure to art participation, to those who experience the theoretical construct of 

‘aesthetic deprivation’ more consistently in their working environment.  

9.7 Implications for practice 

This study involved implementation of a complex arts-based intervention that required one-to-one 

facilitation, although the facilitator did not have formal arts training beyond A-level. This 

demonstrated that arts in health practices do not require a formally or professionally trained artist 

for implementation, and instead can be implemented by people who are competent or versed in the 

arts, including amateur artists, such as people who have a regular arts practice in their spare time, 

and therefore are familiar with the materials, students studying the arts at differing educational 

levels, and retired art teachers. The process evaluation did identify a number of important personal 

traits, separate to artistic skill, that the facilitator possessed which promoted sustained engagement 

amongst participants. The importance of support, patience and flexibility has been highlighted by 
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arts practitioners in mental health settings previously (Margrove, Pope and Mark, 2013), and these 

facilitator traits were also highlighted by participants in this study. As the facilitator was seen as 

friendly, supportive, approachable, and patient; participants felt they had the opportunity to explore 

and develop their artistic skills. Currently most arts in health programmes are reliant on 

professional artists in residence to deliver the majority of arts programmes within hospitals (Sonke 

et al., 2017b), but this study has shown that professional qualifications are not necessary for 

successful implementation and participant engagement. This would make long-term 

implementation of these practices more sustainable and accessible by expanding the pool from 

which facilitators could be recruited. However, anyone taking on arts facilitation of this 

intervention or interventions similar in design would require training to ensure they were 

undertaking the correct approach to the activities, were proficient in their skill set and had the 

knowledge to deliver the intervention within a clinical setting. Artists-in-residence, or artists who 

have had experience delivering arts activities in clinical settings, would be best placed to provide 

training on engaging patients in arts practices, and how to best to provide support, guidance and 

instruction on artistic techniques and using the materials. Additionally, if the prospective facilitator 

is delivering the intervention in a clinical environment, they will need to receive training specific 
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to the clinical context, in particular infection control. Typically, HSCTs provide this training 

regularly for staff and volunteers, and therefore it should be accessible to facilitators.   

The feasibility of implementing the arts-based intervention has more immediate implications for 

practice in the haemodialysis unit where this study was conducted. The research team has secured 

funding from the Economic and Social Research Council to develop a strategy, in collaboration 

with the Northern HSCT, for working with volunteers to deliver the arts-based intervention to 

patients at Antrim Area Hospital’s haemodialysis unit. The strategy and guidance will be published 

and disseminated across the different HSCTs in Northern Ireland to support replication. As 

outlined in Chapter 5, Section 5.10, the main source of costs to the intervention was the facilitator’s 

time, therefore by using volunteers we would hope to reduce the associated costs whilst also 

providing amateur artists, students, retired teachers or professional artists the opportunity to 

develop new skills and gain experience in a unique clinical setting. The guidance will cover 

important considerations in terms of long-term implementation, such as role description, training 

requirements for volunteers and how to source these, the supervision requirements for volunteers 

and who is best placed to provide supervisory support. The strategy and guidance will be published 

and disseminated across the different HSCTs in Northern Ireland to support replication, and will 
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provide a framework through which other trusts in the UK can explore sustainable implementation 

of volunteer-led arts programmes.  

During the development of this strategy the interim plan for arts provision on the unit was through 

at the artist-in-resident who provides arts engagement to patients in Antrim Area Hospital. Whilst 

this is no longer feasible due to the current SARS-CoV-2 pandemic, artists-in-residence provide 

an opportunity for arts engagement through an already established system. The artists-in-residence 

who work at the Center for Arts in Medicine at the University of Florida work through a referral 

system within the hospital (Sonke et al., 2017a), similar to the social prescribing system seen in 

UK primary care (Stickley and Hui, 2017), where healthcare professionals can make direct 

referrals for a patient to receive one-to-one art facilitation. For hospitals that have an established 

arts-in-medicine programme or an artist-in-residence, a referral system for renal units may be a 

viable option for ensuring patients access to some form of arts engagement. However, in order for 

this to be feasible a relationship must exist between the clinical team at the renal unit and the artist-

in-residence. Whilst the artist-in-residence at Antrim Area Hospital had been practicing there for 

several years the renal unit team were unaware of them or their role; additionally, the artist-in-

residence assumed that the clinical restrictions of haemodialysis treatment would prevent any 
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effective engagement with the patients. Consequently, it’s crucial that artists-in-residence establish 

open communication and working relationships with different clinical teams to promote access to 

their services. 

 

9.8 Conclusion 

In conclusion, this feasibility study demonstrated that a cluster RCT of a complex arts-based 

intervention for patients with ESKD whilst receiving haemodialysis is feasible in terms of: 

recruitment, with 80% of the target sample size recruited over the course of a month; retention, 

with an attrition rate of 12.5%; randomisation, as there were no notable differences in attrition 

between groups and participants reported being allocated to a control group was acceptable; and 

implementation, as the intervention had a 100% completion rate amongst participants who 

commenced the intervention, and both patients and healthcare professionals positively evaluated 

the experience. A number of modifications for a future trial were identified that should improve 

the trial processes, in particular the need for a more appropriate primary outcome measure was 

highlighted. The intervention appeared to bring subjective benefits to participants by improving 

their mental wellbeing; therefore, to establish whether the intervention has a beneficial impact on 
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patients, a definitive trial should use wellbeing as a primary outcome, through the WEMWBS, to 

evaluate effectiveness.   

The arts-based intervention was also highly acceptable for both patients with ESKD and healthcare 

professionals working within the clinical setting, demonstrating that the development process was 

able to identify and address important issues prior to implementation, ensuring that the intervention 

did not infringe on clinical treatment or duties, and provided participants and healthcare 

professionals with a variety of positive experiences. The intervention appeared to provide not only 

patients with a positive experience, but healthcare professionals as well, suggesting that the impact 

of complex arts-based intervention may extend outside the scope of the target population, and this   

should be evaluated in a definitive cluster RCT.  

Finally, the feasibility study was able to provide a preliminary costing for the complex arts-based 

intervention and identify items that would need to be factored into a comprehensive costing during 

a definitive RCT. Additionally, the feasibility study established that the EQ-5D-5L was an 

acceptable outcome measure for calculating cost-utility in a definitive trial, as it did not place 

significant additional burden on participants. However, the study also established that a healthcare 

resource use log was not a feasible or reliable method of capturing healthcare resource use, and 
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therefore a different approach is needed to explore the impact the arts-based intervention may have 

on patient resource use. In a definitive trial, the measure of healthcare resource use should be 

narrower in scope by limiting items to resources that could directly improve mental wellbeing, 

such as counselling or use of mental health services, and any self-reported resource use should be 

validated using available patient records.  

As this study concluded that a definitive RCT is feasible, the protocol for a trial is currently in 

development and an application for funding from the NIHR is being supported by the Clinical 

Trials Unit at QUB. In addition, as a result of the positive response to the arts-based intervention 

there is ongoing work to establish longer term provision of arts engagement within the renal unit 

where the study took place. Funding has been provided by the ESRC to develop a strategy for a 

volunteer programme that will deliver one-to-one arts engagement within the renal unit, with the 

intention that this will be replicable for other HSCTs. This should ensure that while the evidence 

base is being produced patients and healthcare professionals will continue to have access to 

sustainable, long-term arts engagement, and the holistic benefits this may provide.  
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Appendix 1. Realist review publication 
 

Claire Carswell, Joanne Reid, Ian Walsh, Helen McAneney, Jenny Baxley Lee & Helen Noble (2020) 
Complex arts-based interventions for patients receiving haemodialysis: A realist review, Arts & 
Health, DOI: 10.1080/17533015.2020.1744173 

 

Title: Complex arts-based interventions for patients receiving haemodialysis: A realist review 

 

Abstract 

Background: Many patients who develop end stage kidney disease require haemodialysis, a treatment 
that requires attending hospital three times a week for four hours each visit. This treatment impacts 
profoundly on quality of life (QoL) and mental health. Arts-based interventions for patients receiving 
haemodialysis could help address the impact of this treatment; however there is a lack of consensus on 
the methods of implementation and the mechanisms of these interventions in specific clinical contexts. 
Methods: Using a realist approach, relevant articles were synthesised to inform theory relating to the 
mechanism and implementation of complex arts-based interventions for patients receiving 
haemodialysis. Results: The theoretical framework includes two implementation phases, firstly one to 
one delivery of person-centred arts activities during haemodialysis and secondly, display of completed 
artwork within the unit. This intervention triggers mechanisms such as flow, social capital and an 
aesthetic experience. Implementation is hindered by the constraints of the haemodialysis unit and 
patients lack of confidence in their artistic skills. The impacts of these issues are reduced by a flexible 
approach to implementation, patient’s desire to pass time and support from healthcare professionals.  
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Keywords 

Arts-based intervention, arts in medicine, haemodialysis, arts in health, end-stage kidney disease,  

Realist synthesis  

 

Background 

End-stage kidney disease (ESKD) is the final stage of chronic kidney disease and is reached when a 
person’s kidneys are close to failing or have already failed, meaning their estimated glomerular filtration 
rate is below 15 ml/min per 1.73 m2. (Bauer, Melamed, & Hostetter, 2008). Patients with ESKD 
experience difficult symptoms including fatigue, pruritus, pain, nausea, sexual dysfunction and muscle 
weakness, which can profoundly impact quality of life (QoL) (Raj, Ahuja, Frandsen, & Jose, 2017). In 
addition to these challenging symptoms, patients also face a demanding treatment regimen. The 
primary treatment modalities for ESKD are renal replacement therapies (RRT), with haemodialysis being 
the most common first established treatment modality (Byrne et al., 2018).  Haemodialysis is a time-
consuming treatment that requires attendance at hospital three times a week for up to four hours each 
visit. During treatment, the patient is connected to a dialysing unit that filters their blood and removes 
waste products and excess fluid; replacing the role of the kidneys. Haemodialysis requires that patients 
attend regular, frequent and lengthy haemodialysis sessions, maintain a strict diet, restrict their fluid 
intake and take prescribed medications. Adhering to this strict regimen is not only important in reducing 
morbidity and mortality, but is also needed to manage symptoms. Symptom burden has a profoundly 
negative impact on the health related QoL of patients with ESKD (Davison & Jhangri, 2010), and an 
increase in symptom burden is associated with an increase in depression (Wan Zukiman, Yaakup, 
Zakaria, & Shah, 2017). Due to the complex interplay of QoL, depression and symptom burden in 
patients with ESKD receiving haemodialysis, urgent attention and a holistic approach to care is indicated.  
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Arts-based interventions involve the implementation of arts activities in a healthcare context to deliver a 
creative experience (Centre for Arts in Medicine, 2017), and could potentially be used to improve the 
QoL and healthcare experiences of patients receiving haemodialysis. The use of arts-based interventions 
in healthcare stems from the premise that engagement in the arts has a beneficial impact on health and 
wellbeing (Davies, Knuiman, & Rosenberg, 2015), and that arts engagement can therefore  be 
conceptualised as an important determinant of health, similar to diet and exercise (BMA, 2011). 
Research has explored implementation of arts-based interventions in a variety of healthcare settings, 
including medical-surgical units (Sonke et al., 2015) and primary care (Crone et al., 2012). Studies 
examining the impact of arts-based interventions in mental health settings report improvements in self-
esteem, cognitive function, anxiety, stress and QoL (Leckey, 2011).  A number of reviews have shown 
arts-based interventions can reduce anxiety, stress, pain and depression in patients in a variety of 
healthcare settings  (Boyce, Bungay, Munn-Giddings, & Wilson, 2017; Bungay, Munn-Giddigs, & Wilson, 
2014; Rosalia Staricoff & Clift, 2011). However, these reviews are too broad in scope and lack specificity 
in relation to the targeted population and the context in which the intervention is delivered, important 
considerations in any complex healthcare intervention. Additionally, these reviews do not summarise 
the necessary components of arts-based interventions required to improve outcomes for patients, or 
explore how to replicate these interventions in different clinical contexts. While arts-based interventions 
could help address the difficulties patients with ESKD experience when receiving a demanding treatment 
such as haemodialysis, the current literature base fails to explore how arts-based interventions work in 
different clinical contexts, how the context can influence the outcome of the interventions, the essential 
components underlying successfully implementation of these interventions, nor how to replicate these 
interventions for the purpose of rigorous evaluation.  

 

Defining arts-based interventions 

The term ‘arts’ encompasses practices that appear fundamentally different to each other, in that they 
involve different sensory modalities and skills, for example music and painting. To distinguish between 
different art forms and activities in health research, it is necessary to provide a classification of the ‘arts’.  

A review conducted by Bungay et al. (2014) highlighted the inconsistencies in classifying arts. Definition 
depends on factors chosen for demarcation; this can be artistic medium, sector, or mode of 
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participation. In the review they classified arts based on the Arts Council England, (2013). Bungay et al. 
(2014) used five categories: visual and performing arts, music, dance, theatre and literature. In the 
referenced policy (Arts Council England, 2013) these categories are descriptive examples of activities 
included in their remit; they are not presented as classifications in themselves.  Previously Arts Council 
England outlined seven areas of arts in their policy, these include combined arts, dance, interdisciplinary 
arts, literature, music, theatre and visual arts (Arts Council England, 2006). These classifications are 
determined by the focus of the policy, not a developed classification system.  

Evidence-based classifications have been developed for the purpose of health research. Davies et al., 
(2012) acknowledged the inconsistencies in defining arts within the literature. They conducted an online 
survey, sampling 57 international experts in the field of art or arts in health, to develop a definition of 
arts engagement. Five classifications of art forms were defined: performing arts, visual arts, design and 
craft, literature, online, digital and electronic arts, and community and cultural festivals, fairs and 
events. A factor analysis of the identified arts engagement activities identified two dominant factors; 
active or receptive engagement. Active engagement was defined as creating art, while receptive 
engagement is observing or listening to the arts. This taxonomy is acknowledges both artistic medium 
and level of engagement as important factors in arts research (Davies et al., 2012). This enables health 
research not only to examine the effectiveness of particular arts forms, but examine how different levels 
of engagement can impact patients.  

There also remains a lack of clarity in health research literature when defining arts-based interventions. 
This results from a lack of consensus on whether arts therapies (such as psychodrama, music therapy, 
art psychotherapy) are distinct from arts-based interventions (such as arts-in-medicine programmes, 
arts-based public health promotion). Arts therapies use art in the delivery of a psychological therapy to 
address issues such as depression and anxiety, and support mental and physical rehabilitation. All arts 
activities undertaken by arts therapists are conducted within a therapeutic framework  (Health & Care 
Professions Council, 2009). Some literature views arts therapies as arts-based interventions ( Heenan, 
2006; Staricoff and Clift, 2011; Fancourt, 2017;), however other research highlights a need for  
distinction ( Sonke, 2015; Centre for Arts in Medicine, 2017).  

The difference in professional requirements and licensing is cited as the primary need for a distinction to 
be made between these fields (Sonke, 2017). Art therapists are required to register with a regulatory 
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body to ensure they meet standards of proficiency – in the UK this is the Health & Care Professions 
Council. In the UK ‘Art therapist’ is a protected title, as is drama therapist, music therapist and art 
psychotherapist (Health & Care Professions Council, 2009). There are currently no such regulations for 
people facilitating arts-based interventions.  

Another justification for distinguishing between the fields is the fact people participate in art in their 
everyday lives, without any clinical or therapeutic objective, and this participation can contribute to 
improved health and wellbeing (Davies, et al., 2014). A review by Bungay et al. (2014) made a distinction 
between arts therapies (such as music therapy, drama therapy and art therapy) and participatory arts 
(such as music listening, painting, visual art viewing) as arts therapies place the primary focus on the 
therapeutic relationship, as opposed to creative activity. Research by Davies et al. (2012) made the same 
argument, stating that division is necessary as arts can influence health and quality of life without being 
a therapy. Sonke (2017) argued that artists and arts therapists have different scopes of practice, 
rendering the roles unique.  

The difference in scope of practice between arts therapists and artists was highlighted by Sonke (2017). 
Arts therapists are members of the multidisciplinary clinical team and provide a clinical treatment. The 
treatment involves an initial assessment and ongoing evaluation of the patient to ensure treatment 
goals are achieved (Scope et al., 2017). A review by Bungay et al. (2014) made a distinction between arts 
therapies (such as music therapy, drama therapy and art therapy) and participatory arts (such as music 
listening, painting, visual art viewing) as arts therapies place the primary focus on the therapeutic 
relationship, as opposed to creative activity. Research by Davies et al. (2012) made the same argument, 
stating that division is necessary as arts can influence health and quality of life without being a therapy. 
Sonke (2017) argued that artists and arts therapists have different scopes of practice, rendering the 
roles unique.  

Due to the differences in professional requirements and treatment goals for arts therapies and arts-
based interventions, arts therapies (including art therapy, drama therapy, art psychotherapy and music 
therapy) will be excluded from this review. 

 

Realist review 
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Certain genres of arts-based interventions meet the Medical Research Council’s description of a complex 
intervention (Medical Research Council, 2009), involving multiple interacting components, flexibility of 
the intervention, lack of clarity surrounding underlying mechanisms that lead to improved outcomes, 
and tailoring of implementation to context. Haemodialysis units present a unique clinical context likely 
to provide numerous barriers to the implementation of complex arts-based interventions, including 
practical considerations such as the maintenance of vascular access and more complex considerations in 
the form of cultural norms. Patients receiving haemodialysis are also a unique population, with higher 
rates of frailty and co-morbidity compared to the general population, undergoing an intensive, 
challenging and time-consuming invasive treatment  (Gomez et al., 2015; Takeuchi et al., 2018) 

.  

 

Realist reviews take into consideration the context, mechanism and outcome to inform ‘what works for 
whom under what circumstances, and why’(Wong, Greenhalgh, Westhorp, Buckingham, & Pawson, 
2013). Realist evaluation posits that an intervention changes the context within which it is implemented, 
for those who are acting within that context. These actors include not only the intended recipients of an 
intervention, but also those implementing the intervention and working or living within the context 
(Rycroft-Malone et al., 2012). Consequently realist reviews help develop more insightful and pragmatic 
conclusions in comparison to other forms of literature review (Rycroft-Malone et al., 2012). These issues 
have not been explored in previous literature reviews on arts-based interventions (Boyce et al., 2017; 
Bungay et al., 2014; R Staricoff, 2004; Rosalia Staricoff & Clift, 2011), and therefore there is little 
guidance in the literature on what arts-based interventions work in the haemodialysis context, for 
whom they work and why they work. Due to the unique context of implementation, the complexity of 
arts-based interventions and the capacity of arts-based interventions to have unintended consequences 
for those working within a clinical environment (Wilson, Bungay, Munn-Giddings, & Boyce, 2015), a 
realist review was identified as the best approach to understand the implementation of arts-based 
interventions within the haemodialysis context and to identify potential mechanisms that could produce 
beneficial outcomes.    
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A realist review was therefore conducted to identify existing theories underpinning arts-based 
interventions, identify key components and mechanisms of action, and understand the influence of 
context on their implementation. It answered the following questions: 

1. What are the key components of arts-based interventions that facilitate or hinder their 
implementation within a haemodialysis context? 

2. Which contextual factors help or hinder implementation of arts-based interventions? 

3. What mechanisms are triggered that allow the arts to act as a supportive intervention for 
patients receiving haemodialysis? 

2 Methods 

 

Scoping the literature  

An initial background search was conducted to explore the existing literature base on arts-based 
interventions in healthcare settings to identify key issues and theories in arts in health. During this initial 
exploration it was apparent that there was a significant gap in the empirical literature evaluating arts-
based interventions in the haemodialysis setting. After consultation with stakeholders, including 
academics and practitioners in the field of arts in health, it was decided to explore healthcare settings 
and populations which were thought to have similar contextual issues to haemodialysis units. Arts-based 
interventions for adult patients receiving bone marrow transplants were identified due to similarities in 
clinical setting and symptom profile of patients. However, following a review of the empirical literature 
in this context (Carswell, Reid, Walsh, & Noble, 2018) the patient population and context were 
determined to be less transferable than originally thought and restricting the scope of the realist review 
to patients receiving haemodialysis would be the most effective way of answering the review questions.  
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Search methods for the review 

 

The electronic databases Cochrane Database of Systematic Reviews, MEDLINE, PsycINFO, Embase, 
CINAHL, web of science, and Scopus were searched from their conception to January, 2018. Due to the 
scope of the review and the lack of available empirical evidence, no time parameters were placed on the 
search and a broad search strategy used search terms focused on the population and the intervention. 
The search terms were developed from reviewing the search strategies of existing systematic literature 
reviews on similar interventions (Bradt, Dileo, Magill, & Teague, 2016; Bradt, Shim, & Goodill, 2015; 
Deshmukh, Holmes, & Cardno, 2014)  or patient groups (Rabindranath et al., 2005). The search string for 
the population and the intervention were combined with the Boolean operator AND to create the final 
strategy. An example of this strategy can be seen in Table 1 for MEDLINE and which was adapted for all 
other databases. 

 

Realist reviews draw on a broad range of literature to inform the relationship between mechanisms, 
context and implementation, including charity reports, programme evaluations, guidelines, news articles 
and editorial articles (Wong et al., 2013). Grey literature was included by searching databases such as 
the British Library of E-Theses Online (ETHOS), Canadian Agency for Drugs and Technologies in Health 
(CADTH), and the NHS Economic Evaluation Database. Reports from noted arts in health charities were 
also searched, including artsandhealth.ie, National Alliance for Arts, Health and Wellbeing and Arts 
Council England.  

 

In total this strategy identified 5,883 articles across all electronic databases for review. Relevant journals 
were identified by reviewing the selected journals from relevant systematic literature reviews focused 
on similar interventions, such as dance therapy (Bradt et al., 2015), music therapy (Bradt et al., 2016), 
and art therapy (Hertrampf & Warja, 2017; Ruddy, Milnes, Ruddy, & Milnes, 2008), and these journals 
archives were searched individually. The reference and citation lists for included articles were searched 
individually to ensure all relevant literature was included in the review. 
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Selection and appraisal of articles 

 

Articles were assessed for inclusion on the basis of their contribution to both theory and understanding 
of implementation of complex arts-based interventions within a haemodialysis context. This resulted in 
both empirical and non-empirical articles being included, in order to secure a comprehensive overview 
of potential underlying mechanisms that might contribute to the outcomes of complex arts-based 
interventions. The term ‘art therapy’ and art therapy journals had been included in the search strategy 
because the lack of distinction in the literature between arts-based interventions and art therapy results 
in the potential for articles on arts-based interventions to be indexed under ‘art therapy’. Therefore it 
was necessary to understand the components of an intervention before determining whether or not it 
should be classed as an ‘art therapy’ or an arts-based intervention. Articles were therefore excluded 
during screening if the intervention met the definition of art therapy. Articles were also excluded if the 
intervention contained additional components that may contribute to the underlying mechanism, such 
as mindfulness or exercise. Articles where the participants were under the age of 18, or where the 
intervention was administered outside the haemodialysis setting, were excluded due to differences in 
context and population. A full overview of inclusion and exclusion criteria are provided in Table 2. 

 

Articles were included if the intervention was assessed as highly complex according to the ‘intervention 
Complexity Assessment Tool for Systematic Reviews’ (iCAT-SR), as realist reviews have been specifically 
recommended for the evaluation of complex interventions (Lewin et al., 2017). Empirical articles were 
critically appraised using the Joanne Briggs Critical Appraisal Tool  (The Joanna Briggs Institute, 2017) for 
quasi-experimental studies and qualitative studies, and the Mixed Methods Appraisal Tool (MMAT) (Nha 
hong et al., 2018) and were classified in terms of rigor as strong, moderate or weak. The JBI critical 
appraisal tools were selected as they provided a structured critical appraisal process for a variety of 
methodologies, whilst the MMAT provided a structured critical appraisal process for specifically for 
mixed-methods studies.  Whilst the critical appraisal process enabled identification of methodological 
issues in the limited empirical literature, the appraisal was not used to guide inclusion or exclusion of 
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articles. No articles were excluded based on the rigor of the methodology, as those that were either 
non-empirical or weak in rigor contributed to the understanding of programme theories relating to 
underlying mechanisms and the relationship between context and implementation.   

 

Data extraction 

Data were extracted using a previously published data extraction form for realist reviews (Morton et al., 
2018; O’Halloran, Scott, Reid, & Porter, 2015). A comprehensive data extraction form was used to 
identify important information relating to the realist synthesis of the included articles and can be seen in 
Table 3. This form extracted the results of empirical studies or evaluations to identify underlying 
mechanisms and the contextual issues that act as barriers or facilitators to implementation, therefore 
editorial articles were not included in this table. This extraction form was based on RAMESES publication 
standards for realist synthesis (Wong et al., 2013). 

 

Identification of candidate theories 

A realist synthesis aims to identify, articulate and examine underlying programme theories and assess 
whether these theories are relevant and applicable to the existing evidence base (Rycroft-Malone et al., 
2012). Candidate theories were identified during preliminary scoping of the literature and were 
discussed and reviewed with all members of the research team. These theories were built upon during 
close reading of the included articles. Explicit theories that informed intervention development and 
implementation were identified and implicit theories were assumed from components of the 
interventions, whilst explanatory accounts of mechanism and context were identified from editorial 
articles. Factors that helped or hindered implementation were identified to better inform the synthesis 
of candidate theories in relation to the context of haemodialysis. 

 

Synthesis of candidate theories 



437 
 
 

 

 

 

 

 

 

 

 

 Each paper was read, critically appraised and assessed individually, the components of the data 
extraction table were compared and synthesised in combination with the explanatory accounts 
generated from editorial articles, and grouped into discrete themes relating to mechanism (M), context 
(C), outcome (O) and intervention (I). The utility of candidate theories were discussed and reflected 
upon in relation to these themes within the literature by all members of the research team, and 
discussed with stakeholders who comprised the larger study’s interdisciplinary advisory group (Carswell, 
Reid, Walsh, McAneney, & Noble, 2019). Finally, the theories were pulled together into a context + 
mechanism = outcome (CMO) configuration to elucidate how and why complex arts-based interventions 
may be successfully implemented and improve outcomes within a haemodialysis context (Rycroft-
Malone et al., 2012). 

 

Results 

Study selection 

The screening and selection process for articles is documented in Figure 1. The search resulted in 4,746 
hits after duplicates were removed. Due to the deliberately broad scope of the search and the inclusion 
of the term ‘art’ in the search strategy, the majority of titles identified in the initial database search 
were irrelevant. However, removal of the term ‘art’ was considered too limiting, and priority was given 
to sensitivity over specificity of the search strategy due to the dearth of available empirical literautre 
identified during the scoping stage.  

After screening titles, 88 articles were identified for screening of abstracts. On the basis of the abstract 
44 were excluded; a total of 44 articles remained for screening of full texts. During full text screening 
five articles were identified that had English abstracts but were published in non-English languages 
(Korean, Portuguese, Japanese and Arabic). Attempts were made to source a translation service through 
the university library or language centre but this service was not available, so these articles were 
excluded. Full text screening resulted in 19 articles being excluded. Reasons for exclusion during the 
screening process are documented in Figure 1. The interventions described in the remaining articles 
were assessed for the level of complexity by the iCAT-SR (Lewin et al., 2017) to ensure that the included 
empirical articles utilised complex interventions and therefore had similar relevance to context and 
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uncertainty surrounding mechanism. From this assessment, 14 articles were deemed to include simple 
interventions and were excluded. In total, 11 articles were included in this review; including three peer-
reviewed empirical articles (Corrigan et al., 2017; Ross, Hollen, & Fitzgerald, 2006; Rowe et al., 2011), 
one formal evaluation from an arts in health charity (Moss, 2012), one guideline on establishing arts in 
health practices (Field, 2007), three news articles on completed arts in health projects (Anam Beo, 2012; 
Galway University Hospitals Arts Trust, 2013; Haiku Island Press, 2016), and three editorial articles (Butt, 
2016a; Curtis, Tanner, & Cullen, 2011; Tanner, 2013). Figure 1 provides an overview of the screening and 
selection process. Table 4 provides a brief summary of the characteristics of included articles according 
to the RAMESES publication guidelines (Wong et al., 2013).  

 

Study characteristics 

The three empirical articles used different methodological designs. One used an observational design 
(Ross et al., 2006), one was a phenomological study (Rowe et al., 2011), and one was a mixed-methods 
evaluation (Corrigan et al., 2017). Five articles contained programme evaluations, although three of 
these were news articles that provided only a brief description of evaluation processes (Anam Beo, 
2012; Galway University Hospitals Arts Trust, 2013; Haiku Island Press, 2016).  

 

Methodological quality 

The three peer reviewed empirical articles were of differing quality. The mixed-methods evaluation by 
Corrigan at al., (2017) was assessed as low quality according to the MMAT (Nha hong et al., 2018). The 
remaining two empirical studies were assessed using the Joanna Briggs Institute critical appraisal tools 
(The Joanna Briggs Institute, 2017); the observational study by Ross et al. (2006) was assessed as 
moderate; the qualitative study by Rowe et al. (2011) was assessed as strong. 

 

Main objectives of the studies 
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Only one of the studies sought to evaluate the impact of a complex arts-based intervention for patients 
receiving haemodialysis (Ross et al., 2006). Other objectives were primarily descriptive, either aiming to 
explore patient experiences of arts in medicine (AIM) programmes (Corrigan et al., 2017; Rowe et al., 
2011), to explore artists perceptions of AIM  programmes (Field, 2007) or to describe current AIM 
projects and practice (Field, 2007; Moss, 2012).   

 

Study populations  

The majority of the articles described haemodialysis units in Ireland, while two were located in the USA 
and one in England. One empirical study collected data from healthcare professionals (nurses) working 
on a haemodialysis unit (Corrigan et al., 2017). 

 

 

Complex arts-based interventions 

All empirical articles explored the use of AIM programmes within haemodialysis units. AIM programmes 
involve the implementation of different art forms within the medical environment by a professional 
artist (Sonke et al., 2015; Sonke, Rollins, Brandman, & Graham-Pole, 2009). The  programmes identified 
in this review are not a standardised intervention and do not involve a single artistic undertaking, but 
instead involve the provision of regular active arts activities throughout the hospital, with ongoing input 
from the artist alongside patients and staff. The AIM programmes involved numerous and variform 
mediums and projects. These programmes focus on the art forms and mediums used, the descriptions 
ranging from ‘visual arts’ (Corrigan et al., 2017) to a list of different options including crafts, creative 
writing, playing music and painting (Ross et al., 2006).  

 

Candidate theories 
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None of the articles described an explicit theory underlying the implementation and development of the 
AIM programme, although one article identified explicit theories that informed understanding of patient 
experiences of an AIM programme:  

This absorption allowed them to ‘forget the machine’, ‘pass the time’ or to ‘take you out of thinking 
about yourself’. One patient spoke about being ‘caught up’ in the activity. These experiences of being 
‘caught up’ are reminiscent of Mihaly Csikszentmihalyi’s (2008) concept of ‘flow’, a state of absorption in 
which people describe time passing much faster, becoming less conscious of self, and having a sense of 
control over what they are doing. (Rowe et al., 2011, p.67)  

 

In order to induce a flow state, a person must be engaged in an activity that is challenging, whilst they 
develop the requisite skills to meet that challenge. Curtis et al. (2011) highlighted the need for skill 
development and increasing complexity of arts activities over time within AIM programmes (Curtis et al., 
2011). Most articles described subjective experiences of flow as the main benefits of the programmes, 
particularly the phenomenon of tachypsychia, with the experience of time passing quicker (Anam Beo, 
2012; Curtis et al., 2011; Moss, 2012; Ross et al., 2006).  

 

What I am now doing eats up dialysis time – I am always thinking, composing and battling to get new 
words out. (Tanner, 2013) 

 

While engaging in flow states is thought to enhance a person’s subjective sense of wellbeing, the ability 
to speed up time whilst on haemodialysis is a particularly attractive prospect in this arena, where time is 
often perceived as a burden (Moran, Scott, & Darbyshire, 2009). 

 

Rowe et al. (2011) also identified the enhancement of social interaction between patients, healthcare 
professionals and families as a potential mechanism for the benefits seen in arts-based interventions.  
This enhanced social interaction and development of social networks was identified as an underlying 



441 
 
 

 

 

 

 

 

 

 

 

mechanism of impact in other articles (Corrigan et al., 2017; Moss, 2012), and social engagement was 
actively encouraged in described interventions by involving both healthcare professionals and families in 
the development of art projects (Field, 2007), displaying artwork in communal areas (Curtis et al., 2011) 
, implementing group projects that can be collectively contributed to (Anam Beo, 2012) and co-
ordinating shifts to ensure that patients participating in the arts could attend at the same time (Moss, 
2012). This provides patients, healthcare professionals and families with a shared experience, 
particularly one that is separate to disease and ill health (Galway University Hospitals Arts Trust, 2013). 
These experiences can build social capital and address the isolation patients may feel whilst on 
haemodialysis (Rowe et al., 2011).  

 

The art also proved a great introductory way to get to know the patients on the unit. It was clear to see 
how the art helped the sense of community spirit. It made connections with people in separate beds and 
got them talking and discussing their different pieces. (Field, 2007, p.10) 

 

An additional candidate theory relates to the clinical environment itself and how this is transformed by 
the arts. This may operate in a number of ways; by identifying creative opportunities available within 
the clinical environment (Butt, 2016b); by transforming the atmosphere within the unit from exclusively 
clinical to a more humanised creative setting (Field, 2007); and by addressing patient’s aesthetic needs 
as part of holistic healthcare (Corrigan et al., 2017).  

 

The background noise would recede and I would be transported briefly into a spiritual place of beautiful 
images and worlds, immense and far away. (Curtis et al., 2011, p.10) 

 

Aesthetic deprivation is thought to be a common experience within the healthcare setting and may have 
a detrimental impact on wellbeing (Moss, 2012). By displaying artwork within a clinical setting and 
having active art engagement ongoing within a haemodialysis unit, the experience of aesthetic 
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deprivation can be reduced in an attempt at enhancing the wellbeing of both patients and healthcare 
professionals.   

 

Contextual factors that help or hinder implementation of complex arts-based interventions  

 

The issue of time on haemodialysis is well established in relation to how it can negatively impact on a 
patient’s QoL and wellbeing (Gullick, Monaro, & Stewart, 2017), and consequently time may be one of 
the most significant contextual factors that help implementation of arts-based interventions. As patients 
attend hospital three times a week for a period of four hours each visit, during which time they have 
limited opportunity for meaningful activity (Tanner, 2013), patients can experience ‘existential boredom’ 
(Moran et al., 2009) and have a desire to be occupied. This provides patients with a strong motivation to 
participate in AIM programmes despite a lack of previous interest in arts, something unique to the 
haemodialysis context (Rowe et al., 2011).   

 

AIM programmes were implemented by an artist in residence who provided arts activities at the bedside 
of haemodialysis patients during their treatment. The provision of an artist was thought to be essential 
for implementation, with the guidelines advising that an undergraduate degree in art is necessary for 
any artist working within a hospital setting (Field, 2007). In programmes where more than one artist was 
involved in implementation consistent communication using log books ensured consistency across 
sessions (Ross et al., 2006). The provision of a flexible person-centred approach was identified as helping 
implementation of the interventions. Providing a variety of choice of art activities ensured patient 
interest could be sustained (Curtis et al., 2011), and the tailoring of the activities to patient needs, such 
as patients with visual impairment, meant all patients had the opportunity to participate (Ross et al., 
2006). Consistent feedback and encouragement to patients by the artist was also identified as a core 
component of implementation, with a need to focus on continual skills development (Curtis et al., 2011).  

Buy in from staff and collaboration with healthcare professionals was identified as helping 
implementation within the clinical setting (Anam Beo, 2012; Curtis et al., 2011). This ensured practical 
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support for the artist to navigate the clinical setting as well as providing opportunities for organisational 
adaptation to facilitate implementation, such as changing patient shift patterns to enable those 
interested to attend sessions together (Curtis et al., 2011; Moss, 2012). A lack of prior experience of art 
amongst patients and lack of familiarity of arts in health amongst healthcare professionals was seen as 
hindering initial implementation and resulted in a protracted period of integration within clinical 
practice (Galway University Hospitals Arts Trust, 2013). Capacity to change was evident amongst all 
described projects, and this was facilitated by the practical consideration the artists gave to the 
environment to ensure the arts activities did not interfere with clinical practice (Ross et al., 2006). 
Feedback was encouraged from both the patients and healthcare professionals within these units, with 
regular evaluations of these programmes ensuring the needs of participants would be prioritised 
(Corrigan et al., 2017; Moss, 2012). Evaluation of these programmes revealed positive attitudes from 
healthcare professionals in relation to arts programmes with the belief that these interventions should 
be implemented in additional clinical settings. 

The majority of arts in medicine programmes were externally funded or implemented by an external 
organisation – typically an arts in health charity. This may result in the sustained availability of the 
intervention becoming precarious, as it is dependent on consistent external funding (after contacting an 
author of one of the articles it was discovered the programme was no longer running due to loss of 
funding). However, the external sourcing of resources and staff reduces the burden placed on the 
haemodialysis unit.  

Factors identified as hindering implementation included apprehension experienced by patients and their 
perceived lack of self-belief in their artistic abilities. This was effectively addressed in most articles by 
consistent encouragement, support, and constructive feedback from the facilitator (Curtis et al., 2011; 
Tanner, 2013). Display of completed artwork also acted as a way to reduce patient apprehension around 
the prospect of completing art on dialysis, by showing direct examples of work that have been 
completed by peers. Unpleasant treatment procedures and symptoms experienced by patients may also 
hinder implementation, as fatigue and pain can reduce patient’s ability or willingness to engage in arts 
activities whilst on haemodialysis (Anam Beo, 2012). Establishing a relationship with the artist was seen 
as an essential component to implementation, with the acknowledgement that this process required 
time and a flexible, relaxed approach from the facilitator (Field, 2007). 
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Synthesis of candidate theories 

In this section the intervention (I), mechanism (M), contexts (C) that are thought to produce the 
outcome (O) of improved wellbeing, mental health and QoL, will be identified from the information 
currently available in the literature, with the aim of explaining and supporting future implementation. 
The theoretical model can be seen in Figure 2. 
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Implementation of complex arts-based interventions appeared to consistently involve two 
implementation phases:  

Firstly, the facilitated, individual art session patients engage in during haemodialysis with an artist. 
During this time they are supported to learn new artistic skills and provided with consistent, 
constructive feedback on their work (I1). This helps induce subjective experiences characteristic of a 
flow state for and within the participant, which transforms their perception of time, allowing them to 
feel a sense of accomplishment and control (M).  

Secondly, the artwork produced by patients is collected and displayed the clinical setting (I2). While this 
also promotes a sense of accomplishment for the participant, it more importantly develops social capital 
by providing patients with a shared experience in their participation and collaboration in an arts project; 
simultaneously addressing the issue of aesthetic deprivation by transforming the clinical environment 
(M). These mechanisms are thought to result in reduced anxiety and depression, enhanced QoL, and an 
overall improved experience of haemodialysis treatment  

(O).  

Implementation may be hindered by a number of contextual issues, such as the practical considerations 
of the clinical environment with restricted room and mobility of participants, the symptoms and 
difficulties associated with haemodialysis treatment, as well as an unfamiliarity with, and apprehension 
about, engaging in arts activities (C-). However, implementation can be facilitated by support from 
healthcare professionals working in the unit, the desire of patients to pass time whilst on haemodialysis 
and embedding arts into the culture of the renal unit by consistent implementation over a prolonged 
period of time (C+).  

The lack of randomised controlled trials and predominant focus on exploratory designs and programme 
evaluation results in a lack of clarity surrounding the intended outcomes (O) of AIM programmes. While 
there is a suggestion that AIM programmes may improve depression and QoL amongst patients 
receiving haemodialysis (Ross et al., 2006) future research is needed in this area to determine the 
effectiveness of these interventions. 

Overall, arts-based interventions may lead to improved outcomes for patients receiving haemodialysis 
through the inducement of a subjective experience characteristic of a flow state, the promotion of social 
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capital and the reduction of aesthetic deprivation, but rigorous research is needed to establish their 
effectiveness in this context.  

 

Discussion 

This realist review firstly highlights the paucity of literature available in this area, as no randomised 
controlled trials or quasi-experimental studies were identified that evaluated the impact of complex 
arts-based interventions for patients receiving haemodialysis. The majority of evidence synthesised in 
this realist review were published reports of established AIM programmes from notable arts in health 
charities, while only three articles were sourced from peer-reviewed journals. This reflects a dearth of 
randomised controlled trials for complex and active arts-based interventions, regardless of context of 
implementation or target population (Boyce et al., 2017; Bungay et al., 2014). 

Despite the lack of evidence that establishes the effectiveness of arts-based interventions, the available 
literature did provide an insight into the underlying theory, potential mechanisms and contextual factors 
that inform the success of implementation.  The components of the interventions and the subjective 
experiences of patients who participated provided some insight into how these interventions may work 
in a haemodialysis context. The inducement of subjective experiences characteristic of a flow state, the 
promotion of social capital with both patients and healthcare professionals and the reduction of 
aesthetic deprivation all could contribute to improved outcomes.  

While a number of components were identified that either helped or hindered implementation, it is the 
interaction of context and mechanism in the case of complex arts-based interventions that may help 
explain the successful implementation of the described programmes. In relation to the context of the 
haemodialysis unit, time on dialysis appears to strongly influence both successful implementation of a 
programme as well as the potential activation and benefits of the experiences associated with flow. The 
need to engage in meaningful activity during the protracted periods of time on dialysis provides a 
contextually unique motivator, while the desire for time to pass quickly during treatment could help 
reinforce the benefits of the subjective experiences of a flow state.  While other factors can hinder 
implementation, such as the realities of a clinical environment, difficult symptoms, and the challenging 
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treatment process, the support from healthcare professionals and a flexible approach to facilitation 
ensured that these barriers could be overcome.   

 

Strengths and limitations 

This is the first realist review to contribute to the development a theoretical framework for 
implementation of a complex arts-based intervention for patients receiving haemodialysis, including the 
components necessary for implementation and the underlying mechanisms that may contribute to 
outcomes. However, this review did not contain any clinical trials or impact studies, and therefore no 
conclusions can be drawn on the effectiveness of complex arts-based interventions at improving clinical 
outcomes in patients receiving haemodialysis. The grey literature and editorial articles included in this 
study provided important insight into underlying mechanisms, but little guidance on how to implement 
these interventions within a randomised controlled trial framework.  Additionally only one article 
collected data from healthcare professionals, therefore there is limited insight into how the interaction 
between intervention, mechanism and context impact on professionals.  

There is a significant need for randomised controlled trials looking at the effectiveness of complex arts-
based interventions for patients receiving haemodialysis. Future research should also consider the 
experiences of healthcare professionals during implementation of complex arts-based interventions, to 
ensure all relevant contextual factors are identified to enable long-term clinical implementation.  While 
experiences of engaging in AIM programmes are highly positive from both the perspective of patients 
and healthcare professionals, most of the identified programmes were externally sourced and provided 
by voluntary organisations reliant on public funding. Therefore the lack of rigorous evidence on the 
impact of these interventions can limit the ability to justify funding and prevent patients from accessing 
a resource that has the potential to improve QoL. 
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Conclusion and recommendations 

In conclusion, this review contributes to the development of a theoretical framework that can inform 
implementation of complex arts-based interventions within haemodialysis units. However the lack of 
rigorous research assessing the effectiveness of these interventions limits the ability to evaluate their 
outcomes. This realist review elucidates underlying mechanisms and important contextual factors that 
can inform future randomised controlled trials. It is recommended that future research focuses on 
developing a robust evidence base, which in turn can justify the sustainable provision of complex arts-
based interventions for patients receiving haemodialysis.  

 

Funding 

No funding was obtained to conduct this review. The review informed a larger study where funding was 
obtained from Northern Ireland Kidney Patient Association and Kidney Care UK to purchase items for an 
arts-based intervention. 
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Appendix 2. Database search strategies for ESKD literature review 
Medline (OvidSp) 

1 Medicine in Art/ or Art/ or Art Therapy/ or Sensory Art Therapies/ 

2 exp Paintings/ 

3 craft*.tw. 

4 (art or paint or painting or sketch or sketching).tw. 

5 (music or sing or singing or song* or choral or choir or orchestra).tw. 

6 (knit or knitting).tw. 

7 (sculpt* or sculpture).tw. 

8 exp Music Therapy/ or Music/ 

9 danc*.tw. 

10 exp Dancing/ 

11 exp Drama/ 

12 "musical instrument*".tw. 

13 (poetry or poem or story-telling).tw. 

14 exp Creativity/ or Writing/ 

15 "creative writing".tw. 

16 (story or improvi#ation or creative or theatre or role-play).tw. 

17 (felting or quilting or sewing or needlework).tw. 

18 "visual arts".tw. 

19 "performance arts".tw. 
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20 exp Humanities/ 

21 "medical humanities".tw. 

22 (museum* or galler* or concert*).tw. 

23 ("creative arts therapy" or "dance movement therapy" or "drama therapy" or psychodrama or "poetry 
therapy").tw. 

24 exp Dance Therapy/ 

25 exp Psychodrama/ 

26 exp Literature/ 

27 "literary arts".tw. 

28 "performing arts".tw. 

29 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 or 17 or 18 or 19 or 20 
or 21 or 22 or 23 or 24 or 25 or 26 or 27 or 28 

30 ("renal transplant*" or "renal graft").tw. 

31 ("kidney transplant*" or "kidney graft").tw. 

32 exp Nephrectomy/ 

33 Kidney Transplantation/ 

34 Kidney Diseases/ 

35 Renal Insufficiency/ 

36 kidney failure, chronic/ 

37 (kidney failure or kidney disease).tw. 

38 chronic kidney disease.tw. 

39 exp Renal Dialysis/ 
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40 (hemodialysis or haemodialysis).tw. 

41 (end-stage kidney or end-stage renal or end stage kidney or end stage renal).tw. 

42 (ESKD or ESKF or ESRD or ESRF).tw. 

43 exp Renal Replacement Therapy/ 

44 renal replacement therapy.tw. 

45 dialysis.tw. 

46 30 or 31 or 32 or 33 or 34 or 35 or 36 or 37 or 38 or 39 or 40 or 41 or 42 or 43 or 44 or 45 

47 29 and 46 

PsycINFO (OvidSp) 

1 exp PHOTOGRAPHIC ART/ or exp ART/ or exp "PAINTING (ART)"/ or exp ART THERAPY/ 

2 craft*.tw. 

3 (art or paint or painting or sketch or sketching).tw. 

4 (music or sing or singing or song* or choral or choir* or orchestra*).tw. 

5 (knit or knitting).tw. 

6 (sculpt* or sculpture).tw. 

7 danc*.tw. 

8 exp MUSIC/ or exp MUSIC THERAPY/ or exp MUSIC PERCEPTION/ 

9 exp Dance Therapy/ or exp Dance/ 

10 exp DRAMA/ 

11 (museum* or galler* or concert*).tw. 

12 "musical instrument*".tw. 
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13 (poetry or poem or story-telling).tw. 

14 exp CREATIVE WRITING/ 

15 exp CREATIVITY/ 

16 "creative writing".tw. 

17 (story or improvi#ation or creative or theatre or role-play).tw. 

18 (felting or quilting or sewing or needlework).tw. 

19 "visual arts".tw. 

20 "performance arts".tw. 

21 exp HUMANITIES/ 

22 "medical humanities".tw. 

23 "dance movement therapy".tw. 

24 exp Creative Arts Therapy/ 

25 "creative arts therapy".tw. 

26 exp Psychodrama/ 

27 "drama therapy".tw. 

28 "poetry therapy".tw. 

29 exp POETRY THERAPY/ or exp POETRY/ 

30 exp Literature/ 

31 "literary arts".tw. 

32 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 or 17 or 18 or 19 or 20 
or 21 or 22 or 23 or 24 or 25 or 26 or 27 or 28 or 29 or 30 or 31 

33 ("renal transplant*" or "renal graft").tw. 
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34 ("kidney transplant*" or "kidney graft").tw. 

35 exp Organ Transplantation/ 

36 exp Kidney Diseases/ 

37 (kidney failure or kidney disease).tw. 

38 "chronic kidney disease".tw. 

39 exp HEMODIALYSIS/ 

40 (hemodialysis or haemodialysis).tw. 

41 exp DIALYSIS/ 

42 (end-stage kidney or end-stage renal or end stage kidney or end stage renal).tw. 

43 (ESKD or ESKF or ESRD or ESRF).tw. 

44 renal replacement therapy.tw. 

45 (ESKD or ESKF or ESRD or ESRF).tw. 

46 dialysis.tw. 

47 33 or 34 or 35 or 36 or 37 or 38 or 39 or 40 or 41 or 42 or 43 or 44 or 45 or 46 

48 32 AND 47 

 

Embase (OvidSp) 

1 exp art therapy/ or art/ 

2 exp painting/ 

3 exp craft*.tw. 

4 (art or paint or painting or sketch or sketching).tw. 



455 
 
 

 

 

 

 

 

 

 

 

5 exp (music or sing or singing or song* or choral or choir or orchestra*).tw. 

6 exp (knit or knitting).tw. 

7 exp (sculpt* or sculpture).tw. 

8 exp music therapy/ or music/ 

9 danc*.tw. 

10 exp dancing/ 

11 exp literature/ 

12 drama.tw. 

13 (museum* or galler* or concert*).tw. 

14 "musical instrument*".tw. 

15 (poetry or poem or story-telling).tw. 

16 exp creativity/ 

17 exp writing/ 

18 "creative writing".tw. 

19 (story or improvi#ation or creative or theatre or role-play).tw. 

20 (felting or quilting or sewing or needlework).tw. 

21 "visual arts".tw. 

22 "performance arts".tw. 

23 "literary arts".tw. 

24 medical humanities/ or humanities/ 

25 "medical humanities".tw. 
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26 ("creative arts therapy" or "dance movement therapy" or "drama therapy" or "poetry therapy" or 
psychodrama).tw. 

27 dance therapy.tw. 

28 exp dance therapy/ 

29 exp psychodrama/ 

30 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 or 17 or 18 or 19 or 20 
or 21 or 22 or 23 or 24 or 25 or 26 or 27 or 28 or 29 

31 ("renal graft" or "renal transplant*").tw. 

32 ('kidney graft' or 'kidney transplant*').tw. 

33 exp kidney graft/ 

34 exp kidney disease/ 

35 exp kidney failure/ 

36 exp chronic kidney failure/ 

37 ('kidney failure' or 'kidney disease').tw. 

38 chronic kidney disease.tw. 

39 exp hemodialysis/ or hemodialysis patient/ 

40 exp dialysis/ 

41 (hemodialysis or haemodialysis).tw. 

42 (end-stage kidney or end-stage renal or end stage kidney or end stage renal).tw. 

43 (ESKD or ESKF or ESRD or ESRF).tw. 

44 renal replacement therapy/ 

45 'renal replacement therapy'.tw. 

46 dialysis.tw. 
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47 34 or 35 or 36 or 37 or 38 or 39 or 40 or 41 or 42 or 43 or 44 or 45 or 46 

48 30 AND 47 

 

Cinahl (EBSCO host) 

1(MH "Art") OR (MH "Performing Arts") OR (MH "Art Therapy")   

2 (MH "Paint") 

3 (MH "Handicrafts")   

4 TX art OR TX paint OR TX painting OR TX sketch OR TX sketching   

5 (MH "Singing")   

6 TX music OR TX sing OR TX singing OR TX song* OR TX choral OR TX choir OR TX orchestra  

7 TX knit OR TX knitting 

8 TX sculpt* OR TX sculpture 

9 (MH "Music") OR (MH "Music Therapy (Iowa NIC)") OR (MH "Music Therapy")   

10 (MH "Dance Therapy") OR (MH "Dancing") 

11 TX danc* 

12 (MH "Drama") OR (MH "Psychodrama")   

13 TX drama OR TX "drama therapy"   

14 TX museum* OR TX galler* OR TX concert* 

15 (MH "Museums")   

16 (MH "Poetry")   

17 TX poetry OR TX poem OR TX story-telling 

18 TX "creative writing"  
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19 TX story OR TX improvi?ation OR TX theatre OR TX role-play 

20 TX felting OR TX quilting OR TX sewing OR TX needlework 

21 TX "visual arts" OR TX "performance arts" OR TX "literary arts" 

22 TX "creative arts therapy" OR TX "dance movement therapy" OR TX "poetry therapy" 

23 TX humanities 

24 TX "medical humanities" 

25  S1 OR S2 OR S3 OR S4 OR S5 OR S6 OR S7 OR S8 OR S9 OR S10 OR S11 OR S12 OR S13 OR 
S14 OR S15 OR S16 OR S17 OR S18 OR S19 OR S20 OR S21 OR S22 OR S23 OR S24 

26 TX "kidney tansplant*" OR "kidney graft"   

27  TX "renal transplant*" OR "renal graft"   

28 (MH "Nephrectomy")   

29 (MH "Kidney Transplantation")   

30 TX dialysis   

31 TX "renal replacement therapy"   

32 (MH "Renal Replacement Therapy")   

33 TX ESKD OR TX ESKF OR TX ESRD OR TX ESRF   

34 TX "end-stage kidney" OR TX "end-stage renal" OR TX "end stage kidney" OR TX "end stage renal"   

35 TX hemodialysis OR TX haemodialysis   

36 (MH "Dialysis") OR (MH "Dialysis Patients")   

37 (MH "Hemodialysis")   

38 TX "chronic kidney disease"   

39 TX "kidney disease"   
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40 TX "kidney failure"   

41 (MH "Kidney Failure, Chronic")   

42 (MH "Renal Insufficiency") OR (MH "Renal Insufficiency, Chronic")   

43 (MH "Kidney Diseases") 

44 S26 OR S27 OR S28 OR S29 OR S30 OR S31 OR S32 OR S33 OR S34 OR S35 OR S36 OR S37 OR 
S38 OR S39 OR S40 OR S41 OR S42 OR S43  

45 25 AND 44 

 

Web of Science 

1 art (TS) 

2 “art therapy” (TS) 

3 painting (TS) 

4 crafts (TS) 

5 knit (TS) 

6 sculpt (TS) 

7 music (TS) 

8 “music therapy” (TS) 

9 dance (TS) 

10 drama (TS) 

11 (museum OR gallery) (TS) 

12 “musical instrument*” (TS) 

13 “creative writing” (TS) 
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14 needlework (TS) 

15 “visual arts” (TS) 

16 “performance arts” (TS) 

17 “medical humanities” (TS) 

18 “dance movement therapy” (TS) 

19 “drama therapy” (TS) 

20 “poetry therapy” (TS) 

21 psychodrama (TS) 

22 “performing arts” (TS) 

23 #22 OR #21 OR #20 OR #19 OR #18 OR #17 OR #16 OR #15 OR #14 OR #13 OR #12 OR #11 OR 
#10 OR #9 OR #8 OR #7 OR #6 OR #5 OR #4 OR #3 OR #2 OR #1 

24  "renal replacement therapy" (TS) 

25 (ESKD OR ESKF OR ESRD OR ESRF) (TS) 

26  ("end-stage kidney" OR "end-stage renal" OR "end stage kidney" OR "end stage renal") (TS) 

27  dialysis (TS)  

28 "renal dialysis" (TS) 

29 (hemodialysis OR haemodialysis) (TS) 

30 "renal insufficiency" (TS) 

31 "kidney failure" (TS) 

32 "chronic kidney disease" (TS) 

33 "kidney disease" (TS) 

34 #24 OR #25 OR #26 OR #27 OR #28 OR #29 OR #30 OR #31 OR #32 OR #3335 #23 AND #34 
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Scopus 

( ( TITLE-ABS-KEY ( dialysis )  OR  TITLE-ABS-KEY ( "renal replacement therapy" )  OR  TITLE-
ABS-KEY ( eskd  OR  esrd  OR  esrf  OR  eskf )  OR  TITLE-ABS-KEY ( "end-stage kidney"  OR  "end-
stage renal"  OR  "end stage kidney"  OR  "end stage renal" )  OR  TITLE-ABS-KEY ( hemodialysis  OR  
haemodialysis )  OR  TITLE-ABS-KEY ( "renal dialysis" )  OR  TITLE-ABS-KEY ( "chronic kidney 
disease" )  OR  TITLE-ABS-KEY ( "kidney failure"  OR  "kidney disease" )  OR  TITLE-ABS-KEY ( 
"renal insufficiency" )  OR  TITLE-ABS-KEY ( "kidney transplantation" )  OR  TITLE-ABS-KEY ( 
nephrectomy ) ) ) 

AND  

 ( ( TITLE-ABS-KEY ( art )  OR  TITLE-ABS-KEY ( "art therapy" )  OR  TITLE-ABS-KEY ( painting )  
OR  TITLE-ABS-KEY ( music )  OR  TITLE-ABS-KEY ( singing )  OR  TITLE-ABS-KEY ( "music 
therapy" )  OR  TITLE-ABS-KEY ( sketching )  OR  TITLE-ABS-KEY ( dance )  OR  TITLE-ABS-KEY 
( "dance therapy" )  OR  TITLE-ABS-KEY ( drama )  OR  TITLE-ABS-KEY ( psychodrama )  OR  
TITLE-ABS-KEY ( "drama therapy" )  OR  TITLE-ABS-KEY ( poetry )  OR  TITLE-ABS-KEY ( 
"creative writing" )  OR  TITLE-ABS-KEY ( "visual arts" )  OR  TITLE-ABS-KEY ( "performance arts"  
OR  "performing arts" )  OR  TITLE-ABS-KEY ( "dance movement therapy" )  OR  TITLE-ABS-KEY ( 
"creative arts therapy" )  OR  TITLE-ABS-KEY ( "literary arts" ) ) ) 
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Appendix 3. Database search strategies for supplementary cancer 
literature review 
Medline (OvidSp) 

1 exp Medicine in Art/ or Art/ or Art Therapy/ 

2 exp Paintings/ 

3 craft*.tw. 

4 (art or paint or painting or sketch or sketching).tw. 

6 (knit or knitting).tw. 

7 (sculpt* or sculpture).tw. 

9 danc*.tw. 

10 exp Dancing/ 

11 exp Drama/ 

13 (poetry or poem or story-telling).tw. 

14 exp Creativity/  

15 "creative writing".tw. 

16 (improvi#ation or creative or theatre).tw. 

17 (felting or quilting or sewing or needlework).tw. 

18 "visual arts".tw. 

19 "performance arts".tw. 

20 exp Humanities/ 

22  (museum* or galler*).tw. 
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23 ("creative arts therapy" or "dance movement therapy" or "drama therapy" or psychodrama or "poetry 
therapy").tw. 

24 Dance Therapy/ 

25 exp Psychodrama/ 

26 exp Literature/ 

27 "literary arts".tw. 

28 "performing arts".tw. 

29  1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 or 17 or 18 or 19 or 20 
or 21 or 22 or 23 or 24 or 25 or 26 or 27 or 28 

30 exp Neoplasms/ 

31 (malignan* or neoplasm* or cancer or carcinom* or tumo*).mp. [mp=title, abstract, original title, 
name of substance word, subject heading word, keyword heading word, protocol supplementary concept 
word, rare disease supplementary concept word, unique identifier, synonyms] 

32 30 or 31 

33 29 and 32 

34 limit 33 to (humans and last 10 years) 

 

PsycINFO (OvidSp) 

1 exp PHOTOGRAPHIC ART/ or exp ART/ or exp "PAINTING (ART)"/ or exp ART THERAPY/ 

2 craft*.tw. 

3 (art or paint or painting or sketch or sketching).tw. 

5 (knit or knitting).tw. 

6 (sculpt* or sculpture).tw. 
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7 danc*.tw. 

9 exp Dance Therapy/ or exp Dance/ 

10 exp DRAMA/ 

11 (museum* or galler* ).tw. 

13 (poetry or poem or story-telling).tw. 

14 exp CREATIVE WRITING/ 

15 exp CREATIVITY/ 

16 "creative writing".tw. 

17 (improvi#ation or creative or theatre).tw. 

18 (felting or quilting or sewing or needlework).tw. 

19 "visual arts".tw. 

20 "performance arts".tw. 

21 exp HUMANITIES/ 

23 "dance movement therapy".tw. 

24 exp Creative Arts Therapy/ 

25 "creative arts therapy".tw. 

26 exp Psychodrama/ 

27 "drama therapy".tw. 

28 "poetry therapy".tw. 

29 exp POETRY THERAPY/ or exp POETRY/ 

30 exp Literature/ 

31 "literary arts".tw. 
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32 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 or 17 or 18 or 19 or 20 
or 21 or 22 or 23 or 24 or 25 or 26 or 27 or 28 or 29 or 30 or 31 

33 exp NEOPLASMS/ 

34 (malignan* or neoplasm* or cancer or carcinoma* or tumo*).tw. 

35 33 or 34 

36 32 and 35 

37 limit 36 to last 10 years 

 

Embase (OvidSp) 

1 exp art therapy/ or art/ 

2 exp painting/ 

3 exp craft*.tw. 

4 (art or paint or painting or sketch or sketching).tw. 

6 exp (knit or knitting).tw. 

7 exp (sculpt* or sculpture).tw. 

9 danc*.tw. 

10 exp dancing/ 

11 exp literature/ 

12 drama.tw. 

13 (museum* or galler*).tw. 

15 (poetry or poem or story-telling).tw. 

16 exp creativity/ 
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18 "creative writing".tw. 

19 (improvi#ation or creative or theatre).tw. 

20 (felting or quilting or sewing or needlework).tw. 

21 "visual arts".tw. 

22 "performance arts".tw. 

23 "literary arts".tw. 

24 humanities/ 

26 ("creative arts therapy" or "dance movement therapy" or "drama therapy" or "poetry therapy" or 
psychodrama).tw. 

27 dance therapy.tw. 

28 exp dance therapy/ 

29 exp psychodrama/ 

30 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 or 17 or 18 or 19 or 20 
or 21 or 22 or 23 or 24 or 25 or 26 or 27 or 28 or 29 

31 exp neoplasm/ 

32 (malignan* or neoplasm* or cancer* or carcinom* or tumo*).mp. 

33 31 or 32 

34 30 and 33 

35 limit 34 to (embase and last 10 years)  

36 limit 35 to human 

 

Web of Science 

1 art (TS) 
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2 “art therapy” (TS) 

3 painting (TS) 

4 crafts (TS) 

5 knit (TS) 

6 sculpt (TS) 

9 dance (TS) 

10 drama (TS) 

11 (museum OR gallery) (TS) 

13 “creative writing” (TS) 

14 needlework (TS) 

15 “visual arts” (TS) 

16 “performance arts” (TS) 

18 “dance movement therapy” (TS) 

19 “drama therapy” (TS) 

20 “poetry therapy” (TS) 

21 psychodrama (TS) 

22 “performing arts” (TS) 

23 #22 OR #21 OR #20 OR #19 OR #18 OR #17 OR #16 OR #15 OR #14 OR #13 OR #12 OR #11 OR 
#10 OR #9 OR #8 OR #7 OR #6 OR #5 OR #4 OR #3 OR #2 OR #1 

24 neoplasm (TS) 

25 tumor (TS) 

26 cancer (TS) 
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27 #24 OR #25 OR #26 

28  (#23 AND #27) AND LANGUAGE: (English) 

 

CINAHL (EBSCO) 

1(MH "Art") OR (MH "Performing Arts") OR (MH "Art Therapy")   

2 (MH "Paint") 

3 (MH "Handicrafts")   

4 TX art OR TX paint OR TX painting OR TX sketch OR TX sketching   

7 TX knit OR TX knitting 

8 TX sculpt* OR TX sculpture 

  

10 (MH "Dance Therapy") OR (MH "Dancing") 

11 TX danc* 

12 (MH "Drama") OR (MH "Psychodrama")   

13 TX drama OR TX "drama therapy"   

14 TX museum* OR TX galler* 15 (MH "Museums")   

16 (MH "Poetry")   

17 TX poetry OR TX poem OR TX story-telling 

18 TX "creative writing"  

19 TX improvi?ation OR TX theatre  

20 TX felting OR TX quilting OR TX sewing OR TX needlework 

21 TX "visual arts" OR TX "performance arts" OR TX "literary arts" 
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22 TX "creative arts therapy" OR TX "dance movement therapy" OR TX "poetry therapy" 

23 TX humanities 

25  S1 OR S2 OR S3 OR S4 OR S5 OR S6 OR S7 OR S8 OR S9 OR S10 OR S11 OR S12 OR S13 OR 
S14 OR S15 OR S16 OR S17 OR S18 OR S19 OR S20 OR S21 OR S22 OR S23 OR S24 

26 (MH "Neoplasms") 

27 TX cancer OR TX tumo* OR TX malignanc* 

28 26 OR 27 

29 25 AND 28 

 

Scopus 

( TITLE-ABS-KEY ( cancer )  OR  TITLE-ABS-KEY ( "neoplasm" ) )   

AND   

( ( TITLE-ABS-KEY ( art )  OR  TITLE-ABS-KEY ( "art therapy" )  OR  TITLE-ABS-KEY ( painting )  
OR  TITLE-ABS-KEY ( sketching )  OR  TITLE-ABS-KEY ( dance )  OR  TITLE-ABS-KEY ( "dance 
therapy" )  OR  TITLE-ABS-KEY ( drama )  OR  TITLE-ABS-KEY ( psychodrama )  OR  TITLE-ABS-
KEY ( "drama therapy" )  OR  TITLE-ABS-KEY ( poetry )  OR  TITLE-ABS-KEY ( "creative writing" )  
OR  TITLE-ABS-KEY ( "visual arts" )  OR  TITLE-ABS-KEY ( "performance arts"  OR  "performing 
arts" )  OR  TITLE-ABS-KEY ( "dance movement therapy" )  OR  TITLE-ABS-KEY ( "creative arts 
therapy" )  OR  TITLE-ABS-KEY ( "literary arts" ) ) )  AND  ( LIMIT-TO ( SUBJAREA ,  "MEDI " )  
OR  LIMIT-TO ( SUBJAREA ,  "HEAL " )  OR  LIMIT-TO ( SUBJAREA ,  "NURS " ) )   

AND  

 ( LIMIT-TO ( PUBYEAR ,  2018 )  OR  LIMIT-TO ( PUBYEAR ,  2017 )  OR  LIMIT-TO ( 
PUBYEAR ,  2016 )  OR  LIMIT-TO ( PUBYEAR ,  2015 )  OR  LIMIT-TO ( PUBYEAR ,  2014 )  OR  
LIMIT-TO ( PUBYEAR ,  2013 )  OR  LIMIT-TO ( PUBYEAR ,  2012 )  OR  LIMIT-TO ( PUBYEAR ,  
2011 )  OR  LIMIT-TO ( PUBYEAR ,  2010 )  OR  LIMIT-TO ( PUBYEAR ,  2009 )  OR  LIMIT-TO ( 
PUBYEAR ,  2008 ) )  AND  ( LIMIT-TO ( LANGUAGE ,  "English " ) )  AND  ( LIMIT-TO ( 
EXACTKEYWORD ,  "Human " )  OR  LIMIT-TO ( EXACTKEYWORD ,  "Humans " )  OR  LIMIT-
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TO ( EXACTKEYWORD ,  "Adult " ) )  AND  ( LIMIT-TO ( SUBJAREA ,  "MEDI" )  OR  LIMIT-TO 
( SUBJAREA ,  "NURS" )  OR  LIMIT-TO ( SUBJAREA ,  "PSYC" )  OR  LIMIT-TO ( SUBJAREA ,  
"HEAL" )  OR  LIMIT-TO ( SUBJAREA ,  "ARTS" ) )  AND  ( LIMIT-TO ( EXACTKEYWORD ,  
"Human" )  OR  LIMIT-TO ( EXACTKEYWORD ,  "Humans" )  OR  LIMIT-TO ( EXACTKEYWORD 
,  "Adult" ) )  AND  ( LIMIT-TO ( LANGUAGE ,  "English" ) )  AND  ( EXCLUDE ( 
EXACTKEYWORD ,  "Nonhuman" ) )  AND  ( EXCLUDE ( SUBJAREA ,  "BIOC" )  OR  EXCLUDE 
( SUBJAREA ,  "BUSI" )  OR  EXCLUDE ( SUBJAREA ,  "CENG" )  OR  EXCLUDE ( SUBJAREA ,  
"CHEM" )  OR  EXCLUDE ( SUBJAREA ,  "COMP" )  OR  EXCLUDE ( SUBJAREA ,  "ENGI" ) )  
AND  ( EXCLUDE ( SUBJAREA ,  "ENVI" )  OR  EXCLUDE ( SUBJAREA ,  "MATH" )  OR  
EXCLUDE ( SUBJAREA ,  "IMMU" )  OR  EXCLUDE ( SUBJAREA ,  "PHAR" )  OR  EXCLUDE ( 
SUBJAREA ,  "PHYS" )  OR  EXCLUDE ( SUBJAREA ,  "AGRI" ) )  AND  ( EXCLUDE ( 
EXACTKEYWORD ,  "Nuclear Magnetic Resonance Imaging" )  OR  EXCLUDE ( EXACTKEYWORD 
,  "Antineoplastic Agent" )  OR  EXCLUDE ( EXACTKEYWORD ,  "Diagnostic Imaging" )  OR  
EXCLUDE ( EXACTKEYWORD ,  "Positron Emission Tomography" )  OR  EXCLUDE ( 
EXACTKEYWORD ,  "Intensity Modulated Radiation Therapy" )  OR  EXCLUDE ( 
EXACTKEYWORD ,  "Radiotherapy Planning, Computer-Assisted" )  OR  EXCLUDE ( 
EXACTKEYWORD ,  "Radiotherapy Dosage" )  OR  EXCLUDE ( EXACTKEYWORD ,  "Human 
Immunodeficiency Virus Infection" )  OR  EXCLUDE ( EXACTKEYWORD ,  "Histopathology" )  OR  
EXCLUDE ( EXACTKEYWORD ,  "Antineoplastic Agents" )  OR  EXCLUDE ( EXACTKEYWORD ,  
"Radiotherapy, Intensity-Modulated" )  OR  EXCLUDE ( EXACTKEYWORD ,  "HIV Infections" )  OR  
EXCLUDE ( EXACTKEYWORD ,  "Fluorodeoxyglucose F 18" )  OR  EXCLUDE ( 
EXACTKEYWORD ,  "Positron-Emission Tomography" )  OR  EXCLUDE ( EXACTKEYWORD ,  
"Image Analysis" )  OR  EXCLUDE ( EXACTKEYWORD ,  "Radiotherapy, Adjuvant" )  OR  
EXCLUDE ( EXACTKEYWORD ,  "Image Processing" )  OR  EXCLUDE ( EXACTKEYWORD ,  
"Computer Assisted Emission Tomography" )  OR  EXCLUDE ( EXACTKEYWORD ,  "Contrast 
Enhancement" )  OR  EXCLUDE ( EXACTKEYWORD ,  "Fluorouracil" )  OR  EXCLUDE ( 
EXACTKEYWORD ,  "Radiography" )  OR  EXCLUDE ( EXACTKEYWORD ,  "Image Quality" )  OR  
EXCLUDE ( EXACTKEYWORD ,  "Radiation Dose Fractionation" )  OR  EXCLUDE ( 
EXACTKEYWORD ,  "Radiotherapy Planning System" )  OR  EXCLUDE ( EXACTKEYWORD ,  
"CD4 Lymphocyte Count" )  OR  EXCLUDE ( EXACTKEYWORD ,  "Image Processing, Computer-
Assisted" ) )  
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Appendix 4. Data extraction Table 
Study Sample 

Size 
Study 
Design 

Art form Length of 
intervention 

iCAT-
SR  

Outcome  Follow-up  Main result Limitations 

Haemodialysis literature 

Ross et al. 
(2006) 

63 patients 

 

 

Observational 
study with 
pre/post design 

Arts-in-
Medicine 
programme: 

Included crafts, 
music, creative 
writing and 
written journals. 
Included a 
‘spotlight’ wall 
for displaying 
work 

Six months  

• One shift per 
week for 
each patient 
group 

• Different 
levels of 
participation 
but this was 
subjectively 
judged with 
no explicit 
criteria to 
classify 
levels of 
engagement 
or 
descriptions 
of time 
participants 

Highly 
complex 

SF-36.  

 

Beck Depression 
inventory. 

 

Level of 
participation (low 
vs high) – 
subjectively 
judged by artists-
in-residence 

 

Clinical data 
(biochemical and 

Six months.  

Instruments 
administered 
at baseline 
and Six 
months.  

 

Significant 
difference in the 
subscale ‘role-
physical of SF-
36.  

• No inferences about 
causation can be made as it 
is an observational study 
with no comparison group. 

• ‘Level of participation’ was 
a subjective judgement. No 
explicit criteria provided to 
assess level and no 
description of time engaged 
in activities, therefore limits 
replicability and assessment 
of validity.  

• No analysis of the 
‘subjective’ (qualitative) 
data was conducted, 
however results were still 
reported.  
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spent 
engaged in 
activities. 

 

physical 
observations). 

 

Corrigan 
et al. 
(2017) 

21 patients 

16 members 
of staff 

Mixed methods 
– qualitative 
interviews with 
patients, mixed 
method survey 
with staff. (No 
evidence of 
integration) 

Arts-in-
Medicine 
programme: 

Already 
established in 
the hospital. 
Described as 
‘visual art 
sessions’  

16 years 

• 400 hours 
per year 

• 20 
participants 
per week 
 

Highly 
complex 

Interviews with 
patients.  

 

Survey for staff: 
no instrument 
provided  

No follow-up 
measures 

Patients who 
engaged: 
‘passes time, 
relieves 
boredom’  

 

Patients who did 
not engage: ‘no 
interest in art’  

Staff: ‘Helps 
pass time on the 
unit and reduces 
boredom’  

• Interviews conducted during 
haemodialysis sessions, it is 
unclear whether patients had 
a choice of location. 

• The staff surveyed was 
limited to the nursing staff 
and the artist-in-residence. 
Therefore, their experiences 
may not be representative of 
all healthcare professionals  

• Some questions on the staff 
survey appeared to be 
inappropriate, e.g. how 
effective the intervention 
was for reducing depression 
in patients. This should have 
been asked to the patients 
themselves. 

• No description was given 
about the development of the 



474 
 
 

 

 

 

 

 

 

 

 

survey, limiting replicability 
and judgement on reliability 
and validity. 

Cantekin 
and Tan 
(2012) 

104 
recruited, 
100 
retained. 

‘Pre-test/Post-
test control 
group 
experiment’ – it 
appears to be an 
RCT,  

Pre-recorded 
Music: 

Two turkish art 
music songs 
(rast and usak 
melody) on an 
Mp3 player/ 

One week (Three 
haemodialysis 
sessions) 

 

Music available to 
patients at all 
times during the 
week 

Simple Haemodialysis 
stressor scale 

 

State-Trait 
anxiety Inventory 

Pre/Post-test  Statistically 
significant 
reduction 
pre/post test 
scores for HSS 
and STAI for 
the intervention 
group.  

• No sample size calculation 
was carried out to determine 
statistical power.  

• Intervention was culturally 
specific – ‘Turkish art 
music’ - so there may be 
limited generalisability.  

Burrai et 
al. (2014) 

114  

 

Randomised 
controlled trial 

Live music: 
Five or six 
pieces of live 
saxophone 
music 
performed by a 
nurse  

30 minutes once a 
week for four 
weeks.  

Moderatel
y complex 

Physiological 
parameters  

 

Pain VAS 

 

Measures 
taken at 
baseline, and 
immediately 
after the 
music 
intervention 
for the 

Statistically 
significant 
difference in 
oxygen 
saturation 
between and 
within the two 
groups. 

• Sample size calculation was 
conducted using the Pain 
VAS, therefore it is not clear 
if there was adequate power 
to detect important changes 
in physiological measures. 
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Mood VAS 

 

Itching VAS  

experimental 
group. 

Measures 
taken at 
baseline and 
immediately 
after a 30-
minute rest 
period for the 
control group. 

Statistically 
significant 
difference in 
VAS measures 
between groups. 

Salehi et 
al.(2016) 

102 were 
eligible, a 
total of 83 
patients 
completed 
the trial. 

Crossover RCT Pre-recorded 
music: 

Relaxing music 
– specifically 
classical and 
new age.  

 

Provided the 
control group 
with 
headphones but 
no music. 

Three hours over 
a single 
haemodialysis 
session – two HD 
sessions were 
used with each 
participant as they 
acted as their own 
controls 

Simple Beck Depression 
Inventory II 

 

State-Trait 
Anxiety Inventory 

Pre/Posttest 
design, for 
both an 
intervention 
and control 
session. Two 
week wash 
out period in 
between 
sessions. 

Significant 
difference 
between groups 
in State anxiety  

• No reason provided for 
alteration in the RCT design.  

• No sample size calculation 
carried out 

• The BDI and the STAI were 
analysed as categorical and 
not continuous variables, 
decreasing power and 
introducing additional bias  
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Hou et al. 
(2017) 

99  RCT Pre-recorded 
music: 

Week 1 = Select 
and create own 
playlist 

Week 2 = Listen 
to relaxing 
music 

 

2 weeks 

Music available: 

 

First 20 minutes 
of the first 3 hours 
on HD 

 

Final 20 mins of 
final fourth hour 
of HD. 

Simple Physiological 
measures 

 

HD Adverse 
Reactions Self-
Assessment Scale  

 

Haemodialysis 
Stressor Scale, 
Survival 

2 weeks Statistically 
significant 
difference in 
change between 
groups for the 
Adverse 
reactions, 
stressors, 
respiratory rates 
and cortisol 
level. 

• Limited to patients over the 
age of 60 and conducted in 
Taiwan so not generalizable.  

• No sample size calculation 
was conducted, so it is not 
possible to determine if the 
sample was over or under 
powered.  

• No instruction provided to 
control group to not listen to 
music during the 
intervention period. 

Pothoulak
i et al. 
(2008) 

60 ‘Between 
participants 
design 
involving an 
experimental 
and control 
group’ 

Pre-recorded 
music: 

Preferred music 
from a selection 
provided by the 
researcher. CD 
player, 
Walkman and 
two pairs of 
headphones.  

One 
haemodialysis 
session (length of 
time listening to 
music not 
specified) 

Simple State-Trait 
anxiety inventory 

  

VAS pain scale 

 

One form of 
McGill pain 
questionnaire 

 

Pre/post 
intervention. 
Measures 
taken 45 
minutes into 
HD session 
for control 
group, after 
music 
listening for 
experimental 
group.  

Significant 
difference 
between groups 
in terms of 
anxiety – both 
before and after 
intervention. 

 

• Results focused on variables 
not outlined in the 
introduction or method, 
including gender and time. 
Constitutes data dredging. 

• There was a statistically 
significant difference in state 
anxiety between groups at 
baseline, therefore the 
groups were not similar to 
begin with. 

• The statistically significant 
difference in anxiety post-
intervention was only 
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Music evaluation 
form.  

observed in Trait scores 
which should be less 
amenable to change than 
state scores, suggesting the 
influence of a confounding 
variable. 

Lin et al. 
(2012) 

88 RCT Pre-recorded 
music: 

Playlist of 
music selected 
from samples 
provided by 
researcher – all 
samples met 
recommend 
guidelines for 
tempo in music 
therapy.  

Total 2 weeks, 
intervention 1 
week:  

 

First week 
development of 
the music playlist 

 

Second week the 
intervention.  

Simple Hemodialysis 
Adverse 
Reactions Self-
Assessment Scale 

 

Hemodialysis 
Stressor Scale 

Physiological 
measures  

Before and 
after therapy – 
doesn’t 
specify when 
therapy ended 
– after each 
session or 
after the two 
weeks  

Significant 
reduction in 
frequency and 
severity of 
adverse 
reactions 
between groups. 

Significantly 
increase o2 sats 
in experimental 
group. 

Significant 
difference in 
HSS.  

 

• There were demographic 
differences between the 
control and experimental 
group at baseline, but these 
were taken into 
consideration during the 
statistical analysis. 

• No sample size calculation 
was conducted, therefore 
whether it was adequately 
powered is not known  
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Momenna
sab et al. 
(2018) 

150 (Sample 
size 
calculation) 

RCT pre/post 
test design – 2 
experimental 
groups (music 
listening during 
HD or before 
bed), 1 control 
group 

Pre-recorded 
music: 

Play list of 
music chosen in 
conjunction 
with a 
neuroscience as 
‘mood making’ 
music 

4 weeks Simple Pittsburgh Sleep 
Quality Index 
(PSQI)  

5 weeks from 
baseline data 
collection (1 
week post 
intervention 
or 5 weeks 
after pre-test 
in control 
group) 

Statistically 
significant 
difference 
between all 
three groups 
after 
intervention, 
and for the 
experimental 
groups pre/post-
test (except day 
time 
dysfunction) 

• Patients over the age of 60 
were excluded therefore the 
sample is less representative 
of the general HD 
population. 

• Pre/Post-test design and lack 
of longitudinal follow-up 
fails to show any long term 
improvement. 

• Small sample size (but 
adequately powered) 

• Well conducted study. 

Koca 
Kutlu and 
Eren 
(2014) 

60 RCT Pre-recorded 
music: 

30 minutes of 
instrumental 
Turkish art 
music  

12 sessions of 
haemodialysis 

Simple Pain VAS 

 

Nausea VAS 

 

Vomiting VAS 

 

Cramping VAS 

 

12 sessions of 
haemodialysis 
(outcomes 
administered 
after each 
session) 

Statistically 
significant 
difference in 
mean pain score 
between  
Statistically 
significant 
differences in 
nausea between 
groups at 3rd 
10th and 12th 
sessions. 

• Very little description on 
control group, limiting 
replication.  

• No instructions provided to 
control group to reduce 
contamination. 

• No sample size calculation, 
therefore it is not clear if 
there was adequate statistical 
power.  
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Midilli et 
al. (2017) 

46 RCT Pre-recorded 
music: 

hicazmaqam 
and 
nihavendmaqam  

30 minutes during 
the start of one 
haemodialysis 
session 

 

Simple State trait anxiety 
inventory 

 

Physical 
observations 

Vital signs 
measured at 
baseline and 
hourly, STAI 
administered 
baseline, 
immediately 
after music 
and 4th hour of 
HD 

Statistically 
significant 
difference 
between mean 
STAI scores 
between groups 
at the 30th min 
(immediately 
post 
intervention). 
But not after 
HD session.  

• No sample size calculation 
was carried out to identify 
statistically significant 
differences in an 
underpowered study.  

• While demographic data was 
collected there was no 
comparison of baseline 
demographics between 
groups  

•  No instructions provided to 
control group to reduce risk 
of contamination  

Rowe et 
al. (2011) 

12 patients 
(11 women, 
one man) 

Qualitative -– 
phenomenology 

 

Arts-in-
Medicine 
programme: 
Artist-in-
residence who 
works with 
watercolours, 
acrylics, 
printmaking, 
pen and ink, 
monoprinting, 
collage and 
mosaics. 

Five years Highly 
complex 

Interviews – both 
on the unit and at 
home 

N/A Main themes: 
experience of 
dialysis, 
difficulties and 
limitations of 
doing art on the 
unit, time and 
absorption, 
productivity, the 
role of artists, 
belonging and 
social 
interaction, 
ideas of art, 

• This is a qualitative study 
therefore no causal 
inferences can be drawn 
from the data.  

• Women were also 
significantly over-
represented in the sample; of 
12 participants only 1 was 
male. Therefore, the sample 
is not representative of the 
haemodialysis population. 
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relationships 
between home 
and the unit.  

Kim et al. 
(2015) 

Seven 
articles 

Systematic 
review and 
meta-analysis 

Music listening 
interventions. 

Varied across 
each paper: 

 

30 minutes/three 
weeks – 180 
minutes/Four 
weeks 

Simple Anxiety - STAI 

 

 

One week – 
three weeks 

Moderate 
significant 
effect on 
anxiety 

• 5 of the 7 articles were 
written in Korean which 
limits the ability to 
generalise these results – but 
also the ability to critically 
appraise the chosen articles 
independently of the 
information provided in this 
review.  

Caminha 
et al. 
(2009) 

43 Non-controlled 
clinical test 
(Quasi-
experimental 
trial) 

Live music 
listening: 

Improvised 
musical rhythms 
of either Waltz 
or March.  

20 minutes. 

Once a week 
during a 
haemodialysis 
session 

Moderatel
y complex 

‘Subjective state’ 
unclear whether 
this tool is 
validated.  

 

Pre/post-test 
once a week 
for 2 weeks, 
different 
rhythm in 
week one and 
week two.  

Music improved 
subjective state 
and temporal 
perception 
regardless of 
musical rhythm.  

• Poorly written, difficult to 
read. Appears to be issues 
with the translation 

• A few ethically questionable 
things were reported– such 
as refusing patient requests 
to watch the TV or turn the 
volume down, because of the 
importance of 
‘concentration’.  
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‘Temporal 
perception’ by 
self-report.  

• The focus here is also on the 
effect of specific rhythms as 
opposed to music as a whole 

• The validity of the 
questionnaire measuring 
subjective states is unclear – 
Appears to be a scale used in 
a specific hospital in Sao 
Paulo.  

Schuster 
(1985) 

63 ‘two sample 
design’ possible 
quasi-
experimental 
trial. Control 
group but no 
evidence of 
randomisation.  

Pre-recorded 
music: 

Cassette tape 
chosen by 
patient, patient 
had a choice of 
classical, pop, 
rock, jazz, 
country/western
, gospel, easy 
listening, swing 
and blue grass. 
Music played 
during treatment 
for 2 hours in 
total with a 1 

Two hours during 
HD over three 
weeks.  

Simple Blood pressure.  Two week 
baseline 
measurement 
of blood 
pressure (once 
a session), 
three 
measurement 
of blood 
pressure over 
the treatment 
period (once a 
session).  

Control group 
had higher 
anxiety 
compared to the 
experimental 
group in the 
dialysis rating 
form, this was 
not statistically 
analysed. 

No statistically 
significant 
difference in 
blood pressure 
readings.  

• Methodology and result are 
poorly presented and 
difficult to follow. 

• No sample size calculation 
was carried out 

• Data was collected that was 
not reported or interpreted in 
the results section  
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hour break in 
between.  

Shabando
kht-Zarmi 
et al. 
(2017) 

114 
(Conducted 
sample size 
calculation) 

Randomised 
clinical trial 

Pre-recorded 
music:  

Mp4 player with 
headphones, 
selected music 
from a pre-
selected playlist 
determined by 
cultural 
background, 
comparison 
group had to 
wear 
headphones 
alone, control 
group received 
nothing 

6 min prior to 
venipuncture and 
during 
venipuncture 
procedure. 

Simple VAS pain scale One minute 
post 
venipuncture 
procedure 

Significant 
difference 
between music 
and control 
group and music 
and headphone 
group in post-
test pain scores. 
No difference 
between 
headphone and 
control group 

• Methodologically strong 
study. 
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Grehan 
(2010) 

18 (30 
participants 
participated 
in the actual 
programme, 
but only 18 
participated 
in the study) 

Programme 
evaluation - 
qualitative 

Participatory 
music: 

Singing and 
playing along 
on hand-held 
percussion 
instruments to 
familiar songs 

12 sessions, two 
hours per session, 
during HD over 
10 months 

Highly 
complex 

Three one-to-one 
open ended 
interviews 

Interviews 
took place 
prior to 
session one, 
after session 
four and 
during the 
final session. 
The actual 
length of time 
wasn’t 
described. 

Shift in mood 
(felt livelier, 
more relaxed, 
mood improved, 
happier etc.) 
Change in 
perceptions of 
dialysis (Helped 
pass the time, 
looking forward 
to the sessions 
for the music). 
100% of 
respondents said 
they were glad 
to have 
participated in 
the music by the 
final interview. 

• Grey literature, therefore this 
does not provide robust 
evidence on effectiveness of 
the intervention. Focus is on 
evaluation of the existing 
service and to promote 
continued engagement. 
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Moss 
(2012) 

13 patients, 
8 staff  

Programme 
evaluation – 
forms included 
both closed and 
opened 
questions 

Arts-in-
Medicine 
programme: 
Predominantly 
visual arts – 
painting and 
drawing 

Report from the 
last year. 

Highly 
complex 

Two 
questionnaires 
exploring 
experiences and 
preferences. 

Not specified 
but it is 
evaluating the 
year of 2011-
2012, so 
retrospective 
cross-
sectional?  

Helps pass the 
time, develop 
new skills and 
interests, very 
relaxing and 
stimulation, 
opportunity to 
try something 
new, reduces 
blood pressure. 
Majority of 
participants 
identified the 
renal dialysis 
unit at bedside 
as where they 
would most like 
to have the 
activities carried 
out. 

• Grey literature, therefore this 
does not provide robust 
evidence on effectiveness of 
the intervention, instead was 
a programme evaluation  

• A number of claims are 
made about the effects of 
music that are not supported 
by the evidence provided 
(i.e. a reduction in blood 
pressure) 
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Field 
(2007) 

Two Case 
studies 

Case study/ 
Guidelines for 
establishing art 
in 
haemodialysis 
services 

Arts-in-
Medicine 
programme: 

Predominantly 
visual arts -– 
Painting/Crafts 

2 hours, although 
it is unclear how 
many sessions per 
week/ per shift (at 
least once a week) 

Highly 
complex 

Case studies Ongoing? Improve QoL, 
stimulating, 
empowerment, 
constructive use 
of time, 
decreases 
anxiety and 
stress, increase 
social 
interaction, time 
passes more 
quickly, sense 
of purpose and 
achievement, 
challenging, 
develop new 
skills, asserts 
patients 
individuality. 

• Grey literature, therefore this 
does not provide robust 
evidence on effectiveness of 
the intervention  
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Burrai et 
al. (2019) 

24 Randomised 
controlled 
crossover study 

Live singing 
intervention 
performed by a 
trained nurse. 

Patients selected 
nine songs from 
a playlist 
developed by 
the nurse and 
first author.  

15 minutes over 
six consecutive 
haemodialysis 
sessions. 
Occurred during 
the start of the 
second hour of 
dialysis 

 Continuous blood 
pressure 
measurement 
throughout 
session,  

Kt/V 

SF-12 to measure 
quality of life 

PSQI to measure 
sleep quality 

HADS 

Pain VAS 

5 weeks Increase in 
patients’ 
posttest 
diastolic BP on 
second day of 
music 
intervention.  

No difference in 
Kt/V 

Improved PCS 
in male subjects 
and within 
subjects, but not 
between groups 

PSQI were 
significantly 
reduced in 
experimental 
group compared 
to control 

Prevalence of 
anxiety and 
depression 
reduced in 

• Very small sample size. 
Authors say in 
discussion section that 
the study is a pilot 
study, yet their 
objectives and the 
reported results are 
inappropriate for a pilot 
study. 
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experimental 
compared to 
control. 

Reduction in 
other physical 
symptoms  

Pedreira-
Robles  et 
al., 2018 

41 (14 
analysed) 

Observational 
study 

Clown care, 
mandala 
workshops and 
festival 
celebrations 

Not described. 
Study was 
conducted over a 
year but level of 
engagement in 
activities was not 
described or 
captured 

Highly 
complex 

BADL 

IADL 

Hamilton Anxiety 
Scale and 
Goldbery anxiety 
and depression 
scale  

Minimental 
questionnaire 

SF-12 

Patient 
satisfaction 

One year No changes in 
HRQoL or 
physical status 
measures. 
Improvement in 
anxiety that was 
not statistically 
significant.  

Significant 
increase in 
willingness to 
participate. 

• Inadequate description 
of intervention, unable 
to assess dose or 
fidelity across 
participants 

• High level of attrition 
due to disease 
progression 

• Analysis done on only 
14 patients 
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Melo et 
al.,(2018) 

60 Randomised 
clinical trial 

Music listening 
intervention – 
Vivaldi’s four 
seasons 
administered 
through mp3 
player and 
headphones. 

30 minutes Simple State-Trait 
Anxiety Inventory 
(STAI) 

Physical 
observations 

30 minutes Significant 
improvement in 
state anxiety 
level, systolic 
BP, heart rate 
and respirations 
in experimental 
group 

• Inadequate description 
of the control group 
(says they received an 
intervention but does 
not detail what this 
was) 

• Took measures to 
reduce contamination, 
including conducting 
study across multiple 
sites 

Kisihida 
et al. 

120 Mult-site, 
single-blind 
randomised 
controlled trial 

(Slightl cross-
over element to 
design) 

Music listening 
intervention 
during 
cannulation– 
Mozart’s Sonata 
compared to 
white noise 
compared to 
headphones and 
no noise 

 

Four weeks total 
(One week for 
music and white 
noise condition, 
two weeks for no 
noise cndution) 

Administered 
eight minutes 
before 
cannulation and 
stopped once 
session finishes 

Simple VAS – pain score 

VAS – anxiety 
score 

Blood pressure, 
heart rate 

State-Trait 
Anxiety Inventory 
(STAI) 

 

 

Four weeks Protocol, not yet 
completed 

Well-designed study, contains 
multiple controlling elements, 
used a previous pilot trial to 
calculate the sample size, blinding 
of assessors. 
 

Cancer literature 
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McCabe 
et al. 
(2013)) 

199 
recruited, 
180 
retained. 
Sample size 
calculation 
carried out. 
(needed 100 
in each arm 
for 
statistical 
power) 

Multi-method. 

 

Quantitative – 
RCT 

 

Qualitative – 
semi-structured 
interviews 

Receptive visual 
art intervention 
entitled ‘Open 
Window’ 
involved 
virtually 
viewing art via  

Consistent access 
to OW during 
hospitalisation for 
stem cell 
transplantation. 

Simple Hospital Anxiety 
and Depression 
Scale  

 

Distress 
Thermometer.  

 

Semi-structured 
interviews 

Data was 
collected at 
seven time 
points, total 
follow-up was 
six months 
post-
transplant.  

T1 (day of 
admission); 
T2 (Day ?1, 
the day before 
transplant); 
T3 (Day +7, 
seven days 
after 
transplant); 
T4 (prior to 
discharge); T5 
(Day +60 post 
transplant); 
T6 (Day +100 
post 
transplant); 
and T7 (6 

Significantly 
lower anxiety at 
T2, T3 and T5, 
significantly 
lower 
depression at T2 
in the 
intervention 
group. No 
significant 
difference in 
distress. 

• Less generalizable to the 
haemodialysis population as 
it is focused on BMT 
patients 

• Treated HADs as 
dichotomous categorical data 
as opposed to continuous 
data. This reduces the power 
of the study and introduces 
misclassification bias. 

• Did not retain enough 
participants to ensure 
adequate statistical power 
throughout. 
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months post 
transplant). 

Hanson et 
al. (2013) 

80 – 
convenience 
sample 

Mixed methods 
‘post-test 
descriptive 
exploratory 
design’.  

 

Receptive visual 
arts 
intervention, a 
DVD of 60 
photographs, 
patients 
controlled how 
long each 
photograph was 
displayed on a 
screen. 

Time taken to 
view the 60 
photographs, this 
was timed with a 
stop watch.  

Simple ECOG,  

QoL LASA,  

 

Fatigue  

 

Visual arts 
research survey 

Post-
intervention. 

No further 
follow-up. 

96% of 
participants 
reported 
enjoying 
viewing the 
photographs, 
“Photos, 
particularly 
sunsets, flowers, 
and soft scenes, 
can be helpful 
in reducing 
pain. They can 
be effective in 
the healing 
process.” 

• Less generalizable to the 
haemodialysis population as 
it is focused on BMT 
patients 

• Focus is on patient 
preferences, not impact. 

• Survey developed by the 
researchers contained some 
items that would validated, 
such as attention and mood.  
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Lawson et 
al. 
(2012b) 

20 
participants. 

Quantitative 
pre/post-test 
crossover 
design 

Active visual 
arts activity 
‘Tiles of Hope’ 
a 40-60 minute 
tile painting 
activity. They 
would also 
display the work 
from this 
activity on in 
the waiting 
room four times 
a year. Appears 
to be an 
established 
programme. 

40-60 minutes, 
depending on how 
long it took for 
the participant to 
complete the 
activity  

Moderatel
y complex 

State Trait 
Anxiety Inventory  

 

Therapy Related 
Symptom 
Checklist 

 

Salivary cortisol  

Post-
intervention, 
no long term 
follow-up. 
Although data 
collection 
occurred 
twice for each 
participant 
due to the 
cross over 
design 

Significant 
reduction 
pre/post test for 
intervention 
group, and 
significant 
reduction 
pre/post test in 
salivary cortisol 
for both 
intervention and 
control group – 
potentially due 
to natural 
diurnal variation 
in cortisol. No 
significant 
difference with 
STAI 

• Less generalizable to the 
haemodialysis population as 
it is focused on BMT 
patients 

• Justification was not 
provided for the length of 
washout period, may result 
in contamination. 

• No sample size calculation 
was conducted to determine 
adequate statistical power 

• Majority of participants 
initially completed the 
intervention condition 
(14/20), increasing the 
potential impact of 
contamination on results 
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Lawson et 
al. (2017) 

21 Qualitative Active visual 
arts activity 
‘Tiles of Hope’ 
a 40-60 minute 
tile painting 
activity. They 
would also 
display the work 
from this 
activity on in 
the waiting 
room four times 
a year. Appears 
to be an 
established 
programme. 

40-60 minutes, 
depending on how 
long it took for 
the participant to 
complete the 
activity 

Moderatel
y complex 

Post-intervention 
semi-structured 
interviews that 
were thematically 
analysed 

Post-
intervention. 

Identified 
themes 
included: 
meaningful 
activity, 
expression, 
passing time, 
social outlet, 
negative aspects 
of painting, 
encouragement 
to paint. 

• Less generalizable to the 
haemodialysis population as 
it is focused on BMT 
patients 

Lawson et 
al. 
(2012a) 

20 Qualitative  Active visual 
arts activity 
‘Tiles of Hope’ 
a 40-60 minute 
tile painting 
activity. They 
would also 
display the work 
from this 
activity on in 

40-60 minutes, 
depending on how 
long it took for 
the participant to 
complete the 
activity 

Moderatel
y complex 

Post-intervention 
semi-structured 
interviews 
analysed using 
inductive analysis. 

Post-
intervention 

Identified 
themes included 
Occupying time, 
creative 
expression, 
reactions to tile 
painting, 
support, side-
effects, other 
suggested 

• Less generalizable to the 
haemodialysis population as 
it is focused on BMT 
patients.   
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the waiting 
room four times 
a year. Appears 
to be an 
established 
programme. 

activities, BMT 
treatment and 
life changes, life 
outlook, shared 
painting 
experience, 
spirituality and 
barriers. 
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Appendix 5. iCAT-SR Table for different intervention types 
 

Core dimension Pre-recorded music 
listening 
interventions  

Live music listening 
interventions 

Arts-in-Medicine 
programmes 

Visual art-viewing 
interventions 

Visual art-making 
interventions 

Participatory music 
intervention 

1. Active components 
included in the intervention, in 
relation to the comparison 

One component One component More than one 
component and delivered 
as a bundle 

One component More than one 
component 

More than one 
component and 
delivered as a bundle 

2. Behaviour or actions of 
intervention recipients or 
participants to which the 
intervention is directed 

Single target Single target Dual target Single target Single target Dual target 

3. Organisational levels and 
categories targeted by the 
intervention 

Single category Single Category Multi-category Single Category Single Category Multi-category 

4. The degree of tailoring 
intended or flexibility 
permitted across sites or 

Varies (mostly 
inflexible) 

Inflexible Highly tailored/ flexible Moderately tailored/ 
flexible  

Moderately tailored/ 
flexible 

Highly tailored/ 
flexible 
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Core dimension Pre-recorded music 
listening 
interventions  

Live music listening 
interventions 

Arts-in-Medicine 
programmes 

Visual art-viewing 
interventions 

Visual art-making 
interventions 

Participatory music 
intervention 

individuals in applying or 
implementing the intervention 

5. The level of skill required 
by those delivering the 
intervention in order to meet 
the intervention objectives 

Basic skills High level skills 
(ability to play a 
musical instrument) 

High level skills 
(professional artist) 

Basic skills Basic skills High level skills 
(professional 
musicians) 

6. The level of skill required 
for the targeted behaviour 
when entering the included 
studies by those receiving the 
intervention, in order to meet 
the intervention objectives 

Basic Skills Basic skills Basic skills Basic skills Basic skills Basic skills 

Optional Dimension Pre-recorded music 
listening 
interventions  

Live music listening 
interventions 

Arts-in-Medicine 
programmes 

Visual art-viewing 
interventions 

Visual art-making 
interventions 

Participatory	music	
intervention	

7. The degree of interaction 
between intervention 

Independent Independent High level interaction Independent Moderate interaction High level interaction 
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Core dimension Pre-recorded music 
listening 
interventions  

Live music listening 
interventions 

Arts-in-Medicine 
programmes 

Visual art-viewing 
interventions 

Visual art-making 
interventions 

Participatory music 
intervention 

components, including the 
independence/interdependence 
of intervention components 

8. The degree to which the 
effects of the intervention are 
dependent on the context or 
setting in which it is 
implemented 

Varies (majority 
independent) 

Independent Moderately context 
dependent 

Moderately context 
dependent 

Moderately context 
dependent 

Moderately context 
dependent 

9. The degree to which the 
effects of the intervention are 
changed by recipient or 
provider factors 

Unclear - Not 
considered in articles 

Unclear - Not 
considered in articles 

Highly dependent on 
individual-level factors 

Highly dependent on 
individual-level factors 

Highly dependent on 
individual-level factors 

Highly dependent on 
individual-level factors 

10. The nature of the causal 
pathway between the 
intervention and the outcome 
it is intended to effect 

Pathway linear, short Pathway linear, short Pathway variable, long Pathway linear, long Pathway variable, short Unclear, only one 
available article is a 
piece of grey literature 
(Grehan, 2010)  

Overall complexity Simple Simple Highly complex Simple Moderately complex Highly complex 
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Appendix 6. Ethical amendment to photograph and display participant 
artwork 
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Appendix 7. Participant artwork 
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Appendix 8. Personal arts practice published in the Journal of Visual 
Communication in Medicine 
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Appendix 9. Example activity log 
Day of week Shift Session ID No. Description of activity/Materials Duration 
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10/10/2018 Afternoon 1 20 Participant had previously informed the 
facilitator during recruitment that they wanted to 
learn to sketch. They stated that they had 
attended painting lessons but had never been 
given the opportunity to draw any of the images 
they painted themselves; instead the images were 
drawn by the facilitator. The session consisted of 
teaching the participant about the different types 
of pencils in the art kit provided, how to draw an 
image by breaking an item down into different 
shapes and bringing them together, and different 
shading techniques. The image being drawn was 
a cup of tea that was sitting in front of the 
participant on their table and the facilitator 
emphasised the importance of drawing ‘what 
you see’ as opposed to what you think an image 
should look like. The participant was highly 
critical of their abilities and the facilitator 
provided reassurance throughout. The participant 
also has hemiplegia as the result of a stroke and 
the facilitation also involved assistance with the 
materials. 

 

Participant had no previous experience of 
sketching or drawing.  

 

Materials: Sketchbook, graphite pencils of 
varying shades 

 

At the end of the session the facilitator planned 
the next session with the participant. The 

1 hour. 
Drawing and 
painting 
unfinished, 
planned to 
continue it 
during the 
next session. 
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participant stated that they would like to learn 
how to draw a face.  
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26/10/2018 Afternoon 6 (final 
session) 

20 Participant continued work from previous 
session, drawing from a reference image that had 
previously been drawn by the facilitator of 
tulips. Facilitation focused on guidance on how 
to draw the image and providing some assistance 
with the materials as the participant only had 
movement in one arm. The participant had 
brought in a painting they had completed in an 
art class they attended several years ago at a day 
center they had previously attended and the 
facilitator showed the nursing staff the painting 
with the participant’s permission.  

The participant stated that they were sad the 
sessions were ending, that they were very happy 
and ‘can’t believe’ that they were getting to take 
the materials home for free and that they hoped 
to continue drawing while at home. They made a 
comment that if they had a teacher similar to the 
facilitator when they were younger they would 
have been drawing for years.  

Participant completed the questionnaires at the 
end of the session but did not finish the sketch of 
the flowers. The facilitator removed the image 
from their own sketchbook and gave it to the 
participant to allow them to continue the 
drawing whenever they were at home.   

1 hour 20 
minutes 
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Appendix 10. Ethical approval letter (OREC NI) 
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Appendix 11. Trust approval for substantial amendment 
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Appendix 12. Patient information sheet – Pilot cluster RCT 
 

 
 

Developing an arts-based intervention for patients with end-stage kidney disease receiving haemodialysis 

Participant information sheet – Feasibility Trial 

 We would like to invite you take part in a research study. Before you decide whether to take part it is important 
for you to understand what the research will involve and why it is being done. Please take time to read this information 
sheet carefully and discuss it with friends and family if you wish. You can choose to decide whether or not take part in 
this research, and if you decide not to take part it will not affect the care that you receive from your own healthcare 

team. Ask us if you have any questions or would like more information.  

 

 

 

 

 

Part 1: What is the study and why is it being carried out? 
What is the purpose of the study? 
Haemodialysis is a time-consuming treatment that requires people to spend a significant amount of time in hospital. 
Arts activities can be used in hospitals to help patients fill their time with something that is creative and enjoyable. The 
purpose of this study is to explore the best way of delivering artistic activities to patients who are receiving 

CONTENTS 

Part 1: What is the study and why is it being carried out? 

Part 2: What does the study involve? 

Part 3: Important information  
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haemodialysis, whether these activities can improve mood and wellbeing, and how this can be measured in future 
studies.  

Why have I been asked to take part in this study? 

1. You are attending the Antrim Area Hospital’s Renal Unit and are currently receiving haemodialysis 
2. We would like to know whether art can be beneficial for all patients receiving haemodialysis 

Do I have to take part? 
It is your decision whether to take part in this study or not. If you would like to take part you will be asked to keep this 
information sheet and sign a consent form. If you decide to take part you are able to withdraw at any time, and you do 
not need to provide a reason. Deciding to withdraw from the study will not impact on the standard of care you receive. 

Part 2: What does the study involve? 
How will the research be carried out? 
The research is a ‘randomised controlled trial’. This means that when someone chooses to take part they are assigned at 
random to either take part in the artistic activity or not. This allows us to compare the people who take part in the 
activity to those who did not.  A small number of people will be asked to consider doing an interview about their 
experience of the study. 

What will happen if I decide to take part in the study? 
• You will be asked to sign a consent form and will then be asked to complete three questionnaires (about your 

quality of life, symptoms, and mood).  
• People will be assigned at random to take part in art, and will be offered a selection of artistic activities to 

choose from. You can choose whatever activity you feel you would enjoy the most. You will be asked to take 
part in this activity during your dialysis sessions over the course of three weeks. 

• People assigned at random to not receive the intervention will attend the clinic as usual, and this will not affect 
the care that you receive from your own healthcare team. At the end of the study you will be provided with art 
materials and receive a facilitated art session. 

• You will be asked to complete the three questionnaires two weeks, six weeks and three months after joining the 
study. This will happen during your regular visits to the hospital, so you will not need to make any extra trips to 
the hospital.  

• You will also be asked to keep track of your hospital or GP visits during the study.  
• We will ask to interview a small number of people about their experiences of the study. 
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• During the course of the study it is possible you may become unwell and be unable to complete the activity or 
the questionnaires. If this happens we would like to use the data you have already given us, with your consent.  

• Your consultant will be informed of your participation in this research by letter, this will help ensure the study 
does not infringe on your planned care or treatment. 

Will any other information be collected? 
We will ask you some questions about your occupation and education. We will also ask you about your medical history, 
diagnosis, medication and use of health services.  

How long will the research last? 
Most people will be in the study for three months.  

What are the possible disadvantages of taking part?  
We may ask you to take part in an artistic activity during haemodialysis sessions. We will try to make the activities easy, 
engaging and fun. It may seem strange or uncomfortable to take part in an arts activity in a clinical setting, and you may 
be worried it will affect your dialysis. The range of activities have been reviewed by an advisory group that includes 
patients, staff and artists who work in clinical settings, to ensure that they’re safe, appropriate for the dialysis unit and 
won’t impact your treatment. 

We will ask you to complete questionnaires over the 3 month period you are in the study. The questionnaires cover 
subjects that you may find intrusive or upsetting to talk about, including symptoms you’re experiencing, their impact on 
your life relationships and your mental health. You can choose not to answer any questions you do not feel comfortable 
answering and this will not affect your treatment or participation in the study. We will help you fill out these 
questionnaires and try and make this a quick and easy task, but if you feel you need additional emotional support we 
will be able to direct you to supportive services.    

What are the possible benefits of taking part? 
We cannot promise that this study will help you, but many people find art enjoyable and find that it improves their 
mood and reduces anxiety. Taking part in artistic activities can also help distract people from unpleasant symptoms and 
medical treatments. People who take part in research also can feel a sense of satisfaction as they are helping improve 
the care of others.  

Due to the need to reduce the spread of infection in the clinical setting any arts supplies that are used will not be shared 
throughout the unit, because of this the art supplies will be your own and at the end of the study you will be able to 
keep these for your own use. If you have been randomly assigned to the comparison group you won’t be taking part in 
the arts activities during the study, however we will provide you with a packet of identical arts supplies on completion of 
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the study and will receive instruction on how to use these supplies so you can take part in arts activities in your own 
time.  

Important information 
What will happen if I don’t want to carry on with the study? 
Involvement in the study is completely voluntary and you can decide to stop at any point. You do not need to provide a 
reason for leaving the study. If you decide to leave we will ask if we can use the information that you have already 
provided, it is your choice whether to say yes or no.  

What if I become ill during the study and cannot speak for myself? 
We will ask for your permission at the start of the study to use the information that we have collected up until this point. 
If you become ill and cannot speak for yourself we will not collect any further information from you, and will only use 
the information in ways you had already agreed to. 

How will the researchers keep my information confidential? 
Any confidential written information will be stored in locked filing cabinets, in a locked office, at Queen’s University and 
will be destroyed after five years. All digital information will be stored on secure servers and will be password protected. 
Any identifiable information, including your name and address, will be removed. The results of this research will be 
published but will not include any information that will allow people to identify those who participated. If you have 
provided information that causes the researcher to be concerned about your wellbeing or the wellbeing of a child, we 
will discuss this with you and an appropriate third party may need to be informed. 

What will happen to the results of the research?  
The results of this study will be published in peer-reviewed journals, presented at research conferences and will form a 
final PhD thesis. If you are interested we can provide you with a summary of results once data analysis has finished, and 
you can contact the research team if you would like a copy of any publications. The hope is that these results will inform 
a larger study and influence policy and practice. 

Who is funding and carrying out this research? 
This study is part of a PhD project funded by the Department for the Economy (DfE). It is being carried out by Claire 
Carswell, a registered mental health nurse at Queen’s University Belfast. Her supervision team includes Dr Helen Noble, 
Professor Joanne Reid and Dr Ian Walsh 

Who has reviewed the study? 



516 
 
 

 

 

 

 

 

 

 

 

This research has been reviewed by an independent Research Ethics Committee that is responsible for protecting the 
rights and safety of research participants. This study has been given a favourable opinion by the Office of Research 
Ethics Committees for Northern Ireland. 
 
Who do I contact for further information? 
If you have any questions or would like further information please feel free to contact: 

Claire Carswell 
Telephone: 028 9097 5766 
Email: ccarswell02@qub.ac.uk 

Dr Helen Noble 
Telephone: 028 9097 2472 
Email: helen.noble@qub.ac.uk 
 
Professor Joanne Reid 
Telephone: 028 9097 2459 
Email: j.reid@qub.ac.uk 
 
Dr Ian Walsh 
Telephone: 028 9097 8983 
Email: i.walsh@qub.ac.uk 
 

Complaints procedure  
If you have any complaints about the research or a member of the research team you have the right to complain. If you 
don’t wish to discuss your complaint with a member of the research team or your own healthcare team, please contact:  

Research Governance, Ethics and Integrity Manager 
Dr Paula Tighe 
p.tighe@qub.ac.uk 
Tel: +44 (0)28 9097 3861 
 
 
 

School of Nursing and Midwifery 

Queen's University Belfast 

Medical Biology Centre 

97 Lisburn Road 

Belfast BT9 7BL 
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Appendix 13. Participant consent form – Pilot cluster RCT 
 

Patient Consent form – Randomised Controlled Trial 
Study Title: Developing an arts-based intervention in patients with end-stage kidney disease receiving haemodialysis 
Name of Researcher: Claire Carswell 

Please initial 
box 

1 I confirm that I have read the information sheet dated 04.07.18, version 
0.4 for the above study. I have had the opportunity to consider the 
information, ask questions, and had my questions answered fully. 

 
 

2 I understand that my participation is voluntary and that I am free to 
withdraw at any time, without giving any reason, without having my 
care affected.  

 
 

3 I understand that the study is being conducted as part of a PhD project 
from Queen’s University Belfast and that my personal information will 
be held securely on the university premises and will be handled 
according to the Data Protection Act 2018 

 
 

4 I understand that data collected as part of this may be looked at by 
authorized individuals from Queen’s University Belfast where it is 
relevant to my taking part in this research. I give permission for these 
individuals to have access to this information. 

 

5 I agree to take part in the above study.  
 
Name of participant    Date               Signature 
 
 
Researcher      Date     Signature 
 

Anonymous ID code: 
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Appendix 14. Minor amendment approval 
 



519 
 
 

 

 

 

 

 

 

 

 

Appendix 15. Patient Information Sheet – Process evaluation 

 

Developing an arts-based intervention for patients with end-stage kidney disease receiving haemodialysis 

Participant information sheet – Process Evaluation – Interview 

 We would like to invite you take part in a research study. Before you decide whether to take part it is important 
for you to understand what the research will involve and why it is being done. Please take time to read this information 
sheet carefully and discuss it with friends and family if you wish. You can choose to decide whether or not take part in 
this research, and if you decide not to take part it will not affect the care that you receive from your own healthcare 

team. Ask us if you have any questions or would like more information.  

 

 

 

 

 

Part 1: What is the study and why is it being carried out? 
What is the purpose of the study? 
Haemodialysis is a time-consuming treatment that requires people to spend a significant amount of time in hospital. 
Arts activities can be used in hospitals to help patients fill their time with something that is creative and enjoyable. The 
purpose of this study is to explore the best way of delivering artistic activities to patients who are receiving 
haemodialysis and how best to carry out research in this area. 

Why have I been asked to take part in this study? 

1. You are attending the Antrim Area Hospital’s Renal Unit and are currently receiving haemodialysis 
2. You are taking part in the randomised controlled trial.  

CONTENTS 

Part 1: What is the study and why is it being carried out? 

Part 2: What does the study involve? 

Part 3: Important information  
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Do I have to take part? 
It is your decision whether to take part in this study or not. If you would like to take part you will be asked to keep this 
information sheet and sign a consent form. If you decide to take part you are able to withdraw at any time, and you do 
not need to provide a reason. Deciding to withdraw from the study will not impact on the standard of care you receive. 

Part 2: What does the study involve? 
How will the research be carried out? 
This part of the research is a ‘process evaluation’, this means we are gathering information on peoples’ experiences of 
the intervention (the arts activities) and how it is being researched. 

What will happen if I decide to take part in the study? 
The researcher will arrange to meet with you to ask you some questions about your experiences relating to the 
intervention or the randomised controlled trial. For example, we are interested in why people decided to take part in 
the trial, what participants thought of the intervention and experiences of being part of a control group. Before the 
interview starts we will ask you to sign a consent form saying you are happy to take part in the process evaluation. To 
make sure the information is accurate we will record the interview. However you can ask us to stop recording at any 
time. The interview should not take any longer than 60 minutes. The interview can be carried out in your own home, at 
a place of your choosing or via telephone. 
 
What are the possible benefits of taking part? 
We cannot promise that this study will help you directly. However the results of this study will improve how the 
intervention (arts activities) is delivered and how future studies are carried out. Any relevant results will be presented to 
managers and staff so that service provision for patients with end-stage kidney disease receiving haemodialysis may be 
developed.  

Important information 
What will happen if I don't want to carry on with the study? 
Involvement in the study is completely voluntary and you can decide to stop at any point. You do not need to provide a 
reason for leaving the study. If you decide to withdraw we will not use any information that we have collected from you.   

What if I become distressed during the interview? 
The interview process has the potential to be distressing for you. Therefore if you would like to pause the interview the 
researcher will stop recording, and before starting again will ask you if you feel okay to continue. If the researcher feels 
you are too distressed they will discontinue the interview. If you feel you need further support after the interview the 
researcher will provide you with an information pack of support services you can access. 
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How will the researchers keep my information confidential? 
Any confidential written information will be stored in locked filing cabinets, in a locked office, at Queen’s University and 
will be destroyed after five years. All digital information will be stored on secure servers and will be password protected. 
Any identifiable information, including your name and address, will be removed. The results of this research will be 
published but will not include any information that will allow people to identify those who participated. If you have 
provided information that causes the researcher to be concerned about your wellbeing or the wellbeing of a child, we 
will discuss this with you and an appropriate third party may need to be informed. 

What will happen to the results of the research?  
The results of this study will be published in peer-reviewed journals, presented at research conferences and will form a 
final PhD thesis. If you are interested we can provide you with a summary of results once data analysis has finished, and 
you can contact the research team if you would like a copy of any publications. The hope is that these results will inform 
a larger study and influence policy and practice. 

Who is funding and carrying out this research? 
This study is part of a PhD project funded by the Department for the Economy (DfE). It is being carried out by Claire 
Carswell, a registered mental health nurse at Queen’s University Belfast. Her supervision team includes Dr Helen Noble, 
Professor Joanne Reid and Dr Ian Walsh 

Who has reviewed the study? 
This research has been reviewed by an independent Research Ethics Committee that is responsible for protecting the 
rights and safety of research participants. This study has been given a favourable opinion by the Office of Research 
Ethics Committees for Northern Ireland. 
 
Who do I contact for further information? 
If you have any questions or would like further information please feel free to contact: 

Claire Carswell 
Telephone: 028 9097 5766 
Email: ccarswell02@qub.ac.uk 

Dr Helen Noble 
Telephone: 028 9097 2472 
Email: helen.noble@qub.ac.uk 
 

School of Nursing and Midwifery 

Queen's University Belfast 

Medical Biology Centre 

97 Lisburn Road 

Belfast BT9 7BL 
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Professor Joanne Reid 
Telephone: 028 9097 2459 
Email: j.reid@qub.ac.uk 
 
Dr Ian Walsh 
Telephone: 028 9097 8983 
Email: i.walsh@qub.ac.uk 
 

Complaints procedure  
If you have any complaints about the research or a member of the research team you have the right to complain. If you 
don’t wish to discuss your complaint with a member of the research team or your own healthcare team, please contact:  

Research Governance, Ethics and Integrity Manager 
Dr Paula Tighe 
p.tighe@qub.ac.uk 
Tel: +44 (0)28 9097 3861 
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Appendix 16. Patient consent form – Process evaluation 

 
Patient Consent form – Process evaluation - Interview 

Study Title: Developing an arts-based intervention in patients with end-stage kidney disease receiving haemodialysis 
Name of Researcher: Claire Carswell 

Please initial 
box 

1 I confirm that I have read the information sheet dated 23.3.18, version 
0.3 for the above study. I have had the opportunity to consider the 
information, ask questions, and had my questions answered fully. 
 

 
 
 

2 I understand that my participation is voluntary and that I am free to 
withdraw at any time, without giving any reason, without having my 
care affected.  
 

 
 
 

3 I understand that the study is being conducted as part of a PhD project 
from Queen’s University Belfast and that my personal information will 
be held securely on the university premises and will be handled 
according to the Data Protection Act 2018 
 

 
 
 

4 I understand that data collected as part of this study may be looked at 
by authorized individuals from Queen’s University Belfast where it is 
relevant to my taking part in this research. I give permission for these 
individuals to have access to this information.  
 

 

5 I understand the interviews will be tape recorded and there is a 
possibility of direct quotation being used in publications. 

 
 

6 I understand that what is discussed during the interviews is confidential 
with the exception that if I disclose information that indicates that I am 
at risk of harming myself or others, or in danger of being harmed by 
someone else, the researcher is legally obliged to pass on this 
information to the relevant authority 
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7 I agree to take part in the interview. 
 
 

 

 

 

Name of participant    Date               Signature 

 

 

Researcher     Date               Signature 

 

 

 

 

 

 

 

 

 

 

 

 

 

Anonymous ID code: 
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Appendix 17. Healthcare professional information sheet – Process evaluation 

 

Developing an arts-based intervention for patients with end-stage kidney disease receiving haemodialysis 

Participant information sheet – HCP Process Evaluation – Interviews 

We would like to invite you take part in a research study. Before you decide whether to take part it is important for you 
to understand what the research will involve and why it is being done. Please take time to read this information sheet 
carefully and discuss it with friends and family if you wish. You can choose to decide whether or not take part in this 

research, and if you decide not to take part it will not affect the care that you receive from your own healthcare team. 
Ask us if you have any questions or would like more information.  

 

 

 

 

 

Part 1: What is the study and why is it being carried out? 
What is the purpose of the study? 
Haemodialysis is a time-consuming treatment that requires people to spend a significant amount of time in hospital. 
Arts activities can be used in hospitals to help patients fill their time with something that is creative and enjoyable. The 
purpose of this study is to explore the best way of delivering arts activities to patients who are receiving haemodialysis, 
and how we can best measure the benefits of these activities. It is important to consider the setting where these 
activities are taking place and examine how they may affect the working environment for healthcare staff.  

Why have I been asked to take part in this study? 
You have been selected to take part as you are a healthcare professional working in the haemodialysis unit where we 
are carrying out research exploring the use of art within the clinical setting. 

CONTENTS 

Part 1: What is the study and why is it being carried out? 

Part 2: What does the study involve? 

Part 3: Important information  
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Do I have to take part? 
It is your decision whether to take part in this study or not. If you decide to take part you are able to withdraw at any 
time, and you do not need to provide a reason.  

Part 2: What does the study involve? 
How will the research be carried out? 
This research is a process evaluation, this means we are talking to people to gather information on their experiences of 
an intervention (the arts activities) and how it is being researched and evaluated. 

What will happen if I decide to take part in the study? 
If you decide to participate in this research you will take part in a semi-structured interview with the researcher. The 
interview will focus on your experiences of these activities and how they have affected the working environment. You 
can choose whether or not respond throughout the interview and are not required to respond to any questions you do 
not wish to answer. 

 The interview will be organised at a place and time that is convenient for you. Before the interview takes place we will 
ask you to fill in a consent form stating that you agree to take part. 

What are the possible benefits of taking part?  
We cannot promise that this study will help you directly; however the results of the study will inform future research 
and service development that will aim to improve care provided to patients with end-stage kidney disease receiving 
haemodialysis in a way that will also improve the working environment for healthcare staff.  

Important information 
What will happen if I don't want to carry on with the study? 
Involvement in the study is completely voluntary and you can decide to stop at any point. If you leave during the study 
we will not use the data that we have collected from you. You do not need to provide a reason for leaving the study.  

How will the researchers keep my information confidential? 
Any confidential audio or written information will be stored in locked filing cabinets, in a locked office, at Queen’s 
University and will be destroyed after five years. All digital information will be transferred and stored on secure servers 
at Queen’s University Belfast and will be password protected, therefore only the researchers (Claire Carswell, Dr Helen 
Noble, Dr Joanne Reid and Dr Ian Walsh) will have access to recordings of the interviews. Any identifiable information 
will be removed. If you have provided information that causes the researcher to be concerned about malpractice the 
researcher will be obliged to contact the line manager of the healthcare professional involved. 

What will happen to the results of the research?  
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The results of this study will be published in peer-reviewed journals, presented at research conferences and will form a 
final PhD thesis. If you are interested we can provide you with a summary of results once data analysis has finished, and 
you can contact the research team if you would like a copy of any publications. The hope is that these results will inform 
a larger study and influence policy and practice. 

Who funding and carrying out this research? 

This study is part of a PhD project funded by the Department for the Economy (DfE). It is being carried out by Claire 
Carswell, a registered mental health nurse at Queen’s University Belfast. Her supervision team includes Dr Helen Noble, 
Professor Joanne Reid and Dr Ian Walsh 

Who has reviewed the study? 
This research has been reviewed by an independent Research Ethics Committee that is responsible for protecting the 
rights and safety of research participants. This study has been given a favourable opinion by the Office of Research 
Ethics Committees for Northern Ireland. 
 
Who do I contact for further information? 
If you have any questions or would like further information please feel free to contact: 

Claire Carswell 
Telephone: 028 9097 5766 
Email: ccarswell02@qub.ac.uk 

Dr Helen Noble 
Telephone: 028 9097 2472 
Email: helen.noble@qub.ac.uk 
 
Professor Joanne Reid 
Telephone: 028 9097 2459 
Email: j.reid@qub.ac.uk 
 
Dr Ian Walsh 
Telephone: 028 9097 8983 
Email: i.walsh@qub.ac.uk 
 

School of Nursing and Midwifery 

Queen's University Belfast 

Medical Biology Centre 

97 Lisburn Road 

Belfast BT9 7BL 
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Complaints procedure  
If you have any complaints about the research or a member of the research team you have the right to complain. If you 
don’t wish to discuss your complaint with a member of the research team or your own healthcare team, please contact:  

Research Governance, Ethics and Integrity Manager 
Dr Paula Tighe 
p.tighe@qub.ac.uk 
Tel: +44 (0)28 9097 3861 
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Appendix 18. Healthcare professional consent form – Process evaluation 

 
HCP Consent form – Process evaluation – Interviews 

Study Title: Developing an arts-based intervention in patients with end-stage kidney disease receiving haemodialysis 
Name of Researcher: Claire Carswell 

Please initial 
box 

1 I confirm that I have read the information sheet dated 27.02.18 version 
0.2 for the above study. I have had the opportunity to consider the 
information, ask questions, and had my questions answered fully. 

 

2 I understand that my participation is voluntary and that I am free to 
withdraw at any time without giving any reason.  

 

3 I understand that the study is being conducted as part of a PhD project 
from Queen’s University Belfast and that any personal information will 
be held securely on the university premises and will be handled 
according to the Data Protection Act 2018 

 
 

4 I understand that this study is confidential but there are limits to this 
confidentiality.  Revelations that are in clear breach of good medical 
practice may require confidentiality to be broken by the researchers. 

 

5 I understand the interview will be tape recorded and there is a 
possibility of direct quotation being used in publications. 

 

6 I agree to take part in the interview.  
 
 
Name of participant    Date               Signature 
 
Researcher     Date  

Anonymous ID code: 
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Appendix 19. Process evaluation interview guide - Experimental group 
The purpose of this interview is to gain a greater understanding of your experience and opinion of the arts activities that 
you participated in during the trial. There are a few areas I would like to discuss about this experience, both about the 
activities and different aspects of the study. If you would like to stop the interview at any time just let me know and it 
will be stopped. We can then start again when you are ready.  

How would you normally occupy your time while receiving haemodialysis? 

Reach 
What were your first thoughts and feelings about participating in art while receiving haemodialysis? 
Prompts: 

• Did you have previous experiences/interest in art? 
• What were your expectations? Did you have any concerns or worries? 

 Effectiveness 
How did participating in art make you feel? 
Prompts: 

• How do you normally feel during haemodialysis sessions? 
• How did you feel during the art-making sessions?  
• How did you feel after the art-making sessions? 
• Did you interest in/experience of art participation change at all during the trial?  
• Do you feel participating in the arts has impacted your life in any other/ unexpected way? Communication/ 

Relationships/ Health behaviours/ Coping strategies/ Compliance with dialysis or other parts of the treatment 
• Would you recommend arts-based activities to others? 

Adoption 
What made you want to take part and why did you remain in the study?  
Prompts: 

• Were there any benefits you experienced that made you continue to participate? 
• Were there any difficulties that made you feel less motivated to participate? 
• Do you feel your treatment/symptoms impacted on your ability to take part? Why/Why not? 

Implementation 
What did you think about the arts activities? 
Prompts: 

• What did you think about the selection of art-making materials on offer? 
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• What did you think about the length of the intervention?  
• What did you think about the way the art was facilitated?  
• Is there anything you particularly liked about the activities? 
• Were there any changes you think should be made to the activities? How can we improve this intervention? 
• Was there anything you found particularly helpful to completing the activities? Facilitation/Prompts/ Interest of 

staff 
 
What did you think about the questionnaires? 
Prompts: 

• Do you feel they covered experiences and symptoms that are important to you? 
• How did you feel while completing them? Did you find them difficult/easy to complete?  
• Was there anything you found helped you complete the questionnaires?  i.e. healthcare staff/researcher 

facilitation/carer or family input 
• Do you feel there is anything else we should be measuring? 

Maintenance 
Have your thoughts and feelings about art changed since taking part? 
Prompts: 

• How would you feel about arts being provided as a resource within the haemodialysis? 
• Have you participated in art since the intervention? In what way?  

Is there anything else you would like to tell me about your experience with the arts-based activities? 
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Appendix 20. Process evaluation interview guide - Control group 
The purpose of this interview is to gain a greater understanding of your experience and opinion of the study you 
participated in. There are a few areas I would like to discuss about this experience. If you would like to stop the 
interview at any time just let me know and it will be stopped. We can then start again when you are ready.  

How would you normally occupy your time while receiving haemodialysis? 

Reach 
What were your first thoughts and feelings about participating in the research?  
Prompts: 

• Have you had any previous experiences with research? 
• What were your expectations? Did you have any concerns or worries? 
• Did an interest in art influence your decision to participate in the study?  
• How did you feel about randomisation? 

 Effectiveness 
• Not Applicable 

Adoption 
Why did you remain in the study?  
Prompts: 

• Were there any benefits you experienced that made you continue to participate? 
• Were there any difficulties that made you feel less motivated to participate? 
• Do you feel your treatment/symptoms impacted on your ability to take part? Why/Why not? 
• How would you feel about having the opportunity to take part in arts activities whilst receiving haemodialysis? 

Implementation 
How did you feel about being in the control group? 
Prompts: 

• Did you find it difficult to participate in research without receiving the intervention? 
• How did you feel about knowing that other participants were receiving the intervention while you were not? 

 
What did you think about the questionnaires? 
Prompts: 

• Do you feel they covered experiences and symptoms that are important to you? 
• How did you feel while completing them? Did you find them difficult/easy to complete?  
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• Was there anything you found helped you complete the questionnaires ?  i.e. healthcare staff/researcher 
facilitation/carer or family input 

• Do you feel there is anything else we should be measuring? 
Maintenance 
Have your thoughts and feelings about art changed since taking part? 
Prompts: 

• How would you feel about arts being provided as a resource within the haemodialysis? 
Is there anything else you would like to tell me about your experience with the research process? 
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 Appendix 21. Process evaluation interview guide - healthcare professionals 
The purpose of this interview is to gain a greater understanding of your experience and opinion of the arts activities and 
research processes that took place on the haemodialysis unit where you work. There are a few areas I would like to 
discuss about this experience, both about the activities and different aspects of the study. If you would like to stop the 
interview at any time just let me know and it will be stopped. We can then start again when you are ready.  

Reach 
What were your first thoughts and feelings about an arts-based intervention being implemented in the haemodialysis 
unit where you work? 
Prompts: 

• What were your expectations? Did you have any concerns or worries?  
 
 Effectiveness 
How do you think the arts activities impacted the patients? 
Prompts: 

• Did you notice a change in the patients participating in the arts activities? 
• Do you think the arts activities impacted on their treatment?  

 
Did the arts activities impact on your work or your relationship with patients? 
Prompts: 

• Do you feel the activities were a facilitator or barrier to communication with patients? 
 
Adoption 
How would you describe the level of engagement of patients participating in the study?  

 
Implementation 
What did you think about the arts activities and how did they impact on the clinical environment? 
Prompts:  

• What did you think about the way the art was facilitated?  
• Were there any changes you think should be made to the activities to make them more suitable for the clinical 

environment?  
• Were there any barriers or facilitators to implementation?  
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Maintenance 
How would you feel about arts being provided as a resource within the haemodialysis? 
 

Is there anything else you would like to tell me about your experience with the arts-based activities or the research 
process? 
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 Appendix 22. Audit trail for qualitative thematic analysis 

Initial analysis of experimental group 
Themes Subthemes Nodes 
Research procedures Recruitment Patients changed their mind 

Language on information sheets 
Outcome measures Researcher assistance with questionnaires 

Questionnaire covered all symptoms 
Easy to complete 
Complicated questions 
Questionnaires should consider life outside the 
unit 
Questions too personal 
Some items inappropriate 
Stressful to complete 
Takes time to open up to researcher 

Perception of art Self-conscious Doubted artistic abilities 
Critical of own art 
Own art could be better 

Before intervention Experience 
• No experience of art 
• Art in school 
• Family good at art 
• prior experience 
• Already practices art in spare time 
• Already loved the arts 
• Prefer art over usual dialysis activities 
• Didn't know what to expect 
Motivating factors 

• Something to do 
• Might as well try 
• Interested 
• No harm in art 
• Natural talent 
• Accepted what was offered 

Concerns 
• No concerns beforehand 
• I wouldn't be very good 
• Not good at art 
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• Less creative as you get older 
After intervention 
 

Recommended art to others 
Changed perception of art 
Liked art 
Would like regular art 
Art doesn't have to be perfect 
Get better with practice 
Intend to do more 
Surprised at abilities 
Art is for everyone 
Less frightened of art 
Thoughts on art haven't changed 

Life experience Personal histories Wanting to help others 
School was work 
Restrictions of illness 
Reflecting on their earlier life 
Loved secondary school 
Lost family members 
Loss of independence 
Life 'before' kidney disease 
Getting older 
Easy-going person 

Health 
 
 

Health problems 
Adapt to health problems 
Mental health issues 

Experience of 
intervention 

Perception of completed artwork Willing to share and display art 
Comparison to others 
Reluctant to display art 
Sharing art with others 
Signed paintings 
Comparing abilities 

No change to intervention  

Materials Liked the art materials 
Materials easy to work with 
Painting 
Used variety of materials 
Materials have to be appropriate for the setting 
Having own materials 
Brought in own art materials 
Sketchbook too heavy 
Using technology 
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Length of intervention Intervention not long enough 
Desire to do more 
No art since facilitator finished 
Longer sessions 
More sessions 
Continued doing art 
Disappointed by intervention finishing 
More sessions shorter length 
Sad the intervention finished 
Sessions long enough 
Engagement increased over time 
Continued art at home between sessions 

Feedback Encouragement from other people 
Encouragement from staff 
Positive feedback 
Honest feedback 
Humor in criticism 
Negative feedback 

Facilitator factors Limitations of facilitation 
Facilitation was motivating 
More difficult with no facilitation 
Got on well with facilitator 
Patience of facilitator 
Need for facilitation 
Guidance from facilitator 
Encouragement from facilitator 
Collaboration with facilitator 
Facilitator did good job 

Art in dialysis setting Difficulties doing art on dialysis 
Symptoms did not impact art 
No time for art outside dialysis 
Life outside dialysis 
Dialysis preferred setting for art 
Thought about art between dialysis sessions 
Cost of activities limiting outside dialysis 
Accessible activity 
Art would be easier on a chair 
Not too tired for art 
One hand 
Painting left handed 
Creation of art within limitations 
Difficulties concentrating 
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Activities 
 

Personal choice of subject matter 
Ideas for other arts activities 
Creative writing 
Did a variety of arts activities 
Wrote poetry for specific people 
Created multiple pieces 
Process of creating art 

Experience of 
dialysis 

New to dialysis  
Need to pass the time Watch TV on dialysis 

Dialysis is time consuming 
Sleep on dialysis 
Nothing to do on dialysis 
Just lie there 
Reading on dialysis 
Need to be occupied 
Watch dvds on dialysis 
Hateful boredom 
Lack of social interaction on dialysis 

Feeling well  
Dialysis necessary for life No choice in dialysis 

Survival 
Stopping dialysis 
Dialysis is doing good 

Coping with dialysis Acceptance of haemodialysis 
Have to 'cope' with dialysis 
Functional decline on dialysis 
Health changes difficult to cope with 
Ruminating during dialysis 

Clinical aspects of dialysis Restrictions of dialysis 
Adapt to clinical intervention 
Blood pressure measurements 

Effect of art Positive effects Positive affect 
• Feels good 
• Enjoyment 
• Art is relaxing 
• Happiness 

Self-esteem 
• Skill development 
• Sense of accomplishment 
• Art makes you feel capable 
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• Sense of pride 
• Achieved something 
• Confidence to try new things 
• Learn something new 
• Learning in older age 

Motivating 
• Trying something new 
• Looking forward to art 
• Art is stimulating 
• Keep going 
• Just get on with it 
• Something to aim for 
• Increased interest in other activities 
• Art is interesting 

Social benefits 
• Social interaction 
• Common interest 
• Helped relationship with wife 
• Staff and patients a team 

Time 
• Time went quicker 
• Passed the time 

Distraction 
• Distraction from thoughts 
• Focused on activity 

No effect No impact 
No change in mood 

Initial analysis of control group 
Themes Subthemes Nodes 
Research 
procedures 

Outcome measures Easy to complete 
Questionnaire covered all symptoms 
Researcher assistance with questionnaires 
Questionnaires repetitive 
Concerned about answers to questionnaires 
Not bothered by questionnaires 
Questionnaires boring 
Questionnaires reduce boredom 
Questionnaires should consider impact of clinical 
environment 
Questionnaires weren't too personal 
Complicated questions 
Questionnaires should consider life outside the unit 
Questions too personal 
Some items inappropriate 
Stressful to complete 
Takes time to open up to researcher 

Random allocation Did not mind random allocation 
Happy 
Happy to wait for intervention 
Informed on research processes 
Missing out 
Patience 
Relieved by random allocation 
Used to waiting lists 

Recruitment Symptoms and treatment don't impact participation in 
research 
Helping others 
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Takes part in research 
Didn't think too much about participating 
Do what I'm told 
Gave research participation a lot of consideration 
Research being used 'against' participant 
self-conscious 
Self-critical 
Suspicious of research 
Worried about research 
Language on information sheets 
Patients changed their mind 

Retention Committed 
Something to look forward to 

Perception of 
art 

Concerns Not good at art 
Nervous 
No concerns beforehand 
Reluctance to do art 
Concerned about implementation strategies 
Difficulties doing art on dialysis 
Expecting art to be messy 
Need for preparation 
Work around dialysis restrictions 
I wouldn't be very good 
Less creative as you get older 
Not good at art 
Can't draw 

Motivating factors Interested 
Art in groups 
Desire to keep learning 
Expects art to be enjoyable 
Fun passes the time 
Get better with practice 
Get into it over time 
Give it a go 
If it's going to do me good 
Keeping brain 'active' good for health 
No harm in art 
People need distraction 
Something to do 
Try something new 
Willingness to try 
Accepted what was offered 
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Might as well try 
Natural talent 

Experience Art in school 
Circumstances stop engagement in art 
Lack of experience with art 
No interest in art 
Prior experience 
Sense of pride 
Already loved the arts 
Already practices art in spare time 
Didn't know what to expect 
Family good at art 
No experience of art 
Prefer art over usual dialysis activities 

Life experience Health Health problems 
Worried about losing cognitive abilities 
 

Mistakes throughout life Mistakes throughout life 
Experience of 
dialysis 

Need to pass the time Need to be occupied 
Sleep on dialysis 
Dialysis is time consuming 
Listen to the radio on dialysis 
Difficulty concentrating 
Just lie there 
Reading on dialysis 
Watch TV on dialysis 

Clinical aspects of dialysis Restrictions of dialysis 
Clinical atmosphere 
One hand 

Close knit unit environment Close knit unit environment 
Coping with dialysis Functional decline on dialysis 
Different experiences of 
symptoms 

Different experiences of symptoms 

Effect of art Motivating Art is stimulating 

Initial analysis of Healthcare professionals 
Themes Subthemes Nodes 
Benefits of Art 
 
 

Benefits for patients Enjoyment 
Something to look forward to 
Helped patients pass the time 
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Occupied their time 
Looking forward to it 
Excitement of patients 
Sense of pride 
Social interaction with facilitator 
Positive emotional impact on treatment 
Distraction from dialysis 
Happiness 
Art is stimulating 
Boosted confidence 
Positive impact 
Showed patients they were capable 
Try something new 
Mental wellbeing 
Sense of achievement 
New hobby 
Something to focus on 
Interested in something 
Fun 
About something other than being sick 
Exciting 
Diversional therapy 
Social interaction between patients 
Holistic wellbeing 
Patients got 'lost' in the art 
Patients were able to express themselves 
Broaden patients minds 
Patients slept less 
Forgot surroundings 
Focused on art 
Patients learned something new about themselves 
Impact outside of unit 

Benefits for both 
patients and staff 

Social interaction between staff and patients 
Social interaction 
Talking point 
Improved staff relationship with patients 
Helped patients get on dialysis 
Patients opened up more to staff 
Relationship wasn't exclusively about kidney disease 
Minimise workload for staff 
Made clinical relationship friendlier 
Made unit 'less clinical' 
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Holistic environment 
Positive experience of art 
Staff interested in patient progress 
Facilitator of communication 
Sharing art with others 
Interactive intervention 
Impressed at patients abilities 

Benefits for staff 
Retention 

Staff enjoyed seeing patients engage 
Positive experience for staff 
Different side to patients 
Patients required less attention 
Staff thought it was great 
Staff interested in art 
Good for staff 
Needed nurses less 
Happy for patients 

Experience of 
implementation 

Art in the dialysis 
setting 

No negative impact on clinical duties 
No negative impact on clinical environment 
No negative impact on treatment 
Can be adapted to clinical surroundings 
Fit into infection control protocols 
One hand 
Flexible implementation 
Novel idea 
No problems with implementation 
Activities and materials need to suit the setting 
Implemented after nursing duties carried out 
Clinical environment as a barrier 
Work around barriers 
Catered to environment 
Activities were suited to the environment 
No barriers to implementation 
Preplanning 
Encouragement from staff 
Surpassed expectations 
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Patient involvement Engaged in art 
Patient led 
Personal choice 
Personal involvement of patients 
Need for variety 
Continued doing art 
Mixed reaction from patients 
Patients loved it 
Patients encouraged each other 
Patients prefer one to one 
Patient centered care 
Patients were enthusiastic 
Patients need time to get comfortable with art 
Enough variety 
Most patients engaged 
Patients were stable 
Regret from those who did not take part 

Facilitation One to one facilitation necessary 
Encouragement from facilitator 
Positive relationship with facilitator 
Guidance from facilitator 
Facilitator took on workload 
Somebody new 
Art was the focus of relationship 
Facilitator needs artistic skill 
Individual attention 
Importance of encouragement 
Positive feedback 

Changes to intervention Intervention not long enough 
Use images for recruitment 
Recruit through example 
Different approach to recruitment 
No change to the activities 
Sessions too short 

Time on dialysis  Art should be provided in dialysis units in future 
Dialysis is time consuming 
Nothing to do on dialysis 
Dialysis patients dictated by time 
Boredom 
Staff have limited time to engage with patients 
Patients need stimulation 
Dialysis is a full day 
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Changes to the dialysis unit 
Entertainment should be provided in dialysis units 
Difficult to find talking points 

Expectations of art General preconceptions No concerns about art 
Art on dialysis was a good idea 
Curious as to how it would work 
Research changed perception of art 
Don't try art after school 

Prior concerns Concerned about art in this population 
Difficulties doing art on dialysis 
Patients too sick to do art 
Patients not interested in art 
Concerns about art in dialysis setting 
Nervous of art 
Unsure about art 
Apprehensive about level of engagement 
Concerned about impact on clinical duties 



547 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Initial themes and sub-themes from merged data 
Themes Subthemes 
Living with kidney disease 
 
 

Time on dialysis 
Clinical aspects of dialysis 
Health 
Coping with dialysis 
Dialysis is necessary for life 

Experience of arts-based 
intervention 
 
 

Art in dialysis setting 
Facilitator factors 
Length of intervention 
Interaction and engagement 
Materials 
Activities 
No change to intervention 

Effect of arts-based intervention Positive affect 
Self-esteem 
Motivation 
Social benefits 
Distraction 
Time 
Effect on dialysis treatment 

Research procedures Recruitment 
Outcome measures 
Random allocation 
Retention  

Perception of art Preconceptions 
Perception of own art 
Perception of art after intervention 
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Revised themes and sub-themes from merged data 

Themes Subthemes 
Perception of art 
 
 

Preconceptions 
Perception of art after intervention 
Negative appraisal of own abilities 

Acceptability of the arts-based 
intervention 

Art in dialysis setting 
Facilitator factors 
Patient choice 
Length of intervention 
Interaction and engagement 
Materials 

Effect of arts-based intervention Motivation 
Positive affect 
Positive impact on dialysis experience 
Social benefits 
Self-esteem 

Acceptability of Research 
procedures 
 
 

Outcome measures 
Factors influencing recruitment 
Random allocation 
Retention 
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Final themes and sub-themes  
Themes Subthemes 

Perception of art Mixed preconceptions and apprehensions of art participation 
Improved perception of art participation following intervention 
Negative appraisal of abilities 

Effect of the arts-based intervention Generation of positive affect due to exposure to arts-based 
intervention 
Improved self-esteem   
Sense of purpose 
Increased social interaction 
Positive impact of the arts-based intervention on the dialysis 
experience 

Acceptability of the arts-based 
intervention 

Adaptation of the arts-based intervention to the constraints of a 
haemodialysis setting 
Positive influence of facilitator on participant experience 
Importance of participant choice on subject and activity within the 
arts-based intervention 
Length of the arts-based intervention 
Quality and suitability of materials for the arts-based intervention 

Acceptability of research 
procedures 

Factors influencing recruitment 
Completion and acceptability of outcome measures 
Acceptability of randomisation 
Retention of participants 
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Appendix 23. Healthcare resource-use log 

 
Developing an arts-based intervention for patients with end-stage kidney 

disease whilst receiving haemodialysis 
Patient Service Use Log 

Please indicate how you completed this form.  Tick one of the following. 

Self Completed q  

Staff Assistance q  

Carer Assistance q  

____________________________________________________________________ 

For completion by nurse: 

Data collection time point 

q Post-intervention  

q 6 weeks 

q 3 months 
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Date of collection D D M M Y Y Y Y 

 
 

Thank you for agreeing to take part in this research. As part of this study we would like to find out some 

information about your use of health services. For example, we would like to know how many times you had 

an appointment with your GP or how many times you have attended an outpatient appointment. This 

information will help us to understand the needs of a person with chronic kidney disease.  

 

The information you give us will be confidential and will only be used for this research project. Your 

answers will not affect the health care you are receiving now or any health care you might receive in 

the future. 

 

Please record your use of health services from the log start date stated at the top of each page, until we 

contact you again in 6 weeks.  The services are separated out under 

1. Formal care you receive in your own home 

2. Contacts with a Doctor or Nurse from your GP practice / surgery 

3. Visits you receive from other health care professionals in your own home 

4. Use of Hospital Services or Residential Service 
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If you require additional space or you are not sure where to add something, please use Section 5 titled 

“Additional Information” at the end of the log. 

 

If you have any questions about this log and how to fill it in, then please contact the researcher Claire 

Carswell on 02890 975766 or ccarswell02@qub.ac.uk 

 
1. Formal care you receive in your own home 

 
In this section we want to know about any formal / professional health care you receive in your own home. 

By formal / professional we mean care that is not provided by the person you have identified as your carer 

and not provided by other family members, friends or neighbours. For example, we would like to know how 

many visits you have had from a home care worker or home help. We would also like to know the number 

of meals you have delivered to your own home. If there is another care service you receive, please provide 

the details of this in 1.3. 

If you do not receive any formal care then please move on to Section 2. 
 

Enter the number of formal care visits you receive each week from the log start date at the top of the page.  

Week since 
Log Start Date  

1.1   
Number of visits 
from a home care 
worker (home 
help)  

1.2 
Number of meals 
delivered to home 
(meals on wheels)  

1.3  
Number of visits 
from ____________ 
(please state)  

Week 1     



553 
 
 

 

 

 

 

 

 

 

 

Week 2    
Week 3    
Week 4    
Week 5    
Week 6    

 

1.4   If you receive visits from a home care worker / home help, do you have to pay for this service?   

 

q No 

q Yes 

q Don’t know 
 

 

1.5   If Yes, how much do you pay for each visit?   £_________ 
 
 
1.6 Approximately how long does each care visit last, on average? _______ minutes 
 
 
1.7  If you receive meals delivered to your home, do you have to pay for this service? 

q No 

q Yes 

q Don’t know 
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1.8   If Yes, how much do you pay for each midday meal?   £________ 

            evening meal?   £________ 
 

 

2 Contacts with a Doctor or Nurse from your GP practice / surgery 
 

In this section please tick a box each time you see or speak with a doctor or nurse from your GP practice / 

surgery and record the date in the relevant box – this is to help you keep track of your contacts. Please also 

estimate how long the visited lasted when asked, but do not include travel or waiting time. 

 

2.1   Appointments with the doctor at the GP practice / surgery 

Appointment 
number  01  02  03  04  05  06  
Date       
Length of 
visit 
(minutes) 
excluding 
travel & 
waiting time 

      

Appointment 
number  07  08  09  10  11  12  

Date       

Length of 
visit 
(minutes) 
excluding 
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travel & 
waiting time 

 
2.2   Spoke with the doctor on the telephone 

Call number  01  02  03  04  05  06  

Date       

Call number  07  08  09  10  11  12  

Date       

 
 

2.3   Visits from the doctor at your home 

Visit number  01  02  03  04  05  06  

Date       

Visit number  07  08  09  10  11  12  

Date       

 
 

2.4   Phone calls to the GP Out-of-Hours service (not leading to a visit) 

Call number 01  02  03  04  05  06  
Date       
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2.5   Visits to the GP Out-of-Hours service. 

Visit number  01  02  03  04  05  06  
Date       

 
 

2.6   Appointments with the nurse at the GP practice 

Visit number  01  02  03  04  05  06  
Date       

 
 

2.7   Spoke with the nurse on the telephone 

Visit number  01  02  03  04  05  06  

Date       
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3 Visits you receive from other health care professionals in your own home 
 
In this section please tick a box each time you are visited by other health care professionals in your own home 

and record the date in the relevant box. Please do not include visits from the doctor or nurse from your GP 

practice or visits from the formal care workers detailed in the previous section.  Examples of other health care 

professionals include a community / district nurse, a social worker or an occupational therapist.  

 
3.1   Visits from a community / district nurse at your home 

Visit number  01  02  03  04  05  06  
Date       

 
 

3.2   Visits from a social worker at your home 

Visit number  01  02  03  04  05  06  
Date       

 
 

3.3   Visits from an occupational therapist at your home 

Visit number  01  02  03  04  05  06  
Date       
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Please use the sections below to record any visits you receive by other health care professionals which we 

have not listed and state their job title.  

 

 
3.4   Other health care professional (please state job title): _________________ 

Visit number  01  02  03  04  05  06  

Date       

 

3.5   Other health care professional (please state):  _________________ 

Visit number  01  02  03  04  05  06  

Date       
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4 Use of Hospital Services or Residential Services 
 

Please tick the relevant boxes to keep count of how many times you visit accident and emergency or attend 

an appointment at a hospital clinic or department and record the date under the relevant box. Please also 

estimate how long the visited lasted when asked, but do not include travel or waiting time. These are 

separated out into those visits related to your kidney disease and those visits not related to your kidney 

disease. 

 
4.1  Visits to Accident and Emergency  

Visit number  01  02  03  04  05  06  

Date       

 

 

4.2   Visits to a hospital clinic / department that were related to your kidney 
disease 
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Visit number  01  02  03  04  05  06  

Date       

Length of 
visit 
(minutes) 
excluding 
travel & 
waiting time 

      

 

 

 

 

4.3   Visits to a hospital clinic / department that were not related to your kidney 
disease 
Visit number  01  02  03  04  05  06  

Date       

Length of 
visit 
(minutes) 
excluding 
travel & 
waiting time 

      

 

 

Please record in the boxes below if you are admitted to / stay at any of the following;  
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§ Hospital 

§ Rehabilitation Unit 

§ Nursing Home 

§ Residential Care Home 

§ Sheltered housing 

§ Respite Care 

 

Please provide the name of the hospital / residential unit and enter each admission or stay separately.  

4.4   Name of hospital / unit Date of 
admission 

Date of 
discharge 

Was this related to 
your kidney 

disease? 
   Yes      No  

   Yes      No  

   Yes      No  

   Yes      No  

   Yes      No  
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If you run out of space or you are not sure where to record something, use this space below. If you 

received any care which is publically funded, please provide the details in this section.  

 

5. Additional Information 
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Appendix 24. Clinical Frailty Scale
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Appendix 25. Integration of quantitative and qualitative data 

 
Quantitative result Interpretation of the 

quantitative result 
Supporting Qualitative result Contradicting Qualitative result Overall interpretation 

Screening and recruitment 

28 participants excluded 
during screening prior to 
approach, 70 declined to 
participate. Most common 
reasons for non-
participation was no 
interest in art and anxiety 
around lack of artistic 
ability 

Lack of interest and lack of 
ability may be barriers to 
recruiting participants into a 
larger randomized 
controlled trial.  

Theme: Participation of art 
participation. 

Sub-theme: Mixed preconceptions 
and apprehensions of art 
participation: 

Participants had limited or no prior 
experience of art which made them 
apprehensive of the intervention and 
concerned about their abilities. 

Theme: Participation of art 
participation. 

Sub-theme: Mixed preconceptions 
and apprehensions of art 
participation: 

Subtheme: Improved perception of 
art participation following 
intervention: 

 

Most participants had limited or no 
prior experience of art and were 
apprehensive. Despite this they still 
participated and their perception 
improved following delivery of the 

Recruitment is feasible, 
however modifications to 
the recruitment strategy 
may further improve 
recruitment rates in a 
definitive trial. Providing 
examples of completed 
artwork or small workshop 
sessions may promote 
recruitment by exposing 
patients to art, fostering 
interest, and normalizing the 
experience whilst also 
demonstrating that it is both 
safe and feasible to engage 
in art during dialysis.  
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intervention. This suggests that 
experience and interest isn’t an 
unmodifiable barrier to recruitment. 

 

Theme: Acceptability of research 
procedures  

Subtheme: Factors influencing 
recruitment 

More practical examples of the 
intervention, for example samples of 
completed artwork, may stimulate 
interest and assuage anxiety. 

24 participants recruited 
into the study (80% of 
target sample size 
recruited) 

Recruitment is feasible.  Theme: Acceptability of research 
procedures 

Subtheme: Factors influencing 
recruitment 

Recruitment is feasible as patients 
want to contribute to research and 
want something to do whilst receiving 
haemodialysis. 

Theme: Acceptability of research 
procedures 

Subtheme: Factors influencing 
recruitment 

Some patients are suspicious of 
research and are concerned about 
how they are going to be treated and 
how their data will be used. Some 
patients were also upset by wording 

Recruitment is feasible, but 
the wording on information 
sheets should avoid using 
terms such as ‘end-stage’ to 
prevent any unintended 
distress amongst patients. 

A transparent approach in 
terms of data collection, 
management and the aims 
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on the information sheets and this 
may influence recruitment.  

of the research promoted 
recruitment, however 
explicit aims may be less 
feasible to provide in a 
definitive trial if wanting to 
reduce bias If patients know 
the aim of the study this may 
influence their response to 
outcome measures.  

 

Attrition 

Attrition rate of 12.5% - 
reasons for attrition were 
declines in participants’ 
physical health and death 

Retention of participants is 
feasible but physical health 
and mortality will likely 
influence attrition in a larger 
trial. 

Theme: Acceptability of research 
procedure 

Subtheme: Retention of participants 

Participants experience a sense of 
commitment following recruitment, 
and feel that they have to see the 
study through to the end. 

Theme: Acceptability of research 
procedures 

Subtheme: Retention of participants 

Participants in the control group 
reported that they remained in the 
study due to the waiting list design, 
as they knew they would receive the 
arts intervention. This implies that 
there may be additional issues with 
attrition if a control condition, 

Retention of participants is 
feasible. No modifiable 
issues were identified due to 
the high retention rate and 
participants withdrawing 
because of declines in 
physical health or death.  

This may influence the 
longitudinal follow-up in a 
definitive trial, as during 
clinical engagement and 
dissemination (following the 
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without a waiting list design, was 
used. 

study’s completion) several 
more participants had died. 
High attrition over longer 
periods of time would be 
expected, due to the 
mortality rate and frailty of 
this patient population. This 
needs to factored into the 
research design and sample 
size calculation. 

 

 

 

Randomisation 

Supporting quant result (No relevant qualitative data) 
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Randomisation clustering 
procedure according to day 
of week participants 
attended dialysis was not 
feasible because of 
difference in recruitment 
rates across the two daily 
shift patterns (15:9)  

Different recruitment rates 
across different shift 
patterns could reflect 
different proportions of 
eligible patients due to 
health status, which may 
reflect differences in 
baseline health across shifts.  

Consistent differences in baseline clinical measures between intervention and 
control group suggest that clustering according to shift pattern may result in 
the groups not being similar at baseline in terms of mental health and HRQoL.  

There are likely differences 
in the health and frailty of 
patients according to the 
shift they attend for 
haemodialysis, and this 
needs to be considered 
when clustering for the 
definitive trial. 

Randomisation clustering 
procedure changed 
according to time of day 
participants attended 
dialysis, resulting in equal 
proportions of participants 
in each arm (12:12) 

Cluster randomisation is 
feasible within a single 
haemodialysis unit, in a way 
that will allow an equal 
number of participants in 
each arm. 

Theme: Acceptability of research 
procedures 

Subtheme: Acceptability of 
randomisation.  

 

Participants reported that they didn’t 
mind the randomisation procedure as 
they were informed this would 
happen and they were prepared for 
the random allocation process.  

Theme: Acceptability of research 
procedures 

Subtheme: Acceptability of 
randomisation.  

 

Participants in the control group 
reported that clustering according to 
shift pattern was necessary, as 
clustering on an individual level may 
have resulted in them seeing the 
intervention and this would have 
had a negative impact on them as 
they would have felt like they were 
missing out. 

Clustering is necessary in a 
definitive trial and simple 
randomization is likely not 
acceptable and may result in 
introduction of bias or high 
attrition rates in the control 
group. 

As previously mentioned 
clustering may introduce 
unintended differences 
between groups at baseline, 
due to differences in health 
status across shifts, 
therefore multiple sites will 
likely be needed.  
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No difference in attrition 
between intervention and 
control group. 

Randomisation to an arts-
based intervention is 
acceptable for patients on 
haemodialysis 

(See above) 

Theme: Acceptability of research 
procedure 

Subtheme: Retention of participants 

Participants experience a sense of 
commitment following recruitment, 
and feel that they have to see the 
study through to the end. 

(See above)  

Theme: Acceptability of research 
procedures 

Subtheme: Retention of participants 

Participants in the control group 
reported that they remained in the 
study due to the waiting list design, 
as they knew they would receive the 
arts intervention. This implies that 
there may be additional issues with 
attrition if a control condition 
without a waiting list design was 
used. 

A control group is 
acceptable, as participants 
did not mind being allocated 
to not receive the arts-based 
intervention throughout the 
study. The waiting list design 
helped facilitate this, 
therefore should be included 
in some form in a definitive 
trial to ensure similar levels 
of acceptability. 

Data collection procedures 

Full completion of clinical 
outcome measures, with 
assistance from the 
researcher, with no missing 
data. 

The clinical outcome 
measures are not too 
burdensome for patients on 
haemodialysis and 
assistance from the 
researcher can ensure no 
missing data. 

Theme: Acceptability of research 
procedures 

Subtheme: Completion and relevance 
of outcome measures 

 

Theme: Acceptability of research 
procedures 

Subtheme: Completion and 
relevance of outcome measures 

 

The clinical outcome 
measures were acceptable in 
terms of burden and ease of 
completion, although the 
presence of the researcher 
to assist with completion 
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Participants reported that the 
questionnaires were easy and 
straightforward to complete. 

Participants reported that the 
presence of the research was 
essential to help them complete the 
questionnaires, they reported that 
the researcher helped explain the 
questions when they were unsure of 
what was being asked of them. 

was necessary to ensure this 
acceptability.  

Deferred entry required for 
three participants that 
resulted in longer period of 
time between baseline and 
first follow-up. 

Deferred entry was 
necessary to accommodate 
the intervention but might 
influence the outcomes due 
to difference in time period 
between baseline data 
collection and post-
intervention follow-up. 

Relevant information: Deferred entry to the 
intervention post-allocation 
will likely impact outcomes 
in a definitive trial, and 
therefore more facilitators 
will be required to ensure 
that all participants at a 
single site can start once 
baseline measures are 
collected.  

One participant contracted a serious infection during the deferred period, 
meaning that the outcomes relating to their health, such as KDQOL-SF 36 were 
likely impacted by this during the first follow-up period. While in a larger trial 
this may not be an issue, due to the small sample size in this study this will 
likely impact on the overall mean trend of scores.  

Demographic data 

General demographics: 
mean age 68.54, majority 
married, even split 
between male and female 
participants.  

Recruitment of older 
patients, and both male and 
female patients, is feasible. 

Theme: Effect of the arts-based 
intervention on patients and staff 

Sub-theme: Improved self-esteem 

Theme: Participation of art 
participation. 

The participants in this study 
were representative of the 
Northern Irish population of 
patients with ESKD, who 
tend to be older. This does 
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Participants reported that learning a 
skill at an older age made them feel a 
particular sense of achievement. 

Sub-theme: Mixed preconceptions 
and apprehensions of art 
participation: 

Both patients and healthcare 
professionals were concerned that 
the demographics of the population, 
in particular age and frailty, might 
act as a barrier to recruitment. 

demonstrate that whilst 
there may be initial concerns 
that this population is too 
old or frail to engage, older 
participants and both men 
and women, are able and 
willing to engage in an arts-
based intervention, and 
importantly that they found 
the intervention acceptable 
once they experienced 
implementation.  

Most participants had a 
central venous catheter, 
with only one participant 
having an AVF in their 
dominant arm. 

Having an AVF in a dominant 
arm may be a barrier to 
recruitment of patients 
receiving haemodialysis to a 
trial of an arts-based 
intervention. 

Theme: Perception of art participation 

Sub-theme: Mixed preconceptions 
and apprehensions of art participation 

 

Healthcare professionals reported 
that they were concerned about 
participants being able to engage in 
the arts with only one arm available.  

Theme: Acceptability of the arts-
based intervention 

Sub-theme: Adaptation of the arts-
based intervention to the constraints 
of a haemodialysis setting 

 

Participants were able to engage 
fully with the intervention with both 
only one arm free, even in the case 
where the hand free was non-
dominant. The intervention can be 

Central venous catheters 
make engagement in arts 
easier due to having two 
hands free, and this might 
facilitate recruitment due to 
the high proportion of 
patients in the study with 
Central venous catheter. 
However, during informal 
discussions with healthcare 
professionals at the site, 
they tend to have a higher 
proportion of Central venous 
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adapted to meet these constraints 
through one to one facilitation.  

(Having an AVF placed in a dominant 
arm is also very rare) 

catheter patients in general. 
Additionally, participants 
who had an AVF and 
engaged in the intervention 
found it feasible due to the 
one to one facilitation. 
Therefore, if itis a barrier, it 
is a barrier in terms of 
participant expectations 
effecting recruitment, as 
opposed to feasibility of 
engagement.  

Majority of participants 
only had a secondary 
school education and none 
had higher education. 

This was an older, rural 
population and the 
education level reflects this. 
However, this might 
demonstrate that it is 
feasible to recruit 
participants with limited 
educational levels to a trial 
of an arts-based 
intervention. 

Theme: Perception of art participation 

Sub-theme: Mixed preconceptions 
and apprehensions of art participation 

 

The majority of participants had little 
or no experience of art outside of 
primary school. 

Contradicting quant result It is feasible to recruit 
participants with little or no 
experience of art (in fact, in 
relation to the effects of the 
intervention this may 
facilitate certain benefits). 
The novelty of the 
intervention was appealing 
to some participants. Whilst 
patients declined because of 
a lack of interest this is 
common to intervention 
research in general, and 

The majority of patients who 
declined did so because of a lack of 
interest or anxiety around their lack 
of artistic ability. This may reflect a 
barrier to recruiting participants with 
limited experience, education or skill 
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exposure to the intervention 
may instill an interest where 
previously there had been 
none. 

Almost all participants 
were white. 

Lack of ethnic diversity in 
this population limits the 
generalizability of the 
results, and may not reflect 
the recruitment feasibility in 
other geographic locations 
with higher levels of ethnic 
diversity. 

This is reflective of the population where the feasibility study was conducted 
so is expected and not surprising. While this can’t be explored qualitatively in 
this study, it’s something that should be considered when scaling up to a 
larger trial. Will ethnicity influence participation/recruitment? Including 
multiple patient representatives with a diverse ethnic and cultural background 
to help develop the larger trial may help identify any issues that might come 
up pertaining to this.  

The results are not 
representative of the UK 
population as a whole as this 
was not an ethnically diverse 
sample. Feasibility and 
acceptability may differ as a 
consequence of this.  This 
needs to be accounted for 
within the design of the 
definitive trial.  

The majority of participants 
were mildly-severely frail 
and had a mean of 2.88 co-
morbidities. Mean dialysis 
vintage was 4.28 years. 

Low level of co-morbidities 
yet high levels of frailty may 
reflect self-report is an 
unreliable method of 
collecting the co-morbidity 
data, or that frailty was 
largely induced by kidney 
disease. 

Theme: Acceptability of the arts-
based intervention 

Subthemes: 

Adaptation of the arts-based 
intervention to the constraints of a 
haemodialysis setting 

Themes: Perceptions of art 

 

Subthemes: Mixed preconceptions 
and apprehensions of art 
participation.  

 

Due to the tailoring of the 
arts-based intervention to 
the setting and the patient 
population, the intervention 
was feasible and acceptable 
despite high levels of frailty 
and co-morbidity.  
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This does suggest that 
participants who are frail are 
still able to engage in arts-
engagement whilst on 
dialysis 

Positive influence of facilitator on 
participant experience 

Importance of participant choice on 
subject and activity within the arts-
based intervention 

Quality and suitability of materials for 
the arts-based intervention 

Whilst the majority of participants 
were frail, the intervention was 
tailored to anticipate additional needs 
and therefore was acceptable. 

Participants and healthcare 
professionals had concerns about 
the practicalities of art in the dialysis 
sessions and the ability for frail 
patients to engage in the arts. 

There were no notable 
differences between 
intervention and control 
group, except that 33.3% of 
participants in the 
intervention group were 
severely frail while none in 
the control group were. 

The intervention group and 
the control group may not 
be similar, reflecting an issue 
with the clustering 
technique – although this 
may just be variation due to 
the small sample size. 

This was not explored in the process evaluation, however informal discussions 
with clinicians during recruitment revealed different perceptions of patient 
health depending on the shifts that participants attended for dialysis, with 
afternoon shifts identified as potentially having the most patients attending in 
poor health, and twilight shifts having the healthier, more independent 
patients. 

There are likely differences 
in the health and frailty of 
patients according to the 
shift they attend for 
haemodialysis, and this 
needs to be considered 
when clustering for the 
definitive trial. 

Intervention adherence and fidelity 
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All participants who started 
the intervention finished 
the full 6 sessions of the 
intervention (1 participant 
withdrew before 
implementation) 

The intervention is 
acceptable and feasible.  

Theme: Perception of art 

Subtheme: Improved perception of 
art participation following 
intervention 

Theme: Acceptability of the arts-
based intervention 

Highlight acceptable intervention, all 
participants in the process evaluation, 
healthcare professionals included, 
expressed very positive evaluations of 
the intervention 

Theme: Acceptability of the arts-
based intervention 

Subtheme: Length of the arts-based 
intervention 

6 one-hour long sessions are likely an 
inadequate dose as all participants 
reported that they wanted longer 
sessions and wanted more sessions.  

The intervention is 
acceptable according to 
every component except for 
length, the intervention in 
the definitive trial should 
involve longer sessions and 
more overall sessions. 

Two sessions could be 
easily facilitated by a single 
facilitator during a 
haemodialysis shift. 

It is feasible for the 
facilitator to provide 
multiple sessions during a 
single shift, although 
consistently more than two 
would be difficult. 
Therefore, the timing of an 
intervention in a larger study 
must account for this. 

Theme: Acceptability of the arts-
based intervention 

Subtheme: Positive influence of 
facilitator on participant experience 

Participants consistently reported 
positive experiences with facilitation, 
and highlighted the quality of the 
guidance and instruction, suggesting 
that while the facilitator was 
providing two sessions within each 

Theme: Acceptability of the arts-
based intervention 

Subtheme: Length of the arts-based 
intervention 

 

Participants felt that the sessions 
were not long enough and that they 
did not receive enough sessions.  

Whilst the facilitator was 
able to accommodate two-
hour long sessions with 
room for flexibility within a 
single dialysis shift, the 
length of sessions will likely 
have to increase for a 
definitive trial. Therefore, 
the increased time needs to 
be accounted for when 
planning facilitation 
schedules. Whilst two may 
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haemodialysis shift participants felt 
that they were getting adequate 
individual attention. 

still be feasible, there will 
likely be less flexibility to 
accommodate additional 
sessions. The need for 
additional sessions (to the 
original six) also needs to be 
considered when 
determining future session 
length and necessary 
resources. 

The mean length of time of 
the intervention increased 
from .98 hours for initial 
sessions to 1.16 hour for 
final sessions. 

Initial sessions are shorter 
than later sessions for each 
participant, suggesting that 
as participants get used to 
the intervention their 
engagement, and therefore 
the time they want to spend 
on an activity, also increases. 

Theme: Perception of art 

Subtheme: Mixed preconceptions and 
apprehensions of art participation 

 

Subtheme: Improved perception of 
art participation following 
intervention 

Theme: Acceptability of the arts-
based intervention 

Subtheme: Length of the arts-based 
intervention 

No contradictory qualitative data The arts-based intervention 
needs to be longer, in terms 
of the amount of sessions 
that are provided, to ensure 
that the intervention doesn’t 
stop when engagement is 
starting to increase, 
potentially resulting in a lack 
of effect because of 
inadequate dose.  
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Participants reported a change in their 
perception of art as they engaged 
with the intervention, in particular 
becoming less apprehensive and 
enjoying the activities more. 
Additionally, participants reported 
that the sessions stopped just as their 
engagement was increasing.  

Adverse health events that influenced implementation 

One participant sustained 
multiple fractures prior to 
implementation that 
caused them to withdraw 
from the study. 

Adverse health events can 
prevent participants from 
being able to engage in the 
intervention, especially if 
mobility and dexterity are 
affected. 

Theme: Perception of art 

Subtheme: Mixed preconceptions and 
apprehensions of art participation 

Participants in the process evaluation 
reported concerns over their ability to 
engage in arts because of physical 
limitations, such as severe arthritis. 

 

Theme: Perception of art 

Subtheme: Improved perception of 
art participation following 
intervention 

Theme: Acceptability of the arts-
based intervention 

Subtheme: Adaptation of the arts-
based intervention to the constraints 
of a haemodialysis setting 

Subtheme: Importance of participant 
choice on subject and activity within 
the arts-based intervention  

Adverse health events 
should be assessed on a case 
by case basis, as flexible 
delivery can assist with 
implementation. The 
decision to continue should 
be down to the participant 
and healthcare 
professionals. 
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Participants found that they were 
able to engage in the arts despite 
their physical limitations, mostly 
because of how the intervention was 
adapted to meet the constraints of 
haemodialysis, the presence of the 
facilitator, and the flexibility of 
delivery.  

One participant contracted 
a serious infection prior to 
implementation that 
resulted in changes being 
made to some aspects of 
the intervention (such as 
infection control) 

The intervention can be 
adapted to meet the 
changing needs of 
participants if they 
experience adverse health 
events, such as an infection 
where protocol can be 
changed to reduce risk and 
maintain safety. 

Theme: Perception of art 

Subtheme: Improved perception of 
art participation following 
intervention 

Theme: Acceptability of the arts-
based intervention 

Subtheme: Adaptation of the arts-
based intervention to the constraints 
of a haemodialysis setting 

Subtheme: Importance of participant 
choice on subject and activity within 
the arts-based intervention  

No qualitative data to contradict the 
ability to provide arts in isolation. 

Adverse health events 
should be assessed on a case 
by case basis, as flexible 
delivery can assist with 
implementation. The 
decision to continue should 
be down to the participant 
and healthcare 
professionals. 
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Participants found that they were able 
to engage in the arts despite their 
physical limitations, mostly because of 
how the intervention was adapted to 
meet the constraints of 
haemodialysis, the presence of the 
facilitator, and the flexibility of 
delivery.  

Clinical outcome measures 

Anxiety and Depression (HADS) 

Groups were not similar at 
baseline in terms of their 
anxiety and depression. 

Clustering according to shift 
may result in differences in 
the groups in terms of 
overall physical and mental 
health. 

As discussed above there are likely differences in the health status of 
participants according to the time of day they attend for dialysis. This 
difference was not explored during the process evaluation, but again was 
highlighted by informal discussions with professionals on the unit. 

Clustering according to shift 
could be spread out across 
multiple sites to ensure 
adequate representation 
across all shifts to prevent 
this difference at baseline. 

Intervention group had 
lower levels of anxiety and 
depression at follow-up, 
and higher QOL, compared 
to the control group 

The intervention might 
improve anxiety and 
depression and QOL when 
compared to no 
intervention. But the groups 
were not similar at baseline. 

Theme: Effect of the arts-based 
intervention 

Participants reported improvements 
that align closely with mental 
wellbeing. Mental wellbeing is closely 
associated with mental health and 

Theme: Acceptability of research 
procedures 

Subtheme: Completion and 
acceptability of outcome measures 

Whilst there may be 
improvements in anxiety, 
depression and QoL through 
general fluctuations over 
time, or an improvement in 
mental wellbeing, these are 
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measures of anxiety and depression 
(which are also components of QoL), 
therefore improvements may be seen 
if the intervention had a large enough 
effect.  

 

Participants did identify that they 
felt some items, particularly those on 
the QoL scale, were not appropriate 
for an arts-based intervention. 

Informally, during data collection, 
similar remarks were also made 
consistently when completing the 
KDQOL-SF 36.  

However, we did not stratify 
according to HADS scores or QoL 
scores, which may be a better 
method of identifying if we’re 
addressing mental health issues. 

not the most appropriate 
outcome measures to 
evaluate the effectiveness of 
the intervention.  

The KDQOL-SF 36 was 
identified by participants as 
not being relevant to the 
interventions. 

The HADS may have more 
utility in relation to the 
intervention, but as the 
intervention is not aiming to 
treat a diagnosed mental 
health condition it may miss 
more prominent benefits in 
wellbeing that were 
reported in the qualitative 
data. 

Both the intervention and 
control group had similar 
reductions in depression 
and anxiety post-

While the intervention might 
improve anxiety and 
depression, this 
improvement was also seen 
in the control group. While 
the improvement in the 

Theme: Acceptability of research 
procedures 

Subtheme: Completion and 
acceptability of outcome measures 

No qualitative data contradicting this 
quantitative result.  

As mentioned above these 
outcome measures are likely 
inappropriate to begin with. 
There may be some benefits 
to patient’s mood by being 
involved in research in 
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intervention compared to 
baseline 

intervention group might 
have been because of the 
intervention, the 
improvement in the control 
group suggest it may have 
been through chance, or 
through variation in mood 
caused by other factors 
(time of year, the impact of 
being in a study, changes to 
practice other than the 
intervention) 

Participants in the control group 
reported that completing the 
outcome measures also helped them 
reduce boredom during 
haemodialysis. Therefore, 
participation in research and 
engagement with a researcher may 
have beneficial effects on mood 

general, for example through 
engagement with the 
researcher or by having the 
opportunity to express their 
concerns whilst completing 
outcome measures.  

As the two groups were so 
different at baseline it is 
likely that any effects of the 
intervention weren’t 
captured by these outcome 
measures, and therefore a 
more specific one would be 
needed in a definitive trial. 

During longitudinal follow-
up the difference in anxiety 
and depression between 
the control and 
intervention group was 
maintained, with the 
intervention group having 
lower levels.   

There may be evidence for a 
long term effect of the arts, 
however the high degree of 
variation suggest other 
factors may be influencing 
this difference and the fact 
that this difference was 
present at baseline suggests 
the difference was likely not 

Theme: Effect of the arts-based 
intervention 

Participants reported improvements 
that align closely with mental 
wellbeing. Mental wellbeing is closely 
associated with mental health and 
measures of anxiety and depression 
(which are also components of QoL), 
therefore improvements may be seen 

Theme: Acceptability of research 
procedures 

Subtheme: Completion and 
acceptability of outcome measures 

Participants did identify that they 
felt some items, particularly those on 
the QoL scale, were not appropriate 
for an arts-based intervention. 

As previously mentioned 
whilst there may be lower 
levels of anxiety and 
depression and higher QoL in 
the intervention group when 
compared to the control 
group, these were present at 
baseline and these outcomes 
are not the most appropriate 
measures to evaluate the 
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influenced by the 
intervention 

if the intervention had a large enough 
effect.  

 

Informally, during data collection, 
similar remarks were also made 
consistently when completing the 
KDQOL-SF 36.  

However, we did not stratify 
according to HADS scores, which 
may be a better method of 
identifying if we’re addressing 
mental health issues. 

effectiveness of the 
intervention.  

The KDQOL-SF 36 was 
identified by participants as 
not being relevant to the 
interventions. 

The HADS may have more 
utility in relation to the 
intervention, but as the 
intervention is not aiming to 
treat a diagnosed mental 
health condition it may miss 
more prominent benefits in 
wellbeing that were 
reported in the qualitative 
data. 

During longitudinal follow-
up there were fluctuations 
in anxiety and depression. 
High degree of variation 
and median scores 
reflected a steadier 
reduction in both anxiety 
and depression for the 

Similar patterns of change in 
intervention and control 
group might suggest that the 
intervention is not 
influencing this outcome, 
especially as the difference 
between groups was present 

Theme: Acceptability of research 
procedures 

Subtheme: Completion and 
acceptability of outcome measures 

Participants in the control group 
reported that completing the 

No qualitative data contradicting this 
quantitative result. 

As mentioned above these 
outcome measures are likely 
inappropriate to begin with. 
There may be some benefits 
to patient’s mood by being 
involved in research in 
general, for example through 
engagement with the 
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intervention group. This 
was also shown in the 
control group 

at baseline and was 
maintained 

outcome measures also helped them 
reduce boredom during 
haemodialysis. Therefore, 
participation in research and 
engagement with a researcher may 
have beneficial effects on mood 

researcher or by having the 
opportunity to express their 
concerns whilst completing 
outcome measures.  

As the two groups were so 
different at baseline it is 
likely that any effects of the 
intervention weren’t 
captured by these outcome 
measures, and therefore a 
more specific one would be 
needed in a definitive trial. 

Quality of life 

Intervention group had 
higher levels of quality of 
life at baseline compared 
to the control group. 

The cluster randomisation 
procedure may result in 
groups that are not similar at 
baseline, with the 
intervention having better 
QoL. This may need to be 
considered in a definitive 
trial. 

As discussed above there are likely differences in the health status of 
participants according to the time of day they attend for dialysis. This 
difference was not explored during the process evaluation, but again was 
highlighted by informal discussions with professionals on the unit. 

Clustering according to shift 
could be spread out across 
multiple sites to ensure 
adequate representation 
across all shifts to prevent 
this difference at baseline. 
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Intervention group had 
inconsistent changes in 
their KDQOL-SF36 subscale 
scores, some improving 
and some worsening.  

Inconsistent changes may 
mean that the intervention 
improves different aspects 
of quality of life and worsens 
others, or potentially that 
the outcome is not being 
influenced by the 
intervention but other 
factors.  

No supporting qualitative data to 
suggest that the intervention would 
be able to improve subscales of the 
KDQOL-SF 36.  

Subtheme: Completion and 
acceptability of outcome measures 

Participants did identify that they 
felt some items, particularly those on 
the QoL scale, were not appropriate 
for an arts-based intervention. 

Informally, during data collection, 
similar remarks were also made 
consistently when completing the 
KDQOL-SF 36.  

 

The KDQOL-SF 36 is not an 
appropriate outcome 
measure to evaluate the 
effect of an arts-based 
intervention for patients 
receiving haemodialysis.  

Over the three months the 
KDQOL-SF36 had improved 
after varied changes post-
intervention. 

The intervention may have 
caused worsening of the 
aspects of QoL and then 
once the intervention 
stopped these improved. 
However, it could also be 
regression towards the 
mean.  

No supporting qualitative data to 
suggest that the intervention would 
be able to improve subscales of the 
KDQOL-SF 36.  

Subtheme: Completion and 
acceptability of outcome measures 

Participants did identify that they 
felt some items, particularly those on 
the QoL scale, were not appropriate 
for an arts-based intervention. 

Informally, during data collection, 
similar remarks were also made 
consistently when completing the 
KDQOL-SF 36.  

The KDQOL-SF 36 is not an 
appropriate outcome 
measure to evaluate the 
effect of an arts-based 
intervention for patients 
receiving haemodialysis. 
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The control group also 
demonstrated 
improvements across all 
subscales at three months. 

This may mean that factors 
other than the intervention 
caused the changes in the 
intervention group as a 
similar pattern was observed 
in the control group. This 
could be the time in year, 
passage of time, attrition, 
changes in practice during 
the data collection period, or 
the experience of being 
involved in research itself. 

No supporting qualitative data to 
suggest that the intervention would 
be able to improve subscales of the 
KDQOL-SF 36.  

Subtheme: Completion and 
acceptability of outcome measures 

Participants did identify that they 
felt some items, particularly those on 
the QoL scale, were not appropriate 
for an arts-based intervention. 

Informally, during data collection, 
similar remarks were also made 
consistently when completing the 
KDQOL-SF 36.  

 

The KDQOL-SF 36 is not an 
appropriate outcome 
measure to evaluate the 
effect of an arts-based 
intervention for patients 
receiving haemodialysis. 

EQ-VAS  

Intervention group had a 
higher VAS score at 
baseline compared to the 
control group 

The two groups may not be 
similar at baseline due to the 
cluster randomisation 
procedure, therefore this 
will have to be addressed in 
the definitive trial. 

 

As discussed above there are likely differences in the health status of 
participants according to the time of day they attend for dialysis. This 
difference was not explored during the process evaluation, but again was 
highlighted by informal discussions with professionals on the unit. 

Clustering according to shift 
could be spread out across 
multiple sites to ensure 
adequate representation 
across all shifts to prevent 
this difference at baseline. 
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Intervention group had an 
overall improvement in 
their EQ-VAS score post-
intervention. This was also 
observed in the control 
group although the 
difference was maintained. 

The intervention may 
improve QoL as measured by 
the EQ-VAS, however as this 
change was also observed in 
the control group other 
factors might account for 
the variation. 

No supporting qualitative data to 
suggest that the intervention would 
be able to improve subscales of the 
EQ-VAS 

 

Theme: Effect of the arts-based 
intervention 

 

None of the identified benefits 
related to an overall improvement in 
health.  

The EQ-VAS is a 0-100 scale 
of quality of life that is used 
in cost-utility analysis, whilst 
there is unlikely to be an 
improvement in this as a 
result of the intervention. 
The focus of the feasibility 
economic analysis was to 
evaluate the acceptability of 
the EQ-5D-5L and EQ-VAS, 
and the study revealed that 
they were not a burden on 
participants when added to 
the other outcome 
measures. This is mostly 
because the KDQOL-SF 36 
can also be used to calculate 
cost-utility, however as the 
KDQOL-SF 36 is not 
appropriate for the 
intervention and the EQ-VAS 
was not perceived as a 
burden this is acceptable for 
use in a definitive trial.  

Longitudinally the EQ-VAS 
score improved in the 
intervention group over 
time, with a slight dip at 6 
months. 

The EQ-VAS may have 
reduced as a result of the 
intervention stopping but is 
likely because of general 
variation in the score across 
time. 

Despite initial 
improvements in the EQ-
VAS the control groups 
score decreased at 6 weeks 
and 3 months, although still 
remained higher than at 
baseline. 

This may suggest that an 
arts-based intervention can 
induce more sustained 
improvements, or that it 
helps maintain QoL over 
time. Implies longitudinal 
follow-up may be important 
in a definitive trial. 
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EQ-5D-5L 

Post-intervention the 
intervention group had a 
larger proportion of 
participants reporting no 
problems or lower severity 
of symptoms compared to 
the control group. 

This isn’t surprising 
considering the difference in 
baseline scores across all 
clinical measures 

No supporting qualitative data to 
suggest that the intervention would 
be able to improve subscales of the 
EQ-5D-5L 

Theme: Effect of the arts-based 
intervention 

 

None of the identified benefits 
related to the components of the 
EQ-5D-5L (with the potential 
exception of ‘positive affect’ and 
over all mental wellbeing possibly 
helping improve severity of 
anxiety/depression. Although 
anxiety/depression was never 
explicitly stated.)  

The focus of the feasibility 
economic analysis was to 
evaluate the acceptability of 
the EQ-5D-5L and EQ-VAS, 
and the study revealed that 
they were not a burden on 
participants when added to 
the other outcome 
measures. This is mostly 
because the KDQOL-SF 36 
can also be used to calculate 
cost-utility, however as the 
KDQOL-SF 36 is not 
appropriate for the 
intervention and the EQ-VAS 
was not perceived as a 
burden this is acceptable for 
use in a definitive trial.  

Feasibility of healthcare resource use logs 

Only 17.4% of participants 
remembered to return the 
log at first follow-up. this 

Using a prospective 
healthcare resource use log 
to capture healthcare 

Theme: Acceptability of research 
procedures 

No qualitative data contradicted this 
result, all participants reported a 
preference for researcher assistance 

A prospective self-completed 
log is less acceptable than 
retrospective capture of 
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reduced to 4.3% of 
participants self-
completing by 6 weeks 
follow-up. By the three 
months follow-up 100% of 
participants were 
completing logs 
retrospectively with 
researcher assistance. 

resource use is not feasible, 
instead participants prefer 
to complete these logs 
retrospectively with 
assistance. 

 

Subtheme: Completion and 
acceptability of outcome measures 

 

Participants identified that assistance 
from the researcher helped them 
better understand questionnaire 
questions and made the 
questionnaires easier to complete. 

 

However, from experience of data 
collection it was apparent that 
participants were less reliable when 
completing the logs retrospectively, 
as they would be unsure of dates, 
when appointments occurred, report 
upcoming appointments or repeat 
previously reported appointments or 
care use. 

healthcare resource use 
alongside researcher 
assistance. 

However, a more specific 
log, focusing on healthcare 
resources likely to be impact 
by the intervention may 
improve reliability. 
Additionally, validating the 
results through patient 
records may also improve an 
economic evaluation in a 
definitive RCT 

Participants in the 
intervention group had 
lower healthcare resource 
use costs, both overall and 
on an individual level, 
when compared to the 
control group. 

Whilst this does not show 
that the intervention 
reduced healthcare resource 
use, due to the limitations of 
feasibility studies, this does 
at least suggest that the 
intervention did not cause 
increased healthcare 
resource use through 
adverse effects such as 
increased infection rates 

Theme: Acceptability of the arts-
based intervention 

Subtheme: Adaptation of the arts-
based intervention to the constraints 
of a haemodialysis setting 

 

Healthcare professionals reported 
that the intervention did not impede 
their job, increase risk to the patients, 

There was no qualitative data that 
contradicted this quantitative data, 
however as this was a feasibility 
study it is still difficult to draw any 
definitive conclusions on effects of 
the intervention, or lack thereof.  

The intervention likely 
doesn’t cause increased 
rates of healthcare resource 
use, suggesting that the 
intervention is safe for the 
clinical setting.  
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that the facilitator follow infection 
control protocols and there were no 
identified adverse events as a result of 
the intervention. 

 


