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ABSTRACT 

Art has been used as a tool to promote health and well-being within contemporary medicine in 

areas such as art therapy, writing of illness narratives, and patients’ artistic approaches of health 

expression.1–3 In recent years from the field of arts and health, graphic health narratives—

described in this thesis as “juxtaposed pictorial and other images in deliberate sequence, intended 

to convey information and / or to produce an aesthetic response in the viewer”4(p. 9)—have 

become a growing source of giving form to health experiences.5–8 Within crisis situations, care 

providers can experience disturbing, sometimes traumatic physical, emotional, and social 

stressors. Care providers may find speaking about their experiences inadequate because painful 

stories emerge each day. Drawing or otherwise creating graphic health narratives may present 

care providers with another means to deal with their experiences. Working with care providers 

(referring to individuals who provide or have provided care in professional or personal contexts), 

I have used a participatory research method for this thesis project that we would like to call “art 

voice”, which is an arts-based approach inspired by photovoice.15 Particularly, I invited care 

providers to create their own graphic health narratives and to discuss with each other their 

graphic health narratives to answer the question: How may art voice elucidate experiences of 

care provision? Four individuals were recruited and participated in two to three workshops that 

facilitated their creation of graphic health narratives relating to care provision. Participants, 

organized into pairs, described and shared their graphic health narratives with each other in a 

focus group format. Findings suggest that participants alluded to care provision burden and care 

provision communities. Additionally, graphic health narratives were viewed to have therapeutic 

benefits as an approach to healing and improving well-being; perhaps in other words, engaging 

with art voice may be a form of  “graphic cure”.16 The potential significance is that using art 
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voice can differently and perhaps better share than words care providers’ complex experiences 

with wider audiences, such as patients and their families, other care providers, and researchers. 

These almost infinite human variations may open other infinite avenues of meaning making as 

we try to grapple with the highly individual impacts that health and illness can have on us, so 

that we can enhance more personalized healthcare. 
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INTRODUCTION 

Perceptions of health range from biomedical models, in which health is seen as the 

absence of disease,17–19 to holistic models of health and wellbeing with multiple components18–20, 

such as psychological, social, and cultural aspects, that may affect health. As supporters in the 

health of patients or individuals with illnesses, care providers, referring to informal or family 

caregivers, professional healthcare providers, and crisis line responders, must also be supported 

in terms of their own health. Care providers have reported undergoing physical,9,14 emotional,9–13 

and social11–14 stressors. However, care providers may find difficulty in discussing these stressors 

and possible trauma in words because of a phenomenon called “narrative constipation”, in which 

care providers are bombarded with often disturbing, gruesome, and painful human experiences 

that may have painful or no resolutions at all.21–24 Care providers may try to process these events 

through discussing the events with colleagues or loved ones, but this may be inadequate as 

painful stories may emerge each day.9,23 As a potential form of expression or “narrative 

disimpaction”,22,23 art may be useful for care providers in giving them the tools to process their 

stories.25 A form of visual arts, graphic health narratives—or comics as some scholars5,6 may call 

them—have been used to express experiences related to health by giving the creators the space to 

describe their experiences as simply or complexly as they would like it to be. In this project, I 

aim to use what we call “art voice”—an arts-based approach in which care providers may share 

their experiences through the creation of graphic health narratives—to explore the experiences of 

care providers through art. In other words, my research question is, “How may art voice, or 

drawing graphic health narratives, elucidate the experiences of care provision from the 

perspectives of care providers, including caregivers, professional care providers, and crisis line 

responders?” Similar to photovoice,15,26,27 art voice focuses on how participants may interpret 
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their own art pieces and how their work may reflect their experiences as care providers. The 

relevance of elucidating care providers’ experiences through art may support the use of art in 

health and wellness initiatives for care providers. I have organized this thesis into the following 

sections: (1) background, in which I describe some conceptualizations of health; the presence of 

art in interpreting health through memoirs, poetry, and paintings; graphic health narratives as 

formats for storytelling and potential healing; (2) research paradigms, methodology, and 

methods, where I outline a critical realist paradigm, arts-based research, hermeneutics, elements 

of graphic health narratives, and protocol for this project; (3) findings merged with discussion, in 

which I outline participants’ “character sketches”, describe their graphic health narratives as well 

as their perspectives of care provision, comment on limitations of this study and implications for 

future research, and (4) the conclusion, which includes my reflections on my positionality as a 

student-researcher throughout this project. As the following thesis is laden with visual images,i 

some large gaps may be visible on the pages because of formatting; these gaps on the pages may 

not necessarily indicate section breaks.  

1. BACKGROUND 

 Perspectives of Health 

Some perceptions of health have evolved to have multiple and broader definitions of 

health, thus reflecting understandings of health and wellness.17–20 Certain cases of health may be 

better described by more recent definitions of health. The medical understanding of health is that 

health is the absence of disease.17,18 This conceptualization of health may imply the goal of 

health is to repair parts of the body that are broken. Nevertheless, this definition limits the 

 
iMinimizing the images’ sizes would make some images illegible. 
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presence of psychological or social aspects of health. In 1947, the World Health Organization 

(WHO) established health as “a state of complete physical, mental, and social well-being and not 

merely the absence of disease”.17 This definition expanded to include mental and social aspects 

of health as well as presenting the idea that one could still live a productive life even with 

physical afflictions, such as physical disabilities. However, the description of health as a “state” 

is unclear since there are no distinctions in the description between health and consequences or 

factors contributing to health. The WHO later (1986, Ottawa Charter) described health “as a 

resource for everyday life, not the objective of living. Health is a positive concept emphasizing 

social and personal resources, as well as physical capabilities.”20 This amendment may have 

represented that perceptions of health broadened to include arts and science. Other descriptions 

of health have mentioned health as a concept that is interrelated with other elements in one’s life. 

One example of this perspective of interrelationships is the Lalonde’s18 development of the 

Health Field Concept in 1981. The Concept acknowledges that the health field is an aggregation 

of four elements: human biology, environment, lifestyle, and health care organization.18 

Particularly, health and illness could be attributed to any of the elements as well as the 

interaction between elements.18 A more recent example of health as a network of 

interrelationships was described by Svalastog and colleagues.19 There are three main 

characteristics in laypeople’s perceptions of health: wholeness, pragmatism, and individualism.19 

Wholeness, in Svalastog and colleagues’19 context, refers to how health is holistic and 

interrelated with nearly all other aspects in one’s life. Pragmatism is said to be that health is 

relative: what aspects of health are evaluated and how health is experienced are influenced by 

one’s own context of biology and social environment. Finally, individualism is described by 

Svalastog and colleagues as a reflection of how health is a personal phenomenon and how one 
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perceives health varies across individuals. However, I argue that although health may be 

perceived differently across individuals, health could also be a collective phenomenon, in which 

health may be examined among communities or populations. Nonetheless, health—according to 

some perspectives—may be interrelated with other aspects in one’s life.18–20 Therefore, some of 

the more broader descriptions of health within the Western world may conclude that the arts, and 

the interaction of the arts with different areas in health, has had an impact in conceptualization of 

health. 

Health as a Mystery: Poetic Representations of Health in Art 

However, despite these changing definitions of health and efforts to involve arts in 

health, health may still be an unknown phenomenon. Gadamer wrote, “What is health, this 

mysterious phenomenon which we all know and yet do not know precisely by virtue of the 

miraculous character which attaches to being healthy”,28,29 suggesting that health may be ignored 

or unacknowledged until illness is present.28,29 Yet, artists have acknowledged and expressed 

health in different ways, such as through memoirs, paintings, and poems. For instance, authors 

who have written memoirs about their experiences with cancer sometimes mentioned grappling 

with understanding their health, taking their health for granted, and representing their health by a 

disruption (a cancer diagnosis) in their lives.30–32 We may not understand health and thus health 

may be as mysterious as Gadamer suggests. 

My own description of health for this project is much broader and takes into account the 

different perspectives of health. For the purposes of this project, health is a mysterious 

phenomenon that is not limited to the absence of disease and is interrelated with different aspects 

of one’s life.17–20,28 This working definition may be broad enough to invite expressions of health 
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through art while acknowledging that health may be expressed through art in different ways 

according to each individual. 

The role of art in health is not novel. Art has been omnipresent in poetic representations 

of health for centuries. For instance, melancholia had been materialized through an engraving by 

Albrecht Dürer33 from 1514 (see Figure 1.1). This image may be a representation (or what some 

scholars describe as a “metaphor”)34 of depression since it is similar to observations we may 

have had of people who have depression (slumped shoulders, chin resting on hand, an 

expressionless face).33,35  

 

Figure 1.1. Melencholia by Albrecht Dürer (1514).33 

There also exists illustrations of Hanaoka Seishu—a Japanese pioneer in anaesthesia—

performing surgery on patients with tumours around 1840 (see Figure 1.2).36 This image from a 

surgery textbook titled Gekakihaizufu, printed in 1840, shows the resection of a testicular 

tumour.36 The use of explicit imaging in Figure 2 reveals a more medical perspective on health: 

the image of the surgical procedure and the patient is blindfolded, suggesting the separation 



6 

 

between the part of the body to be “fixed” and the patient. Despite this biomedical perspective, 

art was still used as a medium for teaching trainee surgeons.  

 

Figure 1.2. Hanaoka Seishu performing a resection of a testicular tumour on a patient from the surgery textbook 

Gekakihaizufu (1840).36 

For both of these images (Figure 1.1 and Figure 1.2), my description may be vastly 

different from other observers’ perspectives as well as the perspectives and intentions of the 

artists. Individuals also have expressed illness experiences through the literary arts: poetry and 

written memoirs. Patricia Blondal’s37 untitled poem from 1959 reveals her possibly traumatic 

recollections of undergoing cancer treatment. Another example of literature, also about cancer, 

would be Christina Middlebrook’s30 memoir Seeing the crab: A memoir of dying before I do, in 

which Middlebrook retells her experiences of having breast cancer. The aforementioned 

examples of art as visual or literary suggest that art has been intertwined with health: art may 

have been used as a medium to explore experiences of health. 

In addition, art and health have been intertwined in some areas of contemporary 

medicine.1,3 Generally, art, which includes but is not limited to visual art, has been integrated 
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with the following five areas: (1) patient care, (2) healthcare environments, (3) caring for 

caregivers, (4) community well-being, and (5) integration into medical education.1,3 Within 

patient care, arts may aid in recovering or coping with illness. Furthermore, art may facilitate 

self-expression and improve well-being in patients.1,24 Second, art within healthcare 

environments may be used not only for aesthetic purposes but also to improve well-being: one 

possibility is that visual art pieces displayed in healthcare settings could lower stress levels of 

patients and care providers.1,3 Third, art as a form of “caring for caregivers” could help with the 

well-being of care providers as well as improve health communication of care providers with 

patients and other care providers.1 Fourth, art in community well-being alludes to health 

promotion and wellness initiatives in community settings.1 One example of current community 

well-being initiatives in art is the Saskatoon Community Youth Arts Programming (SCYAP), an 

organization that aims to support at-risk youth through art, cultural and employment 

programming.38 Fifth, art within medical education may be used to improve communication and 

diagnostic skills for healthcare students and professionals.1,39 Finally, there is potential for 

overlap between these areas of art and health. For example, expressions of health by patients, as 

a form of patient care, may be used as tools to educate healthcare professionals.39  

As one final observation, in this thesis I have been referring to art as the use of artistic 

practices to give form and voice to health and well-being. But, particularly in medicine, there 

may also be talk of the “art of medicine”, by which practitioners appear to mean that the practice 

of medicine is both art and science, scientific in its attempts to use scientific methods and 

evidence to arrive at medical decisions, but also “art” in the sense that patients’ experiences of 

health and illness are personal and often require interpretation on the side of the physician, and 

that health and illness—as mentioned earlier—are not fully understood, can be rather mysterious, 
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and sometimes elicit physician decisions that may be based on anecdotal evidence (“… there was 

this one guy…”).40(p. 69) 

Graphic Health Narratives 

More recently at the intersection of art and health is the rise of graphic health narratives. 

Other scholars may refer to graphic health narratives as graphic medicine,5–7 graphic illness 

narratives,41 graphic memoirs,25,42 graphic pathographies,5,7,8 sequential art,43 or comics.4–6,44 

Comics refer to “juxtaposed pictorial and other images in deliberate sequence, intended to 

convey information and / or to produce an aesthetic response in the viewer.”4(p. 9) However, I will 

be referring to comics as graphic health narratives within the context of my research. The use of 

“graphic” may mean explicit or vivid images,45 but graphic refers to visual images in this project. 

The use of the word “comic” may be understood as comical or for narratives to have a comic 

plot,46 which is not the focus of my project. In the production of comics, artists typically make 

drawings by translating images from a story written by someone else and are expected to create 

such drawings in the artistic style of the series. Unlike contributors of comic creation, creators of 

graphic narratives tend to do both: they are both the scriptwriters and the artists, thus they 

facilitate the connection between storytelling and drawing as well as present their individual 

artistic styles.47(p. 135) However, one exception to this observation is Keeper of the Clouds 

(2016),48 in which Liza Futerman, wrote the narrative, and Evi Tampold created illustrations.  

In this literature review, I will describe the history of graphic health narratives, potential 

benefits of creating and reading graphic health narratives, and graphic health narratives in 

facilitating healing along care providers. The following literature review was conducted using a 

combination of the search terms “comic”, “graphic narrative”, “medicine”, “health” in subject 

areas associated with health sciences, humanities and social sciences, and psychology. 
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Particularly, I conducted literature searches in the following databases: JSTOR, Project MUSE, 

PubMed, and PsycINFO. Thus, these subject areas may be sufficient for the purposes of my 

thesis project.  

I believe that it is essential to begin with a brief history of graphic health narratives to 

invite social and cultural contexts to make sense of the rise of using graphic health narratives as a 

form of therapy, as a teaching tool in the medical education curricula, and as a narrative 

technique. Within American literature, autobiographic or graphic narratives first emerged outside 

of mainstream comics published in newspapers and comic books on fiction and superhero 

genres. Unlike mainstream comics, autobiographical graphic narrativesii were a new form of self-

expression for creators during the 1960s and 1970s.8,49 An example of one of the first 

autobiographical graphic narratives—and what I consider to be a “graphic health narrative”—

would be Justin Green’s Binky Brown Meets the Holy Virgin Mary (1972).50 Though Binky 

Brown is a fictional character, Green takes on the persona of Binky Brown and shares his 

experiences of obsessive-compulsive disorder (OCD). Green’s work, along with other pioneers 

of autobiographical visual narratives, may have paved way for current graphic health narratives.8 

More recently, examples of graphic health narratives range widely in content and aesthetics 

while focusing on different areas in health, such as cancer,51,52 Alzheimer’s disease,48 attention 

deficit hyperactivity disorder (ADHD),53 epilepsy,54 sexually transmitted infections,55 bipolar 

disorder,56 schizophrenia,57 substance use,58 trauma,59 mental health,60,61 as well as interactions 

between a medical resident and a patient.62 This is not an exhaustive list as there may be other 

graphic health narratives online or self-published. For the purposes of this thesis, I will be using 

 
ii Considered to be underground and alternative media, autobiographical graphic narratives were also known as 

“comix”.8,49 
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a few of these graphic narratives as examples in demonstrating potential techniques behind the 

aesthetic and symbolic choices of graphic narrative authors in later sections. 

Within the genre of medical narratives, graphic health narratives could be described as 

narrative visual representations of health and illness. Susan Squier, a scholar of graphic 

medicine, women’s studies, and English, and one of the contributors to the Graphic Medicine 

Manifesto (2015),5 proposes that comics may be one way of giving form to health experiences: 

Comics can show us things that can’t be said, just as they narrate experiences without 

relying on words, and in their juxtaposition of words and pictures, they can also convey a 

far richer sense of the different magnitudes at which we experience any performance of 

illness, disability, medical treatment, or healing.63(p. 131) 

As visual representations of health and illness, the rise of graphic health narratives may be 

attributed to their emancipatory perspectives of illness and disability, in which the focus is not 

that disabilities are overcome, but rather that disabilities identities are formed.8 Gesine Wegner, a 

scholar of disabilities studies and American literature, notes that graphic health narratives have 

intertwined the emancipatory nature of disability discourse with trauma and loss.8 Wegner also 

proposes that graphic health narratives are popular because readers may be “culturally trained” to 

derive pleasure from looking at images of illness and disability.8(p. 68) Thus, through drawn 

images, Wegner states, “At the same time that the aesthetics of graphic pathographies ease 

readers into looking at images of disability, readers are also invited to further derive pleasure 

from the fact that what they are reading is somehow also a ‘true’ story about disability.”8(p. 68) 

Susan Sontag’s comments from On Photography (a series of essays first published in 1973) 

could further reinforce Wegner’s statements: 
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The feeling of being exempt from calamity stimulates interest in looking at painful 

pictures, and looking at them suggests and strengthens the feeling that one is exempt. 

Partly it is because one is “here,” not “there,” […] In the real world, something is 

happening and no one knows what is going to happen. In the image-world, it has 

happened, and it will forever happen in that way.64(p. 131) 

Although the above excerpt is about photographs, Sontag’s and Wegner’s suggestions on 

viewing calamity could be one contributor to the popularity of graphic health narratives. Even so, 

graphic health narratives have congruently emerged as teaching tools within medical education, 

which has and currently employs highly visual modes of teaching and learning (for example, X-

rays and other instruments used to make bodily processes visual, all of which may be deprived of 

patients’ and care providers’ perspectives).5,8 Although graphic health narratives are rising in 

popularity (or what Wegner has named the “boom of graphic pathographies”8), using art as tool 

for teaching medicine is not novel. For instance, Figure 1.2, Gekakihaizufu, is a painting of a 

surgical procedure that was printed in a textbook in 1840.36 Nonetheless, the authors of the 

Graphic Medicine Manifesto propose that graphic medicine is a humanizing pushback to current 

“techno-medical progress” through exploring how health and illness may be represented in a 

graphic form.5(p. 3)
 The authors of the Graphic Medicine Manifesto state that “graphic medicine” 

is a movement that challenges the dominant scholarship within healthcare while diversifying 

perspectives of medicine, illness, disability, caregiving, and being cared for.5(p. 2) In particular, 

graphic medicine is described as “[resisting] the notion of the universal patient and vividly 

[representing] multiple subjects with valid and, at times, conflicting points of views and 

experiences.”5(p. 2) The goals posited in the Graphic Medicine Manifesto on developing a new 

way of including broader ranges of health experiences appear to be aligned with Narrative 
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Medicine (2005),39 a book by physician and literary scholar, Rita Charon. Charon defines 

narrative medicine as: 

[…] Medicine practiced with these narrative skills of recognizing, absorbing, 

interpreting, and being moved by stories of illness. […] offer[ing] the hope that our 

health care system, now broken in many ways, can become more effective than it has 

been in treating disease by recognizing and respecting those afflicted with it and in 

nourishing those who care for the sick.39(p. 4) 

Thus, Narrative Medicine39 and the Graphic Health Manifesto5 both seem to emphasize “being 

moved by stories”39(p. 4) and to invite or welcome broader perspectives. To be “moved by stories” 

and to form alternative narratives, for example, care providers are tasked with truly “listening” to 

patients and patients are tasked with “telling” their stories, experiences, and emotions which may 

be difficult to articulate verbally if at all.8,39 

Not only may graphic health narratives help share complex or difficult experiences of 

authors—including patients and care providers—but drawing graphic health narratives may also 

facilitate healing among authors.21–23,25 Individuals may find it difficult to write or speak about 

their experiences especially if such experiences were traumatic. Thus, graphic medicine scholars 

propose that creating graphic health narratives may be a narrative technique such as visual 

communication, as a therapeutic exercise,5,8,65 and as a way of creating a community of authors 

or a “brotherhood of sufferers that acknowledges the myriad of experiences and practices of 

healing and confronting experiential horrors”.65(p. 106) To clarify, drawing, within this thesis, 

refers to two interrelated senses: the first is the process of drawing, in which an individual is 

involved with the act of drawing, and the second is the end product or the result of drawing (such 

as a picture or painting, for example).65 Drawing graphic health narratives could be one form of 
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addressing medical or health trauma. Ian Williams, a contributor to the Graphic Medicine 

Manifesto, states that “making autobiographical comics is a type of symbolic creativity that helps 

form identity—a way to reconstruct the world, placing fragments of testimony into a meaningful 

narrative and physically reconstructing the damaged body.”5(p. 119) In addition, Sathyaraj 

Venkatesan and Anu Mary Peter, two graphic medicine scholars, claim that the format of graphic 

narratives, such as panels and the spaces between panels, are representative of the fragmented 

nature of traumatic experiences.65 Drawing a graphic health narrative is a method that “enable[s] 

individuals to revisit the experience, recreate it and process the emotions while logically 

assimilating the incoherent experiences into a narrative.”65(p. 106) Since drawing involves the 

imagination, creative processes used in the creation of graphic health narratives may lead to the 

resolution of internal psychological or emotional conflict, processing of grief, and understanding 

oneself.65 Furthermore, drawing graphic health narratives may contain a meditative quality: the 

sensory act of drawing could divert one’s attention from pain and trauma.65 Venkatesan and 

Peter propose that creating graphic health narratives may provide health benefits for 

individuals,65 similar to how participants of James Pennebaker’s studies on writing traumatic 

narratives also benefited biomedically (fewer physician visits, improved immune function) and 

emotionally (lower levels of depression).66 More specifically in the graphic medicine literature, 

some graphic health narratives share insights of healing through the authors’ self-representations. 

For example, Venkatesan and Peter highlight that Stitches: A Memoir (hereafter Stitches; 2009)67 

by David Small and Lighter Than My Shadow (2013)68 by Katie Green are both graphic health 

narratives that suggest art as a part of healing. Both authors, David Small and Katie Green, share 

their childhood experiences of art within their graphic health narratives: art was a form of 

wordless self-expression and perhaps even a distraction or escapism. Small and Green have 
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represented themselves through graphic narrative avatars, David, and Katie, respectively. 

Beginning first with Stitches, David developed throat cancer at age 11 and after his surgery, he 

was left with a vocal impairment. Throughout his childhood—as demonstrated through Small’s 

drawings within the graphic memoir—David used art as a way of escape from his dysfunctional 

and psychologically abusive home.65,67 Figure 1.3 may be an apt metaphor for David’s diving in 

into the world of drawing, in which David created a place of safety and warmth. David also 

states, “Art became my home,”67(p. 302) further suggesting that art provided a form of creative 

expression and “the quintessence of home”65(p. 108) for David as a child. 

 

Figure 1.3. Images symbolizing Small’s persona, David, diving into a sheet of paper from Stitches (2009)65(p. 108) 

Katie, on the other hand, struggled with being “under constant intimidation and 

compulsion to eat”65(p. 109) within her childhood and her behaviour suggested early indicators of 

an eating disorder.68 Katie, however, used art not necessarily as a form of escapism in her 
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childhood but used art as a way of self-expression and as a source of contentment. After being 

medically diagnosed with anorexia nervosa—a disruption of sorts—Katie’s social relationships, 

self-confidence, and creative pursuits in drawing faltered.65,68 Throughout Lighter Than My 

Shadow, Katie shares her experiences of partially recovering from anorexia nervosa, sexual 

assault, and cycling between overeating and purging. Feeling hopeless that she would be “stuck 

with an eating disorder for ever”,68(p. 360) Katie attempted suicide but slips into an altered state of 

mind, contemplating the power of drawing (see Figure 1.4).  

 

Figure 1.4. A two-page spread in Lighter Than My Shadow (2013) in which Katie draws her life in a single image 

with scenes and struggles from her past woven in.68(p. 394-395) 
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Over time, Katie came to the realization that drawing could be a part of her recovery and states 

within Lighter Than My Shadow, “I want to live. I want to draw.” (see Figure 1.5).68(p. 403) 

Venkatesan and Peter point out that the sensory process of creating art could free one from the 

suffering of an illness, such as an eating disorder. In addition, Venkatesan and Peter note from a 

psychodynamic perspective that drawing—for both David and Katie—was used as a way of 

accessing their psyches and that the graphic retelling of traumatic experiences and disruptions 

led to “the act of reclaiming their obliterated selves.”65(p. 112) For example, Stitches, in its entirety, 

demonstrates Small’s attempts at graphic healing as the book “performs David’s long process of 

recovery, following his traumatizing childhood and adolescence.”16(p. 614) David first 

metaphorically reclaims his voice through art and later, literally.16,67 In sum, Stitches and Lighter 

Than My Shadow are two examples of graphic health narratives that have emphasized healing 

through art; in other words, Astrid Böger, a scholar of American studies, has named the creation 

of graphic health narratives as a form of “graphic cure”16(p. 614) 
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Figure 1.5. A page from Lighter Than My Shadow (2013) comprised solely of text on Katie’s thoughts after 

attempting suicide.68(p. 403) 

The above section has referred to graphic health narratives from patients’ perspectives, or 

rather, the perspectives of individuals with illnesses. While I am not discrediting their 

perspectives, care providers—referring to caregivers not within professional settings, 

professional healthcare providers, and crisis line responders—may face additional struggles to 

communicating their experiences. A type of struggle may be “narrative constipation”5,21 (see 

Figure 1.6), a term coined by M. K. Czerwiec, a contributor to the Graphic Medicine Manifesto 

(2015)5 and a graphic health narrative creator who also goes by the pseudonym “Comic 
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Nurse”.69 Care providers are bombarded with often disturbing, gruesome, and painful human 

experiences that may have painful or no resolutions at all and thus may feel distressing emotions 

such as grief or guilt.21–23  

 

Figure 1.6. Panels from Czerwiec’s graphic narrative Narrative Constipation (2009).21 

Care providers may try to process these events through discussing the events with 

colleagues or loved ones, but this may be inadequate as painful stories may emerge each day.9,23 

Thus, “narrative constipation” occurs in care providers as the result of not speaking or writing 

about their stories but these stories may emerge again into care providers’ minds, creating further 

distress. Scholars of graphic health narratives proposed that art or the creation of graphic health 

narratives may alleviate the struggle of being unable to share experiences of care provision.21–

23,25 In particular, drawing graphic health narratives may be a method of processing difficult 

stories in which the stories are woven into a larger narrative or are let go.23  
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Without addressing traumatic stories of patients, care providers may be prone to 

additional stressors and may struggle to provide care.21,22 Care providers have reported 

undergoing physical,9,14 emotional,9–13 and social11–14 stressors, particularly depression, anxiety, 

exhaustion, isolation, and loss of identity. Although there are caregiver support groups, care 

providers may not always feel comfortable sharing their experiences openly with others. Care 

providers could turn to art-based approaches as a way of expression, storytelling, and personal 

reflection.23 It is through art that care providers may learn to let go of or face difficult or painful 

experiences. 
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Analyzing Graphic Health Narratives 

 There are countless elements of graphic health narratives that fall under different names 

across scholars and artists but for this thesis, I will be generalizing some of what I consider to be 

main or common features that I have found in graphic health narratives. In the following section, 

I will summarize general features of art then proceed to outline specific features of graphic 

narratives. 

  

The Spectrum of Realistic to Abstract Artistic Approaches 

Beginning with the general components of the following analytic framework, McCloud 

(1993) illustrated (pun intended) the “Pictorial Vocabulary” which demonstrates the spectrum of 

artistic approaches from realistic art (referring to art that attempts to accurately represent objects) 

to pictures to language (see Figure 1.7).33(p. 51),72 

 

Figure 1.7. McCloud’s (2003) Pictorial Vocabulary of the Picture Plane, Reality, and Language. McCloud has also 

referred to this model as “The Big Triangle”.4,70 



21 

 

However, I will be using McCloud’s Pictorial Vocabulary rather loosely by focusing on 

the spectrum between realistic and abstract artistic approaches. I have modified the Pictorial 

Vocabulary to invite possible variations of published graphic health narratives as well as graphic 

narratives created by participants of this project; and thus, will be referring to McCloud’s (2005) 

pictorial icon comparison (see Figure 1.8).  

 

Figure 1.8. McCloud (1993) shows a range of artistic / drawing styles used in graphic narratives; on the left, there is 

an image of a photograph, and on the right, there is a minimalistic face.4(p. 29) 

Photography and “realistic art” approach the realistic end of artistic methods as both types of art 

resemble (or attempt to resemble) their real-life counterparts.4(p. 28) Viewing types of artistic 

approaches along a continuum will allow me to include graphic health narratives created through 

mixed mediums that may not limited to drawing, collage, or photography. Towards the realistic 

end, “photocomics” may be considered a type of graphic health narrative as photos could be used 

to complement the artist’s text.71 For example, within the graphic health narrative academic 

literature, Toroyan and Reddy collaborated with South African adolescents in creating a 
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photoshoot in which the photos were later developed into a photocomics visual display for the 

purpose of HIV / AIDS education (see Figure 1.9).71,72  

 

Figure 1.9. Photocomic about HIV / AIDS created by South African adolescents in collaboration with Toroyan and 

Reddy (2005).72  

Yet, in the abstract end of the spectrum, referring to what is not realistic art, may include pictures 

and non-pictorial icons used to represent people, places, things or ideas.4(p. 27) McCloud refers to 

René Magritte’s painting The Treachery of Images as an example of how images and words are 

“unrealistic” or abstractions of reality.4 In Figure 1.10, the word “pipe” itself may not be a 

physical representation of a pipe, nor would the image of a pipe be a physical pipe. 
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Figure 1.10. McCloud (1993)’s uses the example of The Treachery of Images by Magritte to demonstrate 

abstractions of reality.4(p. 24) 

Although Magritte’s work is a commentary on the gap between words and viewing a 

painting,73 some graphic narratives may attempt to bridge this gap by providing context of 

created images to the reader through nearly every line of accompanying text.4 Thus, in the world 

of graphic narratives, language or words may be merged with images and icons while being in 

the spectrum between “realistic art” and “abstract art”. Some graphic health narratives with more 

abstract components may make use a technique called the “masking effect”, which may also be 

known as the “amplification through simplification” process.4,6,74 Unlike written autobiographies 

or memoirs, authors of graphic narratives of their own stories are invited to break the 

autobiographical pact, which is the assumption that the reader may have that the narrated “I”, the 

narrating “I”, and the author are the same person.74,75 What this means is that graphic narrative 

authors may draw themselves in simplified or caricatured forms instead of realistic forms. The 

author may draw a minimally-detailed character that allows the reader to identify with the 

character, thus possibly facilitating an emotional connection between the character in the graphic 
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narrative and the reader.4 The drawn simplistic character acts like a mask (hence the name 

“masking effect”), which McCloud has identified as “projective identification”.4 It is through 

projective identification that children may better identify with animated television shows or 

protagonists in fictional graphic novels, in which children may identify themselves with 

protagonists in media.4 But this process is not limited to fictional stories written for children and 

amplification through simplification is a technique that graphic narratives overall employ to best 

articulate the underlying message.4,76 However, I propose that there may be a cultural element 

that McCloud assumes in projective identification and it is unclear if all readers may be 

influenced by projective identification. Nonetheless, the following examples of graphic 

narratives may be representative of Western—including but not limited to Canadian, American, 

Western European—perspectives. 

By creating a graphic health narrative, the author selects specific details to be 

emphasized; in other words, the author tries to “strip” an image down into its “essential 

meaning” to better amplify the message.4,44,76 In this context, meaning is not static, but rather a 

process since meanings could be changed over time and may differ between participants. 

Keeping in mind that meaning may be fluid (such as that meaning could be different for an 

author compared to a reader), I will be sharing some examples of amplification through 

simplification, which are prominent in graphic narratives. For example, Webcomic Name, created 

by Alex Norris,77 is a graphic narrative widely available on the Internet. Norris limits each 

graphic narrative to three panels and represents characters through simplistic shapes with 

seemingly neutral expressions. Each final panel contains the punchline: “oh no” (see Figure 

1.11).77 Norris may intend to be humorous with each story by having the punchline written all in 

lowercase letters and drawing the characters as simplistic shapes despite a possible theme of 
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suffering among characters. In the example of Figure 1.11, Norris77 does not specify which 

community is represented by the grey, numerous group; and which community is represented by 

the three pink figures. To some readers, the graphic narrative presented may mean that there is an 

exclusion of individuals who do not conform with the larger group. My description of Figure 

1.11 is that this graphic narrative was that the smaller group represented individuals of different 

sexual orientations and sexual identities in creating their own spaces where they could claim as 

their own. Other descriptions of the narrative included the power imbalance between an 

exclusive, dominant group and a minority group in language, Indigenous communities, and 

culture. Yet, Norris may have created this graphic narrative to be open to many descriptions but 

still intended to emphasize the creation of countercultural spaces.77  

 

Figure 1.11. , Webcomic Name by Alex Norris (2019)77 

As another example of amplification through simplification, I have used a minimalist art style in 

my three-panel graphic narrative (see Figure 1.12).78 Although the character in the narrative has 

similar physical features to mine, the purpose of using minimalism was not to draw a visually 

accurate representation of myself but to create a simplistic character that others may identify 

with especially when recalling a distressful event, hence the limited colour palette and shapeless 
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bodies. This simplicity in my graphic narrative on mental health opened the opportunity for 

diverse descriptions among viewers. Despite the narrative’s minimalistic appearance, I have 

taken inspiration from multiple sources: Shaun Tan’s79 The Arrival, a graphic narrative of a man 

who migrates to an unfamiliar place; Norris’s80 three-panel narratives from Webcomic Name; and 

I’m Not Here,61 a graphic narrative in which a woman handles elder care and sadness; all of 

which are graphic narratives with limited or no text. After a few discussions with colleagues, one 

description of Figure 1.12 was that my artistic approach was childlike, the second panel 

suggested that the character’s pupils had vanished and the background had an orderly pattern, 

and that the surgical tools in the third panel represented a cold, sterile environment as well as the 

potential need for removing the eyes and ears. Another description from my art piece was that 

the eyes, or sight, symbolized a sensitive part of the character in how the character in the first 

panel has a rather neutral expression but the eyes in the following panels were hollow. One other 

description was that Flashback had no chronological order as the first panel represented how 

mental illness may be viewed from an outsider’s perspective and the latter two panels suggested 

how mental illness felt via an insider perspective. Additionally, a classmate of mine laughed at 

my graphic health narrative possibly as a response of confusion. My intention, however, was to 

evoke a feeling of discomfort in the viewer. I wanted to share the discomfort of having a 

traumatic memory resurface by creating a panel where a character’s eyes and ears are covered 

with sharp objects, such as scalpels and pins. In my own experience, I have had visceral 

reactions in my shoulders tensing up when hearing others describe stories of injuries or ailments 

of the eyes. However, I understand that viewers may not have the same visceral reaction of 

discomfort when speaking about eye injuries and that interpretations of art may vary across 

viewers. There were also some descriptions that I had not expected. For example, I illustrated 



27 

 

surgical tools as an acknowledgement to the Surgical Humanities Day Art Exhibition at the 

University of Saskatchewan in September of 2019, but an individual had suggested that the 

surgical tools may mean the removal of body parts. Incorporating this into my own narrative, this 

meant that I wanted to rid myself of the images (eyes) and the sounds (ears) that disturbed me. I 

realized that these descriptions helped me better process the traumatic experience that I had 

while demonstrating how I made sense of my art piece changed over time.  

 
Figure 1.12. Flashback (2019) is a three-panel art piece that was included in the Surgical Humanities Art Exhibition 

in September 2019 and was featured in the Canadian Medical Education Journal (Volume 11, Issue 1).78 

The above examples of amplification through simplification have illustrated the possible 

descriptions readers may have when viewing a graphic narrative. Amplification through 

simplification appears to be a technique used by graphic narrative authors or artists to facilitate 

deeper meaning-making and possibly identification with the authors’ or artists’ self-

representations. 

Graphic Narrative-Specific Signs and Conceptual Metaphors 

 The term “graphic narrative-specific signs” refers to aspects or artistic choices commonly 

made and found in graphic narratives; however, this definition may not imply that these signs 
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and conceptual metaphors originate from graphic narratives.49 Regardless of where graphic 

narrative-specific signs may originate from, I will be describing common features of graphic 

narratives in the following section, particularly on the artistic choices that authors make when 

creating graphic narratives. 

Panels, Page Layouts, and Compositions 

Kukkonen,49 McCloud,4 Venkatesan and Saji,34 Chute,81 and Baetens and Frey47 describe 

how layouts and compositions of graphic narratives may be used. A panel, for the purpose of this 

thesis, refers to the physical or digital space where a graphic narrative creator places content for 

the reader to view. I have chosen this definition to include single-panel and multi-panel graphic 

health narratives. How panels and content within the panels of graphic narratives are arranged 

may be used as storytelling devices.7,34,49 Baetens and Frey state that page and panel arrangement 

could be summarized into four different methods of panel utilization, also known as the “Four 

Conceptions of the Page” (hereafter, Conceptions) according to Benoît Peeters (1983)47,82 The 

Four Conceptions consist of two elements: narrative (in which the graphic narrative is used as a 

storytelling device) and composition (in which the graphic narrative is used as device in 

producing images and spatial forms; and the relationships between the elements (see Table 

1.1).47(p.108) The relationship between narrative and composition could be either autonomous (in 

which there is little to no relation between narrative and composition) or interdependent (in 

which narrative and composition influence each other).47(p. 108) Before providing examples of how 

page and panel layouts may be used, I will be providing a short summary of how layouts may 

meet graphic narrative creators’ purposes. 
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Table 1.1. The Four Conceptions of the Page; a summary of relationships between narrative and composition 

elements in graphic narrative page and panel arrangement.47,82(p. 108) 

 Autonomous relationship 

between narrative and 

composition 

Interdependent relationship 

between narrative and 

composition 

Dominant narrative as device Conventional use Rhetorical use 

Dominant composition as 

device 

Decorative use Productive use 

 

First, the conventional mode of page and panel arrangement refers to the repetition of structure in 

panels and even across seriated books. The second mode, which highlights a decorative use, is 

when the visual and spatial properties of a page or panel layout are emphasized over narrative or 

storytelling elements. Within the third mode of rhetorical use of layout, compositional elements 

support the main element of narrative. And finally, the productive use of layout suggests how 

composition may be a dominant element that guides the narrative.47 Of course, there may be 

exceptions to these Conceptions and there may be some graphic narratives that use a 

combination of page and panel arrangements. To invite exceptional examples of graphic 

narratives, I will be considering these definitions and Conceptions only when applicable. In the 

following section, I will be providing examples of page and panel arrangements within graphic 

health narratives specifically. 

A single panel or multiple panels may be used to suggest changes in time and space or to 

evoke moods, emotions, and thoughts within a reader. In Keeper of the Clouds, Futerman and 

Tampold may have attempted to evoke feelings of stress by using a single page with borderless 

“snapshots” of scenes superimposed in the narrator’s hair, perhaps using layout rhetorically, in 

which the dominant device is the narrative of dementia and the relationship between narrative 

and composition are interdependent (see Figure 1.13).  
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Figure 1.13. A single full-page panel from Keeper of the Clouds with several other scenes representing 

caregiving.48(p. 3) 

On the other hand, multiple panels in uniform sizes have also been used in at least a couple of 

graphic health narratives on mental health, in which page and panel arrangement have 

conventional and rhetorical uses. The first example is from Darryl Cunningham’s (2011) book 

Psychiatric Tales: Eleven Graphic Stories About Mental Illness (hereafter Psychiatric Tales): 

Cunningham recalls his experiences from working in an acute care psychiatric ward through and 

organized the graphic narrative to consist of six panels that are relatively the same size on each 

page (see Figure 1.14).  Cunningham’s60 work, in which each page layout appears compact and 

boxy, precedes Futerman and Tampold’s48 graphic health narrative by five years; thus, it may be 

possible that there was a shift in graphic narrative artistic styles within the last decade. Even so, 

Cunningham may have opted for a more “rigid” layout to suggest the rigidity of working in a 

psychiatric ward. It may also be possible that Cunningham had used the uniform panels and page 

layouts in contrast to the ununiform human experience of mental health and illness. The balance 
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between uniformity of clinical settings and un-uniformity of navigating through mental illness 

suggests that there is inner conflict experienced by patients and Cunningham himself 

(Cunningham had left his job as a healthcare assistant at the ward due to burnout, anxiety, and 

depression)60 as well as another type of conflict between patients with severe mental illnesses 

and societies where mental illnesses are highly stigmatized. 

 

Figure 1.14. A page from Darryl Cunningham’s (2011) first book, Psychiatric Tale, demonstrating a six-panel page 

layout.60(p. 102) 

In another example, Ellen Forney’s (2012) graphic memoir Marbles: Mania, Depression, 

Michelangelo, & Me: A Graphic Memoir (hereafter, Marbles) exhibits different types of panels 

to represent her psychic response to bipolar disorder as well as to generate “emotional 

expressiveness”.34,56,83 Forney’s retelling of counseling sessions and treatment are often 

described with 3x3 or 4x4 latticed panel arrangements perhaps “to convey notions of objectivity 

and precision that characterize clinical settings”34(p. 9) (see Figure 1.15).56  
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Figure 1.15. Forney opted for square-like panels with borders when drawing her recollections of discussions with a 

psychiatrist in Marbles (2012).56(p. 39) 

On the other hand, reflections of euphoric states were represented through a lack of borders on 

the pages (see Figure 1.16).34,56 Forney’s artistic decisions of Marbles were intentional in 

recreating her experiences with bipolar disorder through this non-diegetic element of panel and 

page layouts. 

 

Figure 1.16. Using conceptual metaphors through non-diegetic elements such as page layout in graphic narrative, 

Forney described her manic states by using borderless, unrestricted page layouts in which some scenes spanned 

multiple pages.56(p. 45)  
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Assumptions of Continuity in Gutter Spaces 

For graphic narratives that have multiple panels, the space between panels is another 

element to consider. McCloud describes this space as the “gutter space”4 (see Figure 1.17), 

whereas Baetens and Frey note that this space is technically called the “intercomic space”.47(p. 121) 

The gutter space may sometimes go unnoticed by both the readers and the authors, or the gutter 

space may not be worth noticing at all.47 Nonetheless, gutter spaces could be considered unique 

to graphic narrative formats.4,81  

 

Figure 1.17. McCloud’s demonstration of gutter space between two panels.4(p. 66) 

Graphic narratives make use of the space around panels (this space may include other panels and 

pages preceding and following the present panel), unlike paintingsiii in which content may 

 
iii However, one could argue that a series of paintings, such as Claude Monet’s Les Meules à Giverny (The Stacks in 

Giverny) displayed at the Art Institute of Chicago, have gutter spaces, too, through the spaces between paintings. 
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remain within the boundaries of a frame4 and unlike film in which scenes are experienced in 

time.73,81 What this means is that graphic narratives invite the viewer to take control of the 

pacing of narratives. In films, cinematographers can manipulate how information is presented to 

the audience by lingering over certain objects or scenes; but graphic narratives allow viewers to 

decide how much time they would like to spend viewing each panel or page.81 Berger has made 

similar comparisons between film and paintings: within a painting (or a page of a graphic 

narrative), all elements are viewed simultaneously.73 While the medium of film could be 

considered a series of images, filmmakers are able to construct arguments through the 

irreversible succession of images.73 Yet readers of a graphic narrative are able to reverse or 

qualify their conclusions upon viewing an entire page of panels even after looking at each 

component of the graphic narrative closely.73 McCloud states: 

In every other form of narrative that I know of, past, present, and future are not show 

simultaneously—you’re always in the now… And comics is the only form in which past, 

present, and future and visible simultaneously… You’re looking at panels, which if 

you’re reading panel two on page two, then to its left is the past, and to its right is the 

future. And your perception of the present moves across it.81(p. 8) 

McCloud recognizes that readers of graphic narratives may make assumptions or connections 

between panels and has named this act “closure”.4 Similar to Berger’s comments on seeing a 

painting as a whole, McCloud asserts that closure is” “observing the parts but perceiving the 

whole”4(p. 63)—which appears to follow the Gestalt principle of closure: a tendency to see 

complete figures even when figures are missing information84—and thus readers become “active 

collaborator[s] in the process of meaning making.”7(p. 224) 
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 Gutter spaces may suggest more than meets the eye and readers may have a larger role 

with closure. Venkatesan and Saji have suggested that the format of graphic health narratives, in 

which each panel or page is fragmented, represents trauma and the author’s “fractured sense of 

time and (corrupted) memory”.7(p. 225) Thus, gutter spaces may function as liminal spaces and the 

reader, within the liminal spaces, “sutures the disjointed ‘wounds’”7(p. 225) of the author’s retelling 

of trauma. Additionally, Chute proposes that the psychoanalytic perspectives of what (referring 

to content) and how (referring to form) one views sexuality may be apt depictions of gutter 

spaces. Chute writes, while referring to Roland Barthes, “‘It is intermittence, as psychoanalysis 

has so rightly stated, which is erotic: the intermittence of skin’—and here I think of the white of 

the page in between panels—‘flashing between two articles of clothing’”.81(p. 10) Yet, Baetens and 

Frey take a more cautious approach to analyzing gutter spaces and assert that gutter spaces may 

not suggest anything at all if the spaces are noticed by the author and reader in the first place.47 

Nonetheless, gutter spaces are still present: notably in graphic narratives whether they are large 

blank spaces or simply a line that separates images, and make use of the reader’s assumptions of 

continuity between panels and pages. 
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Figure 1.18. McCloud’s summary of possible types of transitions that may be use in graphic narrative panels.4 (p. 74) 

How readers may project continuity when reading graphic narratives could be described in one 

type of example: transitions between panels. McCloud summarizes transitions into six different 

categories (see Figure 1.18): (1) moment-to-moment (in which the transition lasts a moment or a 

second; little closure is needed), (2) action-to-action (in which there is a change in a scene 

focusing on events or movement), (3) subject-to-subject, (4) scene-to-scene, (5) aspect-to-aspect, 

and (6) non-sequitur.4,85 Some transitions may require more “participation” from the reader in 

that the reader makes assumptions about potential connections between panels. Within the first 

category of high participation transitions, subject-to-subject transitions, in which panels remain 

in the same scene or idea but focuses on a different subject, invite readers enact closure to make 

the connection between the two panels.4 In the second category, scene-to-scene requires the 

reader’s “deductive reasoning” to make connections “across significant distances time and 

space”.4(p. 71) In other words, scene-to-scene transitions may occur over a continuous period of 
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time.85 Next, aspect-to-aspect transitions transcend time and place emphasis on places, ideas, or 

moods of panels.4 Sometimes, aspect-to-aspect transitions are used to invite readers to observe 

the environment of the graphic narrative or to wander away from the main characters or focus of 

the graphic narrative.85 And finally, some transitions, such as non-sequitur transitions, may not 

require any meaning-making from the reader as there may be no relationship between two 

panels. In more recent years, some authors have proposed that symbolic and rolling transitions 

could be added to McCloud’s original list of transitions.85 First, symbolic transitions allude to 

flashbacks, montages, and inner dialogue.85 Salgood Sam clarifies that these transitions “deal 

with the unreal, the felt, and the imagined.”85 Second, Sam also suggests that rolling transitions, 

in which panels tend to overlap or “fold” over each other, offer a different viewing experience 

for readers. And so, the impact a rolling transition can make on a reader is described as follows: 

As the reader’s eye travels over the contour of one figure, it finds itself on the other side 

in a separate ‘moment’ or ‘aspect’ or ‘space’ of the scene, giving a ‘Rolling’ sense of 

movement through space and time in the story, rather than the traditional isolation of one 

moment and aspect, to another in paneled comics design… a more fluid, and dynamic 

reading experience, suggesting an altered state of mind or perception.85 

Despite the addition of the symbolic and rolling transitions, the categories of transitions that I 

listed may not encompass all types of transitions used in graphic narrative; in addition, 

transitions and gutter spaces may only be one example of closure. 

Economy of Expression: Symbolia and Metaphors 

I argue that the closure principle in reading graphic narrative also applies to how ideas 

may be represented without words. What this means is that graphic narratives have their own 

visual language that readers, who draw from a bank of knowledge in what they already know of 
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the world, may engage with to better understand the narrative. Venkatesan and Saji comment that 

graphic narratives have an “economy of expression which aids readers to comprehend the 

intricacies of illness more lucidly than a written text.”7(p. 228)  Within this thesis, I am including 

facial expressions and postures of characters in graphic narratives to the “economy of 

expression” as I argue that both of these features contribute to a reader’s understanding of a 

graphic narrative. Examples of such expressions are demonstrated in The Lexicon of Comicana 

(2000) by Mort Walker, who outlines symbols, or “symbolia”, used in graphic narratives around 

the world.86 Within graphic narratives, “emanata” are just one type of symbolic icons and are 

used to represent concepts that may not be present realistically.34,86 Emanata are symbols often 

drawn near characters’ heads, representing thoughts, states of mind—such as shock or surprise 

and sometimes the author’s notes.86,87 Grawlixes are symbols representing profanity from 

characters.86,87 In addition to emanata and grawlixes, Walker has also described some symbolia 

as the following: agitrons (wiggly lines meant to represent a shaking or tremoring object or 

character), briffits (clouds of dust), dites (straight lines representing a reflective surface, hites 

(lines that trail after an object or character at a great speed; also known as speed lines according 

to Kukkonen49), and indotherm (wavy lines representing heat rising from an object or 

character).86 Generally, these lines are meant to represent states of mind, thoughts, and feelings 

that may be difficult to represent realistically in graphic narratives. This symbolic language of 

graphic narratives invokes the closure principle as the reader may make connections between an 

object or character with symbolia, even though the author may not use text as the main medium 

to convey ideas. 

Similarly, gestures and postures of characters could be considered as iconic symbols. But 

when describing gestures and postures, readers may already have assumptions that allow them to 
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connect such images with ideas already in their knowledge base.34 Such assumptions may be 

influenced by culture: for instance, there may be differences in Japanese graphic narratives and 

Western graphic narratives in how emotions, mental and physical states are represented. I have 

noticed that some graphic narratives created by East Asian authors represent anger through four 

curved lines, which is meant to be a character’s vein erupting from the head or forehead, whereas 

anger in American graphic narratives are sometimes represented by steam coming out of a 

character’s ears. Of course, there may be possible explanations of why anger is represented 

differently across graphic narratives, such as that there may be various understandings of the 

impact of anger on the body. In the foreword of the 2004 edition of Barefoot Gen, Art 

Spiegelman writes a disclaimer for audiences unfamiliar with Japanese culture: he notes that 

Nakazawa tended to exaggerate actions and behaviours, namely, the main character’s father’s 

physical violence towards his sons is meant to depict his fierce love for his family and 

Nakazawa’s drawings are not meant to depict domestic abuse.88 Nonetheless, I will keep into 

consideration the cultural—not limited to geographic locations or ethnicities—explanations of 

facial expressions and gestures as a way of broadening my perspectives when examining graphic 

health narratives.  

Demonstrating a range of facial expressions and postures as a way of depicting emotion 

through graphic narrative, Will Eisner—who was an early contributor to the field of comics and 

graphic narrative—illustrates the importance of posture in depicting emotion. I have summarized 

the emotions Eisner illustrates from Expressive Anatomy for Comics and Narrative (hereafter, 

Expressive Anatomy)89 according to stress or tension, which is a rather physiological approach: 

when I am referring to “tension”, I am describing how much the muscles of the body contract or 

relax in response to a situation. In Eisner’s guidelines, he often notes how a character’s posture 
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suggests emotion and whether a character’s muscles are tense or relaxed. But tension of the body 

is not correlated with how extreme or severe an emotion is as there may be infinite ways of 

expressing the same emotion across characters and situations. Expressions of high tension, from 

the limited pool of emotions in Expressive Anatomy, include hate, anger, fear, surprise, grief, and 

shame. The common elements of these emotions are stiffened and tightened muscles: rigid necks 

and upright spines. Yet, there may be exceptions to how some of these emotions may be drawn. 

Grief could be drawn quite differently according to the “cause [of grief] and a person’s 

personality, posture, and gestures”.89(p. 76) For instance, Eisner comments that immense grief 

could be visualized in the body through drooped shoulders, sagging postures, and bowed heads 

to indicate characters’ want to withdraw into their own bodies. Thus, grief could fall under my 

description of emotions with “low tension” of the body, along with emotions such as love and 

joy. These low-tension emotions could be visualized through drawing relaxed shoulders and 

facial muscles of characters. Eisner’s descriptions of emotions are one perspective of drawing 

emotions in graphic narrative. The number of ways to draw human emotion may be as infinite as 

the amount and intensity of emotions. 

Texture of Text 

 Graphic narratives that include text may be used to provide context for readers. For 

example, speech bubbles, described as “discourse emerging from a speaker’s mouth and being 

directed at the listener”, 49(p. 25) demonstrate the conceptual metaphor of “communication as 

conduit”, 49 perhaps in which discourse from the speaker is placed into a “container” for the 

listener (and the reader of the graphic narrative) to receive.90 Thus, speech bubbles are one visual 

representation of how readers may understand language or, rather, communication. In addition to 

speech bubbles, text or discourse that is not coming from a character within the graphic narrative 
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may be named “captions”, whereas text or discourse that is unspoken and left in a character’s 

thoughts may be represented in a “thought bubble” . In Figure 1.19, Isobel Hanson and Safdar 

Ahmed, authors of Healing Alone—a graphic health narrative published online in The 

Guardian—used both captions (“Doctors develop a condensed language to communicate 

effectively with one another.”) and thought bubbles (“What is an ileostomy?”). Although the 

character in the panel cannot see the captions nor his own thoughts, these pieces of text are 

visible to the reader and provide context for the reader that characters may be unaware of.

 

Figure 1.19. A panel from Healing Alone (2019) by Hanson and Ahmed.62 

Often, these visual symbols that I have described are based on conceptual metaphors used in 

language (for example, some people may use metaphors such as “Try to pack more thoughts into 
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fewer words,”90(p. 287) demonstrating that words may be something that is transferred from one 

person to another) or these visual symbols may be centred on conventions in graphic narratives 

(for example, Walker’s lexicon of symbolia are based of his observations of graphic narratives 

from around the world).49,86 

And yet, some graphic narratives that are accompanied with text as captions may have 

little or much relation with the image. For example, in Ways of Seeing, Berger displays a 

painting on one page (see Figure 1.20).73(p. 27) He describes this image as “a landscape of a 

cornfield with birds flying out of it,” 73(p. 27) which seems to be a surface-level description 

without additional context.  

 

Figure 1.20. Wheatfield with Crows (1890) by Van Gogh; Berger has described this painting as “a landscape of a 

cornfield with birds flying out of it.” 

But on the next page, the same painting is shown with the caption, “This is the last 

picture that Van Gogh painted before he killed himself.” (see Figure 1.21).73(p. 28) Berger 

demonstrates that the meaning of the same image may have changed for the reader and argues 

that some captions may be unrelated to images. Nonetheless, how readers make connections 

between images and text may be a form of closure as well, in which that readers do not have the 

full context of the image but are able to describe the image with the context they do have. 
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Figure 1.21. The same painting, Wheatfield with Crows (1890), as the previous figure. Berger has included the 

caption “This is the last picture that Van Gogh painted before he killed himself.” 

The form of text, such as handwriting, may have an impact on a reader’s perceptions 

while viewing a graphic narrative. By including handwriting as a potential feature to explore in 

graphic narratives, I am not referring to deciphering writers’ personalities through examining 

their handwritings (such as how one would write the letter “a” or which direction is one’s 

handwriting slanted towards); rather, I mean to generally acknowledge how handwriting, instead 

of typesetting, may influence a reader differently. Unlike typesetting (which comes from the rise 

of print technology),7 handwriting may suggest humanity, which fosters a personal connection to 

the reader from the author and graphic narrative.7,91 This intimate connection may exist because 

the use of handwriting may lead readers to feel that they are reading the author’s personal diary. 

Similarly, Chute describes how handwriting, as a reminder of the author’s “subjective 

positionality”,81 may be providing extrasemantic information to the reader and comments on how 

handwriting interacts with the reader: 

The subjective mark of the body is rendered directly onto the page and constitutes how 

we view the page. This subjective presence of the maker is not retranslated through type, 
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but, rather, the bodily mark of handwriting both provides a visual quality and texture and 

is also extrasemantic, a performative aspect of comics that guarantees that comics works 

cannot be “reflowed”; they are both intimate and site-specific. 85(p. 11) 

Chute also notes that “print” was something that McCloud did not include in his book 

Understanding,81 thus it may be possible that handwriting has not been deeply considered by 

scholars of graphic narratives. Nonetheless, handwriting has been used throughout graphic health 

narratives to create emotional “extrasemantic” impacts regardless of the content of the text. In 

Tangles (2010), Sarah Leavitt uses handwriting to show her mother’s progression through 

Alzheimer’s disease, thus possibly appealing to the reader’s emotions by sharing handwriting 

that appears to disrupt writing norms of writing clearly and in a straight or linear fashion (see 

Figure 1.22).92 Venkatesan and Saji claim the effect of handwriting in Tangles was to 

demonstrate a change from “personhood to patienthood”7(p. 228) in Leavitt’s mother, Midge. 

Additionally, handwriting is used to indicate Midge’s struggle to return to her prior self as shown 

in the crossed-out letters and words. Leavitt writes, “[i]t took me a while to decipher her new 

handwriting”,92(p. 40) thus suggesting how Leavitt was dealing with her new understanding of her 

mother and her mother’s identity.7 One could argue that handwriting, at least in Tangles, could 

be used as a metaphor in depicting illness, especially when exploring illnesses that affect 

cognitive and motor abilities.  
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Figure 1.22. A panel from Tangles (2010) depicting Leavitt’s mother’s handwriting.92(p. 40) 

Colour: Greyscale, Black and White 

 Colour within art may be attributed to certain emotions. For example, some may view red 

as a colour representing anger and war and bloodshed that comes from war. But for others, red 

could represent luck and fertility. As there may be various assumptions one may have of colours, 

I will not be describing colours in this section according to hue or qualities of colour. Rather, I 

will highlight that colour could be used for generally representing emotions and assumptions of 

emotions one may attribute to colour, as well as emphasizing or deemphasizing aspects of a 

graphic narrative page. In The Hallway Closet, all pages (save for the cover) are printed in 

greyscale but Tampold uses a lack of shading in her representations of her younger self: unlike 

Tampold’s illustrations of her more recent self, Tampold has drawn her younger self, struggling 

with attention deficit hyperactivity disorder (ADHD), to have “blank” or white eyes. This 

suggests to me that the blank eyes represent a lack of focus and unrepressed emotions within a 

child. Tampold draws herself in present day situations, her eyes are shaded in, like her drawings 

of her mother and her family physician, further suggesting that blank eyes represented 

abnormality. Similarly, Brian Fies colours his mother’s eyes in Mom’s Cancer (2004)52 from 

black to white as a representation of her “slip from consciousness”7 or absence seizure while 

deepening the background shades in each subsequent panel (see Figure 1.23). Mom’s Cancer is 



46 

 

illustrated in greyscale but Fies makes use of varying shades of grey to set the mood of the panel 

as well as to emphasize his mother’s lack of response. These aforementioned examples are both 

greyscale graphic health narratives but both authors have made use of black and white as one 

tool out of many in representing illness. 

 

Figure 1.23. Fies uses an accordian-like panel composition with each subsequent panel background becoming darker 

to represent Mom’s absence seizure in Mom’s Cancer (2004).52 

Conclusion 

The above section maps characteristics of graphic narratives and outlines aspects that I 

have found across graphic health narratives as well as commentary from graphic narrative 

scholars. For general features, I have summarized how there may be a range of realistic to 

abstract artistic approaches in graphic health narratives. More specific features of graphic 

narratives include page layout and composition; gutter spaces; symbolia, facial expressions, 

postures; text in speech bubbles, thought bubbles, and captions; and colour. Each of these 

features may be deliberate artistic decisions made by authors possibly out of aesthetic or 

rhetorical reasons. I have also used published graphic health narratives as examples for each of 

the features outlined but this section may not include all features of graphic narrative nor may it 

include the most ideal graphic health narrative examples. In addition, this section is not meant to 

be deductive in limiting my analysis only to these features of graphic narratives. My aim was not 
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to create a comprehensive list for the purpose of this thesis but rather to demonstrate some 

examples of features that may come up during my analysis of participants’ graphic health 

narratives created during the study.   
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2. RESEARCH PARADIGMS, METHODOLOGY, AND METHODS 

In the following, I will lay out my somewhat complex methodology, trying to account for 

the background of the arts and sciences in my research. I will begin with (1) a general outline of 

research paradigms involved in health research that is essentially interdisciplinary, building on 

the arts and sciences, and my use of the term “description” to help bridge the disciplinary 

divides; then, explain more closely (2) how my form of health research builds on artistic 

processes; followed by (3) a more refined definition of description through the use of 

“hermeneutics.”  

The Arts and Sciences of Health: Paradigms 

In my master’s thesis research on “art voice,” I am traversing some of the intersections of 

arts and sciences in health research. Generally speaking, health research, as it applies to and 

affects, human health, cannot avoid but include both arts and sciences: our human responses to 

problems of health tend to involve not only biological but often psychological, social, and even 

spiritual aspects. These responses tend to be very personal, varying from patient to patient. 

Nevertheless, where health problems can be generalized, for example, in samples of test tube 

biochemical reactions, the sciences are crucial. That is why some medical professionals note that 

medicine is both art and science.iv In my own research, my study is scientific in that it is 

empirical, building on my participants’ and my own observations of their uses of art as they 

address problems of health (e.g., crisis situations) in their care. Also, I will attempt to do this 

work in a systematic manner to achieve good research quality (evidenced by my research 

question and this very Methods section). Moreover, I am interested in the possible “outcomes” of 

 
iv Personal communication between head oncologist Dr. Hossfeld and Dr. Ulrich Teucher. 
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using care providers’ artistic expressions to give voice to problems of health. The term 

“outcomes” is part of my scientific approach to my project as I am seeking to generalize in some 

ways how participants might or might not use art. However, I am pursuing “outcomes” with a 

“small o” rather than a large “O”.  By that I mean that I am not using, for example, a randomized 

controlled trial, generally understood to be the gold standard of scientific research in the 

evaluation of experiments, perhaps demonstrating the lowering of cortisol levels through art. 

Neither am I using a survey, with standardized questions and answers, filled out in 15 minutes or 

less, in order to quantify averages and significant trends in hundreds of participants’ answers to 

extrapolate to an entire population. Rather, in this particular study, my intent is to better 

understand the uses of graphic art as care providers attempt to give very personal expressions to 

the stresses (good and bad) of their work where patients or clients experience sudden or chronic 

crises. In fact, I was expecting to find and indeed welcome, very different artistic approaches and 

solutions among the four care providers whom I was able to recruit who find themselves in the 

business of caring for others in crisis—the care providers enabled and perhaps sometimes 

hindered by the knowledge of our most human variations of very different personal experiences 

and life histories, in response to the human variations in their patients or clients as the latter try 

to master crises in life. It is precisely these almost infinite human variations that may hopefully 

open up some of the infinite avenues of human meaning making as we try to grapple with the 

highly individual impacts that health and illness can have on us, so that we can enhance more 

personalized healthcare.  

However, as I am traversing both arts and sciences, I must clarify my methodology and 

use of methods lest I fall prey to a charge of sloppy eclecticism. In this context, researchers often 

declare their stances on ontologies and epistemologies. For example, it would be difficult to 
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justify (though not impossible) within one study the mixing of realist ontologies (such as in a 

descriptive, statistical part of the study) with social constructionist ontologies (for example, in an 

interpretive interview analysis as another part of the same study). As outlined by Crotty,93 a 

realist persuasion assumes that there are universal truths, even a unified world law, applicable 

anywhere without cultural or local variations, and independent of any human minds that might 

be conceiving any such truth(s); by contrast, social constructionism would assume that anything 

that we know about the world has been made up by, and may depend on the (sociocultural and 

historical) variations of, our minds, and therefore there cannot be one person who can lay more 

claim to the assumed truth of some statement than any other person. There are other possible 

stances, but I would like to lay claim to some middle ground, otherwise known as “weak” or 

critical realism, between these two contrasting claims. I would rather like to proceed in a more 

pragmatic fashion, seeking to generalize findings, for example, in the pursuit of better medicines 

and better treatments—until proven ineffective, and seemingly better treatments have been 

found. In other words, there is a possibility of a universal truth, and this truth may be uncovered 

as scientific and artistic processes of discovery are advanced. Another possibility is that there 

may be no universal truth or the universal truth cannot be reached as there may be no consensus 

at all.94–97 Yet, there is also the possibility that there are “momentary agreements” or multiple 

perspectives surrounding a potential universal truth. A critical realist position allows me to state, 

for the purpose of my thesis, that making sense of care providers’ artistic representations of 

health issues may not be absolute representations of the world94–97 but invites multiple meanings 

of care provision. The term “making sense” is often explained as “description,” “interpretation,” 

or “understanding.” Unfortunately, the definitions of these terms are rather inconsistent. While 

some use “description” in the context of quantitative explanations, and “interpretation” in more 
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qualitative contexts, others use these terms more indiscriminately. For example, Thorne, in 

Interpretive Description (a book on method in the field of health, 2008),98 explains description 

more broadly as “telling what it is that one has observed,”(p. 47) involving inductive (qualitative) 

and deductive (quantitative) reasonings broadly.98 By contrast, Thorne explicitly bases her 

definition of “interpretation,” that is, appreciating experience from the perspective of others, 

while simultaneously accounting for […] cultural and social forces,” for uses that “capitalize on 

the perspective that reality doesn’t exist ‘out there’ as an objective entity to be discovered but 

rather is more usefully understood as ‘socially constructed’”.(p. 49) This use of “interpretation” is 

said to rely “upon the more practical, analytical “so what does this mean” form of description 

that extends interpretation beyond documentation and into sense-making”.(p. 49) Summarizing, 

Thorne reserves only qualitative approaches for her method, as she defines “interpretive 

description research questions” as:  

[extending] our reach beyond generic qualitative description (typically reflected in such 

questions as, What is happening here? What are the dimensions of the concept? What 

variations exist?) and into the domain of interpretative explanation (How are phenomena 

similar of different from one another? How do they relate to one another? What patterns 

exist? And how do they operate?).(p. 50) 

In addition, Thorne stops short of using “interpretive description” for more experimental, 

“formal explanatory pretensions (causation, prediction, control, evaluation)”.98(p. 51) However, 

while Thorne assigns qualitative approaches alone to “interpretation,” data analyst Lebied uses 

this term for both quantitative and qualitative approaches.99  

Since I would like to preserve a critical realist stance, and restrict possible confusions, I 

have chosen to use the term “description” flexibly, that is, in a non-binary sense, allowing for the 
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possibility of both quantitative generalizations (as much or little as possible) as well as 

qualitative variation. In acknowledging that there may not be final solutions, but still wanting to 

move ahead somewhat pragmatically, and generalize where it may seem fit, my use of 

“description”, of telling what I have observed, will include elements of interpretation, of what 

the observed might mean, in the process. For now, in my current critical realist approach, I will 

use “description,” and do so in a non-binary way (neither exclusively quantitative nor 

exclusively qualitative).  

 However, since I also use the term “understand” and “understanding” at times, a quick 

definition is in order here, too, as “understanding” can be used in many different ways. The 

Oxford English Dictionary provides almost two columns of definitions, beginning with the verb 

and its most widely used version, “Perceive the meaning or explanation of; grasp the idea of. 

Also, have a sympathetic awareness of the character or nature of (a person).”100 The gerund 

“understanding” is said to refer, primarily, to a “power or ability to understand.”100 In general, 

the definitions appear to assume that “understanding” involves some cognitive power in a subject 

that is obtained, in some dualistic fashion, “of” an object. This conception is and certainly was a 

common conception in historical studies of language (in other words, “hermeneutics”) but has 

acquired additional meanings, for example, in Gadamer on whom I rely in some part when I will 

explain hermeneutics (in a moment). For Gadamer, as summarized by Grondin “understanding” 

appears to be not only cognitive, of others, but also practical, for example, in one’s attunement to 

one’s ability to swim.101(p. 4) This notion is relevant as Gadamer appears to think of 

“understanding” as in fact humans’ most general attitude in their attunement with the cosmos 

that they find themselves to be a part of or even immersed in. Very likely, Gadamer would refine 
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my earlier definition of “description” much more, adding to my objectifying definition the many 

possibilities of human understanding of attunement. 

This definition concludes my general approach to laying out my methodology in health 

research. I will now turn to the artistic aspects of and in my research, further refining my 

methodology. 

Arts-Based Research: Research Methodology 

Following my earlier thoughts, I need to determine an adequate methodology and 

methods to answer my research question sufficiently. There are indeed many methods available 

in qualitative research. In the broadest sense, my research is concerned with care providers’ 

artistic expressions regarding problems of health. Art and art expression may have many 

definitions: some contemporary perspectives of art may be considered traditional, while other 

perspectives seem to be conventionalist and modern, and finally some perspectives may be a 

hybrid of both traditional and conventional.102 One example of a traditional definition of art may 

include broader views of aesthetic properties beyond relational elements and may focus on “pan-

cultural and trans-historical characteristics—in sum, on commonalities across the class of 

artworks.”102 On the other hand, a modern, conventionalist view emphasizes institutional features 

of art, how art changes over time, relational properties of art to other areas such as art history, art 

genres—in other words, this definition of art suggests that there is an “undeniable heterogeneity 

of the class of artworks” and focuses on institutional and historical aspects of art.102  

 A more specific example of a definition of art is taken from John Berger’s series of 

essays Ways of Seeing (1972): what may be considered art or artistic expression depends on 

one’s assumptions (which may include but are not limited to beauty, truth, genius, civilization, 

form, and status) about art.73(p. 11) Berger states that the aforementioned assumptions about art 



54 

 

“no longer accord with the world as it is. (The world-as-it-is is more than pure objective fact, it 

includes consciousness.)”,73(p. 11) Still, Berger’s comments on art and how art may be viewed may 

also be considered a perspective of what is art. 

My initial assumption of art emerged from my quantitative psychology training: art could 

include visual art such as paintings, drawings, photographs, three-dimensional crafts, time-based 

animation and digital works (and even the choices and variations of font in text); literary art such 

as poetry, memoirs, personal narratives; performing art such as theatre and dance; and sound art, 

which may include music.71 This is not an exhaustive list of examples of art, but rather a broad 

and working list of what may considered to be art. Nonetheless, the main theme is that art may 

include, but may go beyond speaking or writing, providing a form of story, whether raw, or part 

of a plot that might indicate some causality and sequence of events103—especially in the form of 

graphic health narratives that I am focusing on in my thesis—a form that may include elements 

from all definitions and categories just lined out above. The art of graphic health narratives will 

indeed be visual; may include text; will in its production in the context of my research very 

likely include a somewhat self-conscious performance; and will include the very variable sounds 

of speech with which the participants will interpret their art, providing a narrative to which I (and 

perhaps my readers) will be listening to receptively with great sensitivity. In other words, 

participants will not only produce graphic health drawings, perhaps with associated textsv but 

they will also provide verbal explanations of their art, to each other and to me, likely in narrative 

form, that is, accounting for the events that may have led to the design of their art project.  

The events that participants may account for, whether as care providers at home or at a 

crisis line, may sometimes be difficult to give voice and form to, especially when some of the 

 
v For example, word balloons in drawings, especially in graphic narrative layouts. 
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events may be traumatic. By trauma I do not necessarily mean forms of clinical trauma,104 or 

historical trauma,105 but everyday trauma, as defined for example by Epstein106 as the many 

events throughout our lives that we may not have the experience and language for to externalize 

them. Through a spectrum of media that may exceed oral or written communication, people may 

be able to express their experiences according to a range of their skills through visual arts. In 

addressing my research question “How does engaging with the creation of art elucidate the 

experiences of care providers?”, I believe that using a qualitative, arts-based research design 

would best facilitate the sharing of complex experiences that may be rich in detail. Indeed, since 

the most recent turn of the century, graphic narratives are becoming thick on the ground, with 

reviews being published regularly, for example in the New York Times weekly book review 

section. 

According to scholars of arts-based research and education, Savin-Baden and Wimpenny 

(as cited by Wang et al.),71 arts-based research is defined as “research that uses the arts, in the 

broadest sense, to explore, understand, represent, and even challenge human action and 

experience”.(p. 7) Arts-based research can be said to be composed of three main families: research 

about art, art as research, and art in research.71 According to these families, art voice—as I define 

it—falls between art as research and art in research and thus I will outline these two categories. 

Art as research refers to how artist-researchersvi may understand the products of art or art 

creation. As a method of inquiry, art as research may allow artist-researchers to explore art and 

descriptions of art created by participants.71 On the other hand, art in research can refer to how 

art may be used as a tool for research such as forming the research question, generating data, 

 
vi Referring to “qualitative researchers using artistically inspired methods or approaches, or artists integrating 

research components into their creation processes”, or investigators who take on blended roles of both researchers 

and artists).71(p. 10) 
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collecting data, and disseminating findings.71 Both these families, art as research and art in 

research, traverse the outsider-insider binary and allow artist-researchers and artist-participants 

to engage with art creation. In the method that I have developed for my thesis, art voice, 

participants create graphic health narratives, which appeals to art as research. They engage in art 

creation, a process that may in its practice and through reflection broaden their understanding of 

their own experiences as well as their artistic processes. Additionally, art voice facilitates data 

generation and data analysis: I consider graphic health narratives to be generated by participants 

and the description (interpretation) of graphic health narratives within my workshops and in the 

focus group that will be a part of my methods suggests that art voice is a form of collaborative 

data analysis between myself and participants.  

As I propose it, “art voice”, similar to “photovoice” (with a lowercase “p” to allow for 

flexibility and variation in method since having a method inspired by “Photovoice” with a capital 

“P” would imply that art voice would closely adhere to the steps outlined by Wang15 for 

Photovoice), is a participatory approach to research inquiry with three main elements: an 

introduction to the project and posing an initial theme for art creation; providing time to create 

art; and meeting in a focus group to discuss the art that was created.15 Like “photovoice”,15 art 

voice begins with an initial theme for art creation (in my project, the initial theme for graphic 

health narratives is the experiences of care provision). Participants in both photovoice and art 

voice would be given limited guidelines as to avoid inhibiting participants’ creativity.15 The next 

step of photo voice and art voice would be the shared description of created art pieces. However, 

this is where Photovoice and art voice may diverge in methods: Photovoice promotes a focus 

group discussion and participants may collaborate with facilitators to plan a format to share 

photographs with policymakers or community leaders.15 Unlike Photovoice, art voice would 
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allow for flexibility in how discussions of description may be carried out: participants may 

choose to join a focus group or a one-on-one interview. To summarize, art voice is inspired by 

photovoice by having workshops about art creation and discussions surrounding descriptions of 

graphic health narratives created by participants. 

Finally, I turn to the specific methods that I use in my analysis of “art voice,” an 

adaptation of photovoice, and hermeneutics. In an earlier version, I had considered using 

phenomenology instead of hermeneutics. While phenomenology seemed appealing because of its 

(perhaps misunderstood) focus on subjective experience, I did not want to give up on the 

possibly collaborative and critical attitudes of the health care providers in my study. In addition, 

different strands of phenomenologists have been fighting each other for the “right” application of 

phenomenology since Husserl (see, for example, Zahavi’s distancing discussion of IPA, 

2019).107(p.122)  Moreover, I found myself more attuned to hermeneutics than phenomenology, at 

least as I have come to understand these analytic approaches so far. After all, there is no one 

method that appears to be unambiguous to all, and many methods appear in different versions 

and descriptions, for example, as they have been passed down through different generations of 

researchers.  

Hermeneutics 

Since participants will create graphic health narratives, may try to describe their own 

graphic health narratives, and will discuss with each other their descriptions, I used hermeneutics 

as one way of making sense of experiences97 within an arts-based research approach. 

Hermeneutics refers to interpretation (which comes from the Greek word ἑρμηνεύειν, 

hermēneúein)—or “description” as the term that I have chosen to use in this research—in which 

one may aim to make sense of an experience.97 In this context, the application of hermeneutics is 
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further understood to mean the “personal integration of objects or words into a meaningful 

whole”,97(p. 10) as a precursor to understanding.97 As a philosophical discipline, hermeneutics may 

focus on understanding how, and the conditions that lead to how, a situation may occur.97 

Understanding may range, from a passive approach of perceiving the world through five (or 

more?) senses, to a more active, agentic approach, in which people may be able to express ideas 

in their own words.97 In addition, as we have seen from Gadamer, understanding may indicate an 

all-encompassing attunement to the world we find ourselves immersed in.101 In these definitions, 

there may be already a broader approach to hermeneutics than its more traditional definition as 

purely focused on the meanings of written texts. Indeed, there is evidence that Gadamer 

understood hermeneutics to be a general method to understand how we relate to the world, 

including the uses of art. As Gadamer notes in his magnus opus, Truth and Method (1989), 

Every work of art, not only literature, must be understood like any other text that requires 

understanding, and this kind of understanding has to be acquired. This gives 

hermeneutical consciousness a comprehensiveness that surpasses even the aesthetic 

consciousness. Understanding must be conceived as a part of the event in which meaning 

occurs, the event in which the meaning of all statements, those of art and all others of 

tradition—is formed and actualised.108(p. 165) 

It appears from the quote that Gadamer uses the term “text” to refer not only to written 

documents but also to art in the broadest sense (“like any other text that requires 

understanding”), of which written texts are but one constituent. Health communication 

researcher Richard Hovey develops this reading, capitalizing on Gadamer’s use of “text”.109 As 

Hovey continues, the word text could be interpreted as textus, meaning cloth woven by meaning 

in art. Other uses of “text,” as in “texture” and “textile,” would further support Hovey’s 
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explanation of Gadamer’s passage in the service not only of written texts, but “weaves of 

meaning” more generally. According to Hovey, Gadamer viewed hermeneutics as a “universal 

mode of enquiry” that is not limited to reading texts.109(p. 15) 

There are several features of hermeneutics as a method that hold the promise of making 

this method productive for my purposes, since my participants—and myself as a researcher—

will be dealing with drawings, speech balloons, and spoken and transcribed explanations, that 

may refer to each other in participants’ individual productions, in their collaborative descriptions, 

and in my own descriptions of the processes that I observed. Hence, hermeneutics promises to be 

useful to link all these modes of communications. Another feature of hermeneutics may be 

productive to discussing the relationships between these different, individual modes of 

production and their relation to the whole of an individual participant’s project—as well as the 

collaborative whole of the entire project. This feature is known as the hermeneutic circle, which 

is emphasized within qualitative analysis.110 The hermeneutic circle refers to how one may make 

meaning of the whole by making meaning from the parts, and vice versa.110 An example of 

employing hermeneutic inquiry is understanding the meaning of a few lines of a poem to 

understand the overall meaning of the poem, which in turn influences one’s understanding of the 

lines that were previously analyzed.110 Some scholars may claim that engaging with the 

hermeneutic circle is temporary since the inquirer would be able to approximate the “true” 

meaning of a text;110 this claim could still agree with the critical realist approach that I have 

taken. There may be a potential universal truth of a text, but this truth may never be present, or 

inquirers have not reached this truth yet. Thus, there currently may be many descriptions to a text 

and the hermeneutic circle may facilitate the interactions between the varying and multiple 
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descriptions. Nonetheless, the hermeneutic circle suggests the process of relating parts and 

wholes as a way of enhancing understanding.110  

Following the previous paragraph, there is another feature of hermeneutics that will come 

to play in my work: a double “hermeneutics”: I am relating to the readers of my thesis how I 

have come to “understand” some of the different, individual ways how the care providers that 

participate in my study understand the stresses of their work that may emerge from the crises that 

their patients present. However, I also wish to somewhat generalize any possible similarities and 

differences in their different approaches, so that we may come up with some conclusions, 

particularly about what may or may not be useful in using “art voice.” In this way, understanding 

will involve a “double hermeneutics.” 

Furthermore, as I try to understand participants’ productions and the meanings they 

ascribe to their productions, I may partake in a different type of double hermeneutics: 

hermeneutics of faith and hermeneutics of suspicion. First outlined by Ricoeur (in Freud and 

Philosophy (1965)), Josselson has summarized these two approaches as two complementary 

ways of making sense of texts, on the one hand, being sympathetic to the apparent meanings as 

they seem to appear in the text, but tempered by the suspicion that there may be underlying 

meanings that may at first evade understanding.111  

In general, hermeneutics are understood as a part of rather qualitative research in the 

service of social constructionism. However, I would argue that hermeneutics can also be seen, 

within a critical realist paradigm, as a “generative” means to approximating the understanding of 

work of art in the absence of (realist) accessible universal truths.112  
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Description / Interpretation 

When using the term description or “interpretation” (“interpretation” being the language 

used in hermeneutics), I am referring to how the researcher and participant try to make meaning 

of an experience. Both the researcher and participant have their own “interpretive authority”, in 

which the researcher and participant describe a phenomenon differently.113 However, for the 

purpose of my thesis, I will be naming this term “descriptive authority” since description may be 

a type of interpretation.  Descriptive authority may be present for the researcher since the 

researcher describes a phenomenon for the purposes of research. Although participants may 

express their own truths when describing an experience or include additional insights in a later 

follow-up interview, the researcher may have analytic or conceptual tools, produce forms of 

knowledge, as well as have specific goals and use technical language when describing a 

participant’s experience.113 However, this does not mean that the researcher has absolute 

authority in description. On the other hand, the participant has descriptive authority in their 

personal expression and response to knowledge.113 Both types of authority from the researcher 

and the participant are engaged in an ongoing process. For instance, a participant may have new 

insights of their experience upon reader a researcher’s analysis of the same experience. Likewise, 

a researcher may have different descriptions as a participant generates new data.113 In addition to 

the presence of new data, examples of influences such as criticisms and analyses of other 

researchers and discussions between the researcher and participant reflect that description is fluid 

and may change over time and according to different circumstances. Assuming there may be a 

“true” or “real” meaning present, both the researcher and participant attempt to make sense of an 

experience. By including these different perspectives of analysis, I assert that the multiple ways 

of meaning-making are expanded since the participants’ understandings as well as my own 
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understanding may influence each other—in other words, this is a form of double hermeneutics 

as mentioned previously. 

Methods 

Recruitment 

A combination of purposive and snowball sampling was used to recruit participants. 

Purposive sampling is described as the selection of participants based on a predefined criteria set 

by the researcher.114 Thus, I expected to include participants who have been or were currently, at 

the time of recruitment, care providers of individuals with illnesses. The term “care providers” 

was meant to include individuals in personal or familial caregiving capacities as well as 

individuals who provided care in their professional work. An invitation to the study was written 

as a recruitment letter (see Appendix A: Letter of Invitation) and was sent to Saskatoon-based 

organizations with staff members or volunteers who may be care providers. 

I contacted three community-based organizations in inner-city Saskatoon. These 

organizations provide support to communities broadly in fields of family services and mental 

health. For matters of confidentiality, further details and names of the organizations are omitted 

from this thesis. Six care providers from these community agencies contacted me via e-mail 

indicating their interest. In the end, two care providers that were recruited from community-

based organizations had completed all workshops. 

One University of Saskatchewan student—herself a care provider—was contacted via 

telephone after she indicated her interest upon hearing about this research study. I explained the 

details of the study as well as what her participation may entail. She agreed to participate and 

forwarded my contact information to two other people (also care providers) who she thought 

may be interested in the study as well. Through this method of snowball sampling—in which one 
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participant provided access to other potential participants that met the inclusion criteria114—one 

person emailed me expressing her interest to participate in the study. To summarize, two 

participants were recruited—one of whom was recruited via snowball sampling. 

Procedures 

Prior to recruitment, this project received ethics approval from the Behavioural Research 

Ethics Board at the University of Saskatchewan (see Appendix B: Ethics Certificate of Approval. 

Participants were aware that their involvement with the study was voluntary and their right to 

withdraw from the study at any time. A formal consent form was provided for signature (see 

Appendix C: Written Consent Form) and participants were asked for permission to be audio 

recorded and to have their graphic health narratives scanned or photographed for the purpose of 

this thesis as well as subsequent academic publications or presentations.  

I was invited by Marlessa Wesolowski, the Artist-in-Residence of the Healing Arts 

Program at St. Paul’s Hospital, to facilitate an informal workshop with participants of the 

Pathways to Wellness group. Pathways to Wellness is an educational program focused on 

wellbeing and recovery, meeting twice a week on Tuesdays for educational group meetings and 

Thursdays for arts and support group sessions.115 The pilot workshop, scheduled as an art 

session, was a condensed version of the workshops for my thesis project. The workshop took 

place in the art studio of St. Paul’s Hospital. This was an ideal environment to first test my 

workshop as (1) I was already volunteering weekly in the art studio and had attended one art 

session of Pathways to Wellness, (2) one mental health counselor from Pathways to Wellness 

was present in the room, and (3) Ms. Wesolowski, who holds a M.A. in Expressive Art Therapy, 

was also present in the room. Those who attended the workshop were informed that their 

participation was not a part of my thesis project, but rather the workshop was meant to be an 
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exploration of graphic health narratives in addition to seeing what would work or not work in 

future graphic health narrative workshops. In addition, participants were welcome to leave at any 

time. The 90-minute workshop began with an introduction including safety protocols, individual 

introductions (in which we shared our names and favourite colours), a brief overview of graphic 

health narratives, a short activity focused on using blank graphic narrative templates (see Figure 

2.1 and Figure 2.2), the main activity focused on the creation of graphic health narratives, and a 

group reflection session.vii The informal workshop is not meant to be a part of this thesis project; 

however, my observations and reflections were used to inform and help me prepare for the 

graphic health narrative sessions for care providers. 

 

Figure 2.1. Graphic narrative template 1116 

 
vii For more information on my rationale behind the facilitation plans, see page 76. 
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Figure 2.2. Graphic narrative template "Exquisite Skeleton" by Annie Mok117 

Originally, I had planned for three in-person workshops. A detailed facilitation plan may 

be viewed in Appendix D: Facilitation Plan . To summarize, the workshops were organized into 

the following sessions: (1) an introduction to the study and graphic health narratives, creation of 

group guidelines, a warm-up drawing activity, an activity using blank graphic narrative templates 

(see Figure 2.1 and Figure 2.2), and group reflection discussion; (2) group check-in, homework 

review of how participants responded to the prompt “What does the provision of care look like to 

you?”, creation of graphic health narratives; and (3) focus group discussions of created graphic 

health narratives on care provision. The in-person workshops took place in a quiet, private 
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boardroom at Station 20 West. This location was considered ideal as Station 20 West was 

accessible via public transportation, in a part of the city that was near the organizations I 

contacted, and there was free parking for visitors. Refreshments and transportation 

reimbursement were offered. Three participants dropped out of the study after Workshop 1. One 

individual indicated interest in participating but was unable to meet due to personal reasons. 

Two new participants were recruited after physical distancing measures were in place and 

thus, I invited the two participants to a virtual workshop and met with the participants 

individually. These first virtual workshops were structured the same as the in-person workshop 

(an introduction to graphic health narratives, activity with blank graphic narrative templates, and 

reflection), but I had omitted the warm-up activity as well as the homework prompts. The final 

two participants created their graphic health narratives outside of the sessions. The last 

workshops consisted of focus group discussions over Webex Meetings118 video conferencing and 

interview prompts may be viewed in Appendix E: Focus Group / Interview Prompts and 

Questions.  

All participants consented to being audio recorded. Participants were only recorded 

during the discussion activities. Workshops ranged from one hour to two hours with an average 

length of one workshop being one hour and 20 minutes. Discussions were transcribed using a 

modified version of the Jeffersonian Transcription Notation (see Appendix ), a notation style 

often used in conversation analysis.119 The Jeffersonian Transcription Notation allows analysis of 

speech patterns and speech delivery, and uses symbols to represent how things are said.119,120 

Data Analysis 

As part of my overall hermeneutical approach to my participants’ artworks, I used 

specific methods of data analysis including visual analysis,121 thematic analysis,121 and 
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memoing.122,123 Since this project involves the analysis of created graphic health narratives of 

participants as well as the participants’ perspectives of art and care provision, employing these 

different methods of data analysis may be sufficient. In the following section, I will be 

describing each of the data analysis approaches for this thesis. 

Visual Analysis 

Guided by Catherine Kohler Riessman’s121 visual analysis steps, I will outline the 

processes that may take place during data analysis within this project. Analysis may occur when 

(1) exploring the production of the image, referring to how and when the graphic health narrative 

was created, the social identity of the artist; (2) the image itself, which examines the story that is 

suggested from the image, how component parts of the image are arranged, the use of colour and 

media used in the graphic health narrative’s creation; and (3) audiencing, which is meant by the 

responses of viewers, subsequent responses, stories that viewers may bring to an image, and text 

or interview transcripts that may guide the viewing of the image.121 

I employed three main elements in the analysis of graphic health narratives: (1) the 

artist’s analysis of their own work, (2) other participants’ analyses of each other’s graphic health 

narratives, and (3) my own analysis of each graphic health narrative. The first two elements were 

drawn from focus group discussions or interviews with participants. Unlike photovoice,26 

participants do not select “found” images, referring to photographs or paintings from museum 

collections,121 but instead interpret “made” images that they have constructed during the research 

project. By focusing on “made” images, the first step of selecting images26 is omitted since 

participants would have creative control over their own art pieces. However, the main similarity 

in photovoice and art voice is that participants may contextualize or share the story behind an 

image within a focus group discussion. This contextualization step is not limited solely to the 
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creator of the image and creates an environment where others may also make meaning of the 

same image. Inspired by Wendy Luttrell’s124 questions in exploring teenagers’ visual self-

representations in collages, questions that explore description of the participants’ images were 

used as prompts for discussion. Examples of prompts for the creator of a graphic health narrative 

could include “What do you see?” and “What were you thinking or feeling (what was on your 

mind?) as you made this piece?”; whereas prompts for other participants and myself would be 

more of “What do you see in ____’s piece?” or “Does anything you have noticed in this art piece 

so far remind you of something from your own life?”.124(p. 189) As stated above, my full list of 

discussion prompts may be viewed in Appendix E: Focus Group / Interview Prompts and 

Questions. 

As a student-researcher who does not have lived experience of being a care provider, 

instead I will turn to my knowledge of graphic health narratives to guide my analysis. Although I 

will still include Luttrell’s124 prompts as a guide, my own focus involves, and is not limited to, 

how bodies are represented. viii  Bodily gestures and body language could reveal human emotion, 

as emotions are not limited to one’s face.89 In addition, portrayals of emotions may be varied 

across different people. For example, fear may be expressed as a response to harm and one’s 

physique would influence one’s posture.89 Generally, fear is represented by a rigid and tense 

body but this may vary according to physical or emotional threats.89 On the other hand, joy 

appears to be the opposite of tension: relaxed shoulders and relaxed face muscles suggest that the 

person feels safe and does not need to be physically defensive.89 In addition to reiterating that 

these are only a couple examples of emotional expression in graphic narrative, I would like to re-

 
viii Such methods of analysis were described in Chapter 1, Analyzing Graphic Health Narratives. 
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emphasize that description may differ between the viewer and the artist, as well as amongst 

viewers or readers.  

Thematic Analysis 

 Thematic analysis, as described by Riessman, is a focus on “‘the told’—the events and 

cognitions to which language refers (the content of speech).”121(p. 58) In other words, thematic 

analysis may be used for examining the content of data, such as what was said during an 

interview. Additionally, thematic analysis is well suited for analyzing different types of data, 

such as interview transcripts, graphic health narratives, and my own observations. Although 

Riessman notes in a few examples of thematic analysis that local contexts—referring to how a 

story unfolds or a interviewer’s role in co-creating the story—are minimized,121(p. 58) for the 

purpose of this thesis, I will be using Riessman’s guidelines rather loosely. Graphic health 

narratives created in the workshops may be used as tools by participants to share their 

experiences as art can be very personal. Thus, it would be difficult to omit the local contexts, 

interactions between participants and myself, and how things are said within the interview 

transcripts and my observations. Riessman also explains that some approaches to thematic 

analysis, such as Ewick and Silbey’s125 research on citizen resistance to authority, may be similar 

to grounded theory approaches in that both types of analyses categorize themes across 

individuals. Despite categorizing potential themes from participants’ accounts, Riessman notes 

that it is possible for thematic analysis to be within the traditions of narrative inquiry.121(p. 62) 

Thus, my approach to data analysis for this thesis includes elements of thematic analysis. The 

following section on memoing will provide more details of how I conducted thematic analysis as 

well as visual analysis. 
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Memoing 

 As I expected to have three to five participants, I believe that it was sufficient to use 

memoing rather than using a data analysis software. Though there may be many definitions and 

different steps of memoing across qualitative researchers, especially within the grounded theory 

tradition, memoing in this thesis generally refers to a research technique of “recording of ideas, 

musings and reflections.”122(p. 69) Functions of memoing could be summarized with the following 

mnemonic “‘MEMO’: Mapping research activities, Extracting meaning from data; Maintaining 

momentum; Opening communication”.122(p. 70) Specifically for data analysis, I created memos on 

similarities, differences, and relationships between my observations from the workshops, the 

graphic health narratives, and the interview transcripts. In addition, I kept memos of reflections 

and observations that were not captured through the interview transcripts. I hoped that these 

versions of data analysis would aid me in the hermeneutical process of discovering the meanings 

in the artworks and the participants’ descriptions and discussions of their art works. 
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3. FINDINGS 

This chapter is organized into two sections. In the first section, I will be providing an 

overview of the participants, including demographic information and brief descriptions of each 

participant (such as their caregiving capacities and experience with art). In addition, I will 

include an analysis of selected graphic health narratives created by the participants. The analysis 

will include descriptions from the participants themselves, descriptions or comments from 

participants in viewing each other’s art, and my own analysis. The second section will be a 

combination of general themes from this study—particularly on the role of community in care 

provision, art as healing, and future implications for art voice and graphic health narratives—and 

discussion. In the concluding pages of this chapter, I will be discussing possible therapeutics (in 

terms of “outcomes” with a lower-case “o”). Furthermore, I am emphasizing that this chapter’s 

purpose is also to provide literacy in reading graphic health narratives, as a precondition to assess 

therapeutics of graphic health narratives and art voice in more detail in future studies. Thus, the 

following analyses of the graphic health narratives is my attempt to conduct foundational work 

within the emerging field of graphic medicine and graphic cures. As this section was intended to 

integrate findings and the discussion of findings, my notes on reflexivity of this research process 

will be outlined in Chapter 4: Conclusion.  

Overview 

A total of four (n=4) respondents participated in this project. All respondents are women 

who had identified themselves as care providers. Of the four participants, two participants 

currently provide care through their professional work, one participant has provided care but not 

in her professional work, and one participant is retired. Two individuals identified themselves as 

Indigenous. No participants stated having formal arts training (for example, having a fine arts 
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degree). One participant expressed feeling some nervousness regarding her arts competence but 

was otherwise enthusiastic to explore graphic health narratives, just as the other three 

participants expressed enthusiasm in learning about and creating graphic health narratives. Three 

participants have engaged with visual, literary, and performance art through taking classes and / 

or through leisurely interests, which include but are not limited to the following mediums: clay, 

glass, painting, collage, poetry, origami, acroyoga.ix One participant has used visual arts with 

clients in her professional practice. During the in-person workshops, one participant brought in 

her own art supplies; for the online workshops, three participants had access to art supplies 

whether they owned or borrowed supplies.  

Although a total of eight (n=8) persons expressed interest by contacting me, four persons 

dropped out of the study due to scheduling and time conflicts as well as a possible response to 

limit in-person contact with others in wake of the SARS-CoV2 pandemic in March 2020. 

Additionally, their schedules and energy may have been more devoted to the provision of care 

whether in a professional or personal / familial sense during the pandemic. For the last two 

participants who joined the study, I modified my initial facilitation plans to have two workshops 

(which was originally planned to be three in-person sessions) delivered online through Webex,118 

thus omitting the second session that would explore participants’ homework and as well as the 

60 minutes dedicated to creating their own graphic narratives (see Figure 3.1). Participants who 

had already attended the first and second in-person workshops were invited to attend the last 

workshop online for a group interview. In the following section, I will be providing my analysis 

of each participants’ graphic health narratives while weaving in brief “character sketches” of 

 
ix Acroyoga (sometimes stylized as AcroYoga or acro-yoga) is a combination of yoga and acrobatics practiced in 

pairs or groups of people.126 
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participants to provide some context of their care provision and how they approached graphic 

health narratives. 

 

Figure 3.1. Timeline of art voice sessions for all participants.x 

Care Providers’ Graphic Health Narratives 

In my first meetings with participants in-person and online, I had introduced them to 

graphic health narratives and invited them to share a story within a graphic health narrative 

format. Participants were invited to explore any topic they wished to share but I had also given 

two optional prompts to explore in case participants had difficulty getting started: (1) “What did 

you do this weekend?”, and (2) “Describe a funny story.”. Two blank graphic narrative 

templates—which included blank panels, stick figures, speech bubbles—were either shown or e-

mailed to participants and participants had the choice to work with one or both templates (see 

Figure 2.1 and Figure 2.2). I had selected Figure 2.1 as a way to ease participants into creating 

their own graphic health narratives without a template; particularly, the three-panel format with 

stick figures was meant to make participants feel comfortable with visual arts as participants’ 

focuses may be on creating a coherent narrative with the speech bubbles rather than worrying 

about the aesthetics of the graphic health narrative. Figure 2.2 was selected for its blank panels 

and blank speech bubbles so that participants would have the physical space to introduce a visual 

 
x I have written more details about participants in the following pages. 

Workshop 1

Introduction

•In-person group session with Alex 
and Fabian

•Online individual sessions

•Jenny

•Betty

Workshop 2

Creation of graphic health 
narratives

•In-person group session with Alex 
and Fabian

Workshop 3

Group discussion

•Online group sessions

•Alex and Betty

•Fabian and Jenny
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component to their templates. All four participants worked with the two templates. Additionally, 

I asked the two participants who attended the first in-person workshop to bring in a piece of art 

in any medium—for example, collages, poems, sculptures—in response to one of the homework 

prompts: (1) “What does providing care look like to you?” or (2) “What does a typical day in the 

provision of care look like to you?”. There was also a collaborative art activity in the second in-

person workshop, in which participants collaborated in drawing what care provision looked like 

to them. However, I will be focusing my analysis solely on the templates and the graphic health 

narratives participants created themselves rather than including the homework responses and the 

discussion that arose from the collaborative art activity. Although data was generated from the 

homework responses and collaborative art activity, I am rather focusing on the activities 

completed by all four participants.  

Referring back to the previous section of this thesis on “Analyzing Graphic Health 

Narratives”, I will also be including brief analyses of each graphic health narrative created by 

participants. These analyses will be limited to two to three points in areas such as the range in 

realistic art (for example, photocomics71,72) and abstract art; concepts of amplification through 

simplification;4 page and panel layout;4,47,82 gutter spaces and transitions between panels;4,81,85 

symbolia;4,49,86 text conveyed in speech bubbles, thought bubbles, and captions;4,7,49,91 and 

colour.7 However, the analyses will be focused more on the pieces they created themselves as 

there was more flexibility for participants on making certain aesthetic decisions unlike the 

templates, which have the same panel and page structure.  

The first participant (designated as Alex hereafter) is an educator from a community 

agency in inner-city Saskatoon. Alex initially signed up for this study because she hoped to 

integrate the arts into her practice. I noticed that Alex was very enthusiastic and bubbly and 
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sometimes laughed throughout the workshops while others created art quietly. Alex admitted that 

although she enjoyed being creative with others, such as through brainstorming activities in 

teams, she felt uncomfortable with creating visual arts as an adult because of her assumptions of 

what appears to be “good” art as well as her perfectionistic tendencies that prevented her from 

pursing visual arts. Alex had noticed that even though she allowed herself to explore drawing 

graphic health narratives, she felt anxious with completing her pieces on time—in fact, Alex was 

still drawing after I gently informed participants that time was up for the drawing activity in our 

first session. Later, Alex recalled: 

So I found the first session that I did I was very much attached to >what’s the finished 

product, what’s the finished product, is it done?< And I remember Rebecca as you were 

like “Oh right and your 15 minutes is up and now it’s time to share” and as we’re sharing, 

I’m like STILL FINISHING because I was just like very obsessed with this like “It needs 

to be perfect, it needs to be finished.” 

Alex noticed her tendency to want to complete her work perfectly and on time was perhaps 

because of her unfamiliarity with creating visual art. By the final workshop, she began to draw 

visual metaphors—referring to images that represented more than one idea—in her journal to 

describe her mental state. After sharing the image from her journal, Alex reflected on how her 

perspective of creating visual art had changed: 

[…] What this process has taught me is then again art is not even necessarily about the 

finished product. It’s about what does it bring out of you as you’re doing it. And so this 

morning when there were no constraints whatsoever and I had no intention of sharing 

what I just showed you to anybody, it felt really healing and grounding to sit in my 

discomfort which is something I often avoid. 



76 

 

In the first workshop, Alex used both graphic narrative templates I provided (see Figure 

2.1 and Figure 2.2). She mentioned wanting to try creating a graphic narrative without words 

(this was probably influenced by my own example of my graphic narrative Flashback, Figure 

1.12, as I had not used words and Alex noted that the lack of words seemed “powerful”). She had 

titled her first piece “Coming Out to Grandma” (see Figure 3.2), which was a recollection of a 

conversation she had with her grandmother about a week before the workshop.  

 

Figure 3.2. Alex’s graphic health narrative “Coming Out to Grandma 2020”. 

Alex had intended to use the colours of the Rainbow Flag,127 which often represent Two-Spirit, 

Lesbian, Gay, Bisexual, Transgender, and Queer (hereafter, 2SLGBTQ+) communities, to write 

out the title and also used these colours to suggest her own identity and association with 

2SLGBTQ+ communities. Furthermore, Alex may have used rainbow colours to symbolize her 

cheerful, animated nature as well as the cheerful ending of the narrative. What I had noticed was 
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how, in the second panel, “YES…..” was written rather shakily, possibly to symbolize Alex’s 

hesitation in answering her grandmother’s question as well as her anxiety regarding how her 

grandmother may respond. Although Alex’s identity as a queer woman seemed important to her, 

Alex had avoided directly telling her grandmother possibly out of fear of rejection and thus may 

have prioritized keeping a close relationship with her grandmother. In addition, Alex shared 

more details about the thought bubbles she had used in green marker to illustrate her inner 

thoughts and feelings while speaking with her grandmother: 

She was basically asking me, <ARE YOU QUEER?!> And I went, “º Yes,? º” and inside 

I’m like “H::A::UGH!” because she’s a very religious person and then she’s like 

“Alright. Cool. I love you, my girl.” And it was just like this really connecting moment 

where I felt relief and I was just like “Oh, this is actually fine.” 

In the second panel, as well as above excerpt from our discussion, Alex demonstrated a 

juxtaposition between what was spoken and her inner thoughts. Particularly, the hesitant 

conversation with her grandmother (“And I went, ‘º Yes,? º’”) is shown through the ellipses 

following “YES”, in which the ellipses may be suggesting trailing off in speech as well as a 

cautious expectation of what is to come. In contrast, Alex’s inner thoughts may have been 

verging on anxiety and thus was represented by a fearful facial expression within the thought 

bubble (“And inside I’m like ‘H::A::UGH!’”).  

Alex also made use of symbols to represent ideas and concepts. Notably, she drew 

rainbows in the first graphic narrative and hearts in both of her graphic narratives: 

When I was drawing this, I wanted to challenge myself […] to not use any words to see if 

I could <convey> what I was feeling through pictures? And that was challenging for 
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((pauses)) like a hot mo[ment]. And I went “Oh! I can just like you know play you 

know?” And so I felt very playful in this… 

From the above excerpt, Alex seemed to give herself permission to play and thus drew hearts and 

rainbows as an exploration of creating visual art pieces. She had continued with this exploration 

through her use of stick figures as symbolism of human bodies in the second template (see 

Figure 3.3). Although Alex described this second template as more restricting, seeing the 

inverted penguin of the template prompted her to reflect to her own personal life and mental 

health: 

This upside-down penguin kind of prompted me to be like “Oh yeah, this penguin is like 

really out of place.” I was like “<Okay.>” That resonated with me like “You feel out of 

place sometimes. How do you feel out of place sometimes?”. And then um it kind of just 

uh ↑I picked purple for this shame spiral I wanted it to be a darker one cause I was just 

thinking like <depression?> and then like darker colours but um ((pauses)) It ended on a 

positive of like “Right.” “I’ve learned that I need to reach out and ask for help,” and (…) 

((tears up)) it was just a good reflection of like it’s okay even if you like isolate yourself 

and you experience this like ((chuckles)) “shame spiral” people are still gonna love you. 

So yeah ºthat was coolº. 

In contrast to Figure 3.2, where she had used a plethora of colours, Alex used a limited colour 

palette: she had intended to use a darker colour to represent depression and the “shame spiral”. 

Yet, she continued to evoke symbolism in this template through her drawings of hearts—her 

representation of love between herself and others—as well as a spiral to demonstrate how 

avoidance and isolation may lead to shame, which could result in further avoidance and isolation 

along with depression. Alex also created a spatial contrast between feeling isolated, by drawing 
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herself in an empty room, and feeling supported when surrounded by loved ones. Despite her 

comments of feeling restricted with this template, Alex expanded on possible ways to share her 

experience through crossing out the question mark of the original template and using facial 

expressions and speech bubbles that represent her self-narration of the graphic narrative. The 

facial expressions in each panel complement the content of the text: for example, the panel on 

the last row depicts expressions of love through curved lines as smiles and eyes replaced with 

hearts, while the text in the speech bubbles read, “But I’ve learned I need to reach out for support 

& ask for help,” and “We’re here for you!!!”. 

 

Figure 3.3 Alex’s graphic health narrative. Untitled. 
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 Alex created a graphic health narrative using a photograph of herself and two others (who 

had given their verbal consent to Alex to be photographed) doing acroyoga, a combination of 

yoga and acrobatics, and implemented drawings and text within the same page (see Figure 3.4). 

This piece, titled “Finding Balance”, describes Alex’s focus as an educator as well as the 

metaphor of needing to balance her responsibilities of care and personal needs. Alex had brought 

in the photograph in response to the homework prompt “What does the provision of care look 

like to you?” as she thought her experience with acroyoga, which could be considered a type of 

performance art in which one uses the body, symbolized care provision. This photograph also 

suggests that Alex perceived that care provision could involve collaborating with and receiving 

support from others. Alex elaborated on the amount of training and teamwork required to do 

acroyoga and provide care: 

[…] we have to work together to support one another. Something that you don’t see in 

this picture that we often have that when we practice are spotters—people to be around 

you that aren’t involved in the movement to make sure that you’re safe, so you start to 

fall, they’re there to catch you. You have to be very skilled to do this work ((chuckles)) as 

a care provider but you also have to be quite skilled to be able to do [acroyoga]. You 

have you be very present in the work that you’re doing as [you] are with this—you have 

to be very mindful of <your body>, how you’re moving, and how you’re communicating 

with your team. (..) It’s really beautiful when you can strike balance and work effectively 

together, but that balance can go sideways sometimes, just like when working with 

people, right? […] But again, the lovely thing about acro is that you have a team of 

people who are there to support you and to catch you when you fall—and I mean, people 



81 

 

do their best? >That doesn’t always mean they’re gonna< totally catch you before you hit 

the ground, but you do a lot of learning and laughing, and you have to °trust people. 

One of the most significant juxtapositions that Alex used was having two representations of 

herself that traverse abstract and realistic art: the first is the photograph of herself and the second 

is the drawn amorphous figure in black that is outlined with a rainbow. Having a photograph 

within her graphic health narrative alludes to the format of photocomics.71,72 Though this graphic 

health narrative is more subdued in colour range compared to “Coming Out to Grandma”, Alex 

still used rainbows to represent her identity as well as her passion for her work. In fact, another 

participant, Betty, commented on this piece, “The colours surround the main figure there just 

radiate love. Just jumps right off the page. It’s just so warm.” This comment was perhaps in 

response to the brightness of the rainbow in contrast to the black and white photograph and black 

figures. Alex had drawn herself with limited facial and bodily expressions, which could be 

viewed as an approach to “amplification through simplification”.4 Betty’s response to Alex’s 

drawn self-representation suggests how Alex’s passion for her work is conveyed through a 

minimalistic drawing even though Alex does not write out explicitly that she enjoys her work in 

care provision. Furthermore, Alex was careful in using colour by only highlighting keywords and 

phrases in different colours from the rest of the text written in green. Perhaps this graphic health 

narrative could be used as an educational piece about gender-based violence and about Alex’s 

perspectives on care provision. Although all these elements are on one page or panel, one could 

argue that the photograph is superimposed over the rest of the page as an additional panel. Alex 

mentioned that the ripped edges of the photograph was intentional in that she wished to 

symbolize that care provision in a team is a process—care could look quite different each time 

care is provided. Speaking about the photograph in her graphic health narrative, Alex added, “I 
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didn’t want to cut it out, I wanted it to be-so I ripped the edges so that it’s a lot more raw because 

finding balance is not precise. ((laughs)) It’s very much yeah it’s raw and it doesn’t look the 

same always. So it’s just about you know, going along those rough edges and figuring out what 

works for that day.”. According to Peeter’s “Conceptions of the Page” (see Table 1.1), one could 

categorize Alex’s graphic health narrative to be of “rhetorical use” and “productive use”, in 

which the narrative and graphic are interrelated.47,82 “Finding Balance” by Alex could be 

considered rhetorical (in which the narrative is used as a dominant device)47,82 as Alex wrote a 

definition of gender-based violence followed by a description of who may experience gender-

based violence; moreover, the amorphous self-representation outlined with a rainbow does not 

seem to be the focus of the entire narrative. On the other hand, this piece could be categorized 

productive (in which the graphic is used a dominant device)47,82 in that she used the symbol of 

the acroyoga photograph to represent the importance of balancing responsibilities and her own 

well-being as well as the training and teamwork needed for providing care. Why Alex decided to 

put these two components (perspectives of care provision and gender-based violence education) 

together may suggest that she sees these aspects as interconnected in her own life. From my 
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observations, it seemed that Alex enjoyed partaking in the graphic health narrative sessions and 

that she began to use visual arts as a form of catharsis from difficult emotions.xi 

 

Figure 3.4. Alex’s graphic health narrative titled “Finding Balance”. 

Fabian (pseudonym chosen by participant) is a counselor from a community agency in 

inner-city Saskatoon. She mentioned not having formal arts training but was interested to learn 

about graphic health narratives and how art may be used in her work as a counselor. Fabian was 

hesitant to participate in this study due to the potential time commitments that may disrupt her 

 
xi I will go into more detail about Alex’s perspectives on art as catharsis beginning on page 142. 
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counseling work as well as a discomfort with possible value judgements others may make of her 

visual art: 

When I was signing up for this, I was thinking like “Mm, should I go for this?” because 

it’s gonna take a bit more of my work, which means that like-I’m very task-focused I just 

wanna provide as much service as I can with my counseling and I don’t like to be 

interrupted. But when I saw the opportunity to kind of think through about-I was-I give it 

quite a bit of thought and then I was thinking, “You know what, I’ll just go for it.”. I 

usually am afraid of art my wife ((laughs)) sometimes laugh at me because she will say 

oh my art is like a five-year-old kid’s, you know? And that sometimes kind of affect my 

you know my self-esteem with art sometimes.  

Despite what she had shared about not having formal arts background, Fabian had used arts 

before in her training as demonstrated by the tools and materials that she brought with her to our 

second in-person workshop. Additionally, Fabian shared that she had used visual arts before in 

counseling sessions for clients to express themselves but admitted that she has not used art 

frequently in practice. She noted that visual arts could be an alternative for clients to convey their 

thoughts and feelings, “Art is definitely for sure a useful expression that I can use-I feel more 

confidently to bring in my therapy or even give my client and option to express themselves 

through this mode which I have done but I’ve not done more frequently maybe I can consider it a 

better option.” 

Fabian’s art pieces from the first workshop seemed to be focused on her family. The first 

template, titled “No Me in Me-riage”,  was about having time for herself during vacation but 

having to resort back to working during her vacation just to have alone time without her wife 

(see Figure 3.5). The title itself is meant to have multiple meanings: the first meaning is that the 
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word “marriage” does not have the word “me” in it and the second meaning is that Fabian 

struggles to have “me-time” or time for herself while married. Fabian used thought bubbles to 

represent her and her wife’s plans for the weekend, yet Fabian still labeled the first thought 

bubble as “My dream”. Additionally, Fabian made use of the space around the panels for her 

drawings of the thought bubbles, perhaps to further emphasize that the thought bubbles took 

place outside of the conversation between Fabian and her wife. Fabian seemed to use 

exaggeration as an approach to humour: in this example, her wish of relaxing on the weekend 

appears to be torn apart through the metaphor of a sudden, red thunderbolt. During the creation 

of this graphic narrative, Fabian reflected on what she considered to be quality time alone, “I 

always thought work is a big part of me. […] I don’t think I’m workaholic, you know. But then 

as I did this cartoon, I realized that ‘Hey, what is actually the me time that I treasure and time 

that I can have with myself?’”. 
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Figure 3.5. Fabian’s graphic health narrative titled “No Me in Me-riage”. 

 The next template that Fabian completed is also about her family: she describes a 

discussion between herself, her wife, and future child, which was inspired by a conversation she 

had earlier with her wife (see Figure 3.6). Fabian challenged herself not to make the focus of the 

graphic narrative on the penguin. Additionally, she tried to view the template from a less 

pessimistic perspective: 

I didn’t want to focus on that penguin. And like in this picture that I have of my family, I 

didn’t want my child to see something that is ↑off, you know. Like we always focus on 

the “water glass less empty”, right? In my character I just say that, “Oh that animal is…”, 

not focusing on that the penguin is inverted. 
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Figure 3.6. Fabian’s graphic health narrative. Untitled. 

The panels in the first and second row are not quite focused on the images of the original 

template by Annie Mok.117 The first panel of the second row appears to be an empty room with a 

window, but Fabian avoided recreating this background in subsequent panels even though there 

is some continuity of the conversation in the following panel. Within the rest of the template, 

Fabian seemed to emphasize the question mark and exclamation points of the bottom panel by 
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writing a question and an exclamation. Although there is some juxtaposition between the original 

template and her own drawings—particularly how Fabian made very few connections with the 

original template, save for the penguin and punctuation—Fabian agreed with Alex that this 

second template was more restricting with what she could share. Yet, Fabian used facial 

expressions to depict a laughing face through using curved lines for eyes—representing how 

one’s eyes could crinkle while laughing—and an angry expression through two diagonal lines 

indicating furrowed eyebrows. Additionally, Fabian also included red tornado-like symbolia 

around her wife’s head, which may be symbolizing anger or frustration.86 

 Fabian created a four-page graphic health narrative entitled “Therapy as Time Space.” 

For Fabian, this graphic health narrative was symbolic for growth that takes place through 

therapy as well as a reflection of her personal growth as a counselor using art. The narrative 

begins on a black page in which an unnamed client is unsure of their identity, as represented 

through an amorphous body with question marks all over but has no eyes or ears (see Figure 

3.7). This person is questioning their identity in relation to the 2SLGBTQ+ community but fears 

being or is ostracised by society or their peers. Fabian noted that using a black sheet of paper was 

symbolic of what her clients expressed when beginning counseling: 

It’s almost like the black kind of reflects on some of the struggles that people go through. 

Also I interpret black as in quite a lot of my clients actually use my service to learn more 

about themselves. They’re in isolation, they feel isolated, they feel very alone. So you 

know the black kind of shows what their lives are like. So some of the questions is like 

why they use my service is [because] they feel because the society has actually told them 

that they’re abnormal—certain religious groups—and they have heard that they are 

sinners and they wonder [if] is there something wrong with them. 
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The colour black suggested something else to Jenny, another participant, who commented, “My 

first impression of black was actually grief—maybe the grief that people bring because […] it’s 

their own grief and their old concept of self. Maybe that’s what they’re grieving.” Jenny’s 

description of black suggests that black represented the death or loss of clients’ former identities 

prior to counseling as well as the grief that clients carry with them because of ostracization from 

their communities. In addition, the labels that individuals may hear from others (or what Fabian 

named “judgemental eyes")—such as “abnormal” or “sinner”—may contribute to their grief. 

 Fabian has used text on this first page in different ways. She has set the scene by labelling 

a sign on the building “RuPaul’s Drag Race in Saskatoon”. Although Fabian may not be 

promoting the television show RuPaul’s Drag Race, she noticed that some people may begin to 

question their identities after viewing social media. The sign on the building may not be 

considered a caption,49 as the client may be noticing the sign on the building and captions usually 

go unnoticed by characters on the page, but at the same time, the sign could be a caption as the 

sign provides spatial context for the viewer, in which the narrative possibly begins in Saskatoon. 

As represented in the speech bubble,49,91 the individual appears to question aloud, “Who am I?” 

but thinks (as shown in the thought bubble),49,91 “Is there something wrong with me?” Fabian 

may have written these two questions in different text bubbles to suggest that clients may be 

afraid to acknowledge “abnormality”, especially when they are not in a safe and loving 

environment. Although there appears to be some degree of self-awareness—particularly with 

how society may have certain assumptions of 2SLGBTQ+ individuals—the client in the graphic 

health narrative is hesitant to speak with others about what is considered abnormal. The viewer 

of this piece may be aware that others may not be accepting of certain identities is shown 

through the “judgemental eyes” that do not belong to any bodies and the text “abnormal” and 
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“sinner” are not attributed to bodies as well. Since the words “abnormal” and “sinner” are not 

enclosed in any speech or thought bubbles, my impression was that these words are like whispers 

or representations of stigma that are sometimes not spoken aloud. 

 

Figure 3.7. Fabian’s graphic health narrative titled “Therapy as Time Space”. Page 1. 

The second page (see Figure 3.8) was meant to represent the client meeting Fabian for 

counseling. Similar to Alex’s graphic health narrative, this page could be used as an educational 

art piece to inform others of gender identity. Fabian has drawn the client and herself through 

outlines of bodies as well as a symbol of an onion to represent therapy: 

So the orange figure is me and the client is brown there’s a question mark there. You can 

see that my figure it’s also brown, which means that it’s to reflect my empathy, 

understanding their problem. And in counselling, especially with cognitive behavioural 

therapy, we talk about “peeling the layers” of a person to understand who they are. So 
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this is where I draw my interpretation of an onion, you can understand like what is their 

sex, their gender and their sexuality and their gender expression. This just the four things 

that we usually explore. Of course there’s more but this is something I wanted to reflect 

and after understanding their “layers”, usually what I like is to actually validate them for 

who they are, that “You know, you’re okay,” “You’re unique”. So this is a space as a 

service provider I am validating or providing a queer-affirming therapy. And within 

myself you can see pink and brown I tried to mix them because I’m using crayon. So I’m-

the colour may not show clearly because pink and brown actually blend together too well. 

I use pink as hope and I uses brown as I said the empathy where I’m trying to instill hope 

into them. 

As demonstrated from the above excerpt, Fabian seems to attribute certain colours with 

characteristics. By using the same colour for herself and the client, she intended to show this 

similarity in colour as her way of symbolizing empathy. Moreover, Fabian included descriptions 

of gender expression, sexuality, gender, and sex as part of her onion metaphor of understanding 

clients. Fabian includes text in a speech bubble from her self-representation, “You are ok…” to 

validate the client. This contrasts with the previous page where there appeared to be whispers of 

“sinner” and “abnormal”. Jenny noted that the onion metaphor implied that Fabian herself had 

layers as well, “I liked the fact that you use like almost like a collage and crayon and you also 

you different colours and your image of the onion with the layers and the layers that people have 

it’s interesting ‘cause your art piece, you also you layers. […] It kind of was [a] compounding 

message.” 
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Figure 3.8. Fabian’s graphic health narrative titled “Therapy as Time Space”. Page 2. 

On the third page, Fabian created a collage of flowers and named this the “Planetary 

Garden” (see Figure 3.9). The image of a garden is meant to signify the diversity of identities 

clients may have. In addition, Fabian has made connections to nature and plants while continuing 

to validate the client’s exploration of identity: 

I see my clients as a exploring a garden. There is the vast variety of gender expression 

and gender out there and even sexuality. […] So this is how I actually, as a service 

provider, I felt that how I allow my clients to understand themselves is for them to see the 

world of diversity is like a garden. Flowers have their own different colours, different 

characters, different shapes. So I named it “Planetary Garden” to show that our Earth. 

And here I am in pink to instill the hope into my client and then I ask, “Which flower are 

you?”, you know, “You’re beautiful.” So even whether you’re a mushroom, whether 

you’re a leaf. 
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Again, Fabian demonstrated the contrast of text within speech bubbles on this page (“You’re 

beautiful”) compared to the text within the first page that contained negative affirmations 

(“sinner”). Jenny added that the garden metaphor could be understood as more diversification 

even within the same species of flowers, “Later on they get to embrace being a flower ((smiles)) 

with so much diversity amongst other flowers in the garden. I like that concept ‘cause even when 

you have, say, one type of flower, that flower in its group of same type even has diversity on to 

its own ((chuckles)).” This metaphor of diversity amongst plants later expands to infiniteness of 

diversity on the final page.  

Fabian implies that she assists with the client’s journey. From “You are ok” to “You’re 

beautiful”, her affirming messages may be meant to support the client especially if the client 

comes from a less accepting community. This is indicated through Fabian’s drawing of the 

client, in which the client appears to have more defined features such as a nose unlike the 

previous two pages, suggesting there is growth in the client. 
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Figure 3.9. Fabian’s graphic health narrative titled “Therapy as Time Space”. Page 3. 

On the last page, Fabian drew the client with a face, unlike the previous pages where the 

client had no facial features (see Figure 3.10). This was meant to symbolize the growth of the 

client through counseling. Fabian also drew arrows to suggest that the client has infinite 

possibilities of self-expression and self-identities. Fabian described this final page as the 

continuation of the client’s journey even though the page may represent the end of counseling: 

This is of course the end of our session where they learn more about themselves. So you 

know the space-they move up from their black zone into the sun, right? “You’re rad,” 

you know. So they feel they achieve a self-affirmation, self-understanding, and on the 

right you can see figures of queer folks so there’s a lot of arrows to show they could go 

through—after discovering about themselves—they could go through different journey. 

You can go and be a part of the queer community, they may even go onto a different 
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journey where they just want to explore more about their gender and sexuality or all the 

other parts. And see here the shape, you can see the eyes, the face, the ears now because 

they are more certain about who they are. The thing about some of my clients because as 

they explore their gender, they also go through body dysphoria. They may not like certain 

parts of their body you know especially some people, they don’t like their breasts, their 

penis. So now in this segment I actually show more of the features to show that through 

counseling as a service provider, there is also part of my goal for them to appreciate their 

physical body that they’re born with. 

I noticed that Fabian’s four-page graphic health narrative may have used metaphors of 

space and transcendence: the client that she depicted may feel trapped in their body and possibly 

trapped in an unsafe and unaccepting community, but over time, the client gains an appreciation 

for who they are and transcends out of the physical body and into self-acceptance. For example, 

someone who may be uncomfortable with their body may be in an environment that limits 

human sexuality to a binary of male or female, but through counseling, the person expands their 

worldview. This transformation is reflected in how Fabian summarized the process of therapy in 

four pages. The gutter spaces here—rather, the spaces separating the pages—suggest scene-to-

scene transitions.4,85 These transitions mark changes in both time and space: time within Fabian’s 

graphic health narrative may be viewed as time moving forward within therapy, whereas 

transitions in space could be observed as the different scenes Fabian and the client travel to over 

time. Furthermore, the gutter spaces may be representative of the additional processes and 

nuances that occur in therapy. As Fabian had mentioned that one page, let alone four pages, 

would be insufficient to fully describe what happens in therapy. Thus, the reader may make 

assumptions that a period of time has passed: the amount of time passing between each page 
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depends on the client, additional factors within the therapeutic process, and the reader’s 

preconceptions of the time between each step in therapy. Nevertheless, time between the pages is 

arbitrary as Fabian did not specify how much time has passed. If the reader assumes that some 

time has passed, for example, from the first page to the second page, then the closure principle is 

invoked in that the reader becomes makes temporal connections between the two pages.4,84  

Similar to Alex’s graphic health narrative (see Figure 3.4), “Therapy as Time Space” also 

makes use of amplification through simplification.4 Fabian depicted the client and herself to be 

amorphous figures with minimal facial and bodily features. Her drawing of the client was meant 

to be symbolic of the client’s growth and journey to self-acceptance. Additionally, the simplistic 

drawing of the client may also suggest that Fabian provides care for clients of innumerable 

identities, histories, and appearances. 

Earlier, I had written that this graphic health narrative may also be symbolic of Fabian’s 

comfort with engaging with the visual arts. By creating an art piece, Fabian has a lived 

experience of creating art and may be more understanding of art as a process when used in 

counseling. Fabian has made a connection between counseling and art as a process: 

I didn’t want to put an art into one piece because to me, therapy is a long process. I 

cannot create a whole story but it is a summary of it, right? So I wanted to show why it 

has stages because I want to portray the true stage of therapy yet it’s summarized. So 

that’s where my idea came from. I had difficulty putting everything, every concept in one 

piece. It felt it was not realistic for my own experience. When I was able to put it in 

different stages, it was easier to express what kind of things I do, the effect it has on the 

client, and it was you know it is less burden on me to kind of like push my creativity to 

that sense. So I am able to express myself more freely with more space. […] Of late I 
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wanna find aligned with the art that I bring in, I also want to see growth in myself in that 

aspect. Growth also because I want my techniques in counseling to grow. I use a lot of 

verbal, cognitive kind of work and that is very constraining to some people who may 

express better in art and I thought that this will give me an opportunity to try it out myself 

and see how it impacts me and may have some ideas how useful it could be for my clients 

and obviously it is. It gives me a bit more confidence to actually experience it more. 

 

Figure 3.10. Fabian’s graphic health narrative titled “Therapy as Time Space”. Page 4. 

My interactions with Jenny (first name as consented by participant), the third participant, 

took place over Webex video conferencing:118 the first session was conducted in a one-on-one 

format and the final session included Fabian. Although Jenny perceives herself to provide care in 

different areas of her life, she focused her care provision experiences in relation to her mother. 

Furthermore, Jenny noted that prior to the workshops, she did not consider herself to be artistic 
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but was still fascinated by graphic health narratives. Particularly, she reflected on examples of 

artistic ability within her family: 

My daughter is incredibly artistic, my mother-she used art throughout her entire illness 

and for most of her life that I can remember, she was an incredible artist. And I just 

seemed to be like ((laughs)) I always perceived myself as that in-between like “Oh it 

must’ve skipped a generation from my mother to my daughter.”. ((laughs)) 

Jenny completed both templates in the first workshop. The first template is titled “Run away!”, 

which is about how others would react after hearing Jenny’s response to “How are you?”. 

Although Figure 3.11 is mostly text-based, Jenny described the context behind this piece:  

Very common weird thing that just seemed to always happen to me was just people 

would ask, “How are you doing?” and I would lie at first, “Oh great!”. And then after a 

while I’m just like, “°You know, this is kinda bullshit,” so I would just be honest, but I 

would end it with “Thanks for asking.” ((chuckles)) And so some people would still get 

really uncomfortable and kinda not know what to do next or even walk away and some 

people wouldn’t, […] my life became entirely caring for my parents and so if anyone 

asked me what was up, what was new—that was all. At a certain point in my life, that 

was all that was new. It really consumed my life. 

Within the written text, Jenny used ellipses (…) to represent parts of speech that have broken 

off.xii The ellipses may have been used to signal pauses in speech but also to symbolize the 

discomfort of Jenny’s conversation partner. 

 
xii The use of ellipses, as literary devices, are examples of aposiopesis, derived from the Greek word of “becoming 

silent”.128 
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Figure 3.11. Jenny’s graphic health narrative titled “Run away!”. 

The second template is titled “Lonely” (see Figure 3.12). In this piece, Jenny used the penguin in 

the template as a symbol for the strange requests that her mother would have; thus, the request of 

the penguin does not have to be understood literally—Jenny’s mother probably did not ask for a 

penguin (yet, she may have!). The penguin could also symbolize how Jenny’s mother felt lonely 

and thus Jenny’s mother would ask for things just to have someone present: 

My mum would >put in< very strange requests and it took be a little while to grab on to it 

but >it was just because she was lonely, and she wanted< me to visit. So ((chuckles)) hhh. 

She’d make these really weird requests […] the first few times it was like ↑“Why are you 

doing this? […] You asked for a bottle of ice wine and you didn’t even drink it.” And 

she’s like, “Well I don’t wanna drink it.” So after a while I’m like “Oh, you just want me 

to come in here and visit.”. So then we just made a habit where I’d come in […] she 

didn’t wanna talk even, just somebody present? Because she wasn’t very mobile at that 

point and so just being in the room was kinda what she wanted. 
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These requests coming from Jenny’s mother may have created some conflict or 

miscommunication with Jenny as demonstrated through the dialogue. The use of an asterisk to 

censor a word as well as the presence of more than one exclamation point after each phrase or 

sentence could be understood as grawlixes in graphic narrative terminology.87 The dialogue from 

Jenny’s mother evokes frustration through using the grawlix and the rather authoritative 

response, “Because I said so!!!” Since these graphic health narrative pieces are visual, Jenny 

drew lines, instead of characters, in the rightmost panel of the middle row which may indicate 

shouting coming from outside the frame.xiii These symbolia of lines representing sounds make 

use of assumptions that Jenny and the viewer may have on how sound could be drawn on 

paper.86 Finally, Jenny represented her mother’s illness by drawing her mother as someone lying 

in a chair while wrapped in a blanket. There are features that I noticed within Jenny’s 

representation of illness: first, her mother’s posture appears slouched and her arms are not 

visible, and second, Jenny had drawn her mother in the same position in both panels. Along with 

what Jenny described about her mother, both these features in the graphic health narrative further 

suggest that Jenny’s mother was immobile or may have had difficulty moving her body. 

 
xiii These lines appear to be indicating action occurring off-screen or off-stage in a film or stage performance. 
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Figure 3.12. Jenny’s graphic health narrative titled “Lonely”. 

 Jenny’s graphic health narrative is titled “Now What???”, which is also the caption that 

follows the final image (see Figure 3.13). The panels are not meant to be in chronological order 

(save for the last panel that depicts an image of death) and Jenny seems to have employed 

aspect-to-aspect transitions4,85 to provide a general sense of care provision for the viewer. 

Without further context, the viewer may need to participate by making connections between 

panels and in the gutter spaces (which are lines in this graphic health narrative)—in other words, 
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perhaps the viewer may have assumptions of continuity in each of the images Jenny has drawn.4 

Each of these panels appear to be vignettes or snapshots of what caregiving may have looked like 

for Jenny when she looked after her mother who had cancer. Inviting the viewer to make 

connections between these images of health may appeal to the viewer’s emotions, especially the 

final panel of Jenny’s mother at the moment of her death. One may also argue that “Now 

What???” utilizes amplification through simplification4 because the lack of words invites the 

viewer to participate more in connecting the narrative together. Additionally, Jenny described 

that each panel represents medicine and some panels represent medicine beyond a biomedical 

understanding of health: 

My background, who I am, where I come from, medicine comes in different formats than 

just the biomedical model. So it kinda has a mixed piece to it so the first one with ALL 

the medicines on the on the end table and just you know the overflowing garbage can of 

used medicines is more the biomedical model, whereas you skip to kind of the listening 

to music—that’s a form of medicine. You go on into the fifth one with the beach 

umbrella, visiting, just enjoying nature. That’s a medicine. I kind of combined Western 

and Indigenous concepts. That just kind of happened naturally, I didn’t even consciously 

do that. ((chuckles)) I just looked at it afterward and just “Oh, this is all medicine.”. 

Jenny also noted how care provision identities may come to a halt or become disrupted once a 

patient has died, hence the caption and title “Now What???”. As she mentioned about her piece 

named “Run away!”, her identity and her life were solely focused on caring for her parents, 

particularly her mother. However, once her mother had passed, she may have faced trauma—

trauma within a broader, “everyday”106 sense rather than clinical or historical trauma—of losing 

her caregiver role and feeling “lost” in her day-to-day life in addition to the loss of a loved one. 
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Jenny explained that although she was caring for her mother, her mother reminded her about 

self-care: 

When that caregiver role ends, you feel really lost […] I was my mom’s caregiver for 

about two years and your whole life goes on hold. You also forget about taking care of 

yourself at times and what’s interesting was my mom was my caregiver as well in that 

she had to remind me to care for myself and that one day this role would be over and I’d 

have to remember what I need to do. And I thought I was prepared but the “Now what?” 

[…] it ends so abruptly that within moments you kind of stand there shocked, ↑not 

entirely because your loved one has died but because you don’t know what to do and you 

don’t really know how to give care to yourself because you’ve been moving in one 

direction for so long. 

Fabian said that Jenny’s drawings of each panel seemed to invite the viewer to see through 

Jenny’s eyes. In addition, Fabian pointed out that Jenny’s focus on each scene was perhaps a 

form of self-care or mindfulness practice, or rather a focus on the “present” moment: 

Your art actually gives us like a visual of who you are as you go through going about the 

caregiving, you know? […] We are seeing the items that you’re seeing and that is really 

interesting. because you mentioned you talking about self-care and your mom reminding 

you about self-care but through your art, maybe subconsciously you are experiencing 

mindfulness in that sense that’s where the focusing comes in and that’s why your image 

is like you know a singular image, right? [Jenny: Yeah!] Or it feels that sometimes self-

care may not come naturally or may not consciously to us, but it is there. 
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The above excerpt from Fabian appears to be a reflection of Jenny’s process in self-care. Perhaps 

in reflections with others, the value of drawing graphic health narratives as a form of self-care 

may be explicitly acknowledged more than during activities where participants created art on 

their own. It may be possible that the process of drawing graphic health narratives is beneficial in 

that participants focused on the sensory act of drawing, whereas participants may reflect more in 

discussions with others.xiv 

Fabian also asked Jenny which part of the graphic health narrative was the most difficult 

to draw. Jenny admitted that drawing the last panel of the second row was the most difficult 

because the experience of her mother’s death was not only emotionally painful but she found the 

experience difficult to describe through an image or even words: 

I feel like there’s just no like physical image I could possibly create to capture that 

moment just of my mom’s passing. There’s no words, there’s no physical image that I 

could possibly think of. It’s almost .hhh. I would have to say it’s beyond the senses? […] 

so that one is really difficult, not just emotionally, right? But also just °trying to trying to 

convey that meaning of what that experience is and just not even knowing what to call 

that transcendence of senses that we don’t even possess that could explain something like 

that.  

While I have no Indigenous background and cannot comment in any informed way on the 

“medicine” of the representations in the panel, nor the “medicine” of the act of drawing this 

panel, I find the contrast between the individual drawings in this panel illustrative of Jenny’s 

comments on Western and Indigenous medicine: I notice the Western medications in the 

 
xiv I will describe outcomes such as self-care in more detail beginning on page 142. 
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overflowing garbage can, but I also see the intimacy of mother and daughter, side by side, 

enjoying music via shared earphones, or the two sitting out on the beach, as another form of 

“medicine” against the mother’s illness but seemingly also for life, of mother and daughter. The 

contrast with the final, sixth drawing of the panel is simply unbearable, capturing the universal 

sense of a child’s loss when a parent has died and it seems that the roof has opened up above and 

that there is nothing more to hold on to. In the bottom rightmost panel, context is reduced to a 

bare minimum, the cross on the wall being the only adornment drawing attention to it and the 

situation as a sign of finality. The perspective is from high above, as if indeed the roof has 

opened up, the mother lying on her back, seemingly at peace—and the child half-sitting on the 

chair, half-lying on the bed, and the sudden, inevitable recognition, stark in its capital letters, 

“…NOW WHAT???...” 

 It is difficult to carry on with the analysis but I want to draw your attention, particularly 

here, to the benefits of art voice that enables its participants to offer how they themselves make 

meaning of their art rather than me or other researchers trying to interpret their meanings, 

particularly in cultural contexts where participants may be part of a background that has been 

severely disadvantaged. What I offer in my reflection is only my own response as I take note of 

the choices that Jenny has made, for example, by using perspective in different ways. 
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Figure 3.13. Jenny’s graphic health narrative titled “Now What???”. 

I met with Betty (first name as consented by participant), the fourth participant, through 

video conferencing as well. The first session was conducted individually—in which the 

workshop was only between me and Betty—and the final group session included Alex. She is 

currently retired and has some experience working with art, particularly with clay, glass, and 

painting. Betty shared that she had also taken online art classes. Though she was interested in 

creating art to give form to her experiences, Betty has been hesitant to create art since the process 

of creating art may lead to overwhelming emotions or re-emergence of pain. Betty informed me 

that she was a caregiver for both her parents but originally planned to speak about her father, 

who had lung cancer. However, she ended up speaking about her mother in our first workshop 

together. 
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In the first workshop, Betty titled one of the templates from the activity as “Living With 

Alzheimer’s” (see Figure 3.14) and the second piece as “Your New Reality” (see Figure 3.15). 

“Living With Alzheimer’s” is a piece about using humour to cope. The context behind this 

graphic health narrative was that Betty’s mother, who had Alzheimer’s disease, had kept half-

eaten cookies in their Christmas tree. Although the story may be humorous to some extent—the 

humour is also indicated by the small text representing laughter, “Ha ha ha” as well as the 

curved, upturned lines on the stick figures’ faces that symbolize smiles—there may have been 

pain associated with the story as suggested by the last half of the caption “… to balance out the 

crying”.  The caption, which begins with “Rule 1”, seems to be a guide for people caring for 

others with dementia. Additionally, writing “Rule 1” in this supposed guidebook may be 

suggesting that there is distance between the writer and the context: some formats of guidelines 

or rules omit personal anecdotes (for example, some academic textbooks or instruction manuals). 

Yet Betty appears to challenge the structure of a guidebook as she used the format of a graphic 

health narrative to provide a personal example. Within the three panels, there appears to be no 

suggestion of crying despite the presence of the second half of the caption. Having the second 

part of the caption at the bottom of the page may change the viewer’s original perceptions of the 

graphic health narrative. Thus, “Living With Alzheimer’s” seems to allude to how captions 

placed at the bottom of an image may affect the viewer’s understanding of the image, such as 

Berger’s caption of “This is the last picture that Van Gogh painted before he killed himself.” (see 

Figure 1.21).73 The caption provides additional context and an emotional impact to the graphic 

health narrative: if Betty had limited the caption to the first half “Choose to laugh when you 

can”, then this graphic narrative may solely have a light-hearted mood. But having the second 

half of the caption, “… to balance out the crying”, is like an emotional punch to the gut. 
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Figure 3.14. Betty's graphic health narrative titled "Living With Alzheimer's". 
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Figure 3.15. Betty's graphic health narrative titled "Your New Reality". 

Betty’s second completed graphic narrative template, “Your New Reality”, probed her to 

reflect further about her mother. Betty used the penguin as a prompt to describe the struggle of 

having many responsibilities as a caregiver, perhaps indicating that caregiving may have been a 

disruption in her life. Writing that one’s world looks upside down implies that “upside down” 

may be abnormal and the world was not “upside down” at one point. The rightmost panel in the 

top row appears to have a side profile of a face, perhaps the face being a representation of Betty 

or an unnamed narrator. In the next row, Betty drew herself having six arms while standing on 
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marbles. Drawing herself with six arms may be symbolizing two features: the first is that two 

arms could be vigorously moving up and down in order to stop oneself from slipping and falling, 

and the second feature could be that having six arms is meant to represent the amount of tasks 

and responsibilities a caregiver may have. The following panel that contains the text “Son, 

daughter, husband, sister, nurses, care home, boss, job, doctor, teenagers, kids” and “MOM” in 

large letters further suggest Betty may have felt overburdened with multiple responsibilities in 

caring for not only her mother, but other loved ones. The size of the text for “MOM” compared 

to other texts within the same panel also implies that Betty’s care for her mother may have had 

the greatest influence on her life in addition to her career and family. In the bottom panel, there 

appears to be a scene between Betty and another person. The curved lines around the other 

person’s face suggest that the person is a physician who is wearing a stethoscope. It seems as 

Betty may be associating stethoscopes with physicians and may be expecting the viewers to have 

a similar heuristic in identifying who this person may be. The physician (assuming that this 

character is a physician) appears to respond with a smile to Betty’s question. Although Betty’s 

question of “When will this nightmare be over?” may be a rhetorical question about emotional 

pain and exhaustion, the physician answered the question literally with the prognosis of 

Alzheimer’s disease, and thus associating “nightmare” with Alzheimer’s disease. Betty’s 

depiction of a smiling physician appears to be similar to Fies’ drawing in Mom’s Cancer (2004) 

of an oncologist with an exaggerated smile (see Figure 3.16).  
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Figure 3.16. Three panels depicting the interaction between Mom and the oncologist from Fies’ graphic health 

narrative Mom’s Cancer (2004).52 

Although it is difficult for me to distinguish if Betty had drawn a large smile on the physician’s 

face or perhaps a hint of a smile—like a smirk—Betty’s artistic decision in drawing a smile on 

the physician suggests to me that there was an emotional distance between herself—the 

caregiver—and the physician, who is a healthcare professional. This emotional distance may be 

pointing out a perceived lack of empathy or understanding from the physician. Thus, this last 

panel may be implying that Betty felt as if no one understood her pain. Betty also shared some of 

her thoughts behind “Your New Reality” on caregiving and the pain that persists even after the 

caregiving role ends: 
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There wasn’t much thought to colour it was just (…) feeling that this was true when they 

died too. Yet (..) you’re in a world that is kind of in a bubble that nobody else can see 

into and you can’t understand why people are still walking around ((cries)) like the 

world’s normal. 

From Betty’s description and thoughts behind “Your New Reality”, her reflection may indicate 

that creating this graphic health narrative was a type of emotional release. Shortly after this, 

Betty hinted at how using art alone, without guidance or discussion with others, may not be 

enough to give form to painful experiences: 

Man how long ago was it? (..) Probably 15 years since my mom died. So I’m surprised 

how close to the top this is. Cause I don’t-I always look at the bright side of things and 

(..) I thought I dealt with it a lot more than maybe I have. ((nods)) I think there’s a lot-I 

mean I read about it but never actually sat down and done it. First time I sat down and 

done it the templates really helped. And I think there’s a lot of merit to doing this kind of 

exercise while you’re going through it. It’s just so hard to get all of that-all of those 

feelings dealt with-you don’t know what to do with them ‘cause you got no experience. 

Betty’s final graphic health narrative, “Juggling on a cliff” (see Figure 3.17), had similar 

elements to “Your New Reality” as she expanded more on her experience as a care provider. 

Within this single-page graphic health narrative, Betty used symbols to represent her 

perspectives: again, a self-representation with multiple arms and a shocked expression. However, 

unlike “Your New Reality”, Betty noted that her latest art piece was more about her father as her 

family did not know that her mother had Alzheimer’s disease at the time. The title itself suggests 

that Betty was struggling with multiple responsibilities at the time and may have felt that much 

was at risk (hence the symbol of standing on a cliff): 
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I wrote down a few things but none of them really summed it up as much as “Juggling on 

a Cliff”. But I did have things like “I can’t save them all” […] it was about trying to keep 

(..) all of my people safe and on the right track and healthy and just being unable to. It 

was kind of a sense of desperation. 

Moreover, Betty used the image of a colourless cliff to suggest isolation and loneliness. She 

avoided using text but described in detail what she was dealing with at the time. Describing how 

there was no colour in her world echoes what Betty had said in our first session about people 

going on about their lives. Comparing her own care providing situation to other people’s lives—

perhaps even her own life prior to caregiving—appears to be a recurring premise. In “Juggling 

on a cliff”, the feeling of loneliness and lack of social support was implied through Betty’s 

selective use of colour and possible feelings of envying others who appeared not to be 

struggling: 

Even though it was quite some time ago, I can still vividly remember the feelings and at 

the time. I was newly remarried, I had two teenaged kids, my mom had Alzheimer’s, but 

we didn’t know about it yet, my dad was dying of cancer, and I had a brand-new job. And 

a puppy. So this was me trying to help all of those people at the same time and having 

them fall off the cliff. My son was doing drugs and my daughter got beat up at school and 

well my sister broke her arm and I wasn’t-I was doing my best but it was tough and the 

cliff is breaking away from underneath me and there’s no colour in that because there 

was no colour in my world at all. And down on the ground is all of the people in their 

happy world carrying on as if the world wasn’t ending through me. So that’s why there’s 

colour down at the bottom and not up at the top where I was. 
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 Betty has also demonstrated amplification through simplification via her self-

representation in a stick figure.4 This means that although Betty has drawn a stick figure, many 

descriptions could emerge from viewing Betty’s persona on the page. Though there are no 

visible shoulders or additional details to posture, this stick figure appears to have a rigid 

posture—alluding to postures representing fear or anxiety89—as the long torso accommodates 

the multiple, outstretched arms. Rigidity of the body, what I have named earlier in my literature 

review to be “high tension”, is implied through the outstretched arms. Furthermore, the stick 

figure has a facial expression possibly portraying shock or fear as the eyes were drawn to be 

wide open and the mouth opened wider.89 Similar to Figure 3.15, in which Betty represented 

herself with two arms moving up and down or possibly multiple arms, she had drawn herself 

with having more than a pair of arms possibly grasping at those that she wanted to support. This 

was to represent each of the responsibilities that Betty had taken as a care provider. However, the 

image of multiple arms may also unintentionally allude to Hindu deities represented in art with 

multiple arms as well.129 Hindu deities are often portrayed to have multiple arms to represent 

their supreme or cosmic powers over evil.129 I am led to believe that there may be a juxtaposition 

in Betty’s multi-armed stick figure: unlike a deity, a caregiver may feel powerless amongst 

responsibilities of caring for many individuals. Although the image of herself is minimalistic, 

Betty still conveyed feelings of burden and possible burnout. Alex found herself identifying with 

the stick figure and even noticed how she felt empathy towards Betty’s situation despite that 

there are few bodily features of the graphic narrative. Alex noted: 

I really see the struggle of juggling and you know while it’s a stick person, I still-I still 

get the sense of like trying to juggle and it not going well and feeling really stressed out 

feeling like you’re dropping balls or dropping responsibilities like I can really relate to 



115 

 

that. And it really reminded me of you know times in my life when I struggled with 

balancing, when things feel very overwhelming and it feels you know you’re dropping 

things off inside of a cliff and you’re like “When’s it my turn?”. Yeah I totally get that 

from this picture. 

Unlike the previous graphic health narratives by participants that also exhibited amplification 

through simplification, Alex’s comments on empathizing with “Juggling on a cliff” suggest 

projective identification.4 Betty’s self-representation acts like a mask (as McCloud would name 

this situation a “masking effect”4), or rather a bridge to share her hardships with the viewer, 

Alex. By asking “When’s it my turn?”, Alex reflected on how struggling to help others could 

lead to burnout for care providers. The image of dropping something off a cliff could be anxiety-

inducing for some people and thus wondering “When’s it my turn?” suggests that one may feel at 

risk of falling off the metaphorical cliff as well. 

 Betty had kept “Juggling on a cliff” to one page or panel (as there are no boundaries or 

borders representing possible panels). Despite the lack of gutter spaces or transitions between 

panels, there are multiple events occurring all at once: (1) the image of Betty atop a cliff while 

attempt to grasp at loved ones, (2) some individuals are about to fall or are falling off the cliff, 

and (3) there is a group of smiling stick figures near the bottom of the cliff. These events appear 

to be occurring within the same space and same time. Similar to a photograph, “Juggling on a 

cliff” may be an image of an instant in time.4 Yet, the viewers may still require time “to move 

across scenes in real life”4(p. 97) and to examine each event of this graphic health narrative. And 

thus viewers may perceive each event to occur at different times.4 Gutter spaces and panel 

borders could be included to clarify the sequence and spacing of each event. However, Betty 

opted to include all events into one page without any borders—as rectangular panel borders are 



116 

 

often to depict time in a controlled, conventional sense4,47,82—evoking timelessness of the 

narrative. “Juggling on a cliff” suggests that the numerous events and duties of a care provider 

were so overwhelming that there may have been little time for Betty to care for herself and her 

own well-being. Additionally, when Betty reflected on the burden of care provision through 

graphic health narratives, she noted that she still felt pain even though her mother had passed 

over a decade ago. Thus, Betty’s graphic health narrative may also symbolize the timelessness of 

caregiver burden, burnout, and the pain that comes with the loss of loved ones. 

 

Figure 3.17. Betty's graphic health narrative titled "Juggling on a cliff". 
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Thematic Findings 

In the following section on thematic findings, I will be describing general themes from 

the interview transcripts, graphic health narratives, and my observations / memos. These themes 

will be described within the context of answering the research question I had presented at the 

beginning of this thesis, “How may art voice elucidate experiences of care provision?”. In 

addition, I have integrated the Discussion section of this thesis with this section on thematic 

findings as it may be difficult to present qualitative data without discussing the data.98 Though 

the data generated from the graphic health narrative sessions elicited rich data and thus a 

multiplicity of potential themes, I have decided to limit the number of sections, themes, and 

subthemes for this master’s thesis. After immersing myself in the interview and focus group 

transcripts, I selected the themes from topics that appeared to be the most common across 

participants’ statements. However, some participants may have had contradictory statements or 

perspectives: for instance, views of collaborative care provision varied amongst participants. 

Thus, I attempted to examine “contradictions” from a higher-level perspective while assuming 

that the main similarity across interview excerpts was that all participants were experienced with 

care provision. Additionally, I considered possible themes in what care provision looked like 

day-to-day for participants, how participants described their experiences of care provision 

(though I believe perhaps performance analysis121 would have been a better approach for this), 

and purposes of creating graphic health narratives (either as a form of educating others or as a 

form of self-expression). Although participants did not solely focus on speaking about care 

provision experiences (that is unsurprising as art voice could be and was used as a tool to speak 

about difficult experiences), participants’ experiences of care provision were still shared but 

through the medium of graphic health narratives. Participants’ intended purposes behind their 
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graphic health narratives for this project were considered as a theme but I have opted to disperse 

this theme into two larger themes—which I will outline momentarily—lest I repeat and reuse the 

quotations for different themes. Thus, this section on thematic findings will be divided into two 

parts: the first will be about experiences of care provision and the second will focus on the 

experiences and perspectives of art voice. Furthermore, the main section on experiences of care 

provision will be organized as follows: (1) service provision and caregiving, and (2) community 

within care providing. The section on the experiences and perspectives of art voice will be 

divided into the following subthemes: (1) community-building, (2) art as healing, and (3) 

suggestions for future art voice workshops. 

Experiences of Care Provision 

When probed about experiences of care provision, participants seemed to emphasize the 

responsibilities of the provision of care as well as the responsibility to oneself. Care, from the 

perspectives of participants, could be broadly summarized through the definition, “the activity, 

skill, or profession of looking after someone who needs help or protection”.130 Of course, the role 

of a care provider suggests supporting others perhaps biomedically or psychologically. However, 

participants have referred to their provision of care to beyond biomedical and psychological 

support. The following themes within this section may broaden perspectives and definitions of 

care provision. First, I will describe the first theme as the dichotomy between “Caregiving and 

Service Provision”. Although participants may have overlapping roles as “caregivers”xv and 

“service providers”,xvi participants were generally clear in describing their roles either as 

informal or formal care providers. Next, I will highlight how support networks, or what I call 

 
xv Referring to informal care providers for individuals that care providers may have close relationships with. 
xvi Referring to care providers in professional settings. 
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“communities of care”, were described by participants in their wide range of care provision 

experiences. A “community of care” is what I refer to as networks comprised of other individuals 

that care providers have when caring for others. Throughout these themes, I will also be 

mentioning care provider burden; however, little data were generated on care provider burden as 

participants discussed other aspects of care (such as “Caregiving and Service Provision” and 

“Communities of Care”). 

Caregiving and Service Provision 

 Often, participants would speak about their graphic health narratives and how they 

represented themselves through drawn images. These descriptions led to participants providing 

context and additional points of detail not otherwise mentioned or drawn within the graphic 

health narratives. One clear dichotomy between participants was how they identified their work: 

either as “caregiving” or “service provision”. Thus, naming their work as care providers and 

identifying themselves as “caregivers” or “service providers” or “educators” outlines the 

boundaries of responsibilities in personal and professional care provision. How participants 

visually represented themselves as care providers as well as the content presented within their art 

pieces further defines these boundaries. 

Both Alex and Fabian created graphic health narratives that skewed towards educational 

or informational. Their pieces suggest that the intended audience or viewers may be individuals 

who are unfamiliar with terminology used within Alex’s and Fabian’s provision of care, which I 

found to be similar to how dissociation and trauma are introduced in informational graphic health 

narratives such as Trauma is Really Strange (2015) (see Figure 3.18).131  
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Figure 3.18. Descriptions of dissociation from Trauma is Really Strange (2015).131 

Additionally, Alex and Fabian’s graphic health narratives suggest passion for their work 

in providing care. Alex pointed out that the photograph of her piece “Finding Balance” was 

meant to symbolize her work as an educator: 

I’m providing support to community, because I myself am I queer person as well, I (..) 

it’s sometimes really hard because I talk about how violence impacts my community all 

day and so striking a balance of being able to educate people, provide support, refer 

people to the appropriate places, and then take care of myself has definitely been 

challenging and something I do to take care of myself is to move creatively but I also 
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when I was creating this piece, wanted to show that while this picture is really beautiful 

and represents finding balance, it takes <a lot of work to get there.> I wasn’t bail to just 

randomly jump on to somebody’s feet upside down. ((Betty and Alex laugh)) That took a 

lot of skill building and practice and even though I do have those skills, we’re not always 

able to strike that pose, we’re not always able to do that safely, sometimes we fall out, 

sometimes you know things don’t always line up and so yeah! This picture is like (….) 

like a representation I guess of what I do and how it’s really challenging to find that 

balance sometimes. 

Alex was also perhaps suggesting that the photograph represented the inner workings of her 

mind, in which she attempts to balance her work as an educator with her own mental health. At 

the same time, Alex alluded to how collaboration in care required balance within the group of 

care providers. When I had asked Betty what she noticed about “Finding Balance”, Betty 

responded: 

What really stands out for me is that (..) any one of the three people in that photo can’t do 

what they’re doing without the rest of the team. […] Then with the figures as well. Like 

it’s very inclusive and team and it’s not it’s not isolated, it’s not individual. And that the 

balance comes from there being more than one person. 

Fabian’s piece particularly focused on the client’s journey of self-discovery and healing 

in the context of 2SLGBTQ+ identities. My first impression of “Therapy as Time Space” was 

that the piece seemed “impersonal” in that the graphic health narrative appeared to be focused on 

a client’s journey instead of Fabian’s perspectives of care provision. Yet, Fabian’s graphic health 

narrative “Therapy as Time Space” may also be a form of self-expression just as the other 

participants expressed their experiences of care provision within their own narratives. During 
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discussions, Fabian referred to herself as a “service provider”. Fabian emphasized her role in 

supporting clients—and what I perceive to be her “walking alongside” clients as they heal on 

their journeys. She had drawn herself as someone affirming a client within the second and third 

pages of her four-page graphic health narrative. Fabian implied that limiting herself to one page 

or four pages would be insufficient to express the long process of therapy: 

My feeling is that when like I didn’t want to put an art into one piece because to me, 

therapy is a long process, you know. I cannot create a whole story but it is a summary of 

it, right? So I wanted to show why it has stages because I want to portray the true stage of 

therapy yet it’s summarized. So that’s where my idea came from. I had difficulty putting 

everything, every concept in one piece. It felt it was not realistic for my own experience. 

[…] This piece means growth. This piece also means that therapy is not like magic you 

know. It’s not like what people think like “I go for one or three times, I’ll be okay.” The 

growth takes time so kind of like a time-space in a sense. This piece also means that like 

therapy actually as a service provider it’s about exposing the client to the beauty things 

within themselves that maybe like the black background they didn’t see it. So my role as 

a service provider or as a therapist to actually seek out their strengths, their beauty, you 

know, to understand their struggle and then to actually transform it to something they can 

love about themselves and then from then on, learning about their own strength they can 

carry on with their life using all of these strengths and their own tools. 

Similarly, Jenny’s graphic health narrative “Now What???” may suggest her role in supporting 

her mother through a journey of illness to death: she had named her mother’s journey a 

metamorphosis or “her shedding of her body to be wherever she needs to be": 
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Even though my last frame is basically an image of death, it’s still very much my mum 

had a healing journey to get herself to the point of death-like that’s very much so what I 

explain to people because->I don’t know< I don’t know if you’ve ever-you know you 

look at a lot of these cancer campaigns or even in dementia you know and it’s about lots 

of focuses on ↑finding a cure? And that can be so debilitating for somebody who is living 

an illness that basically that-their end will be because of their illness and so just not being 

able to live up to those expectations, I know my mum had communicated that it was so 

frustrating just not being able to live up to that survival expectation. And so I really do 

think that we can have like a healing journey even though your illness will end your life, 

right? 

Jenny had drawn “snapshots” of her recollections of caregiving and hints at a disruption of the 

care provision journey by placing a banner with text, “Now What???” at the bottom of the page. 

Using her graphic health narrative, Jenny reflected on her experience and identity as a caregiver: 

The banner on the bottom is the “… Now What? …”. So that is when you’re-like all the 

six panels above are busyness and doing things and day-to-day life and >I could’ve 

added< millions of more panels. These are just snippets of just things that were done. 

When that caregiver role ends, you feel really lost ‘cause you’re-like I was my mom’s 

caregiver for about two years and your whole life goes on hold. You also forget about 

taking care of yourself at times and what’s interesting was my mom was my caregiver as 

well in that she had to remind me to care for myself and that one day this role would be 

over and I’d have to remember what I need to do. And I thought I was prepared but the 

“Now what?” was definitely-it ends so abruptly that within moments you kind of stand 

there shocked, ↑not entirely because your loved one has died but because you don’t know 
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what to do and you don’t really know how to give care to yourself because you’ve been 

moving in one direction for so long. […] It’s okay to have this caregiver identity. It’s a-

it’s a beautiful gift and looking back on it, I wouldn’t change the experience for the 

world. Moving forward, I have I have a greater appreciation for people who exercise 

caregiving in a multitude of fashions and caregiving isn’t always just strict—social 

perceptions of what nursing is or even counseling. At the end of the day you know just 

something like listening to music or acknowledging a person you, while you’re grocery 

shopping is you know small, minimal forms of caregiving that we should acknowledge as 

well. 

The above excerpt from Jenny suggests that her perspective of care provision was reciprocal in 

that her mother often reminded Jenny to care for herself as well. Additionally, she viewed care 

provision to extend beyond professional healthcare provision, such as nursing or medicine. From 

Jenny’s point of view, examples of care provision may include facilitating connections or re-

connections between the care recipient and a community. Having a community or network 

involved with care provision will be explored further in the following section. 

Betty, on the other hand, drew herself as a caregiver with an uncomfortable facial 

expression and multiple arms in two graphic health narratives. I will be focusing more on her last 

graphic health narrative “Juggling on a cliff” since this piece was in the discussion between 

Betty and Alex. Betty describes how the image of multiple arms represented how she struggled 

with wanting to care for her loved ones: 

I think what I got from drawing the picture too was that I only have >well what do I got 

there< eight arms? And you know there is limited capacity and at the time I wasn’t really 
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thinking that there was limited capacity I was so busy trying to keep all of the people safe 

that I didn’t really think about (..) about limitations on what I was able to do. 

Later, in response to my question, “What are your thoughts when you hear the words ‘care 

provision’ or ‘support’?”, Betty perhaps reflected on these experiences of caregiver burden: 

I was thinking in terms of support for the caregiver. I really don’t know what that can 

look like. I know it’s hugely necessary but I don’t know when you’re giving care, it 

would just be one more thing on top. I don’t know what that would look like or how that 

would work. And I know that you’re told “Take care of yourself”, put your oxygen mask 

on first and you know all the things I tell my kids. But it’s really hard to do. 

In this piece and from the above excerpts, Betty is also pointing out that self-care was not a 

priority for her over her responsibilities as a caregiver. Caring for herself at the time could have 

been another task or burden in addition to caring for others.  

 How participants viewed and shared their experiences of care provision varied according 

to their role in either caregiving or service provision. Generally, the graphic health narratives on 

service provision appeared to be informational and suggested that perhaps there may be some 

emotional, social, or psychological distance between a professional care provider and an 

individual receiving care. The training of a professional care provider or a “service provider” 

may emphasize on having clear boundaries between a care provider and a care recipient. For 

instance, the Canadian Medical Association Code of Ethics has outlined the initiation and 

dissolution of a care provider-patient relationship and discourages physicians from treating 

themselves or members of one’s immediate family outside of minor or emergency services and if 

another physician is readily available.132 Other care professional associations have similar codes 
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of ethics: for example, the Canadian Counselling and Psychotherapy Association Code of Ethics 

specifies that dual or “multiple relationships”, which may include familial, social, financial, 

business, or close personal relationships with clients, are discouraged especially if such 

relationships could impair professional judgement.133(p. 10) Thus, how the service provider 

participants shared their experiences of care provision in their graphic health narratives—which 

appeared to be informational—may reflect their professional training and perspectives of care 

provision. Furthermore, codes of ethics within professions also highlight “commitment to self-

care”134(p. 3) or “self-care practices”.133(p. 6) Hence, how Alex and Fabian approach self-care may 

be suggested by the personal distance implied in their graphic health narratives which focus on 

describing their work rather than concepts such as caregiving burnout. Self-care may be more 

accessible—though, not always—for service providers as they may have greater support from 

their professional networks and associations.  

That is not to say that care providers of individuals do not have social networks that may 

offer support or alleviation of care provider burden. As demonstrated in Betty’s graphic health 

narrative “Your New Reality”, Betty had written a few personal and healthcare professional 

supports, which included physicians, nurses, family members. Yet, caregivers may generally lack 

formal and professional relationships or support from professional healthcare networks. A patient 

or client being cared for by a healthcare professional could be deferred to other health 

professionals, but some familial caregivers may not have the option of transferring care 

provision. Additionally, people who provide care to their own family members may have unclear 

boundaries between being a family member and a care provider. Perceptions of filial obligation 

or assumptions that one has an unconditional responsibility to care for one’s own parents may 

further exacerbate caregiver burden.135 Betty and Jenny, who spoke of informal care provision, 
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had described their perspectives as adult children caring for parents with illnesses. Care 

provision between partners, companions, or other close personal relations could look different 

from the experiences of adult children caring for their parents. In fact, caregivers of ill parents 

may experience more familial conflict as there may be discord between adult siblings in 

negotiating care.136 As a fitting example, Fies illustrated this conflict between himself and his 

siblings on caring for his mother with cancer (see Figure 3.19).52 

 

Figure 3.19. Rx Kryptonite from Fies’ graphic health narrative Mom’s Cancer (2004) depicting conflict between 

adult siblings on caring for their mother with cancer.52 

Additionally, the type of illness may partake in how caregivers perceive their experiences 

of caring for a parent with an illness.136,137 In particular, an adult caring for a parent with cancer 
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may differ from an adult caring for a parent with dementia: for example, support networks of a 

caregiver may deny the presence of dementia and instead claim that the caregiver may be 

exaggerating the hallmarks of old age.137 Yet, Betty had shared that she cared for both parents: 

her father who had lung cancer and her mother who had dementia. Accounting for some 

examples of caregiver burden within the caregiving academic literature, Betty’s description of 

care provision from our discussions and from her graphic health narratives reflected caregiver 

burden at multiple levels, especially within the type of illness a patient has and the relationship 

between an adult child and elderly parent. While I could expand on how a care recipient’s illness, 

in its many forms, may influence a care provider’s experience within a professional 

environment, I have focused on areas in which data were generated. In particular, Alex and 

Fabian were not focused on types of illness and the resulting care of illnesses—as their 

professional care provision approaches do not seem to directly address curing or alleviating 

biomedical illnesses—but instead illustrated the process of care provision. Nonetheless, topics 

such as responsibility to self-care and aspects of care provision burden were broached on by all 

participants in our group discussions. 

Community of Care 

 Care provision was perceived to be collaborative by some participants but providing care 

for others may be potentially isolating. Participants reflected on their work as care providers and 

suggested that the carer role may overtake other responsibilities including the responsibility to 

oneself. For example, Betty spoke of a time in her life when she was bombarded with caring for 

others. Betty also suggested that she felt alone and misunderstood by others who were not care 

providers. Yet, support could be sought in other ways. Jenny, for instance, stated that spirituality 

was important for her ill mother and thus care—in a spiritual sense—was provided by other 
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individuals. Delegating care responsibilities in this way further implies that care provision 

requires a community. As Alex wrote in one art piece, “Share the load with me,”xvii this 

statement was referring to the burden of care and how Alex felt that she needed the support of 

her loved ones and colleagues. After completing the last workshop, Alex noticed that her 

provision of care could be strengthened with the support of others: 

I guess when I think of care provision, I think of that being an external thing of 

supporting others and while I’m very aware and okay with the knowledge that I myself 

also require support because I’m a human ((chuckles)) I think this project and my 

involvement with it showed me […] we need all the pieces of the puzzle, you know? It 

kind of showed me that (..) your care provision is impacted by where you are at and that 

it’s important to be gentle and kind with ourselves when we’re not doing okay and when 

our care for others looks different I feel like at least for me, I can feel a lot of shame 

when I myself am not feeling at a hundred percent and I know that that impacts the work 

that I do and the work that I do supports a lot of people. 

 In contrast to Alex’s experiences of collaborating with others, Betty reflected on how 

isolated she had felt as a caregiver. Her representation of herself in her graphic health narrative 

of standing alone on a cliff symbolized being in a cold and lonely place. Despite having the 

support of healthcare professionals for her parents’ illnesses, Betty implied that she was not 

getting the support that she needed. Furthermore, Betty shared her perspectives on being alone 

and how social support is sometimes necessary even for care providers who cope well by 

themselves: 

 
xvii This quote was taken from a collaborative art piece (not pictured) between Alex and Fabian in our second in-

person workshop. 
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I think one thing that we quite often forget is that we are the only ones that can lead our 

lives. Like we are individual, we are alone. We can reach out and touch the people 

around us but we’re still us. And as social beings I think that’s hard to wrap your head 

around because it makes you feel isolated and lonely but it is the reality and it’s how we 

cope with that and how we create those webs that connect us to other people and that’s 

important. (..) And that’s gonna look different for everybody and every hour of the day. 

Sometimes I need to talk to my friends or I need to see my grandkids on Facetime. And 

other times it’s like “Oh just leave me alone, I just need to do this or this or this” or you 

know I’m thinking-trying to think something. I do a lot of my creating in my head and 

very little of it ((laughs)) actually on paper or on glass. But sometimes I just need that 

isolation and I’m glad that I’m not you know this cyborg that’s connected to the-I grew 

up with Star Trek-you know that where you’re connected ((Betty and Alex laugh)) to the  

I forget what they call that. [Alex: The Borg.] The Borg, yes. ((Alex laughs)) And I’m 

quite glad not to be connected but sometimes it’s pretty nice to be able to kinda tap into 

that stream and feel a little support and put support into it too. 

Jenny mentioned collaboration of care in her graphic health narrative “Now What???”, in which 

healthcare professionals may have been consulted and family members and friends may have 

provided additional support. However, this type of collaboration may look different from Alex’s 

experiences of working with a team of care providers within professional settings. Thus, I have 

named this type of collaboration—and hence this section— “community of care” since the 

“community of care” is meant to encompass collaborative care in workplace settings. For 

instance, Jenny mentioned not being able to directly provide support for her mother in spiritual 

or religious aspects, but noted that others were a source of spiritual support: 
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You probably noticed there’s like a <blatant> Christian cross on the wall there and that 

was definitely my mother, my mother was very-she was very ingrained in the Catholic 

dioceses and that was not me almost ever, never. ((laughs)) But I can appreciate what her 

needs and what her wants throughout her illness and we definitely had this very 

respectful way about how she approached her illness and how I could help her in that. So 

even though I couldn’t necessarily help her in her religiosity, we did find symbols and 

meanings in other people that could really support her in that. 

Jenny has alluded to informal caregiving support networks.136 According to a study that explored 

a path model of the impact of support networks on caregiver burden, adult children who have 

larger informal caregiving support networks generally experienced lower burden.136 Specifically, 

caregiver burden was reduced when tasks were shared across support networks, tasks were 

shared within networks for a longer period of time, and when the adult child had limited conflicts 

with other members of the network.136 Though Jenny and Alex had generally spoke of having the 

support of other individuals during the provision of care—in which Jenny’s care provision 

network included spiritual advisors and community members, and Alex referred to her 

colleagues as well as individuals in her personal life—I claim that this may be examples of care 

provision support networks shared from Jenny and Alex’s graphic health narratives. And in 

contrast, Betty’s recollection of caring for her parents suggested that her support network may 

have differed from Jenny’s experiences since Betty often described loneliness during care 

provision. 

Art as Healing 

In this section, Art as Healing, I will emphasize that although my sessions were not 

intended to be therapy—in fact within the recruitment letter, there is the statement, “These 
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sessions are not a form of therapy and therefore there are likely no direct benefits.”—the graphic 

health narrative workshops may have provided some therapeutic benefit for participants as an 

outcome.xviii Art could be a form of “medicine”, just as Jenny described her perception of 

medicine to include spirituality and social support (thus, health, in this thesis, may be beyond 

biomedicine). I noted that art may have created or facilitated spaces for healing according to 

observations and discussions with participants. Specifically, engaging with art voice sessions 

may have been a form of a “graphic cure” by allowing participants to view and make sense of 

their care provision experiences cohesively and thus potentially enhancing the well-being of 

participants.16 Art voice sessions and the drawing or graphic cure may be an example of the 

hermeneutic circle, in which participants approached the art voice sessions with assumptions and 

fragments of their care provision experiences but gained a deeper understanding when describing 

the whole of their graphic health narratives as well as the fragments that make up the 

narratives.97 Also, responses provided by participants could be viewed as their responding to the 

possible therapeutics of art voice activities in the workshops. 

In the realm of graphic health narrative as expression, visual metaphors appeared to be a 

focus for most of the participants. Drawn visual metaphors often had multiple descriptions of 

care provision by participants. Generally, using graphic health narratives opened up discussions 

about care provision between participants. I will be describing how graphic health narrative 

creation gives form to painful experiences of care provision. The language used by some 

participants described painful experiences as if the experiences were physical objects taking up 

mental space. Thus, creating graphic health narratives facilitated the process of putting trauma 

 
xviii I am referring to therapeutic benefits as “outcomes”, rather than “Outcomes” (with an upper-case ‘O’), as these 

findings are not meant to be generalizable since this study was not a clinical intervention. 
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(in a broad, general sense and not clinical or historical trauma) into physical space. Next, I will 

describe how art creation, namely in the creating and sharing of graphic health narratives, led to 

community building amongst the participants. The act of giving form to trauma was perhaps one 

mode of communication between participants; describing such forms—that is, describing one’s 

own graphic health narratives—and sharing narratives evoked a sense of universality (for 

example, Alex said, “[Betty’s graphic health narrative] reminded me of times in my life 

when...”). Making sense of each other’s graphic health narratives during our art voice sessions 

may have led to processes of self-discovery and improved well-being. As I had written earlier, 

Czerwiec illustrated a graphic health narrative of “narrative constipation” which suggested that 

care providers needed to make sense of painful or traumatic experiences by weaving such 

experiences into narratives.5,21 Engaging with art voice and graphic health narratives during this 

study may have demonstrated forms of understanding (perhaps the type of “understanding”108 

Gadamer has written about) as viewing and describing each other’s graphic health narratives 

during group sessions went beyond “aesthetic consciousness”.108 Participants expressed that after 

our final discussions, they felt as if they had known each other for a long time despite being 

strangers at the beginning of the workshop. I will conclude with general thoughts and 

suggestions that participants had for future art voice sessions.  

Giving Form to Trauma 

 While speaking about graphic health narratives as well as potentially painful contexts 

behind the narratives may lead to bonding between individuals, the act of creating a graphic 

narrative may facilitate healing in a different way. Participants expressed that creating graphic 

health narratives was one way of acknowledging their trauma. Again, when I am writing about 

trauma in this section and generally in my thesis, I am not implying conventional, clinical 
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trauma,104,131 but rather I am referring to trauma in its popularized, broad understanding.106 In 

particular, this type of broader perspective of trauma could be aligned with the phenomenon that 

Czerwiec has named “narrative constipation”.5,21 To summarize, Czerwiec may have been 

inferring that there is a form of attunement101 for care providers to share painful stories.21 For 

Alex and Betty, I noticed that the language they used to describe trauma was as if the everyday 

trauma of a care provider were a physical object to be removed from oneself and placed onto 

paper—similar to conduit metaphors of language in that communication is an object to be 

transferred between two people.90 In the first workshop, Betty mentioned that she did not realize 

how the memories of her mother’s dementia was “close to the surface”, alluding to 

psychoanalytic traditions of viewing trauma as buried in the subconscious mind and 

unacknowledged in one’s daily life.106 In addition, Betty referred to traumatic experiences as 

something that takes up “brain space” and that graphic health narratives may facilitate 

acknowledging trauma: 

I’m thinking that like even doing the drawing for this now that’s-I’ve dealt with that now 

I can let it go, it’s done. And yeah I could move on to the next layer of the onion which 

I’m sure is fairly significant. […] You really run out of brain space, you’re just-you’re 

trying so hard to keep a grip on everything that you know it’s physical and it’s emotional 

and it’s mental. Maybe this is one outlet that you know you can kind of let a little bit of 

all that energy to leak out a bit. 

Inspired by our graphic health narrative workshops, Alex showed me something that she 

had drawn in her journal as a way of giving form to an unsettling experience. By putting her 

experience on to paper through a visual metaphor of how she was feeling, Alex may have created 

some distance between her mind and the discomfort. Thus, distancing herself from the 
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discomfort allowed Alex to notice that her discomfort was only temporary and in the present 

moment: 

And so this morning when there were no constraints whatsoever and I had no intention of 

sharing what I just showed you-to anybody, it felt really healing and grounding to sit in 

my discomfort which is something I often avoid. ((chuckles)) Especially when it comes to 

my mental health around my depression and anxiety and so it felt really (..) releasing! 

[…] While the image itself is like representative of how I’m feeling which is kind of like 

stuck and weighed down, looking at it kind of before me makes me feel a sense of relief 

of “Okay I’ve acknowledged this thing, I’ve drawn it out but I’m not going to let it take 

power over me. It’s just going to be a representative of how I’m feeling in this moment 

and it doesn’t have to be forever.” 

Betty had commented similarly on her graphic health narrative regarding the distancing created 

between herself and trauma: 

It was kind of odd because I could remember all of the feelings that I had then but then 

kinda looking at it from a distance as if I was a different person looking at it. (…) So it 

was a way of kind of ↑observing maybe what I was going through without all of the 

emotions and the feelings of panic that I had at the time. 

 While Fabian’s graphic health narrative was focused on a client’s perspective, she 

mentioned feeling inspired to use art within her counseling practice as a way for clients to give 

form to their traumas. After exploring graphic health narratives, Fabian stated that she now had 

the experience of creating one herself and thus could bring in the arts into her counseling work: 
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I want to see growth in myself in that aspect. Growth also because I want my techniques 

in counseling to grow. I used a lot of verbal, cognitive kind of work and that is very 

constraining to some people who may express better in art and I thought that this will 

give me an opportunity to try it out myself and see how it impacts me and may have some 

ideas how useful it could be for my clients and obviously it is. It gives me a bit more 

confident to actually experience it more. I can even put more thoughts into it. It’s also a 

good bridge of my work, you know? 

Fabian commented that certain topics, such as death, may be difficult for some people to speak 

about and thus art could be an alternative to discussing these topics. In addition, drawing graphic 

health narratives may be another option for individuals who have not found writing to be 

beneficial. Below is an excerpt of a discussion between Fabian and Jenny sharing their thoughts 

on creating art. Though I had to shorten this interaction, my goal here is to capture the essence of 

Fabian and Jenny’s conversation as there was minimal facilitation or prompting on my end. 

Fabian: I appreciate the fact that you bring in the topic about death because you know 

death is a topic is a lot of what-a lot of people-even for myself-we try to run away from 

or we don’t talk about, right? So we can see that in art it’s like the summarize of what 

life-the reality of life is and sometimes we don’t really talk about reality in that sense? 

[…] I kinda wanna share with you though my final thoughts is that your art is very 

inspiring, suddenly just listening to how you express your art and how you express that in 

that frame and I was like “Hey I wanna do this for supervision!” My own colleagues, you 

know? Like ↑“Maybe I could like-instead of writing stories I could just draw them out!” 

((laughs)) 

Jenny: Right? I cannot tell you how much I hate journaling. ((Fabian and Jenny laugh)) 
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Fabian: When you talk about journaling I’m like ↑“Yeah that’s true!” Like you know “I 

hate to write things down maybe I can just draw it out.”. 

Jenny: Yeah this is a way better way to journal! ((laughs)) 

The context behind this interaction between Fabian and Jenny was that Fabian articulated that 

Jenny’s graphic health narrative inspired Fabian to use visual arts to potentially explore difficult 

topics with client. As an example of the hermeneutic circle as described in Chapter 2, the 

discussion of Jenny’s piece “Now What???” in our group session may have led to inspiration for 

Fabian’s work in professional care provision as a counselor. The above interaction between 

Jenny and Fabian may have also affirmed for Jenny that drawing a graphic health narrative could 

be an alternative to writing narratives in order to give form to pain and loss. 

Building Community Through Graphic Health Narratives 

Participants of the graphic health narrative workshops overall discovered that the sessions 

fostered connections between themselves and other participants. This was most apparent in the 

online group workshops as I had paired participants who did not know each other. Although I 

intended to organize the final online workshop with all four participants, it was difficult—and 

even impossible—to schedule a meeting time that worked for everyone. Pairing participants in 

such a way may have been uncomfortable at first since participants did not know each other and 

may have been hesitant to share openly. Nonetheless, all participants found the discussions 

enjoyable and wished to stay connected with each other. One possible explanation for 

community building was the influence of the hermeneutic circle, in which I asked participants 

prompts when looking at each others’ graphic health narratives. For example, Betty had 

expressed that Alex’s graphic health narrative “Finding Balance” (see Figure 3.4) was a piece 
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that “radiate[d] love”, Alex felt that Betty’s comments were further affirmed Alex’s passion for 

her work in care provision: 

I (..) wanted to say that I appreciate the feedback about that that rainbow figure rainbow 

radiating love […] for that to for you to feel that from just looking at that figure it just I it 

feels very affirming to hear that because I love my work and I love that I’m able to help 

people understand and help people along in their journey learning about diversity and 

what it looks like to be supportive and inclusive. So I just-thank you so much for sharing 

your thoughts on that because that’s how I feel when I do my work for that to be I guess 

communicated even if it’s just to one person I think that’s really exciting […]. 

Though I employed hermeneutics initially as a method of analysis to include the interactions 

between individual participants as well as between participants and others’ graphic health 

narratives, sharing and discussing art can feel personal and thus it may be unsurprising for 

emotional connections to form between participants. That is not to say that hermeneutics does 

not apply to emotions; rather, the findings from this project are examples of Hovey’s109 reminder 

to read Gadamer in a broader way (as Gadamer seemed to have intended)101 with respect to art 

and woven textum, which opens the door to emotional connections. Additionally, prompting 

participants to reflect on what they have learned about each other from listening to explanations 

of each other’s graphic health narratives may have also invoked a form of double hermeneutics 

and community building. I later asked Jenny what she had learnt through viewing “Therapy as 

Time Space” and from listening to Fabian’s descriptions. Below is the following interaction from 

our group session, in which Jenny shared her perceptions of Fabian: 

Jenny: Interesting ‘cause actually with Fabian, I like I-this is the first time I’ve ever met 

you and now-not that I know you but it it’s incredible how I’ve learned so much about 
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you just through your art and your interpretation of your art it’s really beautiful. 

((laughs)) 

Rebecca: What did you learn? I’m curious. 

Jenny: Well I learned that she’s very serious about her work. It’s not just work to her she 

does it because she’s passionate and it’s where her heart is. An educated guess. ((laughs)) 

Fabian: Thank you. ((laughs)) That’s a generous guess. 

Furthermore, Alex suggested that creating and sharing art was very personal and made 

her feel vulnerable. However, she was more comfortable after discussing with Betty and myself 

about isolation and pain that may come with care provision. Although creating art alone could 

still alleviate some pain as creating art could be an approach to giving form to pain, Alex noted 

that the graphic health narrative workshops built community by transforming personal trauma 

depicted in art into compassion for each other: 

I think creating art-for anybody-it can be a very vulnerable thing because we’re sharing a 

part of ourselves in a visual way where people can look at it and make judgement and we 

are trusting one another to kind of hold our art and our stories and not judge and I think-

yeah like you said Betty I didn’t know who you were before this but I feel very safe-and 

Rebecca-I feel very safe to be able to share you know very personal aspects of my life 

and I think that is art. That is-like the metaphor of art that you can share very vulnerable 

parts of who you are and you know let the world hold that and I think that’s-holy smokes, 

a beautiful thing especially right now like you said. Where would we be without art right 

now? So yeah all the music and pictures and film and books and poetry and like we need 
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that as a society to thrive and I think being able to share with one another helps loosen 

some of the chains around my heart and my mind today. 

Alex added that she empathized and could identify her own experiences of struggle within 

“Juggling on a Cliff”. She referred to how amplification through simplification, particularly the 

masking effect, of Betty’s graphic health narrative facilitated a shared bond of burden from care 

provision responsibilities. Alex responded to Betty: 

It was very affirming even though again the image itself wasn’t celebrating anything, it 

was you know-you look at the image and you go ((puts hand on over chest)) “Oh, I know 

what that feels like.” I know what it feels like to be trying to juggle, balance, not have all 

the balls up, and to feel like I’m about to fall and collapse. Like that was a very 

connecting moment so yeah it was like a moment where we could connect about the 

things that are hard and it makes the moment seem-that smidge in less hard because I 

know that I’m not the only feeling like that. 

Alex pointed out that seeing how Betty described her struggles was an area of understanding for 

the both of them. The above quotation suggests that by sharing the pain of care provision through 

the metaphor of “Juggling on a Cliff”, Alex implied feeling less isolated when reflecting on her 

own pain. Particularly, Alex may have felt touched seeing that Betty had visualized a familiar 

sense of struggle for Alex. 

Future Art Voice and Graphic Health Narrative Workshops 

I asked participants for their thoughts and feedback on the graphic health narrative 

sessions. Of course, their answers to my question during the focus group may have been framed 

in response to the following: (1) they were providing feedback with another participant present, 
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and (2) I, the facilitator of the sessions, had asked the question. Nonetheless, participants seemed 

to have openly shared their thoughts as they spoke of preferences of activities, what worked for 

them, and what they had hoped see in future uses of graphic health narratives in the context of 

care provision. 

Participants may have generally preferred interacting with others during the workshops as 

there was potential to share narratives with a larger audience. Jenny commented that she 

preferred the group discussion over the individual graphic health narrative workshop. 

Nevertheless, Jenny pointed out that generally sharing with others was comforting and perhaps 

validated her experiences as a care provider: 

I really liked bringing Fabian into the group and you know like it was nice to-I’m a very 

social person, I do enjoy sharing I like I like doing this as a group. […] So the more 

people, the better. ((shrugs)) Yeah I enjoyed the having us-a small group-I mean it 

could’ve been a group of like a thousand it wouldn’t matter to me but just when we get 

into those group numbers of more than two I kind of get into like a like into my social 

mode and this talking about-even though it was a very very <personal> experience and 

very-like we really much opened up and like exposed um a very personal part of who we 

are right? There’s a lot of comfort in it. 

Fabian shared similar thoughts about having group sessions that may lead to community 

building. Though Fabian remarked that she was introverted, she still appreciated interacting and 

meeting other care providers through the workshops. Perhaps because of her perspective of a 

counselor, Fabian noted that having more sessions with a group that meets consistently would 

not only be enjoyable but also healing and informative as well: 



142 

 

If it’s a group session and as I could see the benefit if there is a consistent people who 

attends it and it is a bit more than three sessions. It’s pretty enjoyable actually. If 

everyone is engaged and able to share it’s really nice to hear people’s experiences-service 

provider, caregivers from different perspective. For myself it’s very inspiring to hear and 

it actually triggers different techniques, different ideas that I can bring to my work so 

yeah it’s good for you to know. 

 Participants also commented on the use of the blank graphic narrative templates (see 

Figure 2.1 and Figure 2.2) for the workshops. Although there was variation in the preferred 

number of templates (some suggesting more than two different templates and others stating that 

two templates were plenty), participants found working with templates to help transition into 

creating their own graphic health narratives. I noticed that during my pilot workshop, nearly all 

attendees selected Figure 2.1, a three-panel template with stick figures, appearing to have a 

conversation, and speech bubbles. Participants had shared some of their thoughts on why Figure 

2.1 may have been easier to start with. Alex suggested that the format of a conversation between 

two people—in this case, two stick figures—offers a sense of familiarity for a participant, in 

which one knows “how a conversation works”. Additionally, Betty recalled her experiences of 

taking art classes and acknowledged the intimidation of having a blank page: 

In the majority of the art classes that I’m taking online, all artists talk about that. That the 

first thing that they have to do is just put something on the page because it’s 

overwhelming. So the templates were really helpful. […] The one with the bubble, the 

speech bubbles-really important because it made me think of something to put in that 

bubble like it gave me enough direction that I could start. So yeah I think the templates 

are really a big deal. […] I think that having something like that that you don’t necessary 
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need a person there but it is part of like a care package that you can take on as a caregiver 

would be really helpful and you know maybe have three or four templates-I wouldn’t 

wanna have too many ‘cause then it’s overwhelming again and then you don’t wanna 

start. I found it helpful to have two because I can do two. I don’t know if I can do ten. 

Yeah. But I thought that they were really important. I agree with you Alex. And then 

once we got the templates [we didn’t have] to look at the blank page and start. 

 I also probed participants on what they hoped to see for future art voice and graphic 

health narrative projects. Generally, participants suggested that graphic health narratives could 

be used as a form of processing difficult or painful experiences for both care providers and care 

recipients. All participants suggested that drawing graphic health narratives could be an 

alternative form of journaling and that the creation of graphic health narratives may be more 

effective for individuals who prefer drawing over writing. Below is an excerpt of a conversation 

between Alex and Betty, in which Betty first began to describe how creating graphic health 

narratives (or what Betty had named “art journaling”)  could be a graphic cure to painful 

experiences that emerge each day for care providers: 

Betty: I’m wondering if art journaling or things like that are a lot more important than we 

think where what you did this morning Alex that’s now not in your head anymore it’s on 

paper so it cleared up some space. 

Alex: It really did. 

Betty: Yeah I can see how it would and I’m I’m thinking that like even doing the drawing 

for this now that’s-I’ve dealt with that now I can let it go, it’s done. And yeah I could 

move on to the next layer of the onion which I’m sure is fairly significant. So I-I’m 
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wondering what you’re on to here, Rebecca, it’s hugely important in terms of an outlet 

for caregivers to be able to ((inaudible)) you really run out of brain space, you’re just 

you’re trying so hard to keep a grip on everything that um you know it’s physical and it’s 

emotional and it’s mental. Maybe this is one outlet that you know you can kind of let a 

little bit of all that energy to leak out a bit. Yeah I’ve been involved in art for 10 years 

and I’ve never really understood art journaling until the last couple weeks and now I get 

it. Just being able to just dump that whatever it is onto a page but regardless of how it 

looks. Nobody ever has to see it. But I’m like you, Alex, it’s like “Oh, you know this 

needs to look like Picasso or Matisse”. ((Alex laughs)) No it doesn’t! ((shakes head and 

laughs)) [Alex: No, no.] It’s really not that important to anybody else. 

Betty had suggested that creating graphic health narratives could be a tool for giving form to 

painful experiences. Although she stated that she was hesitant to engage with visual arts since 

there was potential for her to be overwhelmed with emotions and painful memories, Betty 

claimed that graphic health narratives specifically could be a less intimidating method for 

individuals exploring drawing or visual arts. Alex agreed that graphic health narratives could be 

used as a tool for processing distress as well as a bridge for emotional connections between 

graphic medicine artists and viewers: 

I would really like for people to see this-see graphic health narratives as a tool for 

processing, a tool for you know taking what their experiences are, how they’re feeling, 

putting it on a page ‘cause a picture speaks a thousand words right? And sometimes it’s 

hard to have those conversations but when we can look at visual representations of 

things, it’s another way of bridging connection and empathy and compassion. So I would 

really like for people to look at graphic health narratives as a tool. 
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Such connections suggested by Alex could be described in an example of how care providers 

may be perceived by care recipients. Alex claimed that graphic health narratives could evoke 

empathy and compassion from the perspectives of care recipients. 

I also think that seeing that image, it humanizes our care providers. It makes-it helps 

people remember that you know for example we like to pick on nurses in our society and 

you know “Oh that nurse wasn’t smiling” or “That nurse wasn’t” you know “They were a 

little short with me” and it’s just like you don’t know all of the other balls they’re 

juggling and so it helps people understand that while their care needs are really really 

important, they also have a lot of other things probably on the go as well. So it gives 

permission to not take things personally maybe? And to again have that space-hold that 

space as patients for ourselves and for others. 

Within the context of care provision in particular, graphic health narratives could be helpful for 

not only processing painful experiences, evoking empathy and compassion, but also for general 

well-being for care providers and care recipients. Jenny noted that graphic health narratives 

could be a form of self-care and mental well-being for care providers, especially with regards to 

care provider burnout. She explained: 

When I was discussing how when you’re-as a caregiver you sometimes forget what it’s 

like to give care for yourself and so there’s kinda two-there’s almost two ways that I can 

see something like this occurring something like where my mom utilized art to navigate 

her illness that she had where you know everyone around her didn’t have the same illness 

so she was able to navigate that um for mental health purposes really? And so for a 

patient, I think that would be really useful. For caregiver, the same thing as a caregiver to 

somebody who is experiencing some form of illness, not everyone has the same 
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experience and so something like this would be very beneficial for caregivers’ mental 

health as well it’s just they’re gonna look completely separate you know the receiver of 

care versus the caregiver. So I’d like to see a little bit more of this maybe in just in 

considerations of caregivers who are maybe burning out, °this would be I think very 

helpful. 

Limitations 

 From a quantitative research perspective, one might point out that findings of this project 

may not be applicable to other populations as there were only four participants and all 

participants were women. However, scholars from qualitative research traditions generally argue 

that external validity is not a concern.98(p. 88) Nonetheless, not all participants elicited the same 

amount of rich data as some participants may have not been comfortable sharing as openly in 

group settings or had less to share during a one-on-one workshop. Another limitation was that 

this study required participants to attend each session, which is a rather large commitment and 

individuals who are currently care providers may be unable to attend the sessions. Care provision 

may be physically and emotionally demanding and thus care providers who indicated interest in 

this study but were unable to participate further may have had multiple reasons for dropping out 

of the study. Additionally, in the context of the SARS-CoV2 outbreak, some care providers may 

be considered “essential workers” and therefore would not have the time nor energy to continue 

participating. 

Conclusion 

Unlike Pennebaker’s studies on narrative writing and health, in which Pennebaker and 

colleagues examined biomarkers and levels of self-perceived well-being before and after writing 

traumatic narratives,66 my focus was mostly on how care providers engaged with drawing 
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graphic health narratives. Nonetheless, participants expressed potential therapeutic benefits, or 

rather, outcomes (with a lower case “o”) of graphic medicine. Participants also reflected on how 

creating graphic health narratives may be a form of a graphic cure to painful experiences of care 

provision. The processes of acknowledging and giving form to trauma—this includes the type of 

everyday trauma that a care provider may face—appear similar to Pennebaker’s explanation of 

literary art as healing. In creating either type of narrative—literary or graphic—individuals 

possibly may have assumptions of how a narrative is to be structured and thus their narratives are 

written or drawn into a coherent whole for their own understanding.7,66 Furthermore, writing or 

drawing a narrative could be a method of distorting one’s recollections of an experience.66 These 

explanations on the healing impacts of writing or drawing narrative may be sufficient in 

describing the process of healing for participants of my study. Participants alluded to viewing 

their own narratives through new lenses. Particularly, participants may have viewed their painful 

experiences of care provision to be disjointed, but through drawing and sharing graphic health 

narratives with each other, the whole of such experiences may have made sense in a new light. 

Through interacting and sharing graphic health narratives, participants may have broadened their 

understanding of care provision through processes of double hermeneutics110 in our discussions. 

Broadening one’s understanding could be considered a beneficial health outcome for improving 

well-being.20 Participants also described that drawing graphic health narratives materialized their 

discomfort and freed up space within their minds. Thus, Czerwiec’s descriptions of creating 

graphic health narratives to address “narrative constipation”21 may also be possible explanations 

of how graphic medicine may facilitate healing. Particularly, there may have been an implicit 

need for participants to share their narratives of care provision, perhaps an attunement101 to 

sharing painful narratives—though I believe this may not be the only reason why participants 
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signed up for the graphic health narrative sessions—even if they were intending to create graphic 

health narratives for themselves. 

This section on findings covered (1) an overview of participants including my attempts to 

illustrate the participants’ characteristics in my limited interactions with them; (2) a selected 

number of graphic health narratives created by participants (which includes some pieces that 

used graphic narrative templates) as well as my analyses of each graphic health narrative; and (3) 

general themes about care provision, art as healing, and suggestions for future art voice 

workshops gleaned from interview transcripts, copies of participants’ graphic health narratives, 

and my reflections and observations. Of course, my descriptions and analyses examine one slice 

of what participants have shared during the course of this study. Furthermore, my analyses come 

from my perspective as a student-researcher within this point in time. As qualitative research 

analyses are often iterative processes, I am led to believe that my approach to analysis and 

describing these findings are subject to change perhaps in future reflections and revisiting of my 

master’s thesis. Nevertheless, the next and final chapter will briefly outline how the research 

question “How may art voice, or drawing graphic health narratives, elucidate the experiences of 

care provision from the perspectives of care providers?” was addressed, including commentary 

on participants’ perspectives on whether the art voice sessions were helpful. 
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4. CONCLUSION 

I would like to begin my conclusion with a reflection on my position in this research as a 

student-researcher. I will be highlighting some decisions—whether deliberate or undeliberate—

made throughout this project. Before starting this research study, I have had some experiences 

with arts-focused projects with community organizations in inner-city Toronto. This background 

training emphasized a need to acknowledge the work put in by participants; thus, I attempted to 

approach the facilitation plans for the art voice sessions with great sensitivity. Because creating 

and sharing art may be a vulnerable process for some people (as it was for me when I had drawn 

up a graphic health panel of some very uncomfortable experience and had fielded mixed 

response; see Figure 1.12), I was careful to ensure that participants felt comfortable in creating 

and describing their art pieces. For instance, my decision to begin each session with a brief 

check-in and my considerations for the location of the in-person sessions at Station 20 West—a 

location near a few community organizations of inner-city Saskatoon—were made to encourage 

participants to create art within a safe space. Furthermore, the participants collaborated in the 

first in-person session on creating group guidelines, which we briefly re-visited at the beginning 

of each subsequent session. I considered that some participants may have been hesitant to 

explore visual arts; thus, I took part in the in-person activity of drawing in a blank graphic 

narrative template and shared my process of writing and drawing within the allotted time.  

I was also very aware of the diversity of Alex, Betty, Fabian, and Jenny, and their 

personalities, and I felt very grateful to them to offer expressions of art that would in part be 

deeply personal and sensitive. I was even more grateful when the participants—in the course of 

the developing pandemic—agreed to contribute their art from remote places (work or home) and 
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meet with each other and me online to share their art and provide and receive feedback, to do 

“art voice” remotely.  

Basically, I think of my position as coming from a place of humility, being an apprentice 

to the art of graphic health, where I was hoping to learn from the participants, being most 

respectful of their own uncomfortable experiences in their lives that they so willingly gave form 

and voice to through art voice. I would have found it inappropriate to present myself as an 

impersonal researcher in a lab coat and although I was in a different position than the 

participants, and my own life experiences very different from each of their own experiences, I 

hoped to provide a comfortable environment and open atmosphere that would convey trust and 

the possibility to give expression to sometimes difficult experiences of care provision, whether as 

part of one’s profession or within care for family members. 

Lastly, I noticed—currently at the time of writing this reflection—throughout these 

sessions that I was hesitant to view participants’ art pieces critically, or evaluate their art in any 

manner, notwithstanding that I was deeply touched by their art and the different ways how they 

gave form and voice to difficult experiences, resonating in some ways with my own struggles to 

give voice to a difficult experience in my own life. I felt humbled and at times held by moments 

of what seemed to be a shared humanity and I made sure to be respectful in my comments or 

questions. My initial descriptions were focused on aesthetics or “surface-level” observations of 

participants’ graphic health narratives. However, I believe that my descriptions of art pieces 

during the sessions prompted participants to expand on such details. For example, I pointed out 

that there appeared to be diagonal lines in Betty’s piece “Juggling on a cliff” (Figure 3.17) and 

Betty clarified that the lines represented a mountain in the distance to demonstrate the gravity of 

isolation and caregiver burden that Betty had felt. However, Alex reflected on how she felt with 
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Betty’s graphic health narrative and noted that Betty’s drawing of a cliff “doesn’t look like a 

happy place to be”. Though I had kept my observations to be descriptive, participants may have 

felt open to describing each other’s graphic health narratives with how each piece had touched 

them. Of course, these are only a few aspects of my position that may have influenced how 

participants engaged with this project. 

This master’s thesis began as an exploration of care providers’ experiences through the 

creation of graphic health narratives. Inspired by photovoice studies15,26—crudely summarized—

in which participants take photos of scenes or objects that speak to them and then discuss within 

groups about their photos and plans for action, I hoped to explore graphic health narratives in a 

similar structure as photovoice studies. Thus, for this project, we had named graphic health 

narrative sessions “art voice” as the sessions centered on participant creations of graphic health 

narratives and focus group discussions amongst participants. Graphic health narratives could be 

an approach to giving form to painful experiences, especially in care provision as care providers 

may be bombarded with trauma (in its broad, popularized understanding106) each day.5 These 

experiences may have little or no resolutions; thus, care providers are prone to what some 

graphic medicine scholars call “narrative constipation”.5,21 Czerwiec, also known as the “Comic 

Nurse”,69 and others argue that care providers may benefit from drawing graphic health 

narratives as a way of sharing or making sense of painful stories.21,22 Thus, this project aimed to 

answer the research question, “How may art voice, or drawing graphic health narratives, 

elucidate the experiences of care provision?” Four participants (two of whom consider 

themselves “service providers”, and the other two consider themselves “caregivers”) had 

generously volunteered to partake in these art voice workshops. What had emerged was a wealth 

of drawn graphic health narratives created by participants, discussions, and connections created 
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between me and participants. I employed hermeneutics as a search for understanding in 

analyzing the data generated (in which, for example, the whole would inform my understanding 

of the parts and vice versa)110 and to invite a mode of analysis that connected different forms of 

data (for example, graphic health narratives, interview transcripts, observations) through visual, 

thematic, and memoing analyses, but I also noticed a form of double hermeneutics110 within 

descriptions of graphic health narratives between participants. What this means is that 

participants may have viewed their experiences as well as graphic health narratives from 

different lenses. Such interactions included between participants, between participants and their 

art pieces, and between participants and others’ art pieces. Without these interactions, I would 

not consider this project “art voice” as the interaction and community between participants 

facilitated dialogue on care provision and art. Despite the amount of rich data generated from 

these interactions, I limited the thematic findings to what I saw to be the most prevalent themes: 

(1) experiences of care provision, (2) art as healing, and (3) suggestions for future art voice and 

graphic health narrative workshops. Participants generally thought that creating graphic health 

narratives about their experiences as care providers was an approach to healing by giving form to 

painful experiences. Some noted that drawing graphic health narratives could benefit mental 

health and offer an alternative to writing about trauma. In other words, drawing graphic health 

narratives and engaging in discussions with others could be considered a form of a “graphic 

cure”.16Current research within Public Health and Community Health and Epidemiology already 

includes a wide range of areas, such as social epidemiology, occupational health, maternal 

health, HIV prevention and care, and food systems research—most of which are conducted 

through longitudinal data analyses, clinical trial analyses, and complex survey data analyses.138 

Yet, some health problems are otherwise difficult to put into words (let alone numbers). What 
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participants have shared through their graphic health narratives offered avenues to 

communication in words. Furthermore, graphic health narratives invite more perspectives of 

looking at health—not only from the perspectives of (quantifiable) disease as seen from an 

outsider professional, but also from the (qualitative) views of illness as perceived by patients. 

Healthcare professionals tend to have specialized views of patients and diseases, whereas 

patients tend to view health, illness, and well-being in more holistic ways and in multiple 

dimensions,139 just as my participants have illustrated. Nonetheless, this thesis is an attempt of 

bridging the gap of understanding health experiences between care providers and care recipients 

through outlining health literacy—particularly within understanding health experiences drawn in 

graphic health narratives. 

However, literacy of graphic health narratives could come with many biases and 

assumptions like any form of media to be described. For example, all participants assumed that 

Figure 2.1—the three-panel narrative with stick figures—was to be read from left to right! Yet, 

some of these assumptions may be tools from a bank of knowledge to help make sense of the 

world. Another example of such assumptions was that all participants seemed to already know 

what speech bubbles are and how to use speech bubbles in graphic health narratives. But if this 

study were to be conducted with individuals who had read panels from right to left their entire 

lives, I believe that graphic health narratives of Figure 2.1 would look slightly different. Thus, 

what I have written for this thesis is not necessarily generalizable or an attempt to reduce features 

of graphic health narratives into narrow silos of viewing and making sense of health experiences, 

but one may still have their own assumptions. Nevertheless, I propose that literacy of graphic 

health narratives could begin first with creating one’s own graphic health narrative. 
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Though I have stated throughout this thesis that creating and sharing graphic health 

narratives has the potential to enhance the well-being and mental health of individuals, I am also 

emphasizing that art voice and graphic health narratives are a part of the vast diversity that is 

community health. From discussions with the four care providers, community was a key theme 

that was not only discussed amongst focus groups (particularly social networks of support) but 

also formed connections between these care providers through the shared experience of healing 

arts. The shared social identities, ties, and the communities of care—regarding both social 

networks and the communities of care providers stated throughout this thesis—have been 

illustrated through art in a way that numbers and statistics cannot reveal. As a contributor to 

community, art—a language that has spoken of the pain, trauma, and healing that comes with 

care provision—has and will withstand times of health injustices and inequities locally and 

globally. 
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APPENDIX A: LETTER OF INVITATION 

 
RE: Letter of Invitation for Research Study 

My name is Rebecca Zhao and I am a graduate student from the Department of Community Health 

and Epidemiology at the University of Saskatchewan. I am working on a research project titled “Art 

voice: Graphic health narratives of care providers” under the supervision of Professor Ulrich 

Teucher. 

We would like to invite you to participate in a study in which we hope to better understand how care 

providers might express their experiences in care through art, for example, through drawing or 

painting. We have named this participatory approach “art voice,” a way how care providers may be 

able to share their sometimes complex experiences of providing care in different ways than through 

words. Prior art skills are not necessary for your participation and novices are welcome. 

If you are interested and would like to explore this, I would like to invite you to meet with me at 

Station 20 West (or an alternative location that you may suggest). This project will consist of three 

group workshops involving you and other care providers. In the first meeting I will offer an 

introduction to a few arts practices. The second meeting will be the actual drawing or painting, etc. 

The third meeting will allow us to share and discuss the experience of using art to give some form to 

our involvements in care. The sessions will be led by me, with each session being 60 to 90 minutes 

long. You may also choose to do some of the drawing or painting outside of the workshop. The entire 

project will be confidential. The results of this project may be of interest to patients, their loved ones, 

other care providers, health professionals, and researchers. 

There are no known risks. It is possible that you may feel distressed or uncomfortable when thinking 

about certain experiences of care provision during the workshops. However, any distress is not 

expected to exceed earlier levels of distress that you may have had in the past.  

These sessions are not a form of therapy and therefore there are likely no direct benefits. However, 

we hope that this will be a useful way of sharing your experiences through visual art, and that you 

might find engaging with art voice interesting. 

If you are interested and would like to give it a try or if you require more information, please contact 

me through email at rebecca.zhao@usask.ca or 306-229-1861. 

Sincerely, 

 
Rebecca Zhao 

Graduate Student 

Department of Community Health and Epidemiology 

University of Saskatchewan 
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APPENDIX B: ETHICS CERTIFICATE OF APPROVAL 
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APPENDIX C: WRITTEN CONSENT FORM 

 
 

Project Title: Art voice: Care providers’ graphic health narratives 

 

Researcher(s): Rebecca Zhao, Graduate Student, Department of Community Health & 

Epidemiology, University of Saskatchewan 

E-mail: rebecca.zhao@usask.ca,  

Phone: (306) 229-1861. 

 

Supervisor: Ulrich Teucher, Department of Psychology, University of Saskatchewan, 

E-mail: ulrich.teucher@usask.ca 

Phone: (306) 966-2529 

 

Purpose(s) and Objective(s) of the Research:  

We would like to invite you to participate in a study in which we hope to better understand how 

care providers’ experiences or perceptions of health may be expressed through art. This 

participatory approach that we have named “art voice” is one method of differently and perhaps 

better sharing care providers’ complex experiences than through words, with wider audiences, 

such as patients and their families, other care providers, health professionals, and scholars. 

 

Procedures:  

If you agree, I would like to invite you to meet with me at Station 20 West (1120 20th Street W). 

This project will be a three-session art voice group format led by me, with each session being 60 

to 90 minutes long. The first session will be an introduction to the project and art voice, 

including examples of published graphic health drawings and narratives. This session will 

include an overview of ethics, group meeting guidelines, a drawing activity, and will conclude 

with a debriefing and informal reflection session on art voice. The second session will be 

dedicated to the creation of drawings. You are also welcome to work on your art piece or pieces 

outside of our sessions. During the final session, you will have the opportunity to discuss and 

interpret your own drawings in a group interview (or one-on-one with me if you are more 

comfortable). I would like to audio-record our discussion so that I may take notes better. 

However, if you do not wish to be audio-recorded with the group, I will give you an option to 

speak with me one-on-one. Below, please let me explain some of the details of the study better 

so that you know your rights. And please feel free to ask any questions regarding the procedures 

and goals of this study. 

 

Potential Risks:  

There are no known risks; however, there is the possibility that patient-specific issues may be 

raised in the group context. You may feel distressed or uncomfortable when recalling certain 

experiences of care provision during sessions. However, any distress is not expected to exceed 

earlier levels of distress from past experiences. Should you find yourself in unexpected distress, 
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we may refer you to the Saskatoon Crisis Line (306) 933-6200. 
 

Potential Benefits:  

These sessions are not a form of therapy and therefore there are likely no direct benefits. 

However, we hope that this will be a useful way of sharing your experiences through visual art, 

and that engaging with art voice may promote personal reflection and well-being. 

 

Compensation: We will cover any travel expenses on your side. 

 

Confidentiality: 

In protecting your anonymity, a pseudonym instead of your name will be used for all references 

made to your contributions (you may suggest that pseudonym). I will be creating a master list of 

participants but this list will be stored securely and separately from the data on a password-

protected folder. All personal names will be removed from the data and if necessary, any 

identifying stories or circumstances will be removed to protect your confidentiality. All efforts 

will be made to remove all identifying features from group discussion transcripts before I begin 

my analysis so that your answers will not be identifiable.  
 

As there will be a group discussion, it is impossible to provide complete confidentiality or 

anonymity, but I will request from you and everybody that you keep what was said in the room 

within the room and not take it outside. I will present guidelines to ensure that the participant 

group space is a safe space for open discussion. Please respect the confidentiality of other 

members of the group by not disclosing the contents of this discussion outside the group. 

However, be aware that others may not respect your confidentiality. In addition, there is a risk of 

patient-specific issues being raised in the group context. 
 

I will ask you to sign this consent form but I will store it separately from everything else at a safe 

location so that nobody can connect this consent form to the transcripts, audio recordings, and 

copies of your art pieces. 
 

In my analysis, I will create general results from the group discussion so that there is nothing that 

could ever identify you. In only this general form I will use the data from my master’s thesis and 

for publications and presentations. Please note that the personal nature of art may allow you to be 

identified in publications and presentations. 

 

Storage of Data: 

The master list of participants, audios, transcripts, and electronic copies of your art pieces will be 

stored in a password-protected university server. Only I and my supervisor at the University of 

Saskatchewan will have access to the password for the duration of the study. 
 

All data will be safeguarded and securely stored for at least 5 years after the completion of the 

study in an individual, safe file storage provided by the University of Saskatchewan. My 

supervisor will be in charge of data storage. After the completion of these 5 years, any audios, 

transcripts, and copies of drawings (comics) may be permanently deleted (you will keep the 

originals of your artwork). 

 

Right to Withdraw: 

Your participation is absolutely voluntary. You may withdraw from this study for any reason, at 

any time, without explanation or negative repercussions. Should you choose to withdraw, any 
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data referring to you that has been gathered before the completion of data collection will be 

destroyed (you will keep your original art work but we would destroy beyond recovery any 

copies that we may have made). 
 

However, should you want to withdraw, then you need to please tell me before one month after 

your participation in the final workshop has ended. Once I have started my general analysis, I 

can no longer tell who of my participants said what and I would be unable to delete your 

contributions from the study. 

 

Follow up: 

If you would like to learn anything about the results of this study, please contact me by email and 

I will provide you with a general and de-identified short summary. Please be aware that it may 

take me a year to have results ready. 
 

Questions or Concerns: 

Please contact me or my supervisor using the information at the top of page 1 or speak with me 

during one of the sessions. 
 

This research project has been approved on ethical grounds by the Ethics Board at the University 

of Saskatchewan, on October 28th, 2019 (Beh ID 1476). Any questions about your rights as a 

participant may be addressed to that committee through the Research Ethics Office: 

ethics.office@usask.ca, (306) 966-2975. 

 

 

Option 1 - SIGNED CONSENT 

My signature below indicates that I have read and understand the description provided; I have 

had an opportunity to ask questions and my/our questions have been answered. I consent to 

participate in the research project. A copy of this Consent Form has been given to me for my 

records. 

 

_______________________ 

Participant Signature  

 

____________________        ____________ 

Researcher’s Signature Date 

 

 

____________________ 

Name of Participant (printed) 

 

Option 2 - ORAL CONSENT 

I, the researcher, have read and explained this Consent Form to the participant before receiving 

the participant’s consent. The participant has knowledge of its contents, understands it, and is in 

agreement to what was presented. In addition, this oral consent was audio recorded. 

 

____________________        ____________ 

Researcher’s Signature Date 
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There are some options I would like to present to you in case you decide to be part of this study. 

Please circle only ONE answer for each of the following statements. 

 

1. I grant permission for my artwork to be photographed or photocopied (for use in the 

student researcher’s thesis) (Please skip #2 if you circle “No”): 

Yes   No 

 

2. I agree for my artwork to be shown at scholarly conferences or in scholarly publications: 

Yes   No 

 

3. I would like to participate in the discussion in the final workshop (Please skip #4-5 if you 

circle “No”): 

Yes   No 

 

4. I give permission to be audio-recorded in the group discussion (Please skip #5 if you 

circle “Yes”): 

Yes   No 

 

5. I give permission to be audio-recorded in the one-on-one discussion:  

 Yes   No 

 

6. For this study, I wish to be named… 

By my first name  By a pseudonym  Anonymous 

 

7. The pseudonym I choose for myself is (Please answer if you circled “By a pseudonym” 

in #6): 

___________________ 

 

Thank you very much for your interest! 

Rebecca Zhao 

 

 

A copy of this consent will be left with you, and a copy will be taken by the researcher. 
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APPENDIX D: FACILITATION PLAN 

Session 1 (65-90 minutes) 

Introduction (25 minutes) 

• Introduce myself 

• Introduction of group: Name, pronouns 

o Possible prompts: What’s your favourite colour? What’s your favourite season? 

• Logistics: restrooms, fire alarms, exits, refreshments, questions 

• Go over consent form: confidentiality, data storage, knowledge translation 

• Creation of group guidelines 

o Write this on large chart paper or whiteboard 

• Explanation of graphic health narratives and art voice, my plans for project, participants’ 

roles in project, possible outcomes of project 

o Graphic health narratives are visual ways of telling stories of health experiences. 

There’s flexibility in content and aesthetics—some are only 1 panel, some contain 

no text, etc. 

o Art voice, is similar to photovoice in that we begin with a theme—care 

provision—and interpret each other’s art creations 

Activity (25 minutes) 

• Fill-in-the-blank comics using favourite colours 

o Prompt: What happened in the last two weeks? Could be about anything—care 

provision, a funny story, an incident that stood out to you 

• Sharing of narratives (10 minutes) 

Reflection (15 minutes) 

• What did you notice about yourself during the activity (emotionally, physically)? 

• What were your first thoughts? 

• How did you find this activity? 

Homework (show and tell): theme of care provision (could be a poem/writing piece, a sculpture, 

etc.) and show us what that is next week; this piece would not necessarily be your graphic health 

narrative but you are welcome to develop this initial idea further 

• Prompts: What does providing care look like to you? 

• What does a typical day in the provision of care look like to you? 

Materials needed: chart paper, markers, blank comics, examples of graphic health narratives 

(Keeper of the Clouds, Flashback, comic book created by Saskatoon youth), phone to audio 

record discussion 

Session 2 (120 minutes) 

Review of consent (2-5 minutes) 
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Group check-in (5 minutes): What do you notice about yourself today (emotional, physical, 

etc.)? 

Group discussion: show and tell of care provision in different mediums (10 minutes) 

Collaborative drawing activity of a care provider (20 minutes) 

Time for creating graphic health narratives (45-60 minutes) 

Debriefing and reflection (10 minutes) 

Materials needed: larger sheets of paper (9x13), markers, blank comics, examples of graphic 

health narratives (Keeper of the Clouds, Flashback, Street Graphix), phone to audio record 

discussion, consent forms 

Session 3 (90 minutes) 

Review of consent (2-5 minutes) 

Group check-in (10 minutes) 

• What do you notice about yourself today (emotional, physical, etc.)? 

Participant-led discussion/focus group + debriefing (80 minutes) 

Materials needed: phone to audio record discussions, consent forms 
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APPENDIX E: FOCUS GROUP / INTERVIEW PROMPTS AND QUESTIONS 

The prompts and questions will not necessarily all be asked; they will be used only of needed to 

stimulate conversation. 

First Session: Main Questions 

I thank you all for coming to help me with this project on art voice where you will hopefully be 

exploring ways of expressing experiences in health care through art, whether you might want to 

do this in more concrete or in more abstract ways, or even in both ways. I will provide an 

introduction into drawing in a moment. But first let me ask you, please: 

• What does care providing look like to you?  

• What does a typical day in the provision of care look like to you? (promotes narrative 

answers) 

Third Session: Group Discussion  

• First, how was it? What was it like? What did you think? 

o What were your first thoughts when engaging with art voice? 

• When you hear or read the word “care provider” or “support”, what are your first 

thoughts? 

• In our first session, I had asked “What does the provision of care look like to you?” 

and/or “What does a typical day  . . .”  and I had suggested that you may describe this 

through various mediums. Through creating visual art, has your perception of “care 

providing” or “support” changed? How? 

• Could you please tell us a little bit of your art piece?  

o What is your art piece about? 

• How did you feel while working on your art? 

• What does your art piece mean to you? 

• Do you think your art may affect other care providers or patients? How? 

• What did you learn from engaging with art voice? 

• What changes might you suggest for future art voice projects? What kind of outcomes for 

art voice would you like to see? 

• Is there anything else you would like to discuss? 

• (After the discussion) Finally, let me ask you what you thought of our discussion today? 

Was it useful or not so much? In what ways?  
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APPENDIX F: JEFFERSONIAN TRANSCRIPTION NOTATION 

I have modified Gail Jefferson’s (1984) transcript notation method for transcribing my 

interviews, limiting Jefferson’s notations to utterances of speech that would best demonstrate 

aspects of participants’ narratives. 

[ ]   Nearly overlapping turns at talk 

((action))  Annotation of non-verbal activity 

(..)   A brief pause about 0.5 seconds 

↑ or ?  Indicates rising pitch (not necessarily indicative of a question) 

-   An abruptly ended utterance 

. Cascading intonation that rises at the beginning and falls at the end of an utterance 

(not necessarily the end of a sentence) 

,   Cascading but continuing intonation (not necessarily the end of clause or phrase) 

CAPS   Talk that is louder than surrounding talk 

° °   Talk that is quieter than surrounding talk 

> <  Talk said more quickly than surrounding talk 

< >  Talk said more slowly than surrounding talk 

.hhh  Inhalation 

hhh  Exhalation 

underscore Stressed words 
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: or ::   Stretched sounds 

 

 


