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Conversation between a wearer and a student 
prosthetist about materials and prosthetics
Caitlin McMullan and Euan Ogilvie discuss the 
relationship between patient and prosthetist and how 
to engender a feeling of shared ownership.

Conversation between a spectacle maker and a 
designer about choice of eyewear and the NHS
Lawrence Jenkin and Charlie Ingham discuss how a 
lack of choice, not quality, defined NHS glasses.

Conversation between a disability researcher and 
an occupational therapist about rehabilitation and 
disabled expertise
Tom Shakespeare and Natasha Layton discuss 
cooperation and how to avoid disability being 
medicalised within healthcare education.

Conversation between a disabled artist and a health 
psychologist about ableism and aesthetics 
Andrew Gannon and Maggie Donovan-Hall discuss 
how an emphasis on function and productivity can 
presume political values and lead to internalised 
ableism; and how aesthetics is not taken as seriously.

Conversation between a prosthetist and a disability 
studies scholar about gender and prosthetics 
Sarah Day and David Serlin discuss the social and 
cultural roles of prosthetics in people’s lives.

Conversation between a professor of bioethics and a 
prosthetics wearer about choices and ethics
Rosemarie Garland-Thomson and Caitlin McMullan 
discuss limb difference, amputation and decisions 
as long-term as surgery or as minute-by-minute as 
deciding to cover or reveal disability.

Executive summary

Broadening healthcare improvement
Healthcare improvement studies is an increasingly 
interdisciplinary field combining evidence based 
medicine, patient-centred healthcare and medical 
ethics (themselves interdisciplinary). Yet it could 
draw on – if not also actually include – even 
wider disciplines, perspectives, experiences and 
sensibilities.

In healthcare related to disabled people this is 
implied if we are not to conflate disability and illness. 
Seeing disability as part of everyday lives demands 
recognising different perspectives and expertise. This 
study explores the particular example of prosthetics, 
and decisions relating to aesthetics, yet its insights 
have much broader relevance. 

Following the onset of COVID-19, the study had to be 
reconceived in the context of lockdown: visits were 
cancelled; location filmmaking was impossible. Yet 
travels in an interdisciplinary landscape, within and 
beyond improvement studies, continued, online.

Six conversations
Running through the study and also the organising 
feature of the report is a series of six conversations. 
Each conversation was mediated by the researcher, 
yet led by their conversational partners. These were 
individuals with different perspectives to bring to 
healthcare improvement, clinical and non-clinical, 
disabled and non-disabled. Some of these voices 
are conspicuous by their absence in healthcare 
improvement, yet all have a significant contribution 
to make. And on this there was a tangible agreement 
amongst all of our conversationalists. The report 
contains transcripts as a resource for other 
healthcare improvement researchers.
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individuals and domains between 
healthcare, disability and culture, 
extending beyond current boundaries of 
healthcare improvement and suggesting 
new conversations (shown as red lines) 
that became part of this study.
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Healthcare aesthetics
Although the triangle is not proposed as a robust 
theoretical model, it nonetheless gives space 
for something that is absent from healthcare 
improvement studies: aesthetics. And places this 
in the context of practice and ethics. As a further 
study it would be interesting to explore in more 
detail how and whether aesthetics could have a 
presence in either evidence-based medicine (for 
example through richer PROMs) and/or in bioethics. 
Alternatively, or in the meantime, there could be a 
role for a new forum to consider aesthetic issues that 
currently are overlooked by both medical science 
and medical ethics. One could envisage a network 
bringing together healthcare professionals and 
service providers, disabled people, designers and 
bioethicists, supporting a joined-up and value-based 
approach; a Forum for Healthcare Aesthetics.

Conclusions
This report errs on the side of including more rather 
than less material, on the basis that its author has 
come from outside of the domain of healthcare 
improvement and so is not best placed to understand 
or to predict what might be of most value to the field. 
The structure and layout are intended to make this 
quantity and diversity of material more navigable.

Yet three conclusions are offered:

Visualisation as a mode of inquiry
Within healthcare, design is typically framed as 
an activity of knowledge transfer, turning certain 
aspects of research into practice. More recently 
co-design and design thinking are being adopted 
as participatory methodologies in patient-centred 
healthcare improvement. Embodying values in 
speculative healthcare services can open up these 
ideas – and the values behind them – to professional 
and public discussion and debate. It is hoped that 
this study illustrates that design research can also 
have a catalytic role much broader than the domain 
of design itself. Visualising complex – and missing 
– interdisciplinary connections might itself even 
provoke new interdisciplinary research. Medical 
imaging and data visualisation are at the heart of 
healthcare research and practice. Perhaps through 
its own visual methods, design research might afford 
new perspectives and at the same time allow other 
complexities to be interrogated, visually; offer both a 
radical contribution to, yet in other ways an extension 
of, the knowledge culture within healthcare. 

A readiness for new interdisciplinary conversations
Making introductions across such a broad 
interdisciplinary landscape obviously implied 
meetings of different views and values. It was 
intriguing to contemplate the tensions that this might 
have revealed, perhaps requiring skilful and sensitive 
mediation. Yet each conversation was within minutes 
self-directed by the partners and self-sustaining over 
around 90 minutes. One of the conversational pairings 
did know of each other, and all were in some ways 
self-selected and open to the idea of discussion with 
someone with a different perspective from their own. 
This notwithstanding, the conclusion is that many 
diverse voices would be interested to contribute to 
the field of healthcare improvement, were they to be 
invited to contribute.

Creating visual tools for shared decision making
As a way of supporting the discussion of aesthetic 
choices that can be difficult to explore and express 
through traditional questionnaires and outcome 
measures, ways of creatively picturing alternative 
futures were explored. These proved engaging to the 
public audience in the V&A, eliciting rich reflections 
within a constrained activity – which suggests that 
they might have a role in clinical interactions as well.

Considering everyday aesthetics
Presenting at the International Society of Prosthetics 
and Orthotics, showing film of the Hands of X project, 
was a way of including our disabled mentors – voices 
conspicuous by their absence in much academic 
discourse. Visiting Japan was also an opportunity 
to learn from a culture in which the aesthetics of 
everyday objects are considered with more nuance.

Founding Studio Ordinary
As a way of connecting with disability studies, an 
interdisciplinary research centre was founded at the 
University of Dundee between the School of Art & 
Design and Education & Social Work and Humanities. 
Writing a manifesto, Super normal design for extra 
ordinary bodies – drawing on Japanese aesthetic 
culture as well as critical disability studies – defined a 
shared ethos. 

Mapping an intercultural triangle
As a way of broadening healthcare improvement, 
visual methods were used to try to relate diverse 
individuals within healthcare improvement with those 
on the periphery – or completely outside. This resulted 
in the triangle shown at the start of this summary, 
that was also used to recruit and engage potential 
conversational partners. This role for visualisation – 
eliciting insights though design, rather than employing 
design (after the event) to communicate research – 
exemplifies design research.

Design research activities
These conversations were conceived and initiated 
through design. As research undertaken from an 
art school, not a medical school, this study is a 
work of design research. The report itself tries 
to capture some of the spirit of design research 
– foregrounding visual thinking, dialogue, critical 
exploration and open-endedness rather than ‘closed’ 
propositional knowledge. That is to say that design 
practice – whether the design of a public exhibition, 
a participatory exercise, a published manifesto, an 
illustrated film or even a printed invitation – was used 
as a mode of inquiry, to elicit insights as much as to 
communicate knowledge. This methodology could 
itself make a contribution to the interdisciplinarity of 
healthcare improvement studies, within which it still 
feels radical.

In order to communicate this process, the report 
follows what was to have been a year-long study 
roughly chronologically. This is why the report, like 
the study, starts with the coincidence of a public 
exhibition, whereas it might be expected that this 
would follow the research. (That the study did not 
also end with another, different, public exhibition was 
a coincidence of a different kind: that of the onset 
of the COVID-19 pandemic in the third quarter of the 
research). Design research often mixes public and 
professional participation and blurs the distinction 
between research and public engagement.  

Exhibiting at V&A Dundee
As a way of engaging with the public and practitioners, 
an exhibition ‘Hands of X: design meets disability’ 
was created at the V&A Museum of Design, Dundee. 
It attracted around 140,000 visitors of whom 7,000 
actively participated in an exercise designed to elicit 
critical reflection on the choice of a prosthetic hand, 
considering healthcare in a cultural context.

Installing Hands of X in Cubitts eyewear
As a way of learning from fashion and culture, Hands 
of X had been previously prototyped as a speculative 
service, an intervention within an eyewear retailer 
in London. This deliberate relocation from a limb 
fitting centre allowed disabled and non-disabled 
participants to engage with material choice in a quite 
different frame of mind.

Executive  summary
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Introduction

Six conversations
What ran through the study and is also the organising 
feature of the report is a series of six conversations – 
conversations that were mediated by the researcher, 
yet led by their conversational partners. These were 
individuals with different perspectives to bring to 
healthcare improvement, from diverse disciplines 
and practices, clinical and non-clinical, academic 
or non-academic. Disabled people, bioethicists, 
communication studies scholars, disability studies 
activists, prosthetists, psychologists, occupational 
therapists, artists, designers, retailers. Some of these 
voices are conspicuous by their absence in healthcare 
improvement, yet all have a significant contribution 
to make. And on this there was a tangible agreement 
amongst all of our conversationalists.

This report is the product of a study exploring co-
design and a sense of ownership in rehabilitation 
services, combining disability-led design and 
improvement studies. As a piece of design research, 
undertaken from an art school, it is practice-led. That 
is to say that design practice – whether the design of a 
public exhibition, a participatory exercise, a published 
manifesto, an illustrated film or even a printed 
invitation – was used as a mode of inquiry, to elicit 
insights as much as to communicate knowledge.

Design and research
Perhaps this methodology may itself make 
a contribution to the interdisciplinary field of 
improvement studies, within which it still feels radical. 
Therefore, in order to communicate this process, the 
report follows what was to have been a year-long 
study roughly chronologically. This is why the report, 
like the study, starts with a public exhibition, whereas 
it might be expected that this would follow the 
research. Whilst this was the result of the coincidence 
of a pre-existing plan, our design research often mixes 
public and professional participation and blurs the 
distinction between research and public engagement.

Plans and the pandemic
That the study did not also end with another (different) 
public exhibition was a coincidence of a different kind: 
that of the onset of the COVID-19 pandemic in the third 
quarter of the research. Following which the study 
had to be reconceived in the context of lockdown: 
travel and visits were cancelled; location filmmaking 
was impossible; plans for a travelling exhibition 
were suspended. Yet travels in an interdisciplinary 
landscape within and beyond improvement studies 
continued.
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Scenes from the Hands of X exhibition at 
V&A Dundee, June–September 2019.

articles in The Scotsman, The Courier, The Evening 
Telegraph and The Sunday Post, as well as disability 
lifestyle magazine PosAbility. 

The V&A Dundee’s own summative evaluation report 
included the following summary of feedback from 
Visitor Assistants from a feedback session held on 1 
October 2019 and comments sent by email to the V&A 
Dundee’s Exhibitions Team. The show helped people 
engage with a complex topic in a way that made them 
feel confident and comfortable. 

“What is often a subject that can be very sensitive 
turned into very useful discussion which, as staff, 
allowed me to see lots of different opinions and 
gave many conversations.”

A high proportion of visitors had some experience of 
disability and the show enabled them to reflect on 
this – from people with limb difference themselves 
to healthcare professionals, as well as teachers and 
pupils who knew children with disabilities.

“I had a hugely interesting conversation with a 
woman who used prosthetic breasts following 
breast cancer. She was talking about how this kind 
of research was of interest because the prosthetic 
choices she has are uncomfortable and don’t feel 
in any way part of her – in fact they act as more of 
a reminder. She also said that when it comes to 
breast prosthetics there is a different attitude and 
she feels like she isn’t allowed the same space as 
other prosthetic wearers as it is ‘just a breast’... 
I wonder if these types of prosthetics are seen 
as necessary or as a luxury, and whether similar 
research into this field would happen.”

A feature of our practice-led design research is that 
it often mixes public and professional participation 
and blurs the distinction between research and public 
engagement. This is made possible because our 
practice of visualising and embodying complex ideas 
in images and objects can make these more widely 
accessible, beyond a narrow specialist field in which 
they may be couched in specialist language. Which 
can open up interdisciplinary conversations – yet also 
conversations with the public. It is also a principle: that 
researching issues around disability and design, to 
involve disabled people as active participants – and as 
much as possible as co-researchers. 

Exhibiting at V&A Dundee
The study was shaped by the coincidence of – and 
helped to shape in return – an exhibition, that was due 
to open the week that the study began, on 27 June 
2019. 

The V&A Dundee described the exhibition as “a 
successful collaboration between academic staff at 
the University of Dundee and the exhibitions team at 
V&A Dundee, pulling together their complementary 
expertise to create an informative and engaging 
exhibition that challenged perceptions about design 
for disability. The exhibition was realised within a 
very short lead-in time of 3 months.” Importantly, 
the exhibition was co-created with wearers Andrew 
Gannon and Caitlin McMullan.

Over 140,000 people visited the museum over the two-
month run of the exhibition. V&A Dundee concluded 
that “as the Michelin Design Gallery is a free gallery 
in the main public space of the museum we can 
assume that the majority of these visitors visited the 
exhibition.” Press coverage of the exhibition included 

Engaging the public 
and practitioners
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Scenes from the Hands of X exhibition at 
V&A Dundee, June–September 2019.

Lots of visitors had come to the museum specifically 
to see Hands of X, particularly students who were 
interested in design process. Average dwell-time 
in the exhibition was 10-15 minutes, longer than 
for previous Michelin Design Gallery exhibitions. A 
reading corner was a site for deeper exploration in the 
exhibition and one visitor comment card stated it was 
“Great to see the books inspiring the exhibition”. The 
fact that it was an active research project encouraged 
more adults to participate, despite their initial 
perception that it must be for children. 

“The visitors I interacted with were very intrigued 
that it was a live project and they were part of the 
outcome. Really positive, liked being part of the 
research.” 

Some felt we could have made more of the fact it was 
an active research project and that it would have been 
nice to have been able to tell people where they could 
look for updates or follow-ups.

“When explained it was a live research project, 
participants were happy to contribute and then 
enquired about how the project would continue, 
would be good to show people the next stages to 
keep them involved.”

The report concludes that “V&A Dundee does not 
want the conversation about design and disability to 
end with this exhibition.”

Engaging the public and practitioners
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Caitlin McMullan
Designer and prosthetics wearer

Researcher with the Institute of Making 
University College London

Euan Ogilvie
BSc Prosthetics and Orthotics student

University of Strathclyde, Glasgow

Caitlin McMullan
and Euan Ogilvie

patients can a prosthetist advocate for improved 
products: improvements on their patients’ own terms.

Materials and preferences
Just how subjective wearers’ tastes are is revealed 
by McMullan’s own research with the Institute of 
Making at University College London into material 
preferences: beyond the clinical aspects of 
biocompatible materials for implants, sockets and 
limbs, people have different opinions about the 
textures that they like to wear next to their skin or 
touch on a daily basis. There is speculation about 
how to communicate this back to influence the 
development of new materials. 

Choice and ownership
McMullan explains how changing even small details 
can make a limb feel more your own. The issue of 
ownership is also discussed in more legal terms: 
Ogilvie’s training includes the responsibility and even 
liability of the limb fitting centre and an implication 
that a limb is technically owned by the NHS. Yet Ogilvie 
and McMullan agree that a sense of ownership is 
important.

Art and science
The conversation extracts end with reflections 
on what design and prosthetics have in common, 
despite how they might be seen as unrelated or even 
oppositional at the moment: McMullan is a designer 
who through her own lived experience has become 
more interested in prosthetics; Ogilvie, atypically, 
had a background in sculpture before training as a 
prosthetist.

We hosted two public talks in the Juniper Auditorium at 
the V&A Dundee. The first of these on 31 July 2019, was 
between Caitlin McMullan and Euan Ogilvie. McMullan 
is a designer living and working in Glasgow. A wearer 
of a prosthetic leg herself, she had first participated in 
a workshop on the Hands of X project (of which more 
later) held at Maklab, an open access makerspace 
in Glasgow. McMullan continued to be involved 
throughout the project and we came to see her as 
one of four disabled mentors, whose influence was 
tangible. She was also an advisor on the exhibition 
at V&A Dundee. Ogilvie was at the time of the talk 
a final year student on the BSc in Prosthetics and 
Orthotics at the University of Strathclyde, studying at 
the National Centre for Prosthetics and Orthotics in 
Glasgow. In the extracts that follow from their public 
conversation, McMullan and Ogilvie discuss the 
relationship between a patient and their prosthetist, 
the subjectivity of materials, choice and a sense of 
ownership and the art and science of prosthetics.

Relationships and understanding
The relationship between a patient and a prosthetist 
implicitly frames shared decision making. This 
includes a tricky balance between what Ogilvie sees 
as a positive role in mediating between the patient and 
what might otherwise be an overwhelming choice and 
McMullan’s experience of feeling in the dark as to what 
may or may not be available. In a relationship that can 
last a long time, yet in which conversations are subject 
to the time constraints of clinical practice, they agree 
on the importance of getting to know each other and 
understanding what each wearer wants from their 
prosthetic. And given the indirect relationship that 
prosthetics manufacturers have with their wearers – 
or lack of a relationship, since this is entirely mediated 
through the prosthetist – only by understanding their 

Conversation 1:
discussing materials 
and prosthetics
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Euan Ogilvie: [...] So, in a lot of ways 
the prosthetist is trying to reduce 
a lot of the decisions and some of 
the choice, because it wouldn’t be 
practical. And one of the interesting 
things, particularly from this morning’s 
chat, was this idea that we are trying 
to make things simplified and more 
practical by reducing that choice 
with your knowledge. But sometimes 
you’re creating this mystique. And 
it’s something I would like to know 
your personal experience about. Do 
you feel you’ve been given all of the 
information, all of the choices? Or do 
you feel there are choices out there 
that may be good for you, may not, you 
don’t know because somebody else is 
making that decision.

Caitlin McMullan: Yes, I definitely feel 
like you’re in the dark. There have 
been times where I’ve been told what 
prosthetics I do have available to me. 
I only found out recently that I’ve had 
an ankle available to me which has 
helped – it’s improved my mobility so 
much – and I only found that out about 
six months ago. So that’s something 
that I didn’t know about before, and 
yes, other even just small details. 
Like I found out from you that you can 
get a different coloured sock, and 
that would make such a difference 
to my prosthetic leg and the kind of 
comfort I have wearing it. But that’s 
something that I’m not told about. 
That’s something that you need to 
ask for. And I think it would make a 
big difference having that kind of 

conversation with your prosthetist of 
what do I have available to me? But 
it’s a hard thing to ask when you don’t 
know. When you have an amputation, 
you don’t know what you want, 
because you don’t know what there is 
available.

Ogilvie: Yes, I can definitely see that 
point of view. [...]
It’s always stressed that once you’ve 
delivered whatever it is that you need 
to do, and even before you even get 
to the point where you’re starting 
to manufacture everything, you ask 
somebody what they want. Is there 
anything else that they want? But then 
maybe, either that’s not necessarily 
being provided for, or patients aren’t 
necessarily being given the knowledge 
to be able to know what to ask for. I’m 
not sure which of these it might be.

McMullan: Yes, talking to more 
amputees and actually doing the 
study that I did with Sarah [Wilkes], 
and meeting a lot more amputees, 
I’ve found out there are more things 
available to me that I didn’t know 
existed. And then I’ve also told people. 
So sharing that experience, I think, 
is helpful. But that is something 
that I think a prosthetist could be, 
there could be more communication 
between… And improving the 
relationship between a prosthetist and 
a patient is really important because 
you’re going to be stuck with them for 
quite a long time. And I think if you got 
to know each other in that way, then 

you would know what this person 
wants out of their prosthetic. Because 
people want different things from their 
prosthesis, it’s not just one size fits all.
 
Ogilvie: Yes, absolutely. Definitely 
prosthetists want to be creative 
and work with people. I think that 
sometimes they can be a little bit 
beholden to the big manufacturers 
and suppliers because there are set 
things that they can choose from. I 
think in some ways, in terms of the 
big manufacturers, there might be 
a question of, for them, supply and 
demand whereas with the prosthetist 
it might be a question of what’s best 
for my patient? What do they want? 
[...] I think that in some cases, for 
the future, we need to be trying to 
collect as much of the voices of the 
prosthetic users and actually giving 
that back to the manufacturers to 
say, look there is a demand here, we 
need these things. [...] And I think 
there are an awful lot of prosthetists 
who will have conversations with their 
distributors and will be saying, it’s not 
okay for you to be taking this off the 
market: we need these things. So, I 
think sometimes it can seem a little bit 
like the choice is being withdrawn and 
that’s where what you’re talking about 
with the prosthetist and the patient 
dynamic needs to be strong enough 
that you’re having these discussions, 
you’re aware of exactly what your 
patients want. And you can fight on 
their behalf to try and make sure that 
those things exist. 

“It would make a 
big difference 
having that kind of 
conversation with 
your prosthetist.”

McMullan: I also think that it needs 
to be a collaborative working. Do you 
know what I mean? Like you’re making 
it together rather than it just being this 
is what you’re given. And I think that 
considering more material properties 
or different details that people might 
like – having that conversation and 
thinking about your consultation more 
as a collaborative way of working – 
would be a really interesting way to do 
it. And it would be very helpful for both 
parties.

Ogilvie: Yes. I think within the clinic, 
there are going to be time constraints 
about how much time you get to 
discuss things with people. But then 
it can also be about efficiency with 
your time. If you’re not having those 
discussions then you might be giving 
something that somebody just really 
doesn’t like and then you’re going 
to have more work along the line. 
I think it’s about being efficient in 
understanding, and it’s what I think 
that serious process has been like. 
Understanding exactly what is the 
best way to present information to 
people so that they feel they do have 
an understanding and they do have 
choice, and therefore that you can 
feel a bit more collaborative in that 
way. I think sometimes it can be quite 
difficult if somebody says I know what 
I want, I want this and that’s maybe not 
something that would  
be particularly…

McMullan: Suited, yes.

Ogilvie: … good for them. Yes. If in 
the worst case scenario it could be 
something that could cause them 
harm, or potentially cause them harm. 
If it was something that they wouldn’t 
be – I mean in this case I’m thinking 
of a lower limb prosthesis – if it was a 
leg, that they wouldn’t feel stable on it 
and it could make them fall. But they’d 
seen somebody else wearing it and 
they wanted that, that can be a difficult 
conversation, at any time. But being 
able to manage expectations without 
feeling like you’re taking options away 
is, I think, a very difficult thing to do, 
but it’s something that has to be done. 
And perhaps, as you say, we need to 
be looking more at the way that we’re 
doing it.

McMullan: With the Sensory 
Preference project, we were hoping 
to then create a palette of materials 
and it would just be sample materials 
that we could give to a few prosthetics 
companies and see if maybe in their 
initial consultations with people, they 
could get more of an idea with the 
kind of worksheets that we’ve been 
doing about what people like and 
dislike. And I think having that at your 
initial consultation would improve, it 
would help you so much for further 
appointments. Because you’d instantly 
know what they like and don’t like and 
you can [say] okay, how can we try and 
create the best fitting limb for you?

Ogilvie: Yes. I also like the idea of 
you being able to communicate that 

directly to the manufacturer as well. 
Especially in terms of the future of 
material science and material design. 
Working with Graham on Hands of 
X previously, I remember I chose felt 
as one of my main materials because 
it’s warm, it’s soft, it’s comfortable. 
But I know that if was an upper limb 
prosthetic user and I had a felt covered 
hand, my practical experience tells 
me that it would be disgusting in a 
week. It would have started to moult 
and fall apart. Anything that I touched 
would have got all over it. But maybe 
that is something that a discourse 
with manufacturers would open up. 
Ways of, how do we get something 
that has these textures but that’s 
harder wearer, that’s easier to clean, 
that’s going to be safe in terms of like 
hygiene, cleanliness? Because there’s 
so many of these constraints that it 
does make it feel like you don’t have 
as much choice and that’s where I 
think that these kind of projects are 
really quite hopeful in saying, maybe 
we don’t have these things now, but 
what are the materials? What are the 
aspects of the materials that we want 
to be finding in the future?

McMullan: Yes, because I think it’s 
definitely really important that it has 
to be practical. It’s something you’re 
wearing on a daily basis. But having 
these kinds of projects is making 
people consider the everyday things 
that could make it feel a bit more 
yourself while wearing it. And that can 
be really small details that you can 

“We need to 
be collecting 
the voices of 
prosthetic users 
and giving that 
back to the 
manufacturers.”
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change. It doesn’t have to necessarily 
be changing the whole limb, but small 
details can be changed to make it feel 
more your own. And I think that’s what 
we were trying to get a bit of an idea of 
with the project that we were doing is 
actually what do people like? There’s 
some people who won’t wear wool 
because it’s scratchy on their skin. 
Things like that make a big difference 
and I think that should be thought 
about within prosthetics as well. In the 
same way as that, do you think?

Ogilvie: Yes, I think that there’s this 
idea in my head, of the internal and 
the external. I think a lot of the time 
it’s seen as a choice of, do you want 
a cosmesis which would quite often 
be some kind of foam that’s built 
up on the outside and would give 
you the same sort of shape of bulk 
of a limb. And other people don’t 
want that and they’d rather have the 
components visible. But in terms of the 
personalisation, I mean, if you, you can 
make somebody’s socket look like the 
football strip of their favourite football 
team, and they can be delighted, 
whereas other people feel like just 
being able to change the outward 
appearance of a socket isn’t quite 
enough…

McMullan: It’s the feel of it as well. 
There are different textures and I got 
a socket made that had the texture 
of carbon fibre. But that wasn’t 
something that I wanted. And that was 
what they assumed I wanted because 

I went for a black leg, and I think that 
they were thinking more on the carbon 
fibre framework. But I really didn’t 
like the texture of it. And that was 
something that touched my skin on a 
daily basis because I cross my legs. 
And small details can make such a big 
difference.

Ogilvie: Yes, I think that’s about being 
made aware of more and more options. 
I know that certainly people might 
use small patches of leather on the 
insides of sockets for certain things. I 
don’t see why you wouldn’t be able to 
put things like leather and felt and fur 
on the outside of a limb. Certainly to 
yours obviously I think leather would 
be much more hard wearing and would 
be much more washable. You’ve still 
got to be thinking about all of these 
practical things about hygiene. But 
there are certainly some finishes 
that I think might make a workshop 
manager very grumpy, but he would 
probably still do regardless. He would 
be very happy to make things feel the 
way that you wanted them to feel. 
But it’s about making sure that you’re 
creating a space in which patients 
feel comfortable asking for what they 
want, and feeling that they actually 
understand what’s on offer. I’m not 
sure if that is something that every 
clinic would feel capable of doing. And 
I think it’s certainly an issue. One of 
the things that came up on the video 
was people talking about the older 
style of prosthetics where it’s made 
of metal and leather, and they still 

exist. There are people who still use 
them, but the number of people who 
can actually build them and can make 
modifications to them is fewer and 
fewer. Whereas if you go into a clinic 
with these materials like carbon fibre, 
aluminium, titanium, there are people 
who are very well trained and capable 
of using those materials, but when 
it comes to some of the older style 
materials that a lot of people do think 
of as being a bit softer… And a lot of 
these older prostheses were incredibly 
well made as well, and they had to be. 
If you’re going to make a metal limb 
for somebody, it has to be contoured 
perfectly to make it in any way 
comfortable, if you are actually caring 
about the comfort of the patient. But 
these are skills…

McMullan: Is that something that you 
were taught in your course? [...] About 
the history of prosthetics… and how 
they were made?

Ogilvie: Yes, as soon as you go in 
there’s a whole host of different kinds 
of prosthesis that are available and 
in different classes you’ll actually 
discuss. It’s very much a part of the 
course as well because tutors and 
practitioners are aware that... you still 
need to know if somebody comes in 
with a ‘conventional’ limb – is what 
it’s normally referred to as – you need 
to know what could go wrong with 
it, how, what can be changed with 
it, and you need to be able to send it 
to somebody who is actually skilled 

“Small details can 
be changed to 
make it feel more 
your own.”

enough to be able to make those 
adaptations for you. And a lot of things 
are still done, a lot of the commercial 
limbs will be worked towards the 
modern thinking of how to make a 
prosthesis, but there’s only so much 
that you can actually change those 
designs, I would have said.

McMullan: Do you know if you would 
wear a prosthetic limb, do you think 
you’d know what kind of prosthesis 
you would want?

Ogilvie: Yes and no. I think yes, I would 
know, but I think I’m very fickle and I 
think that it would be a different one 
every day. I think depending on where 
it is and how much freedom of liberty 
I had without it, I would probably want 
to go without it a fair bit. I think with it, 
there’s different…

McMullan: With the exercise that we 
did, what did you go for for that?

Ogilvie: In terms of which hand I 
picked?

McMullan: Yes, the ‘Hand of you’ 
exercise.

Ogilvie: I picked both, I had a robotic 
hand and no hand at all. I think it would 
be really good to teach myself other 
ways of handling, but again I think 
that there are fewer liberties lost and 
fewer freedoms lost with the loss of 
an upper limb, depending on the level. 
I’m not by any means saying that you 

wouldn’t lose some function, but I think 
that with lower limb, there’s an awful 
lot of freedoms that are taken away, 
if you find it more difficult to actually 
move about in your environment. That, 
especially because you need both feet 
to walk, but you can still do an awful lot 
of things with one hand and certainly 
with one hand and one arm, there’s an 
awful lot of things that people can do. 
So I think that it very much depends 
on where it would be. I think if I had 
to choose an upper limb. I would also 
want to get quite creative. [...]

McMullan: We’ve previously had a 
conversation about ownership within 
prosthetics. Can you tell me a little bit 
more about the issues surrounding 
this within the NHS?

Ogilvie: Yes, I can’t technically speak 
for the NHS. But there is this idea that 
because you are making something 
which has to be safe, that it always 
has to be beholden to you to make 
sure that it is safe when you give it to 
the patient, and will continue to be 
safe. And there’s so many, it would 
be so easy… I think a lot of the time a 
patient will come in and they’ll say that 
they want their socket to be trimmed 
down, they want the limbs to be lower, 
or in a particular place they want it 
to be changed. And, if you were to do 
that, then sometimes that can make 
the socket inherently unstable. And 
so you wouldn’t necessarily do that. 
Where it changes is if the patient were 
to decide, I want to change this, and 

were to change it themselves. Because 
that’s something that you’ve made 
and you’re responsible for it, I think it 
does become a liability thing where 
if you give somebody a limb and they 
go out and there’s something wrong 
with it and they were to fall, it would 
be something that you have to take 
responsibility for. So, in a sense there 
is this idea I think that a lot of people 
get which we need to work on, which 
is that you get given a limb, but it’s not 
yours. I think that it’s very important 
to make patients feel that this limb 
is theirs. It’s theirs to do with and to 
use as they wish. There are certain 
parameters that they should come 
and check with you if they want. So 
if somebody wants to wear high heel 
shoes when they normally wear very 
flat shoes, that’s something that they 
would need to come and discuss with 
their prosthetist. So I think that, yes, 
there’s ways that you can definitely 
make it feel like the limb belongs 
to them, but there’s always a legal 
obligation where you need to make 
sure that that is always going to be 
structurally sound and safe for the 
patient.

McMullan: So technically, is it not an 
issue?

Ogilvie: I think in terms of legal 
ownership, it would always belong to 
the NHS.

McMullan: Right.

“I picked both, I had 
a robotic hand and 
no hand at all.”
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Ogilvie: I think that it is definitely 
possible to give a sense of ownership… 
to the prosthetic user.

McMullan: And I guess it’s about having 
those conversations with people… to 
find out how to make it feel as much 
their own as possible.

Ogilvie: Yes. [...] Not all components 
are best suited for every kind of 
person. And it comes down to choice 
as well. There’s an awful thing that’s 
happened in the media with upper 
limb, where it’s very hard. There’s this 
incredibly practical and useful upper 
limb prosthesis, it’s called a split hook 
but it’s very hard to actually present 
this to people as an option because 
it’s quite often seen as a bit of an 
ugly kind of hand. And lots of people 
understandably want a hand that 
looks like a hand. Other people don’t 
worry whether it looks like a hand 
or not. And compared to something 
like a voluntary opening hand which 
quite often is built to look like a hand, 
it can be quite inefficient. So it looks 
more like the hand that either was or 
wasn’t there previously. But in terms 
of actually being able to use it, split 
hooks are brilliant for being able to pick 
things up accurately, being able to see 
what you’re doing and you can use it 
for longer, while getting less fatigued. 
So functionally, they’re fantastic 
but aesthetically they’re really quite 
poor, and so it can be quite a difficult 
conversation… And quite often it’s hard 
to meet in the middle with a patient to 

say, you can have functionality or you 
can have aesthetics. There’s not really 
an option in the middle at the moment.

McMullan: But do you think that that’s 
something that’s needed within 
prosthetics?

Ogilvie: Yes, and I think it’s just about 
being able to generate numbers and 
voices through things like Hands of X 
and through the research that you’re 
doing to make people aware that these 
are things that are needed.

McMullan: With the project that I have 
done at University College London, 
do you think it’s about more going to 
the companies that are selling these 
components, rather than going to 
prosthetic centres?

Ogilvie: I would definitely think it’s 
about both. I think that prosthetists 
might be quite well seated to be able 
to engage with their local communities 
of people who use prostheses, and 
because there’s this constant dialogue 
of ordering componentry and repairs, 
there’s always somebody to talk to 
that you can feed these things back 
to. So I think that it’s very much about 
continuing the kind of education that 
I’ve had where you make people very 
aware that you need to give people 
the time and the opportunity and the 
knowledge to be able to tell you what 
they want, what they would like to 
change. And then being able to actually 
feed that back. So I do think there’s 

quite a big onus on prosthetists and on 
sort of the teaching of prosthetists to 
make sure that that’s something that’s 
done. 

McMullan: Do you think that if 
someone said – because some of the 
work that I’ve been doing, it’s building 
relationships with materials, and 
one of our participants said that her 
material was rough, sharp, harsh and 
for a better word, it doesn’t feel very 
friendly – if someone came to you in a 
consultation and [said] this is the only 
thing that I find comfortable, but I can’t 
stand the feel of it when I’m holding it, 
is that something that you could then 
go to one of these companies and see 
if they could help adapt?

Ogilvie: I’m not sure. I think there’s 
maybe a step missing there which 
is where the material scientists get 
involved, where I think that you’ve 
done a very good job of. And I think 
it’s maybe a big part where the 
research needs to be built on, where 
you can take the knowledge from the 
prosthetist to say this is the functional 
part of what we need the material to 
do, and then you can take the user’s 
point of view where you say, we want 
something that feels this way, or we 
want something that acts this way.

McMullan: I guess it’s hard getting 
the user’s opinion, if this project 
hadn’t happened. It’s hard getting 
that user’s opinion [of] the materials. 
Are there any steps that you can go 

“You get given a 
limb, but it’s not 
yours. It’s very 
important to make 
patients feel that 
this limb is theirs.”

through, if people didn’t know and they 
were coming to you? I guess it is just 
research that needs to be done.

Ogilvie: Yes, I think so. I mean there 
is sometimes a very hard discussion 
to be had when somebody might 
come in with some sort of a problem 
or an issue and it might have been 
ongoing through various different 
appointments. And I think it’s 
important for prosthetists to be able 
to say look, we’ve tried this, we’ve 
tried that, I don’t know what the 
answer is. It’s important to be able 
to admit when you don’t know what 
the best way forward is, but I also 
think it’s important to try and take a 
bit of positive out of that. Where this 
is a need that’s not being met. This is 
something that could be developed. 
[...] In terms of opening up channels 
where it’s easier for that, because my 
understanding of material science 
is slim, to say the least, but my 
understanding of it is that it’s quite 
a long process normally. That you 
can’t just go into a lab, throw some 
things together and you’ve got a new 
material. That it can quite often be a bit 
of a waiting game. But that it would be 
really good to have a resource where 
we actually had the desires, both 
functional and aesthetic and tactile 
that you can present these just kind of 
problems for people to solve and say, 
this is what we need.

McMullan: Yes. Is there anything that 
you wish your patient would tell you in 

a consultation that you don’t feel like 
people might necessarily inform you 
on, that you wish you did know while 
you’re creating their limbs?

Ogilvie: I can’t say this for sure, I 
think there’s a sort of compassionate 
element with a lot of patients where 
they don’t want to give you any 
trouble. They don’t want to give you 
any extra work, and in extreme cases, 
that could be that somebody feels 
pain, doesn’t want to tell you because 
they don’t want to worry you and 
make you have to go and fix that. So 
certainly, I think the only thing that’s 
omitted that I would like to be there 
is just a greater honesty, even if it’s 
something that I don’t know how to 
fix, even if it’s something that I don’t 
know the answer to, I’d rather know 
that their problem was there to be 
able to continue to find an answer 
for it. But again, I think that’s partly 
the responsibility for the prosthetist 
to be able to foster that kind of an 
environment. And it’ll be different with 
every patient because they’ll all feel 
differently about how they open up 
and how they can speak to you about 
what it is that they want. Some people 
have just always had that thing where 
it doesn’t matter if something’s wrong, 
you just get on with things, you just 
get things done. And other people 
will be very happy to tell you every 
single little problem that’s wrong, and 
that’s wonderful too. It’s great to be 
able to try and work towards getting 
everything fixed. But, yes, I think it is 

very much on the prosthetist [...]

McMullan: I also want to say, with 
your background in sculpture, it must 
be such an amazing addition to your 
prosthetics course, but what initially 
drew you to become a prosthetist?

Ogilvie: I’d start by saying I’m not sure 
if it always is. I think when we first 
started, a lot of the process is still 
quite hands on. So, for example, quite 
often you take a cast of somebody’s 
limb and then you’d make a plaster 
positive and then you’d actually start 
to modify that slightly, in order to make 
it work the way that you want it to. I 
think, especially when I started doing 
modifications, I was quite often making 
sculptures, and it looked very, very 
pretty but they weren’t necessarily 
the most functional. So I don’t think 
it’s always been the most helpful, but 
I think that it’s been quite good for 
having me able to use my hands and 
be very readily able to learn in that way.

McMullan: Do you think coming from 
an artist background though has 
helped?

Ogilvie: Yes and no. I think that it’s 
good to sort of have that background 
of trying to find creative solutions. 
And I think your original question was 
about what got me from one to the 
other, and I think with art school, I was 
very interested in things that were 
a little bit impossible to me. I tried to 
teach myself a little bit of mechanical 
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engineering, which is not the best idea. 
It’s great when you have a teacher to 
teach you mechanical engineering. 
I was very interested in psychology. 
I was very interested in how people 
interacted with the objects that I was 
making. And although the things that I 
made before seem quite far from what 
I’m doing now, I think there was always 
that desire to be able to, not just make 
an object that has a psychological 
bearing on somebody that could be 
very positive, but also just to have 
a fairly immediate effect. I think one 
of the difficulties with art, and quite 
often design as well, is that you can 
make something and put it out into the 
world, and it can be quite difficult to 
see what value it has. Whereas if you 
make somebody a prosthesis, if you 
make somebody a socket and you put 
together all of the components, then 
you can see that something, one of the 
functions that they were hoping to get 
back, they’re able to do. That doesn’t 
necessarily mean that you’ve been 
wholly successful, but it can be really 
very rewarding to actually see what 
that object has done. 

McMullan: Yes, and I think what’s 
amazing about prosthetics is that it 
is design, but it’s also an extension of 
yourself; it’s an extension of your body. 
And, although I did have an amputation, 
I was always interested in prosthetics 
and that’s something that definitely 
spurred me on to doing the work that I 
have been doing.

approx. 30 minutes from a 60 minute 

conversation at V&A, a public talk on 31 July 

2019. 

[...] indicates a discontinuity in the 

transcript; sections are not necessarily 

printed in the order in which they were 

spoken.
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Hands of X installation in Cubitts eyewear, London.

3D-printing. It seemed that articulated prosthetic 
hands, especially if printed pre-assembled, had 
become a showcase for 3D-printing, although at 
times this seemed more driven by the opportunity to 
demonstrate the technology than its appropriateness 
to the wearer. We wondered whether plastic hands 
were the only future, and looked to eyewear and to 
fashion for fields in which more consideration was 
given to the qualities of the materials from which worn 
objects were made.

The eyewear brand Cubitts interested us in particular: 
at the time (three years after their launch in 2013) they 
were notable for offering a restricted number of frame 
shapes, yet each available in a full range of materials: 
usually cellulose acetates, yet in nuanced choices of 
solid, translucent and transparent colours and subtly 
different tortoiseshell patterns. Cubitts’ founder Tom 
Broughton has said “choice is a funny thing: people 
like it but they don’t like too much.” 

Many of our diverse participants wore prosthetics, 
four of whom in particular contributed over many 
hours throughout the project and we came to think of 
as our ‘mentors’. Wearers could more fully co-design 
hands in combinations of materials, specifying a hand 
that they felt represented them. Consent was written 
and included filming; participants were identified at 
their own request and ethical approval was obtained 
from the University of Dundee ethics committee.

During the service, customers were able to assemble 
prototypes from jigsaw pieces of the actual materials: 
woods, acetates and leathers. After trying out 
combinations, recombining and comparing, almost 
all of our testers arrived at a point where they said 
something like “that’s it!”, or even “that’s my hand.”

If we are trying to think about how limb fitting, 
rehabilitation and other healthcare services might 
engender more of a feeling of ownership amongst 
their patients, then there is much to be learnt from 
another healthcare field: optometry. Spectacles 
are now more commonly known as eyewear – this 
renaming is itself telling, alluding to fashion and 
womenswear and menswear. This transition in how 
the profession sees itself has been so fundamental 
that it can obscure how unexpected and how recent 
this was. In the 1940s spectacles were classed as 
‘medical appliances’ and there was even a directive 
that “medical products should not be styled”, only 
‘adequate’. In the 1970s and 80s the brand Cutler and 
Gross, founded by Graham Cutler and the late Tony 
Gross, overtly and provocatively embraced the culture 
of the fashion industry. Which eventually contributed 
to a revolution within and around eyewear, with the 
press as recently as 1991 declaring that eyeglasses 
had become stylish.

Installing Hands of X in Cubitts eyewear
The project at the heart of the V&A exhibition itself 
embodied and explored a closer relationship between 
prosthetics and eyewear: Hands of X was supported 
as ‘Socio-technical materials for prosthetic hands’ 
by the Engineering and Physical Sciences Research 
Council. It feels important to point out that this was 
not funded as medical research, rather to explore 
futures for manufacturing in general. Our proposal 
was that prosthetic hands would be an interesting 
and illuminating lens to examine manufacturing 
futures through, given how personal and profound 
an object a prosthesis always is. And also to a certain 
extent because, in 2016, the dominant narrative 
around prosthetic hands was already being conflated 
with that of a particular manufacturing technology: 

Learning from 
fashion and culture
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Scenes from the Hands of X installation in Cubitts eyewear 
shop, Kings Cross London in June 2017 and in the Barras 
Market, Glasgow, August 2017.

One wearer reflected on his choice: 

“I like this wood. I like its colour. I like the 
neutrality of it. It’s warm as well and there’s an 
unthreateningness about wood that certainly I feel 
is much more fitting to who I think I am and what I 
would like to wear and the perception that I would 
like to give out to people.”

Designing services and experiences
Beyond the specifics of prosthetics or even eyewear, 
Hands of X represents another change of perspective. 
In a healthcare context, ‘service’ has a particular 
meaning of course, but in industry, ‘service design’ 
highlights a shift in focus from a manufactured 
product to the customer’s experience – of the whole; 
of all interactions with a company or a brand, not just 
with their products. So in the case of Hands of X this 
meant spending more time thinking about the other 
objects and interactions that took place around the 
hands. In hindsight the hands themselves could be 
seen as props. To repeat: this was not a clinical trial of 
hands but qualitative research into the experience of 
being offered a choice of hand.

With this in mind the customer’s journey through 
the service was mapped out through storyboards 
(which were subsequently also exhibited at the V&A). 
Not just the hands but also the shop fittings, point 
of sale branding, packaging, appointment cards, 
uniforms, furniture and so on. And the people – the 
players – in this story included not just the wearer/
patient and their prosthetist but also salesperson, 
friends, technicians, and peer network: how a person 
becomes aware of a service in the first place and 
decide to engage with it is as important as their 
experience of it once they use it. As is the way in which 
they can influence, mentor and nurture others who 
follow in their footsteps.

Learning from fashion and culture
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Head of Product
Cubitts eyewear

Lawrence Jenkin
Spectacle maker

Lawrence Jenkin
and Charlie Ingham

The second public talk held alongside the Hands of 
X exhibition at V&A Dundee was on 28 August 2019. 
It was between Lawrence Jenkin and Charlie Ingham 
and entitled ‘Prosthetics meets eyewear’. Jenkin 
has been an influential figure in eyewear over many 
decades, having run Anglo-American Optical and 
mentored a new generation of contemporary eyewear 
designers. At the time of the talk, Ingham was Head 
of Product at Cubitts eyewear, having previously 
worked at Cutler and Gross (who, as the self-styled 
enfants terribles of optometry, did so much to 
revolutionise eyewear in the 1980s) and as Director of 
SohoBespoke, a made-to-measure eyewear service.

In the extracts that follow from their conversation, 
Jenkin and Ingham discuss their own tastes in 
spectacle frames, the relationship between frames 
and lenses. They review early NHS designs, their 
reception at the time and their subsequent influence, 
relating this to the nature of choice.

Heavy and lightweight frames
Ingham and Jenkin wore thick framed glasses to the 
talk. They reflect on cyclical trends in thick and thin 
frames and how each can be a reaction to the other, 
not necessarily a linear progression. Jenkin recalls 
that real tortoiseshell, now ethically unacceptable 
as a material choice, had superior strength so that 
much thinner frames could be made than can now 
be made with cellulose acetate. These properties 
allowed frames that were all but invisible supports 
for the lenses, callling into question the relationship 
between frames and lenses: are the frames only 
there to hold the lenses, or is there something else 
to their ‘function’ in other ways? Ingham introduces 
the counter-intuitive case of some people who wear 
glasses frames without lenses.

The early NHS
Jenkin and Ingham are both fascinated by the history 
of eyewear and each collects vintage frames. They 
discuss the early provision within the NHS – and 
showed contemporaneous displays of the range 
of styles available. Jenkin had experience of their 
reception at the time – both in the UK and also in the 
US, where they were just part of a wider choice and so 
were appreciated in for their design values, whereas in 
the UK the very lack of choice was sometimes difficult 
to see past.  

For Ingham, the NHS is still influential as she 
reflects on how Cubitts drew on positive aspects 
of a restricted choice, so as not to overwhelm 
their customers. Yet the context has changed: this 
constraint is these days within a wider landscape in 
which people who like that kind of look will find you, as 
Jenkin says.
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Graham Pullin: You’re both wearing 
very attractive glasses today.

Lawrence Jenkin: I like yours as well.

Pullin: What do you think they say 
about you to the rest of the world?

Charlie Ingham: We’ve both chosen a 
quite punchy, thick styles. But we’ve 
actually done a lot of research into 
what our customers are wearing at the 
moment and more of our customers 
who are 35 and above are choosing 
the thicker and more obvious frames. 
And the younger population seem to go 
for the thinner, metal style frames, so 
maybe this is why we are both possibly, 
I don’t know, subconsciously… What 
does it say about me? Well, I feel 
naked without my glasses, I’ve worn 
them since the age of eight and I have 
always loved wearing glasses. I think 
my first pair were bright colours that 
looked like they were pink splotches 
all over the frames, and since then 
I’ve not really not worn glasses. So 
I’ve gone through a variety of frames, I 
never swap and change, I always wear 
one frame for a year and then I change 
the following year. But this frame 
possibly… I don’t know how it makes 
other people look at me, but this is 
what I have chosen to wear and I like 
something that’s a bit more obvious. 
People do ask me, I do get often asked, 
“where are those frames made?” 
and it’s a quite nice response saying I 
actually design them, they were being 
released, actually, in Cubitts, so you 

can go and buy them in the store. 
So yes, that’s my little bit about my 
frames. What about yours, Lawrence? 
You made them yourself?

Jenkin: Yes, I did, but that’s why I don’t 
change them very often, because I’m 
so slow, it takes me such a long time 
to make a frame, that I don’t have the 
benefit of making too many frames for 
myself. And I do make for other people, 
so that’s how I earn my living, so I much 
prefer to work for someone [who’s] 
going to pay me some money than to 
make something for myself. But I do 
enjoy making spectacle frames.

Ingham: Why did you choose that 
particular pair to design for you?

Jenkin: What did you say, did you 
say the young people are wearing 
heavyweight frames, or the old people?

Ingham: Yes.

Jenkin: No, I was ready for a 
heavyweight frame. When I first got 
into the industry, our hook was to make 
really lightweight and very thin rims, 
but after you’ve made stuff like that 
for 20 years, you think you’d like to try 
something else. And so after 35 years, 
I thought I’d try a really heavyweight 
and this is [it]. We buy acetate material 
from Italy and the thickest sheet you 
can buy easily are at eight millimetres, 
so this is an eight millimetre thick 
material. [...] It is clunky and heavy, but 
I quite like it. And in ten years, when I’ve 

got time, if I last that long, I’ve got time 
to make another one and I’ll probably 
go back to a really lightweight because 
I like the choice really. And I’ve still got 
old lightweight frames I used to wear.

Ingham: It’s nice to have a change. [...]

Pullin: What is your starting point when 
you’re designing a new set of frames? 
What’s the seed of the idea?

Ingham: I do look to the past, to be 
honest. I love… the 50s and 60s, the 
Italian makers, for example, Persol, 
which was an extraordinary brand 
back then, it was a family-run company 
and it was the Ratti family I think at 
the beginning. And they handmade 
all of their spectacles, just as Cutler 
& Gross did, at the start anyway, and 
there was nothing nicer and more 
durable than a pair of beautifully 
handmade spectacles. And I think 
we’re trying to reach… I like starting 
with those well crafted and well 
designed but beautifully made frames. 
So I do look back and I look at that and 
I try and think of ways, as you said, 
of redeveloping it and creating it for 
today’s customers and patients.

Jenkin: Yes, actually I was influenced…
in our first collections, we wanted to 
make a really lightweight frame that 
I’d seen from 30 or 40 years before, 
genuine tortoiseshell frames that were 
made extremely thin. And that they 
were almost like a hair width, and of 
course you can’t do that with acetate 

“It is clunky and 
heavy, but I quite 
like it.”

now because it just doesn’t have the 
strength. But you see these beautiful – 
I mean, I feel sorry for the tortoise and, 
rightly, they’re protected now – but 
these beautiful tortoiseshell frames 
that were so thin and had beautiful 
flowing lines. In fact, it was just a 
means, an almost invisible means, 
just to suspend the lenses in the right 
position. So, in a way… in our first 
collection, that’s what we were trying 
to reproduce, an extremely thin frame. 
But, in fact, because we’re using 
cellulose acetate, we had to use a rim 
that was probably four or five times the 
thickness of the thinnest tortoiseshell 
strands you could get. Because it just 
has such an intrinsic strength within it, 
and if we’d made that same thickness 
in acetate it would have lost its shape 
and fallen off your face in ten minutes, 
probably. [...]

Ingham: But it harps back to your 
original comment about frames 
initially… it was the lenses that were 
the most important, and essentially the 
frames were the afterthought because 
the lenses were the most important 
element that needed to be seen 
through. So that’s why glasses came 
about, essentially, and what we’re 
designing forwards on.

Jenkin: But it has changed, hasn’t it? 
Because now I think the frames and 
people’s eyes are more important 
than the lenses. I think people tend 
to take for granted the fact that their 
eyes… their poor vision is going to be 

corrected and they have a chance of…
or a choice of choosing a frame that 
will look good on them and maybe 
change their… I mean, it covers a third 
of their face, it covers your eyes, it’s 
bound to make a difference.

Ingham: It’s not only a function 
anymore.

Jenkin: Yes.

Ingham: It’s a fashion statement. There 
are people who – we were talking 
about that last night – who wear 
glasses without the lenses in. [...] I get 
asked whether I need to wear them a 
lot. I’m as blind as a bat, but yes, it’s an 
interesting question though, isn’t it? 
[...]

Jenkin: Actually, when I got into the 
profession, it was an appliance, in 
fact, and there was very little choice 
available, it was just mostly health 
service shapes and that was it. And all 
they wanted to do was be like doctors, 
really, and fit and give you eyewear 
correction, and there was a very 
limited choice of frames, and this has 
changed. [...]

Ingham: The NHS was rather 
extraordinary. 

Jenkin: Yes, the NHS was extraordinary, 
but it was designed to give people 
vision correction, not to give them a 
fashionable frame. In fact, it’s written 
within the rules that these can’t be 

fashion frames, they’ve just got to 
be there to hold the lenses in front 
of your eyes. And the people that did 
the design in the early days were so 
clever because they did choose really 
fantastic eye shapes, but because they 
had to be made, but very functional, 
good looking eye shapes that suited a 
multitude of faces, but they did have 
to be made in really huge quantities 
and to be made inexpensively because 
they were given away. They were free 
to the patient. In fact, that’s another 
thing, we used to call people patients 
in those days.

Ingham: We still do.

Jenkin: Do you? But, in effect, really 
they’re customers, just like any other 
shop. But the NHS is/was a…and 
actually I worked within the NHS when 
I first started, when I first became an 
optician, just for a year, and it was a 
wonderful thing. It gave the majority 
of people vision correction, which 
is so important, particularly school 
children… You see some amazing 
stories where people just didn’t 
realise that they were virtually blind 
sometimes. And I can remember 
working in a hospital clinic when a 
mother brought her child in to have the 
child’s eyes tested and we noticed that 
the mother was holding something, 
was extremely short-signed and was 
holding her reading material about 
an inch from her face. And she didn’t 
realise it. Well, I think she must have 
done, but we ended up making her 

“It’s written within 
the rules that these 
can’t be fashion 
frames.”

Discussing choice of eyewear and the NHS



30 31

spectacles as well. So the NHS was 
a wonderful thing, but… luckily we 
changed and survived, but I think 
it destroyed the retail optics in this 
country because it took away choice. 
You were either a Health Service 
optician or you were a private optician, 
and the private opticians used to 
charge a huge amount of money – they 
probably still do – a huge amount of 
money for their spectacles. But the 
Health Service allowed everybody to 
have a free pair of glasses. And then 
my father used to tell me – I got into the 
industry because I followed my father 
into it – and I remember my father 
telling me, when the Health Service 
first came in, there was such a huge… 
everybody wanted their eyes tested 
and they ordered glasses. Sometimes 
they had to wait over a year for their 
glasses to come through because 
there was so much work going 
through… Sometimes they ran out of 
certain pairs of lenses or there was just 
a huge backlog of work. So it was very 
successful in the early days and must 
have cost the country a fortune, and it 
continued to. So in a way, I suppose in 
1985, that’s why…

Ingham: It stopped.

Jenkin: It stopped, yes.

Ingham: And in fact, they started 
charging in about ’52 or ’56, or 
something along those lines, I’m ready 
to be corrected, but only £25, so that 
was really considerably cheaper than 

these other private opticians. But the 
beauty about the NHS is, as Lawrence 
was saying, is there were only ten 
styles, four were acetate, four were 
metal, two were for children, and then 
right at the start, there were only two 
colours that you could choose from. 
There was a black and what they 
called a brown, and then slowly but 
surely they introduced a few more 
colours, sort of like a flesh coloured. 
I’m just going to show you one picture. 
You can see… this was the advertising 
for the NHS right at the start and these 
were all over the place. And you can 
see the styles, and these were in all 
of the opticians, in the NHS opticians, 
and you can see what styles they had 
available. And on this you can only see 
a few colours, actually, this is one of 
the earlier ones. The future colours 
were light blue, light pink and flesh 
colours, like a light pink, and then 
more brown and mottled, so more of a 
tortoiseshell imitation. But really that’s 
also how Cubitts started, because we 
loved this notion of taking away the 
fuss. You don’t need to have so much 
choice, and when you have too much 
choice it becomes complicated and 
it becomes… it’s not really very much 
of an enjoyable process. And I think at 
Cubitts, we try to make it an enjoyable 
process by cutting out those questions 
that you didn’t necessarily need to 
be asked. You just have the choice of 
these few frames in these few colours, 
and we’ll make the choice of thinning 
the lenses for you, if you want, if you 
would like that. So the NHS was very 

pivotal for us and for Cubitts, the sort 
of renaissance of Cubitts, essentially.

Jenkin: It was pivotal for me when 
I started manufacturing, because I 
wanted to make frames with a certain 
type, and because my father didn’t 
want to manufacture, he said, go and 
learn the trade at somebody else’s 
expense, I can’t afford to fund you on 
this. So I went to America and worked 
in New York state as an optician, and 
I learnt that these Health Service 
frames, that we look down on, were 
welcomed over there because the 
shapes were so beautiful and they 
fitted the face so well. They were a 
little small and they were a little thin 
but they just did the job, and people 
who had the choice wanted shapes 
like that, and actually colours like that. 
Because you said that they brought in 
two tortoiseshell frames, there was a 
dark tortoiseshell and a lighter blonde 
tortoiseshell, which were so popular in 
New York where I worked and people 
just loved them. And so I learned 
something there that if I’d stayed in 
England I don’t think I would have 
learned: these guys that started the 
Health Service did a fantastic job, and 
because they had to do it at low cost, 
it failed a little bit in England and they 
were probably a little bit too small.

Ingham: Demand was too high.

Jenkin: Yes.

Ingham: And they couldn’t keep up, so 

“When you have 
too much choice 
it’s not really 
an enjoyable 
process.”

they had to outsource to Italy and to 
France in the end.

Jenkin: But the New Yorkers showed 
me that these Health Service frames 
were really quite desirable, and when 
we started our collections, they were 
based on Health Service shapes, but 
just made of beautiful tortoiseshells, 
imitation tortoiseshell.

Pullin: I’m fascinated by this notion 
of how much choice is just choice 
enough, because from a personal 
perspective, it’s bizarre seeing that, 
the NHS frames.

Ingham: Just a few.

Pullin: Because those brown ones 
there were the ones that I was 
offered…

Ingham: This is the 524, so this is the 
most famous.

Pullin: I was a 12-year-old, or something 
like that, and I hated them because 
they were stigmatising… And now of 
course, ironically, it’s just the shape I 
gravitate to. And part of that is a sort 
of flirtation with the idea that they are 
NHS spectacles.

Ingham: Absolutely.

Pullin: So it feels quite complex.

Ingham: Cyclical as well.

Pullin: But that only works because I 
have a choice.

Jenkin: But that was my experience, 
but I had to go abroad to realise that, I 
came to realise how great they were. 

Ingham: But we mustn’t forget also 
they came in different sizes, so it 
wasn’t just these sizes. So, essentially, 
they were made to measure. They took 
the size of the nose and the frontal 
width, et cetera, and then they were 
made according to that. Isn’t that 
correct?

Jenkin: Yes, they had a huge range of 
sizes, and if you couldn’t fit somebody, 
you would say what size you wanted 
and they would make it by hand, all at 
no cost.

Ingham: The bespoke service 
reinterpreted and, yes, it changes 
everything. [...]

Pullin: How much choice is choice 
enough? How do you frame that?

Ingham: So Tom [Broughton, founder of 
Cubitts] wanted to start with a limited 
choice, so ten styles, essentially, and 
ten colours. We’ve now expanded the 
collection. It’s called a collection, and 
it’s interesting as you asked whether 
it is a collection or not. Because 
we introduce styles monthly, not 
within collections. We design other 
collections but we release a new style 
every month. And when we release 

something new, we try and take 
something away. [...] So yes, keeping it 
simple. Essentially, simplicity is the way 
forward; we don’t want to over clutter 
and ruin something by having a lot.

Jenkin: And your clients find you, don’t 
they? The people that want that kind of 
look and will find you.

Ingham: Yes.

Jenkin: And I think you’ve got to be true 
to that.

Ingham: But that’s also to do with 
the history and everything around 
the brand as well… It’s not only the 
beautiful product, even though I say 
so myself, it’s the whole thing that 
comes behind Cubitts too. But the 
collection is... designed as a whole, but 
as I said, we design one and add it to 
the collection and then take one away. 
So we’re constantly trying to keep it 
cohesive and coherent and to make it 
one, but we release one at a time.

Jenkin: And what you said then was 
true. I mean, you take for granted the 
fact that you’ve got opticians that are 
working there that are going to fit the 
lenses completely correctly. You can 
mess up so easily with poorly…

Ingham: Poor dispensing.

Jenkin: Yes, poorly produced lenses. 
Each frame has to be checked very 
carefully before it’s put on somebody’s 

“They came in 
different sizes, so, 
essentially, they 
were made to 
measure.”
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face, because a technician can make 
a mistake, or they can put the lenses…
put the right in the left and the left in 
the right. It’s so easy to make mistakes. 
And so every frame, before it’s put on 
somebody’s face, it has to be checked. 
But we take all that for granted 
because that should be the service, 
but unfortunately it’s not always like 
that. An optician actually goes to a 
school for at least three or four years 
just to learn everything about lenses 
and fitting lenses and fitting frames. 
Unfortunately, in this country, they 
don’t teach people really how to 
make frames. [...] In France, they still 
teach you how to make spectacles, 
whereas in England you’re not taught, 
unfortunately.
I mean, I’ve learnt from other frame 
makers in my life. I worked with a man 
that worked with my father... He taught 
me such a lot.

Ingham: [...] So your making skills and 
what you’ve learnt from this has been 
passed down. Because it is a dying art, 
spectacle making.

Jenkin: Well, it’s not, because I’ve also 
learnt from that young French guy that 
works for Cubitts, and so I’ve learnt 
from old guys and I’ve learnt from 
young guys, which is wonderful. [...] 
The amazing thing is how many people 
are interested.

Ingham: So we teach public spectacle 
making classes and they’re sold out 
within 20 minutes and the amount of 

people who turn up and talk about it 
and keep on wanting them. The waiting 
list is far too long to even contemplate, 
but the interest in eyewear is 
becoming very important [...] 
It’s very much a collaborative process, 
though. As Lawrence mentioned, 
it’s about the dispenser within the 
store also to guide anyone within an 
optician’s, to guide them with the 
frame that will suit their face shape, 
but also their lens shape. So your 
patient or your customer will have told 
you what they use the frames for and 
you’ve got an understanding of their 
prescription, but you’re also guiding 
them, to let them know what will suit 
their face shape. And once it works, 
they look at themselves in the mirror, 
and that’s when they say, oh great, this 
is my pair. They do actually say that as 
well in optics, this is my frame, great, 
I’m ready, let’s go. Which is really nice, 
and as we’ve said, it’s a lovely… that’s 
the final sort of hurrah, it’s a really 
nice thing to hear. But I also design 
bespoke spectacles as well, and made 
to measure, but bespoke is completely 
unique. So that’s where I take people’s 
facial measurements and design them 
collaboratively with them. A complete 
one-off pair of spectacles for them, 
and at that stage then obviously it is 
entirely their own, but I think you get 
that hands down in an optician’s as 
well. But if you’ve been guided and 
you’ve got a curated collection in 
front of you with the curated colours, 
essentially, our colours are very… 
we’ve got just tortoiseshells and 

classic colours as well. So it’s a very 
simple choice but it’s wonderful once 
you’ve found the frame that suits and 
that fits, because most people come in 
and say, please can you help me, I can’t 
find anything that suits or fits? [...] 
Wouldn’t you say, Lawrence?

Jenkin: Well, I think the fit is essential 
and people can take that as a right. 
We have to supply them with a frame 
that’s going to fit their face, because 
if it doesn’t fit, it’s uncomfortable 
and it doesn’t work. So it’s a big 
responsibility really to get that right.

Pullin: And I love those alternative 
meanings of ‘fitting’, because there’s 
the fitting in the sense of it being the 
right width for your nose, and fitting in 
the sense of it just looking appropriate 
and suiting you. Both of those things 
are important.

Ingham: It’s paramount.

Jenkin: Well, I mean, that’s the whole 
point, it’s got to look good, hasn’t it?

Ingham: Because obviously you’re 
going to be the ambassador for us as 
well afterwards, we don’t want you 
walking out looking bad. [...]
Popular culture is huge and I think 
at any time… Years ago, I used to 
work for Cutler & Gross and I used 
to manage their vintage store and 
we used to populate frames in our 
window according to Steve McQueen 
wearing the Persols and we set it 

“And once it works, 
they look at 
themselves in the 
mirror, and say, oh 
great, this is my 
pair.”

up. Because we just kept on getting 
asked and people were buying these 
one-off frames because they knew 
that Steve McQueen once wore them. 
[...] I think not only popular culture but 
even just fashion, famous people in 
our day and age, because everyone 
knows them, everyone follows them 
on Instagram and everybody knows 
so much about them that people want 
to look like them all the time. So it’s 
an extreme, but it means that we do 
have to consider that within the design 
process as well, but it’s still lovely and 
it relates to part of history too if you’re 
looking back to the previous famous 
wearers. We quite often talk about 
that. Lawrence is a vintage glasses 
collector and I have a small vintage 
glasses collection as well and we’re 
trying to buy frames, the early ‘64 
Persols, 619, which was worn by Steve 
McQueen. And various other frames. 
like the more interesting Cazals, et 
cetera, that you have in your collection. 
I mean, that’s definitely influenced me 
in my design because I’ve collected 
these frames and seen people in the 
past wear them. I think more and more 
people are fascinated by that.

Jenkin: When Cazals first came out, 
for instance, I really didn’t like them 
because I thought they were just too 
different from what I was used to. I like 
to make a sort of smart, tailored kind of 
frame, much like the ones that you’re 
wearing, but Cazal were completely 
the opposite and very over the top, 
combinations of materials.

Ingham: They were worn by Randy 
Jackson… worn in the Bronx [...] they 
were really extraordinary frames.

Jenkin: So when visited Los Angeles 
once, I tried to get one, because, as a 
collector, you need that kind of frame 
as a reference, so lucky enough I 
managed to get one.

Ingham: [...] we started online, but very 
quickly realised that bricks and mortar 
was very important, because glasses 
are such a personal and subjective, 
and trying them on is really important. 
Hence why when we started online, 
we had a home trial service, so you 
could order whatever you wanted 
and we sent them to your house, and 
then you sent them back and then 
you ordered what you wanted. So we 
realised swiftly that having an actual 
space to walk around in, a really nice 
looking space to walk around and to 
try your spectacles on really helped 
with that. I personally prefer also 
seeing the customers and speaking to 
customers and being face to face with 
them because I think that’s much more 
interactive. But I also don’t think that 
the online place has really taken off, to 
be honest, I think people do prefer to 
try the frames on.

Jenkin: We also have to remember that 
some people can’t afford... I mean, 
some of these glasses cost a lot of 
money and some people can’t afford 
to pay a lot of money, so they provide 
a service, which is wonderful. I mean, 

imagine if you can’t read, or you can’t 
see to read, you can pay a fiver and get 
a pair of readymade readers, it makes 
the difference to your life. It will make 
the difference to a farmer who can’t 
see the weeds from his…

Ingham: Yes, so that changes as well, 
that’s very important.

Jenkin: So it does play an important 
part. Well, vision is essential, so 
everybody should have good vision. 
And getting back to the Health Service, 
that’s what the wonderful thing about 
the Health Service was, it allowed… 
everybody in our country to have good 
sight, workable sight and be able to go 
out and get a job.

approx. 25 minutes from a 75 minute 

conversation at V&A Dundee, a public talk 

on 28 August 2019. 

[...] indicates a discontinuity; sections are 

not necessarily in the order spoken.
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Detail of ‘Hand of you’ participatory 
exercise at V&A Dundee.

Picturing your hand
The exhibition at V&A Dundee set the Hands of X 
project within a broader context of disability and 
design. It was an academic output (within the domain 
of art and design research), yet we also wanted it to be 
a mode of inquiry and to elicit further insights.

So we created a participatory activity to engage the 
public even more fully with the issues around limb 
difference and prosthetics. ‘Hand of you’ invited 
visitors – whether disabled or non-disabled; born limb 
different or amputees; healthcare professionals and/
or patients or potential patients – to reflect on the 
choices available to people and the meanings behind 
these choices.

The exercise revolved around a single sheet of A3 
paper, designed by Andrew Cook, pre-printed yet 
incomplete; constrained in some ways and open-
ended in others. Participants were offered a choice 
of four photographs of different prosthetic hands: a 
‘cosmetic’ life-like silicone glove; an overtly robotic-
looking hand; a hand worn inside a black rubber 
glove; and – importantly – a blank sheet representing 
a choice not to wear a prosthesis, acknowledging 
this as a potential positive choice (rather than ‘non-
compliance’).

Not all the questions were directly about a choice 
of prosthetic hand: they included an invitation to 
‘introduce yourself’ by choosing a cuff of a garment 
and reflecting on where you might wear this and what 
it would say to the world about who you are. Taking 
a tangential approach, demanding an imaginative, 
creative as well as thoughtful response, is a well-
established tactic in design research methods and 
tools.

Another set of photographs consisted of abstract 
visual details of non-medical objects – glasses; 
clothing; furniture; kitchen utensils – that could 
have relevance to perceptions of a prosthetic object 
and the role this might play in a life and an identity. 
Participants were able to add these and, importantly, 
were asked to explain the reasons behind any choice.

The results evidence that this was widely accessible 
and engaging. Over 7,000 visitors completed the 
exercise which, taking 5–10 minutes, was at once a not 
insignificant demand on a museum visitor yet at the 
same time a perfectly feasible investment of time for a 
healthcare practice.

The completed sheets were pinned up within the 
exhibition and served as a visualisation of the 
diverse and contradictory responses of such a broad 
cross-section of the public and healthcare sector. 
It was evident, at a glance, that there were no fixed 
correlations between choice of prosthesis (whether 
imagined or actual) and, for example, male or female; 
limb different or amputee, underlining why generalised 
assumptions are inappropriate and shared decision 
making is vital.

Eliciting values
We were always less interested in the choices that 
people made than in the reasons they gave for their 
choices. We never expected to analyse the responses 
statistically – and, indeed, with no personal data 
collected about each of the respondents, in line with 
the ethics of ‘consent by participation’ appropriate to 
such an informal museum activity, it is questionable 
if anything could have been concluded. Yet the 
responses illustrated not only preferences, but 
the dilemmas and values behind these decisions. 

Creating visual tools 
for decision making
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Examples included several about managing identity as 
a disabled person:

“I feel a tension between wanting to make it 
look as ‘normal hand’ as possible vs. embracing 
technology and opportunity.”

“It doesn’t try to hide or mask what has happened. 
It shows that I have accepted this & moved on.”

In choices of prosthetics, as in other healthcare 
services, values underpin aesthetics. A cosmetic 
imitation of a human hand has, however 
unintentionally, connotations of fixing a body that 
is inadequate. This might suggest that its wearer is 
attempting to conceal their disability: to ‘pass’ as non-
disabled – implying a stigma which may be anathema 
to many people with limb difference. These are just 
part of the meanings of prosthetics in the contexts of 
bodies and lives.

So we might expect just such deeply personal – even 
political – issues to be an important foundation of 
consultations in limb fitting services, with prosthetists 
and psychologists. Yet in conversations with wearers 
during the Hands of X project, this does not seem 
to be the case. One reflected that the aesthetics of 
her prostheses were an afterthought: “there was 
no discussion into it”. Another observed that her 
prosthetist had fixed views on the (gendered) choices 
that male and female amputees should make and 
far from welcoming a discussion of values, seemed 
to resent this as a challenge to her professional 
judgement.

Outcome measures
A limited perspective is also evident in patient 
reported outcome measures (PROMs). The 
Prosthetics Evaluation Questionnaire (PEQ) includes 
careful assessment of the physical comfort of a 
prosthesis, yet not of how comfortable its wearer 
feels about how it relates to their identity. Current 
measures view aesthetics through an impoverished 
lens: 

‘Over the past four weeks, rate how your 
prosthesis has looked’ 
on a scale from TERRIBLE to EXCELLENT. 
(PEQ: Q.3J)

The alternative TAPES-R PROM, informed though 
it is by an approach of ‘psychoprosthetics’, 
which augments a biomedical perspective with a 
psychosocial lens, does little more in respect to 
aesthetics. PROMs have a valuable role in healthcare 
improvement but values that they fail to capture are 
likely to remain overlooked and underdiscussed. Part 
of the challenge here is that issues may not easily 
translate into words. Here is one highly articulate 
person with limb difference describing what their 
prosthetic hand is, to them:

“It’s difficult to describe. It’s sort of like shoes or 
glasses or... it’s part of you but it’s not a hand: it’s a 
hand, if that makes sense...”

Beyond the appraisal of shape, appearance and colour 
included in the TAPES-R PROM, responses to ‘Hand 
of you’ referred to different details and alluded to 
deeper issues: tactility, warmth and softness; wearing 
rings and painting nails; choice, customisation 
and ownership; taste, style and branding; gender, 
identity and sense of self; covering, uncovering and 
declaring disability; functionality and the role of a 
hand; transhumanism and posthumanism; ageing and 
imperfection of a prosthesis alongside its wearer’s 
body – these and more themes were revealed during 
initial thematic analysis.

New visual tools could support more open and 
nuanced communication between clinicians and 
patients.

New tools for shared decision making
The collaging exercise is a form of prototyping – 
modelling future possibilities to enable reflection. 
Prototyping is an art not a science and is always a 
balance between representing the eventual (potential) 
outcome, and making it clear that this is not exact in 
every detail. The images of prostheses were printed 
as grainy black and white halftones so that in the 
case of the cosmetic glove, the skin colour and 
ethnicity implied was open to interpretation. Even the 
perspective was deliberately askew to undermine any 
handedness of the images and to add an informality. 
The visual language set the spirit in which people 
engaged, which is why skilled graphic designers could 
play a larger role in visual decision making tools.

Whilst it is obvious that co-design inherently involves 

healthcare, they are usually complementary activities, 
separate from core clinical practices. In person-
centred healthcare improvement, design thinking 
is being applied to multidisciplinary healthcare 
practices. Here is an example in which design 
methods might operate within everyday healthcare 
interactions. Design practices could sometimes form 
part of the core interaction between clinicians and 
patients, helping to subtly reframe and deepen these 
relationships so as to enrich healthcare.

This notion of ‘everyday aesthetics’ within healthcare 
is something that I have also been exploring and 
writing about with the applied philosopher Alan Cribb.

More broadly, might there be a role for a forum 
to consider aesthetic issues that currently are 
overlooked by both medical science and medical 
ethics? One could, for example, envisage a network 
bringing together healthcare professionals and 
service providers, disabled people, designers and 
bioethicists, supporting a joined-up value-based 
approach; a Forum for Healthcare Aesthetics. We will 
return to this in the final section of this report.

Following the printing of this report, a ‘Viewpoint’ 
paper based on this material has been published, 
Open Access, in Integrated Healthcare Journal, co-
owned by BMJ (British Medical Journal) and the Royal 
Pharmaceutical Society (RPS): 

Pullin G, Cribb A. Picturing aesthetic futures: values and 
visual tools within shared decision-making. Integrated 
Healthcare Journal 2022;4:e000126.  
doi: 10.1136/ihj-2022-000126

shared decision making, the reciprocal relationship 
is arguably less prominent. Such visual tools would 
incorporate co-design into shared decision making.

Decisions and relationships over time
Philosopher Glenn Parsons characterises an 
important decision as “a choice that reflects the kinds 
of values that help shape our lives”, “a ‘ritual process’ 
by which we give meaning and structure to the world”. 
Choice is not only informed by pre-existing values 
but can be the process through which values are 
crystallised. Shared decision making can sometimes 
be about enabling people to ‘create’ their identities 
and future lives.

A patient’s relationship with their prosthetist can last 
20 years or more, so there are normally opportunities 
to revisit decisions. What is the most appropriate 
prosthesis may evolve in the light of a patient’s lived 
experience. Use can inflect and inform aesthetic 
responses, deepening our relationships with objects 
over time, whereas this richer temporal perspective 
is typically missing from healthcare language. The 
assessment in PROMs of appearance “over the last 
4 weeks” omits a great deal. This could preclude the 
possibility of an increased sense of ownership and 
appreciation – an insight that emerged, unprompted, 
in some of the ‘Hand of you’ responses:

“I take inspiration from my wok, gets better with 
age.”

“It reminds me of my grandpa’s woodworking 
tools.”

Aesthetics and healthcare
The intersection of disability and aesthetics 
introduces complexities that are virtually impossible to 
discuss through text and numbers alone. So carefully 
designed and engaging visual tools might play a 
crucial role here – and have broader relevance for 
extending and strengthening shared decision-making 
practices. There is scope for adopting and adapting 
a creative prototyping approach for many kinds 
of healthcare decisions, encouraging and helping 
people to imagine future lives with or without various 
treatments, objects, adaptations to environments.

Although arts-based practices – creative workshops, 
art therapy, dance activity – are not uncommon in 

Creating visual tools for decision making36
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Left page: four of 7,000 returned Hand of you sheets;
Right page: details of annotation and collage.
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In 2020, in the context of lockdown dues to the 
COVID-19 pandemic, travel and face-to-face 
conversations were no longer possible. So further 
interdisciplinary and inter-cultural conversations 
moved online. (There will be more background to the 
framing of these conversations in the last section of 
this report). 

The first of four such conversations involved Tom 
Shakespeare and Natasha Layton. Shakespeare 
is a social scientist and bioethicist. He is currently 
Professor of Disability Research and Director of the 
International Centre for Evidence in Disability at the 
London School of Hygiene and Tropical Medicine. He 
previously worked at the World Health Organisation 
in Geneva, helping to product the World Report on 
Disability (2011). His disability studies scholarship 
includes the influential Disability rights and wrongs 
(2006, revisited in 2013, Routledge). So – unusually – 
Shakespeare is part of the field of healthcare and also 
the field of disability studies. Layton is an occupational 
therapist practicing, researching and teaching in the 
areas of assistive technology, disability and outcomes. 
She is currently Senior Research Fellow in the School 
of Primary and Allied Health Care at Monash University, 
Melbourne, Australia. Her own scholarship has 
included co-authorship of ‘Assistive technology and 
people: a position paper from the first global research, 
innovation and education on assistive technology 
(GREAT) summit’ (2018).

Collaboration and shared decision-making
In their conversation, Layton and Shakespeare reflect 
on why it is that rehabilitation science and disability 
studies – fields that should have so much in common – 
do not really speak to each other. They reflect on how 
the voices of disabled people are not well represented 

in healthcare in general and how in rehabilitation in 
particular this is arguably even more important. As a 
result of which so much assistive technology goes 
unused because it does not fit into somebody’s life, a 
consideration about which the disabled person, not 
the clinician, is the expert.

Shakespeare and Layton compare their involvement 
in the training of Allied Healthcare Professionals 
and other clinicians: how easy it is for the patient 
to be seen as a diagnosis, a case study, rather 
than as a person. And yet how much difference the 
involvement of disabled people – as individuals – can 
be in reframing the relationship between clinician 
and patient in the minds of the next generation of 
practitioners.

Outcomes and options
Layton challenges the idea that putting up supposedly 
inspirational posters of amputees climbing mountains 
(superheroes, Shakespeare comments) is the best 
way of setting a context in rehabilitation physiotherapy 
gyms. Better for disabled people to themselves set 
more appropriate – more mundane but at the same 
time more meaningful – outcome goals. Layton 
introduces the term ‘need knower’ to describe the 
disabled person as the expert in their own, which 
Shakespeare had not heard before.

Shakespeare reflects on his own experience, in 
which even the presence of psychologists within 
rehabilitation was rather hidden to him as a patient. 
And he speculates about the role that a healthcare 
professional with design expertise might play in 
empowering people to make more or less radical 
aesthetic choices that could change their experience 
of rehabilitation and of living with their disability.

Conversation 3:
discussing 
rehabilitation and 
disabled expertise

(The meaning of the dots over the faces will become clear in 
the last section of the report).
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Tom Shakespeare: I have a PhD 
student who’s just finishing a project 
called Rights Based Rehabilitation, 
which is saying how can we bring 
together rehabilitation sciences and 
disability studies, which have really not 
spoken to each other very much.

Natasha Layton: They have not.

Shakespeare: In disability studies 
traditionally we’ve thought of 
rehabilitation as evil exercise of power 
over poor disabled people, which is 
not true. And in rehabilitation sciences 
I don’t think they’ve always been very 
strong on the voice of disabled people 
and partnership with disabled people. 
[...] 

Layton: I wonder if when we say the 
consumer voice needs to be there, and 
so we have a consumer engagement 
panel or whatever and then you can 
tick off your client centred practice 
checklist – I still don’t think it’s quite 
there. I’m not seeing people directing 
the research or setting the hospital 
priority agenda. And it does wrap back 
to this idea of orthotics and prosthetics 
that Graham has started us off with. 
Because just everyone has a vantage 
point, don’t they? And the people who 
are doing the doing get to create and 
construct. And I’m just looking at the 
‘Hand of you’, my chosen upper limb 
on my diagram here, all I had to work 
with was what some engineer’s come 
up with I felt. Which is a jolly good shot, 
but where are the engineers with the 

intersectional experience?

Shakespeare: Yes. I mean it’s not just 
rehabilitation, it’s also medics generally 
who don’t listen to disabled people and 
don’t prioritise a good collaboration 
with them. But I think in a way it’s more 
important for rehabilitation because 
you’ve got assistive technologies 
which you’re going to rely on day-
to-day. You’ve got transfers or other 
activities which you’re going to do 
every single day. You’re not going to be 
hopefully sick for very long. But you’re 
going to live hopefully for many, many 
decades. And so getting it right… That 
key element, which is the relationship 
between a professional and the person 
with the disability is so important. [...] 
Your job is my empowerment but 
neither of us are going to be successful 
unless I understand your expertise and 
you understand my life. And that I’m 
going to do it my way, which might not 
be approved. 

Layton: And I don’t think we’ve got 
there yet. So words like ‘dignity of risk’. 
Tom, oh Tom, he’s a difficult client, but 
his dignity of risk is to go home and risk 
not managing on the bath board.[...]  

Shakespeare: And we know that so 
much AT just sits there not being 
used. And what a waste of resource 
and time and professional skill and 
potentially what an increase in danger. 
And if only the two people could work 
together better. So my question to 
you, Natasha: you were a very skilled 

26 year old OT, why on earth was it 
that OT training doesn’t put you in that 
position of being the minority? Or put 
you in that position of listening to the 
expertise of a disabled person and to 
have that expertise by experience and 
that expertise by research? What is the 
insecurity or, I don’t know, closedness 
that doesn’t say right, we’ve got to 
learn from these folk? 

Layton: I wonder. And I graduated ages 
ago now, so this is the 80s […] I think 
OT became very medicalised in the 70s 
and 80s having come from an arts and 
crafts sort of place, and now it’s moved 
towards occupation. But even in so 
doing and the work of OTs like Nick 
Pollard and others who write books 
like – there’s a book called the political 
practice of occupational therapy. [...] 
But I think the training’s broad, it has 
to cover a whole load of areas, you’ve 
got to fit in 18 hours of splinting. At 
the same time as quick, we’re going 
to spend half an hour learning what it 
is to, I don’t know, live with a chronic 
illness or the recovery model in mental 
health. So it’s tough to get that right, 
and the transformative thinking that 
you need, that you can probably get 
from one excellent half hour with a user 
expert is just the way I’ve tried to go 
in my recent little sporadic effort into 
teaching. And then people still may or 
may not. But the power to me, the low 
hanging fruit of this is for OT students, 
and I never saw it myself, but OT 
students to see people who are having 
to live with a disability… as well as 

“Rehabilitation 
sciences and 
disability studies 
have really not 
spoken to each 
other very much.” “They have not.”

living with their gender and their race 
and their socioeconomic status and 
their football team preference, as just 
multiple and having a lot to offer. [...] 

Shakespeare: When I was at Norwich 
Medical School, and as I say, we were 
very close to AHP people, I had a 
course called Working with Disabled 
People. And it was two hours a week, it 
was not throughout the whole cohort 
sadly. And I just got a disabled person 
in to talk. And it was two hours, so 
I got two people in to talk. So one 
week it was mental health, and I had 
somebody with bipolar and somebody 
with a personality disorder. And they 
just chatted, they told their life stories. 
And it was really interesting because 
after one such… And we had people 
with aphasia, people with physical 
impairments, people with intellectual 
disabilities, all of these things, week 
by week. I mean it’s the easiest 
teaching I ever did, because I just said 
right, here’s Fred, here’s Sally, let’s 
chat. And away they went. And the 
students loved it. And one student 
came up to a colleague of mine who 
had bipolar, and she said at the end, 
you know, I’m so glad I came to this. 
Before the class I thought people like 
you were like an alien species, and 
now I know you’re just like me. And 
that was the thing. Not that she’d 
come from a place of diagnosis and 
pathologisation, that was part of what 
it was to be a medical student. But at 
the end of the two hours, god, you’re 
just like me. And that was… I nearly 

wept. And I did nothing, it was merely 
being in the same room with people 
with the affected condition. And I 
think all health professionals, let alone 
rehab folk, need to do that and need 
to see the person not as a patient or 
somebody who needs fixed, but as a 
human being. Because I met obviously 
very many wonderful human beings 
who happened to be working in rehab. 
And yet the profession seems not to 
value that element, that being with 
people element. And it’s the same 
with medics. And the more, as you say, 
medicalisation, the more medical they 
get the more they lose that. The more 
they forget that. But you’re a person, 
not just a collection of symptoms. 

Layton: And it’s foundational. [...] 
the physio gym was full of pictures 
of people with amputees climbing 
mountain tops, scaling rivers, fording 
streams.

Shakespeare: Yes, superheroes, yes.

Layton: That’s right. And you go well, 
what’s that about? So why are we so 
green around the edges in rehab that 
we think whacking those posters up 
does the trick? And it’s about listening. 
We see a bit of it now where it’s a 
maker led design of things. Which I 
suppose does more than put people 
in the same room, although with 
your example you were making your 
speakers powerful because they 
were the lecturers. But the maker 
movement I’m looking at or that we 

ran at Swinburne where the students, 
part of their 1,000 hours was making 
projects with the need knower. So the 
person with the disability was the need 
knower, you’ve probably heard those 
terms.

Shakespeare: No, I haven’t, that’s very 
interesting.[...] 

Layton: And I’m trying at the moment 
to do an outcome tool called My 
Assistive Technology Outcomes, which 
would put a few ways of measuring 
outcomes into the hands of the person 
about whom we are talking. So you, 
Tom, were you to use it, you would 
go what are my supports? What are 
my outcomes according to the ICF? 
So not just has my wheelchair ticked 
off mobility, but oh, look at that, I’m 
wheeling in and out of church. General 
tasks and demands, I can go around 
the kitchen. The whole nine activity 
and participation chapters. What 
are my costs? But what are my cost 
offsets? What was my service delivery 
like? Did I get everything? What was 
my customer experience? Is it the 
right colour? And then a pre and 
post measure of how that all went. 
And we’re framing that tool, so I’m 
doing it with a whole lot of AT users 
here, and they chose to call it My AT 
Outcomes Tool. It always sounds like 
My First Pony. But it is for the user and 
their assistive technologist, and their 
therapist, and their team. So I think 
will that do the trick? If you frame it at 
the top level that they’re directing, the 

“Your job is my 
empowerment...”

Discussing rehabilitation and disabled expertise

“... but neither of 
us are going to be 
successful unless 
I understand your 
expertise and you 
understand my 
life.”
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person with disability is directing the 
treating team. I don’t know.

Shakespeare: Yes. We need – whether 
it’s wheelchair technologists or OTs, 
whatever – with the best possible 
science. They need to know that 
evidence suggests that this is a good 
way forward. But obviously every 
individual, they need to be aware of 
the evidence but they also have their 
own way of doing things and their 
own, I don’t know, physical quirks or 
environments.[...] 

Layton: I think there are two tension 
areas I see with how much a person 
is directing this themselves. And 
the people are now 3D printing a lot 
of… certainly prosthetic upper limbs 
and other devices with scant regard 
to standards or regulation or often 
function. So I always think oh, is this 
just therapists being really precious 
again? Or actually you can throw the 
baby out with the bath water. 

Shakespeare: Yes, there’s stuff you 
need to remember, yes.

Layton: That’s right. And the WHO at 
the moment are doing this massive 
push to decant that professionalised 
knowledge, such that people have it 
themselves. So that’s a good thing 
probably. 

Shakespeare: Yes.

Layton: But I know... others in the 

rehab domain are going actually, not… 
[if] you look at CBR (community based 
rehab) workers, and then you look at 
someone who’s got a master’s degree, 
what I’m hearing them saying is there’s 
actually a limit to how much we can 
bundle this up into a fact sheet or a top 
tips…

Shakespeare: I’m sure there is 
because we need both. We need an 
empowered consumer… But I don’t 
need to know everything… I’m a middle 
class, very educated person. So I think 
I get really good service, whether it’s 
wheelchairs or orthotics or whatever. 
Because I know the right questions to 
ask. And I know the options that might 
be there. But I can’t dispense with the 
expert because they’re going to say 
well, yes, you could do that. But the 
downside of the ‘frog wheels’ is this, 
have you thought about that? Oh no, 
I didn’t. So I think the empowerment 
of the consumer is not turning the 
consumer into an OT or a physio or a 
P&O specialist, because that’s years 
and years of training. You’re never 
going to be…

Layton: And it’s boring. Who wants to 
do that?

Shakespeare: And who wants to? I 
don’t want to spend my life… But I need 
to know enough to know some of the 
options. [...] 
I remember going to see my friend, 
a very good friend, and had motor 
neuron disease. And he loved whisky, 

Scottish whisky, he lived in Scotland. 
And I went to see him, and he had a 
whole row, he had about eight or ten 
of them. And I only ever had one bottle 
of malt whisky at a time. And so I said 
oh, I haven’t tried that one. And I don’t 
even know if I even drank it, but I had a 
sniff. And I put the lid back on, and it’s 
a cork and you put it back on. And he 
said don’t do that. And I said what do 
you mean? And then I realised that all 
of his bottles of malt, the cork was just 
in. So it wasn’t wound in, it was just in. 
And he said I don’t have the physical 
strength to take out the top of a bottle 
of malt. And my… whoever they were, 
care workers, are not allowed to open 
them. So I have to have them just like 
that, so that they won’t evaporate and I 
can tip some into a glass.

Layton: It’s so subtle… it’s so careful, 
isn’t it?

Shakespeare: And my goodness, that 
tiny thing. As you say, the subtly, that 
tiny thing. And that was a care worker 
from the council who were not allowed 
to give him a drink. And he was never a 
drunk. He would’ve had a shot of malt 
whisky a night sort of thing. But they 
weren’t allowed to do it. And then he 
had his personal assistance employed 
by him, and they were, he could get 
them to do it. And it doesn’t sound like 
a big change, but all of these things 
are quite subtle, quite nuanced about 
who is allowed to do what and who is 
in charge. And in the latter case he was 
in charge, he was the employer and so 

within reason his personal assistant 
would do what he asked, which was 
give me a shot of malt please, for the 
evening. So it’s very interesting. And I 
think the worry is power.

Layton: I think it is. I think it is power. 
[...] 

Shakespeare: But just one anecdote 
[...], when I was in rehabilitation...  when 
you go from being a walker to a spinal 
cord injured person using a wheelchair, 
it’s one of the big shifts. And there are 
others when you have an amputation 
or whatever. These are huge, huge life 
changing shifts. And so what is more 
important than anything else in those 
days, it’s psychology. And I remember 
there were two psychologists at the 
rehabilitation hospital, but we were 
never introduced to them. We were 
never really told about them. And 
I happen to go past… go from the 
computer room where I was looking 
at my emails, and I noticed this door 
had ‘Psychologist’ on it. And it was 
ajar. So I knocked on the door, said 
hello, I’ve just become paralysed, I’m 
using a wheelchair, I could probably 
do with a psychologist. And he said 
well, we’re here to see you. Nobody 
told me. There’s two of us, you could 
see a man or a woman. That’s great. 
When can I see you? Tomorrow. And 
so while I was in rehab hospital I had 
an hour’s psychology consultation 
once a week – I was there for seven 
weeks – and it was really, really helpful. 
But if they can’t even get psychology 

right, and you’d have thought that is 
basic to the transformation that you’re 
encountering, then the likelihood that 
they’re going to get design right is very, 
very low. But wouldn’t it be great if 
there was not a door marked designer, 
but a person on hand who was saying 
so, do you know how we can make 
it look? Vadoom. Here my swatches. 
Vadoom, here are my different sorts 
of hands or wheelchairs or whatever. 
That would be fantastic. I think at the 
moment it’s very consumerised, so 
you might get a catalogue from the 
manufacturer if you’re paying for the 
technology. But there isn’t a patient 
advocate who can say I’m the designer 
and I’m here to make sure that 
whatever you get is what you want in 
the way it looks. And I think that would 
be astounding, they’d be like a wizard. 
I think they should have full long robes 
and a pointy hat and go, you know, 
your sorting hat: you’re going to be in 
the functional box, so you’re going to 
be in the romantic box or the whacky 
box or whatever it might be. I think it 
would be really cool. I think you should 
also get a warning that you have to live 
with this for ten years and somebody, a 
user would say I made a radical choice 
and I regret it. Or I made a radical 
choice and I love it. And it’s become 
me. [...] 
And I think that the personality of 
the orthotist, physio, occupational 
therapist is so key. I’m sure what you 
propose is right, Natasha, but at the 
end of the day if the person who’s 
doing the advising is an awkward sod 

who thinks they know best, it’s not 
going to go as well…

Layton: If they’re a gatekeeper, yes.

Shakespeare: If they’re a warm, 
receptive, empowering person who 
can say I know you said this is what 
you want, let’s just quickly look at 
the other options just in case, but 
otherwise we’ll come back to what you 
want, all of those sorts of negotiations, 
people skills. And what we want is for 
the disabled person to end up with an 
appropriate technology which they can 
maintain, which they continue to love, 
which they’re proud of or they benefit 
from and so on. That’s the outcome we 
want. 

approx. 20 minutes from a 100 minute 

conversation, held online (during lockdown)  

30 September 2020. 

[...] indicates a discontinuity in the 

transcript; sections are not necessarily 

printed in the order in which they were 

spoken.

“If they can’t even 
get psychology 
right, then the 
likelihood that 
they’re going to get 
design right is very 
low.”

Discussing rehabilitation and disabled expertise

“We want the 
disabled person 
to end up with 
an appropriate 
technology that 
they continue to 
love.”
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A physiotherapy gym in a limb fitting centre, photographed 
during a conversation with physiotherapists and 
occupational therapists, before lockdown.

Discussing rehabilitation and disabled expertise

“The physio gym 
was full of pictures 
of amputees 
climbing mountain 
tops. What’s that 
about?”
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Left page: a Maruni Wood Industry craftsperson hand-
finishing a Hiroshima armchair;
Right page: a detail of a Japanese response to ‘Hand of you’ 
at ISPO.

There was a wonderful serendipity in the next event 
in the study, which by coincidence afforded two 
perspectives that this research is attempting to bring 
together. The 17th World Congress of the International 
Society for Prosthetics and Orthotics (ISPO) was held 
in Kobe, Japan from 5–8 October 2019.

Presenting at the International Society for 
Prosthetics and Orthotics
A paper entitled ‘Japanese design influences on 
nuance and ownership in Hands of X’ was submitted, 
that related to the focus of the THIS Institute study 
and also the location of the conference: of 4,400 
participants from 97 countries, 63% were Japanese.

The talk was scheduled in a session themed around 
‘Psychosocial issues / Quality of life’ which of all 
the congress topics seemed the most relevant and 
interesting to present within (more appropriate 
than ‘Prosthetics: upper limb’ even, since the issues 
we were discussing transcend prosthetic hands). 
Within prosthetics, the notion of ‘Psychoprosthetics’, 
proposed by the Dublin Psychoprosthetics Group 
in 2008, is the study of the psychological aspects of 
prosthetic use, including “quality of life, well-being, 
participation in society, and cosmetic satisfaction”.

Yet the dominant research methodology in the other 
talks in that session was the analysis of numerical 
outcome measures in response to clinically- or 
technically-defined interventions. The research 
questions were whether or not ‘quality of life’ as 
assessed through existing outcome measures 
demonstrably improved rather than to better 
understand the role of prosthetics in everyday lived 
experience; quantitative rather than qualitative. 
‘Psychosocial’ felt to be narrowly addressed.

So the talk and our film of prosthetics wearers’ 
experiences and reflections felt out of place amongst 
so many bar charts and statistical analyses. It did 
not manage to catalyse the discussion that had been 
hoped for. Even the ‘Hand of you’ exercise attracted 
little interest: we had only been allowed to deploy this 
within the small session room (one of eight parallel 
sessions, in different parts of the conference centre), 
amongst that session’s participants and within a short 
break between papers, which limited the opportunity 
for people to engage with it or to encounter it.

Considering 
everyday 
aesthetics
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Visiting Japan
Before flying home, I took the opportunity to fit 
four visits into two further days. Naoto Fukasawa 
is a renowned industrial designer whose quietly 
understated designs for domestic objects and 
furniture are intended to fit comfortably into people’s 
everyday lives. It was this understatement that had 
inspired us on Hands of X as we sought an approach 
to designing a prosthetic hand that embodied the 
stance of ‘No triumph no tragedy’ (more on this in the 
section ‘Connecting with disability studies’) that many 
disabled people have towards their disability.

Kengo Kuma was the architect of the V&A Museum 
of Design in Dundee. His practice’s buildings often 
employ natural materials – wood; bamboo; stone – 
yet in innovative ways. This approach to design had 
informed Hands of X in which, once we had identified 
materials such as woods and leathers that resonated 
with wearers, we explored how their qualities might be 
employed in a practical prosthetic hand, evolving the 
designs that our participants had proposed.

O’Reilly Japan were translating the book Design meets 
disability, including a preface to the Japanese edition 
written 12 years after the publication of the original 
English edition. The book calls for more collaboration 
between medical engineering and design, between 
clinical and art cultures. The translation supervisor 
Shigeru Kobayashi prepared an abstract that 
emphasises a broad relevance of the book to any 
organisation comprised of people from different 
disciplines seeking to harness the initial tensions 
between their different perspectives.

Maruni Wood Industry outside Hiroshima makes 
wooden furniture, including the iconic Hiroshima 
armchair designed by Naoto Fukasawa. They have 
an ethos of ‘industrialised craftsmanship’, combining 
deep expertise in timber selection with machine tools; 
computer-controlled milling with hand-finishing. It is 
striking that this range of skills and sensibilities is also 
found in prosthetics, from the automated assembly of 
(identical) robotic hands and microprocessor knees 
to the hand-crafting of (bespoke) limb sockets and 
orthotic footwear. Yet not combined within a design, 
as we were interested to explore on Hands of X.

All four meetings highlighted a degree of nuance in 
Japanese design that feels relevant – yet currently 

missing – from prosthetics. Part of this is how 
engrained aesthetics is in Japanese culture: everyday 
aesthetics rather than the aesthetics of fine art. 
Soetsu Yanagi’s book The beauty of everyday things 
is a celebration of the often anonymously crafted 
domestic objects that as the British designer Jasper 
Morrison has said “continues to inspire all those 
involved in shaping our everyday world”.

It is perhaps telling that in our own culture, the 
book’s title is likely to bring to mind Don Norman’s 
influential The design of everyday things. This book 
was conceived whilst Norman was working at 
the Applied Psychology Unit at the British Medical 
Research Council. It focusses on the usability of 
designed objects and systems and the errors that 
can be caused by bad design. Although Norman 
himself argues that “appropriate, human-centred 
design required all the considerations [including 
aesthetics as well as engineering] be addressed from 
the very beginning”, it is an emphasis on functionality 
over aesthetics that dominates prosthetics and 
medical engineering. This is one theme that our next 
conversational pairing directed their discussion 
towards.
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Below: a factory tour of Maruni Wood Industry, Hiroshima.

Considering everyday aesthetics

Below left: cover of the Japanese Design meets disability.
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Andrew Gannon

and Maggie Donovan-Hall

Our next conversation takes a broader perspective 
than the last and connects two individuals whose 
worlds seem further apart, even though each could 
be said to be involved in improving healthcare in some 
way. Andrew Gannon is an artist living and practicing 
in Edinburgh, Scotland. He has limb difference and 
wears an Össur iLimb upper limb prosthesis – and 
is an ambassador for Össur, providing feedback on 
products and prototypes and peer advice to other 
wearers. Maggie Donovan-Hall is a researcher with 
a background in health psychology and currently 
Associate Professor in the School of Health Sciences 
at the University of Southampton, England. She 
has a particular interest in understanding users’ 
experiences of and views regarding assistive 
technologies in rehabilitation, and a growing 
programme of research related to widening the 
access to health services in lower middle income 
countries.

The following extracts from the conversation start 
with Gannon’s art practice and ends with Donovan-
Hall’s research into patient-reported outcome 
measures. Perhaps what is most notable are how 
closely woven the two strands are: “I think that’s a 
really interesting perspective because it’s come up 
in research so often” responds Donovan-Hall, even 
when Gannon is not talking about healthcare directly.

Function and ableism
Gannon has been using sculpture to explore and 
critique what have been the conventional and 
accepted roles of prostheses: to restore appearance 
and functionality. In Gannon’s own work this is linked 
to a critique of capitalism and what it means to be a 
useful member of society.

A narrow emphasis on functionality can bring with 
it ableism: a judgement of worth based on ability. 
Gannon and Donovan-Hall mention the related effect 
of ‘internalised ableism’ in which disabled people can 
mirror the prejudice they face and think of themselves 
as being less worthy than a non-disabled person, 
perhaps even perceiving themselves as a burden to 
others and framing their own disability as a problem 
that they are obliged to overcome.
 
Aesthetics and everyday life
As an artist, Gannon is in a good position to reflect 
on attitudes towards aesthetics. He sees it as 
something that is not taken as seriously in the UK 
as in some other countries and cultures – not just in 
terms of the reception of fine art but also in everyday 
life. That aesthetics is infrequently discussed 
outside healthcare could be another barrier to it 
being discussed within shared decision making in 
healthcare.

If aesthetics is not seriously articulated or analysed, 
this could further inhibit it being measured and 
included in evidence-based medicine. In healthcare 
there can be a tension between the value of 
measuring things that are objective, yet embracing 
the value of person-centred care which inevitably 
involves assessing outcomes according to an 
individual’s – personal; subjective – values. Gannon 
and Donovan-Hall are in agreement about what a 
significant challenge this is, yet how important.

Conversation 4:
discussing ableism 
and aesthetics
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Andrew Gannon: ... these things have 
come together. And a lot of the work 
I’m making at the minute is around limb 
difference, and basically starting from 
this observation based on medical 
model ideas of what a prosthesis 
should be. And the [...] two prongs 
that I’ve identified is: one, it should 
either be functional [...] so that you 
can be a functional capitalist, so that 
you can operate within a... so that 
you are not a scrounger basically. We 
want to make you an able worker. Or 
the second thing is cosmesis. And 
again, the cosmesis might have this 
guise of because we want to make 
you more comfortable, but really, it’s 
about we want other people to be 
more comfortable with your disability, 
we want less visibility for your disability 
because [...] that’s different and that’s 
the inconvenience. As opposed to the 
social angle which would be that the 
thing at fault here is not my disability, 
it’s the fact that we live in a designed 
world that’s not designed for us. 
So my starting point for this recent 
body of sculpture has been what if I 
invert those, what is a prosthesis if 
it’s neither of those things? And I’m 
taking [it] into absurd areas, with some 
interesting results, I think. But I think 
the interesting thing is this idea of 
cosmesis and the way that the medical 
model neatly fits into a capitalist idea 
of what disability should be and how it 
should fit into society. And it’s basically 
about [...] I don’t know, it starts to get 
into identity politics and you start 
having to talk about intersectionality 

and about not rocking the boat, and 
status quos, and…. 

Maggie Donovan-Hall: I think that’s 
really interesting, and that goes back 
to your point, I mean I wrote it down, 
your internalised ableism that you 
talked about before.

Gannon: Yes.

Donovan-Hall: And I think that’s a really 
interesting perspective because it’s 
come up in research so often. And 
I’ve started to just unpick this a little 
bit in some work we’ve recently done 
about this aspect of normal and how 
that almost goes against the grain 
of a lot of the disability work. And I 
think that links into your point about 
ableism and things like that, and the 
purpose of function. I think I’ve been 
challenged by that quite a lot over the 
years, and thinking about and working 
in multidisciplinary teams and working 
with different people; and I think that 
function or something being useful 
has so many different levels and that 
it means so many different things 
to different people. And that’s okay, 
and that’s the way it should be, and 
so when we try to measure it with 
outcome measures and come up with 
this decision whether something is 
useful or not, or worthwhile, or meeting 
its outcomes, it’s very difficult to do 
that because it has so many different 
meanings for different people in 
different situations. [...]
But when we look at hierarchy of 

evidence and the kind of research 
that’s often going back to the 
biomedical model, that’s often really 
valuable. It wouldn’t identify those 
issues, because we see that there’s 
a lot of case-study research, and 
there’s a lack of randomised controlled 
trials. And then when we look at the 
hierarchy of evidence, that means that 
when people do systematic reviews, 
they’re always criticising the type of 
research used. And that’s really, really 
difficult because it doesn’t actually 
give us a way of identifying these really 
meaningful aspects. And I think that 
can impact on… because if you looked 
at doing a randomised controlled 
trial of upper limb loss, for example, 
it would be really, really difficult and 
on lots of different levels. And I think 
that’s a really important thing, we don’t 
always know [...] In my opinion, unless 
we carry out good quality qualitative 
research and studies like this to really 
try to understand what the problems 
are, then we end up measuring the 
wrong things; just concentrating on 
easy things like functional tasks and 
things like that.

Gannon: And that I feel needs to be 
explained, and constantly explained, 
because again it goes against this 
social attitude – and I think it is a social 
attitude – that all these problems, 
like shoulder mobility or the way that 
you have to do things, is because I’m 
having – and I’m going to refer to me 
but extrapolate it to mean kind of most 
disabled bodies – having to adapt to an 

“Something being 
useful means so 
many different 
things to different 
people.  
And that’s okay.”

environment that excludes them. 

Donovan-Hall: Yes.

Gannon: And the reason I didn’t have 
a problem linking it to capitalism is 
because that is not a natural state. 
There’s this assumption that we live 
in this world and it’s this natural state 
that just exists. And no, everything 
about it is designed and built and 
has been constructed, and in being 
constructed has excluded people. And, 
well, the need of the individual is that 
there is a social problem that we all 
– we all – contribute to, because that 
involves all of us. And that excludes 
those people. So again it comes 
back to social ideas of what disabled 
people are, or what they want, and this 
constant… I keep referring back to this 
idea of scroungers and strivers, this 
fits neatly into something Graham and 
I have talked about before, which is the 
triumph over tragedy narrative, which 
is the only socially acceptable narrative 
around disability. Which is okay, I’m not 
against the narrative, and I know a lot 
of people who that narrative applies to. 
And their stories are fascinating and 
important, and deserve the visibility 
that they get, I’m not against them. I’m 
against the idea that that is the only 
narrative that is available and that 
excludes so many people. And it even 
comes down to my own frustration 
with medically being referred to as an 
amputee, because it’s much easier to 
use a catch-all term for limb difference, 
rather than using limb difference or 

using amputee. Well, that conflates my 
experience with somebody who has 
been through a trauma. I haven’t been 
through a trauma, in the same way 
that I haven’t experienced tragedy, I 
don’t consider being born tragic. But 
this all fits into that, it all comes back 
to… and this is why I’m saying it’s been 
a long few years of unravelling and 
unpicking what is essentially my own 
[internalised ableism]... I’m unpicking 
these things because they’re what 
I thought. Not consciously, not 
deliberately, but they were positions 
that I held. So I can feel confident that 
if I as somebody with a limb difference 
felt this way, then that’s a pretty strong 
social belief system.

Donovan-Hall: Yes. I think your point 
about social views and social norms 
links very much to the move towards 
trying to have a better social model 
of disability and things like that. And 
we’re just not there yet, are we [...]
When we carried out research for 
children, we met some children that 
had been given such heavy limbs that 
they couldn’t possibly use them on a 
daily basis or for any length of time. 
[...] And what came out of that is the 
language that we often use, going 
back to the medical model – and 
I’ve gone on about this for years and 
talked to my students about it quite a 
lot – but we will use words and terms: 
limb abandonment or non-adherence 
or non-use. And actually, they’re 
words in my view that really blame the 
individual. 

Gannon: I agree with that completely, 
and I’d take it further, because there 
are also attitudes – and again at no 
point during any of this do I hold any 
limb-different person and their choices 
responsible[...] – if somebody doesn’t 
want to use a limb that is entirely up to 
them and it’s a completely valid choice 
– but a lot of that can be about identity, 
about wanting to claim an identity, and 
seeing being told to use a prosthesis 
that doesn’t suit them or that they 
don’t use, as something that they’re 
going to rebel… that is meant in that 
way that I was talking before as we 
want you to cover up and be normal. 
[...]
Since the Paralympics… I’m noticing, 
particularly lower limb, a lot more 
people wearing shorts with a pole, 
rather than a cosmesis; you see a lot 
more people wearing their metal with a 
shoe on it. Which I think is a good thing. 
Again, I’ve had this conversation with 
people who wear cosmeses and have 
been offended [...] because people 
have outright come out and said they 
are wrong for doing this because we 
should really be furthering the visibility 
of disability by wearing things that 
look like prostheses. And I think it’s 
down to an individual, and you can’t 
blame somebody for being brought up 
in a society that says you have these 
beauty standards and then expect 
them to completely throw those 
away… Because I can completely 
understand why people would want to 
wear cosmetics. But having said that... 
again because I’ve not lost anything 

“Everything about 
the world is 
designed and in 
being constructed 
has excluded 
people.”

Discussing ableism and aesthetics
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either, I’ve never had a left arm, up 
until the age of 34 every prosthesis I 
had tried to imitate a skin colour and 
a fingernail, and pores and that; and I 
never wanted that. And nobody ever 
asked, but I never wanted that in a 
limb. So when I was given the option 
for something that came in [...] just 
plain black, or clear, or [...] covers, I 
[said] yes, that’s great, because that…

Donovan-Hall: Yes. I think that’s really 
important and it’s come up in our 
research a lot… and other things I’ve 
read, about lots of different things. So 
in terms of the appearance, if you’re 
going to give somebody something 
realistic, then if it doesn’t match the 
colour of their skin then that can 
actually be worse. And then children 
have also shared how the silicone 
covers can often become dirty really 
quickly, and how they – I mean they are 
articulated – but if they had a dirty-
looking cover that they couldn’t clean 
then people would think they were 
dirty. And it was just really interesting. 
And I think sometimes we go out of 
our way to try to make something 
realistic, but they actually can be more 
uncomfortable for people, especially 
if it does get really dirty or if it doesn’t 
match their skin, it’s an orange colour. 
And a little bit of work we’ve been 
doing in low- and middle-income 
countries, you know that prosthetics 
are mainly made in more Western 
countries, and people being given ones 
that are completely the wrong colour 
of their skin and just look terrible.

Gannon: Thirty-five years, and they 
never got a skin… I don’t think they 
made one this white, but I never had 
one that matched. And then I used to 
draw all over them as a kid, and I’d get 
told off for drawing on them because 
they were expensive. But, well, I don’t 
want it to look like what you look like.

Donovan-Hall: And always, yes, 
Barbie’s hand. Yes. [...]

Gannon: I would get told off by my 
prosthetist [...] Obviously when you’re 
a kid and you go in and you just get 
what you’re given. And then there was 
a certain age I got to where I found 
the swatch sheet that had all the 
different skin tones in, and asked for 
the darkest one, which admittedly may 
be problematic in other ways, but I just 
wanted something that was different. 
But I was outright told, no… you had to 
have the one that was closest match 
to your skin; which never matched my 
skin, like you said. [...] So when you 
ask somebody to design their own 
thing you’re not necessarily going 
to get the best thing at the end of it; 
there is a reason we have designers. 
So I keep saying I want choice, and I 
want people who are qualified to do 
that to do that. I don’t necessarily 
want to have to design it myself. But it 
is that thing that when you’re dealing 
with the NHS, the NHS doesn’t have a 
design department because they’re 
a medical organisation. So it’s kind of 
tricky, isn’t it, it’s like I was talking to 
Graham before about when you go 

and get glasses you don’t speak to 
the same person about your lenses 
as you do about the frames. You can’t 
really do that through the NHS. But 
then when we were kids if you went 
to the NHS there were boys’ glasses 
and girls’ glasses, right? That was your 
option. You didn’t get a choice about 
the frames then either. So… sorry, I’m 
rambling again.

Donovan-Hall: No, I completely agree.

Gannon: [...] But again when you talked 
about seeing things in catalogues and 
things like that, that’s not something 
that me as a patient or as a hand user, 
or however you want to describe me, 
it’s not something that I would see 
necessarily, because those catalogues 
are sent to clinicians and prosthetists. 
So it’s up to the medical professional to 
prescribe, because that’s the system 
that’s in place. [...]But then at the 
same time there’s also a weird system 
in place whereas if I don’t ask for 
something they won’t offer it, because 
it costs money. So I have to go with a 
particular need or problem and say, I’ve 
seen this. Which comes back to that 
idea of visibility.

Donovan-Hall: But I think I really 
agree and resonate with a lot of the 
things that [you] said in terms of it’s 
really hard to know from a user’s 
perspective, [...] you’re prescribed, 
you’re given, you’re provided; I think 
all of that language illustrates that 
you’re not necessarily really involved 

in that decision-making process. And 
I think the prescriptions – that word, 
provision – that it’s always we give to 
you; so you’re the one that’s being told. 
[...] we use terms like being patient 
centred, person centred, user led; all of 
that kind of thing. [...]

Gannon: The other side of that coin is 
that in order for that person to know 
what they want they have to be able 
to engage with that critically, which 
means understanding more about [...] 
But me identifying as normal for so 
long, as able bodied, meant that part 
of that was not needing anything... I 
wore a prosthesis because that was 
kept within a realm of acceptability 
in terms of my own kind of narrative. 
But yes, not acknowledging, seeing 
yourself as able bodied [...] is excluding 
conversations around what you might 
want or what you might need. Or 
sometimes I’ve not known that I’ve 
wanted or needed things until I’ve 
spoken to other people who were in 
similar situations to me, so if I’m not 
socialising with those people... And 
again, I’ve seen and heard of other 
people, other kids, doing exactly what 
I did at their age, which would have 
been back in the ’80s and ’90s, but 
it’s still happening now. So it seems to 
me that we’re still operating in a very 
similar way. And how do you know 
what you want if you don’t fully accept 
the situation as it is?

Donovan-Hall: Yes.

Gannon: Or if you’re denying part of 
your experience…

Donovan-Hall: Yes.

Gannon: It’s funny, isn’t it, once you 
stop to think about it it’s like I distance 
myself from an idea of disability 
because I do have this social idea 
of disability, and I don’t apply that to 
myself because I know that I’m able 
to do things, that I associate disability 
with a negative, and that they’re not 
able to do those things. But then I 
don’t acknowledge that other people’s 
perception of me is based on that very 
thing that I’m distancing myself from. 

Donovan-Hall: It’s a paradox, really, 
isn’t it?

Gannon: Yes, that’s the word. 

Donovan-Hall: ... I’ve done a little bit 
of work with some charities over 
the years, and I think the point that 
you raised before about sometimes 
parents not knowing. They’re in 
the same situation, aren’t they, 
and especially having a child with 
congenital limb difference, you might 
not know, and so meeting other 
people and being part of charities and 
things like that. And I feel that from 
some of the parents I’ve spoken to 
over the years that’s quite important 
because you get to know what else 
is out there, because you’re always 
frightened that you’re not going to be 
able to get enough information or told 

enough information, or somebody is 
withholding information from you. So if 
you can go to the Reach charity events 
and things like that at least you can 
see how you’re doing; and it’s almost 
a yardstick of are you making sure 
that you’re getting the most relevant 
or up-to-date technology or input or 
support for your child. And I think that 
must be very pressurising for children, 
and for their parents as well, to have to 
constantly say is everything available 
to me that could be? [...]

Gannon: I’ve taken part in lots of 
questionnaires and things like that… 
But again, it comes down to that 
idea that it’s a medical… when you’re 
dealing with the NHS it’s a medical 
[...] And again, it seems to come 
back to another social idea, or social 
understanding, that aesthetics – [not] 
just aesthetics from an art point of 
view, but aesthetics generally – are 
seen as something that is not really 
important [...] We devalue the arts, we 
devalue aesthetics, we don’t see it as 
something that matters. So how you 
can then expect to have conversations 
where people understand that 
aesthetics have a very real impact 
on your life, on your social day to 
day, on your frame of mind and on 
your identity, on who you think... It’s 
funny, isn’t it, because people innately 
understand it because they are very 
particular about things that they wear 
and the things that they buy, and the 
things that they watch; but at the same 
time, to have that conversation is very 

Discussing ableism and aesthetics

“I was told no, 
you had to have 
the one that was 
closest match to 
your skin.”

and we’re just not 
there yet, are we.”

“I think your point 
about social norms 
links to trying to 
have a better social 
model of disability
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difficult because everything is framed 
against the aesthetic. We ridicule art 
in this country, that’s what it is, it’s 
there to be lampooned in the press; 
we don’t have a good track record of 
wanting to understand art, or wanting 
to understand aesthetics, or wanting 
to think about why these things are 
important in a very real way for our 
daily lives. [...] So then to say to the 
NHS, well, you know, the NHS is set up 
from a medical and a functional point 
of view, and it’s set up with this kind of 
long-standing attitude to fix problems. 
Well, fixing the problem is making 
somebody functional and measuring 
that. I think it’s important to remember 
that one of the conversations that 
seems to be happening a lot at the 
minute is that there’s been very little to 
no contact with physios for upper-limb 
patients... throughout all of my life for 
example, I’ve never had appointments 
with a physio to understand that there 
is actual physical change happening 
to my body because of the way that I 
have to adapt to the world. And that 
seems within the realms of what the 
NHS should understand. So then to 
expect it to understand how design 
maps onto this as well… I don’t know 
whether it’s asking too much of them 
[...] I understand why it’s not a priority 
on those questionnaires maybe. [...]

Donovan-Hall: I think when we look at 
any type of patient-reported outcome 
measure it’s very hard to do. And I 
think taking a really patient-centred 
approach [...] people are having to 

measure things to show the value of 
a service [...] We do need to be able 
to do it. And I think patient-reported 
outcome measures are a very complex 
and problematic area in all areas of 
healthcare and rehabilitation. [...] Again 
it’s this paradox, it’s about wanting to 
measure things to be able to illustrate 
where what’s doing well, what isn’t 
doing well, what people think about 
something; so you’re having something 
that’s very measurable and relates to 
lots of different areas, but also having 
something that really the other side 
of it is really it acknowledges the 
individual differences in what people 
want on an individual level. And I think 
it’s really, really difficult, and we need… 
we can’t necessarily look at things 
on a very individualistic level and not 
have any type of comparison, because 
then we can never turn round, we can 
never make any type of judgement or 
consensus or agreement where areas 
of funding need to go or things like 
that. So it’s a very difficult area, and 
I don’t think it’s any different in our 
other areas. One of my PhD students 
is looking at outcome measures 
[...] and she’s just writing this really 
nice narrative review. And I think it’s 
just really, really complicated. We’ve 
got those two questions of what 
do we measure, what’s important 
to measure, and then the second 
question is how do we measure it; and 
I think that’s really important. If we 
asked Andrew what he thought was 
important to measure and to look at, 
it’s going to be completely different 

to somebody else. And then how we 
go about measuring it is difficult as 
well. So I think it’s really difficult, and 
I feel we still need to carry on doing 
more work in this area because to 
have some type of meaningful patient-
centred outcome measure which is 
then based on good-quality qualitative 
research that really understands 
people’s perspectives, and then we go 
on to develop a tool that actually can 
do this in a way that we can explore 
whether these beliefs are held by 
the wider population, and then make 
change. You need something to be able 
to make change on and priority set on. 
So it’s very, very difficult. I don’t think 
I’ve explained that very clearly.

Gannon: I think you did. I think just 
to reiterate what I was saying, or to 
come back to this idea that acceptable 
aesthetics around prosthetics were 
cosmetic, medical, or... if it looked 
technological and that was great. I 
think since, to use the example again of 
the Paralympics, since then, athletic… 
which might fit into technology, but 
certainly there are partnerships 
with Nike and with other brands and 
therefore designers, that I think gives 
us an example of how those things 
are linked. And I think, to go back to 
that idea of visibility being one of the 
most important things, that with more 
visibility more people will get involved. 
So the design aspect of things 
perhaps only comes when designers 
are aware that there’s something to 
design; because it’s a very niche… And 

“We don’t have 
a good track 
record of wanting 
to understand 
aesthetics, or why 
it is important for 
our daily lives.”

obviously there are the two different 
things, aren’t there, there’s the kind 
of functional design of the object 
and then there’s the aesthetics or 
the identity aesthetics, or whatever 
you want to apply to that in order to 
personalise something [...] But yes, I 
suppose it’s the latter that I’m talking 
about, this idea that through visibility 
I think is how we solve a lot of these 
problems. 

approx. 30 minutes from a 105 minute 
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“And nobody ever 
asked, but I never 
wanted that in a 
limb.”
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Studio Ordinary in DJCAD, University of 
Dundee, opened in Summer 2021.

Alongside and including the lived experience of 
disabled people, the field of disability studies 
considers the social, historical and cultural aspects 
of disability. Rather than taking a clinical perspective, 
it is rooted as much in the humanities as in the social 
sciences, including representations of disability in 
literature and social histories that include (or tellingly 
omit) disabled people. The field consciously resists 
a medicalisation of disability – sometimes using the 
term critical disability studies to differentiate itself 
from other disability-related study more concerned 
with directly solving problems of accessibility.

Yet despite its own conscious distancing from 
healthcare, disability studies feels relevant to 
this study. Drawing on and related to science and 
technology studies and cultural studies, it is the 
domain in which the most nuanced debate may 
be found about the cultural meaning of objects 
associated with disability – more nuanced than in the 
fields of rehabilitation engineering or prosthetics that 
are typically responsible for developing such objects. 
It is also a field in which the voices of disabled people 
are directly represented. 

Sophie Goggins, Senior Curator of Biomedical Science 
at National Museums Scotland, has introduced 
the voices of wearers into exhibits of prosthetics 
(Edinburgh having been a centre for the development 
of prosthetic hands, including the iLimb) – where 
previously the displays were centred on the 
technologies and its inventors. “But we also want to 
emphasise the everyday; and we maintain that this 
endeavour is best served by using the stories and 
voices of the users themselves.” In the nuances of 
narratives and counter-narratives, Goggins and her 
colleagues are revealing a more complex picture.

Founding Studio Ordinary
The framing of disability implicitly has a bearing on the 
role that design can play in the lives and experiences 
of disabled people. And vice versa: design is 
sometimes assumed, narrowly, to always be about  
‘problem solving’. Whereas design research can play 
an exploratory and critical role in ‘problem setting’.

A wish to challenge these assumptions led to the 
founding of Studio Ordinary during the course of 
this study. An interdisciplinary research group at 
the University of Dundee across the schools of 
Art & Design (Duncan of Jordanstone College of 
Art & Design: DJCAD), Humanities and Education & 
Social Work (humanities and social work are now 
within a single school). Co-founded by disabled 
and non-disabled researchers, including Fiona 
Kumari Campbell, Professor of Disability and 
Ableism Studies and author of Contours of ableism, 
Teo Mladenov, previously Marie Curie Individual 
Fellow at the European Network on Independent 
Living and Leverhulme Early Career Fellow at the 
Centre for Public Policy Research, King’s College 
London and author of Critical theory and disability: a 
phenomenological approach; Eddie Small, lecturer 
and researcher in English and a disabled mentor on 
Hands of X and designers Andrew Cook, Katie Brown 
and Paul Gault.

We currently occupy a studio in the Matthew Building 
of DJCAD in which we can conduct practice-led 
research involving visualisation, illustration and 
exploratory prototyping – with other disabled and 
non-disabled people as participants, mentors and co-
researchers.

Connecting with 
disability studies
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Writing a manifesto
Given its role to challenge dominant narratives around 
disability and design, it was initially easier to define 
what the studio wasn’t than what it was. Which risked 
it appearing to criticise from the sidelines rather than 
to be making a constructively critical contribution 
to the field. We therefore wrote a manifesto, this 
mechanism suggested by an invitation to contribute 
to an edited volume of manifestos for the future of 
critical disability studies. This was titled ‘Super normal 
design for extra ordinary bodies’ and was itself a 
meeting of two influential works – manifestos in their 
own way – from the fields of disability studies and 
industrial design: Extraordinary bodies by Rosemarie 
Garland-Thomson and Super normal by Naoto 
Fukasawa and Jasper Morrison. A connection had not 
been made between them before; indeed the authors 
of each were unaware of the other. Each term was 
originally conceived by its authors with the intent of 
repositioning their respective fields. In colliding them, 
it is our intent to reframe the relationship between 
design and disability.

We printed the manifesto and made it available in the 
reading corner of the V&A Dundee exhibition. It was 
also on sale in the V&A shop.

Super Normal  
Design for
Extra Ordinary  
Bodies>
<

A Design Manifesto

A case for 
a space

Studio Ordinary

Cover, first page and list of signatories in 
our design manifesto.

1

  
 

A design manifesto

Super normal design for  
extra ordinary bodies

We propose a new approach to the design of 
disability objects, at once radical and unremarkable. 
We challenge the assumption that the role of 
design need be either to draw attention away from 
impairment or else to focus attention on disability. 
We reject this polarisation as utterly simplistic. 
We propose a more nuanced alternative that has 
so much more in common with design in other 
everyday contexts, given that disability is part of the 
fabric of everyday life.

We advocate a meeting of disability and design in 
objects that are –
created yet familiar; 
self-assured yet understated; 
unapologetic yet unremarkable.

We appropriate two concepts, introduced in 
other manifestos – from disability studies, the 
notion of the ‘extraordinary’ body; from design 
practice the category of ‘super normal’ design. 
These terms were originally conceived by their 
authors, Rosemarie Garland-Thomson, Naoto 
Fukasawa and Jasper Morrison, with the intent of 
repositioning their respective fields. In colliding 
them, it is our intent to reframe the relationship 
between disability and design.

We present our case under the following headings:
1.  Beyond tragedy and triumph
2. Introducing super normal design
3. The paradox of super normal
4. Reintroducing extraordinary bodies
5. Appropriating super normal
6. Towards super normal disability objects

1716

 We propose a collection of pioneering super normal 
disability objects that explore and come to embody 
this manifesto. We predict that it is these objects 
that will influence change, becoming more widely 
distributed, more accessible and more engaging 
than this manifesto itself. Yet, at the same time, 
such objects will deepen the critical discourse 
about disability design.

This manifesto is of course a challenge, and 
it asks for a response. This subtle revolution 
will require the participation of disabled people, 
designers and makers, researchers, policy-makers 
and entrepreneurs. We invite your active support.

We welcome the publication of this Manifesto, and 
support the subtle revolution it inaugurates.

Margaret Howell
Marianne Waite
Mark Balsano
Meryl Alper
Michael Marriott
Mike Vanis
Norman Alm
Paul Chamberlain
Paul Gault
Pete Thomas
Robert Adams
Sara Hendren
Shannon Hennig
Simon Judge
Stephen Gilson
Steve Tyler
Stuart Murray
Teo Mladenov
Tom Broughton
Tom Everrett
Tom Shakespeare
Will Renel
Wolf Schweitzer

Aimée Mullins
Alain de Botton
Alan Newell
Alice Rawsthorn
Amar Latif
Andrew Cook
Andrew Gannon
Andy Stevens
Caitlin McMullan
Calum Pringle
Chris Lim
Christopher McNicholl
Christopher Newell
Corinne Hutton
David Jones
David Serlin
Dean Brown
Eddie Small
Elio Caccavale
Elizabeth Guffey
Fiona Kumari Campbell
Gabrielle Trépanier
Georgina Kleege
Graham Pullin
Henrietta Thompson
Huw Morgan
James Leckey
Jeff Higginbotham
Jo Gooding
Jo-Anne Bichard
Jonathan Sterne
Jutta Treviranus
Katherine Ott
Katie Brown
Lawrence Jenkin
Liz Depoy
Liz Jackson
Mara Mills
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David Serlin
Associate Professor of 

Communication and Science Studies
Department of Communication

University of California, San Diego

Sarah Day
Teaching Fellow, National Centre for 

Prosthetics and Orthotics
Department of Biomedical Engineering

University of Strathclyde, Glasgow

 
Sarah Day 

and David Serlin

Our next conversation connects two experts with 
a deep understanding of prosthetics, yet from very 
different perspectives. Sarah Day is an experienced 
prosthetist who has practiced in different countries 
and cultures. Currently a Teaching Fellow in the 
Department of Biomedical Engineering at the 
University of Strathclyde, Glasgow, she educates the 
next generation of prosthetists at the National Centre 
for Prosthetics and Orthotics. David Serlin approaches 
prosthetics from the perspectives of cultural studies 
and critical gender studies and the politics of design. 
He was an editor on the book Artificial parts, practical 
lives: modern histories of prosthetics and author of 
Replaceable you: engineering the body in postwar 
America. He is currently an Associate Professor 
of Communications and Science Studies in the 
Department of Communication at the University of 
California, San Diego.

Gender and identity
In different ways, gender is part of both Serlin and 
Day’s scholarship and practice: Serlin researched 
social attitudes in the aftermath of the Second World 
War in the United States, from the ways in which 
prosthetic limbs were framed as restoring dexterity 
and mobility to injured servicemen, to contemporary 
ideas about masculinity. Whilst in Day’s practice in 
the Middle East, prosthetics played particular roles in 
social participation for young women who wore them.

Patients and wearers
The training of prosthetists is discussed, again, 
and in particular the tacit framing of relationships 
through the language used: ‘patient’ can imply a 
certain relationship between the prosthetist and the 
prosthetics wearer, perhaps equating limb fitting 
services to quite different healthcare practices and 

clinical treatments. And whilst it might be possible 
to change the words themselves, this would be 
superficial if it did not also reflect a changing 
relationship.

Disability and pride
Day and Serlin discuss just how different attitudes 
towards disability can be across different cultures 
– yet how attitudes have changed in places like the 
United States, even quite recently. This is complex 
and societal, in the context of social, economic 
and political systems and structures (that Andrew 
Gannon and Maggie Donovan-Hall also discussed) as 
well as from the personal perspectives of disabled 
individuals. If a role of a prosthesis might even be 
to declare – rather than conceal – a disability, then 
this might reframe the role of a new generation of 
prosthetists.

Conversation 5: 
discussing gender 
and prosthetics
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David Serlin: I have been writing about, 
researching about and, frankly, doing 
advocacy work on behalf of people 
with disabilities for probably about 25 
years or so. And the way that I came 
to do this work is that I began as a 
graduate student interested in the 
relationship between the body and 
technology, in particular the way that 
people who use, whether you want 
to call them assistive technologies or 
extension technologies or prosthetics 
– terms that actually are much more 
slippery and vague than I think we 
often identify them to be – the way that 
they not just engage with the world 
but also the aesthetic and political and 
cultural meanings that we assign to 
them. [...]

Sarah Day: We probably got into 
prosthetics around the same time: 
it was 25 years ago I started as an 
undergraduate, into a course that I 
pretty much knew nothing about. So, 
I studied prosthetics and orthotics 
so I’m a prosthetist-orthotist and, as 
I say, I really didn’t know much about 
it before I went in, except that I’d be 
making fake arms and legs for people 
and I would get to meet people and 
make things, and that’s what attracted 
me to the profession. [...] One of the 
things that made me a bit disillusioned 
with the profession when I first 
graduated was that people had a lot of 
tunnel vision about how they treated 
patients, you know, if they presented 
in a certain way this was how we 
treated them. And I would often get 

quite upset with the patients… when 
patients came back and we weren’t 
meeting their needs, and that was 
really frustrating because I didn’t really 
know how to solve those problems. 
And when I started travelling, and 
I started mixing in other cultures 
and working in prosthetics in other 
countries, where we’d maybe spend 
more time in the workshop fine-tuning 
things to people’s needs, people were 
coming with different problems. [...] 
So, I spent three years working in the 
UK, and the rest of it was outside the 
UK until I returned eight years ago into 
a faculty position at Strathclyde on 
their technology staff, and I now teach 
undergraduate students to become 
prosthetist-orthotists. So, that’s pretty 
much my journey.

Serlin: Sarah, can I ask you, is part of 
your journey one that is really coming 
to understand the difference between, 
for lack of a better phrase, high tech, 
or really technology-driven forms of 
prosthetics, and then going to other 
parts of the world where people 
either make do with things or they are 
incredibly creative about how they put 
things together or improvise… Or you 
know, I’ve written a little bit about the 
Jaipur Foot and in the world where with 
£5 worth of materials people are able 
to make something that is waterproof 
and allows you to get through the 
day. So, is part of that journey the 
recognition that high tech and low tech 
– again, for lack of better phrases – are 
real, and obviously there’s all kinds 

of disparities built into that, but just 
because you’re in the high tech West, 
or just because you’re in the low tech 
non-West, doesn’t necessarily mean 
that prosthetics are better, or that 
your experience using a prosthetic is 
better?

Day: Yes, absolutely and I think as 
prosthetists in the West it’s very easy 
for us to become obsessed with the 
technology. And I think our patients 
can also sometimes be obsessed with 
the technology as well, you know, I 
want a bionic limb, I want this one, why 
does the person next to me have a 
better prescription than I do? And there 
could be reasons for that [...]
I noticed that you are interested in 
gender studies and those kind of 
things, and that’s one of the things 
that in my clinical life overseas that I’ve 
noticed being, well, quite prominent. 
I spent quite a lot of time working 
in the Middle East, and it was very 
obvious there that, as you say, a 
prosthetic device could help someone 
to gain back their masculinity or their 
femininity. And we would often have 
young females who’d maybe been 
born without part of their hand coming 
into the clinic, wanting some kind of 
realistic device as they hit puberty, 
as they’re maybe looking towards 
marriage in their mid-teens, that kind 
of age. And that was for me an eye 
opener, a new experience, but a need 
that definitely had to be met for that 
population, because to provide them 
with something else wouldn’t meet 

“Our patients 
can also be 
obsessed with 
the technology as 
well.”

their needs at all. [...]

Serlin: I’ve done so much research and 
I know so much more research about 
the questions around masculinity, but 
questions around femininity are ones 
that I can imagine but I haven’t really 
thought very much about. [...]

Day: Yes, I found that being able to, 
like you say, paint nails and do henna 
designs was really important to these 
girls because it made them interact 
with normal activities. So, they would 
go to wedding parties and they’d see 
everyone else doing it, and for them 
to be able to do that on both arms 
was really important. [...] And if it 
gives them the confidence, that’s an 
absolute measurable outcome; it’s not 
necessarily about moving a block from 
this side to that side and, you know, 
can you pick this up and how much 
time does it take you to do that?

Serlin: Right.

Day: It’s how did it make them feel, and 
did it cause them any anxiety that day 
or did it save them from anxiety? [...]

Graham Pullin: Sarah, how has the 
training of prosthetists changed to 
grow skills in that area of helping 
people to co-own their own prosthesis: 
has that started, is that yet to come? 
Can you… how do you...?

Serlin: It’s a very interesting question 
yes.

Day: I think there’s a lot of work still 
to be done in that area. The training 
has certainly become less technical; 
so historically it was a very hands on 
course, I mean before it even went 
to universities people were brought 
up in workshops learning the skills 
directly from people. So it was very 
hands on, and it was very hands on 
when I learned – now less so, and we 
do spend a lot more time on trying 
to develop people’s ability to talk to 
patients, and talk to other members 
of the team as well, and have some 
kind of communication amongst…
so we can have those conversations, 
and find out a little bit more about your 
patient and get the prescription right, 
and have an open relationship so that 
people can come back to you and that 
kind of thing. But there’s an awful lot 
more work to be done about it, and I 
don’t believe that we really cover the 
topic of ownership properly. And if 
you were to discuss ownership with a 
lot of clinicians, it’ll probably be, well, 
who paid for the limb: they own it. So 
for example maybe the NHS owns the 
prosthesis – so they’re actually talking 
about who physically owns it rather 
than who it belongs to. And I’ve been 
in a clinic where people have said, no, 
you can’t touch that because you don’t 
own it – well, yes, of course I own it, I 
use it every single day. So, there are 
those kind of technical issues that 
perhaps need to be sorted as well, to 
allow someone to take it as theirs and 
as part of them.

Serlin: I suppose, to build on what 
you’re saying… I guess, it comes in 
the education and training of the 
prosthetist, but then also, is someone 
who wears/uses/has made for them a 
prosthetic – are they a patient, in the 
sense of, I don’t know, I have cancer 
and I’m going to my oncologist and 
he or she is providing with care and 
a plan and a trajectory and all that? 
Am I a patient in that sense if I wear a 
prosthetic, or am I someone who has a 
particular need in the same way that I 
own a car and my car needs a tune-up 
– I’m not a patient, I have a relationship 
to this device but that device isn’t 
me, although you could say it is me in 
certain philosophical ways – but when 
I go to my prosthetist and I say, it’s not 
fitting me, how passive or active am I 
in that relationship? Because as you 
say, it’s a lot about communication; 
even people who are in regular kind 
of clinical settings have a hard time 
communicating what’s going on with 
them – this is the perennial problem 
of what it means to be a physician 
or a care provider and have people 
come and see you – but I never have 
thought of people who use prosthetics 
as patients in that sense, like, doctor 
tell me what to do. I always think of it 
as this kind of triangular relationship 
between someone who has a need, 
someone who can help someone 
achieve the goals that they want to 
achieve, and then this device, which is 
embodied and not just something that 
you strap on or something that you 
insert, but instead this extension of you 

“They’re talking 
about who 
physically owns it 
rather than who it 
belongs to.”

Discussing gender and prosthetics



70 71

that blurs the line between, who you 
are and what it is. [...]
So, there’s something about this which 
has often been framed as a medical 
scenario, but it’s much less medical, at 
least in my mind, and the more that we 
can encourage people to think of it less 
as a medicalised scenario and more as 
something that is connected to social 
and economic issues that’s part of 
their lives. It’s not to take power away 
from the prosthetist, but it’s to say… a 
prosthetist isn’t necessarily interested 
in just saying, it’s my way or the high 
way, right?

Day: No.

Serlin: It’s about forming a relationship 
and saying how can we move forward 
together?

Day: Yes, so I think the term patient is 
probably just a historical one, probably 
based on the fact that we work out 
of hospitals and people come to the 
hospital so they get called the patient. 
And historically we used to take our 
orders from the doctors who would 
send through a prescription – so 
we still use an awful lot of medical 
terminology and I think we’ve just 
probably still got that. It might… we 
always think if someone being called 
a client that that’s a very American 
term, and that’s possibly because 
people have the choice about where 
they go in healthcare where you’re 
paying directly for it, or your insurer’s 
paying. But in the UK certainly you do 

have a certain amount of choice where 
you go, but it’s a lot more limited – 
you’re pretty much going to your local 
centre, or at least you’ll go there until 
you’re unhappy and then you’ll move 
somewhere else. So, yes, I agree that 
those terms are very authoritarian, 
aren’t they, it’s like, I’m the doctor and 
you’re the patient and you’ll do as 
you’re told.

Serlin: Yes.

Day: And here is your medicine and 
you will take it and you’re to wear it for 
three hours… or 30 minutes today and 
45 minutes tomorrow building up to 
three hours – very much like you would 
do with medication. And that probably 
doesn’t help with relationships and…

Serlin: I think it also sends a message 
that… that describing it that way 
gives a certain message to people 
who don’t wear prosthetics, like, oh 
if something were to happen to me 
and I was to need… well, I’d become a 
patient. I think you’re right, Americans 
are notoriously adept at coming up 
with terms, you know, you’re not an 
employee, you’re a representative, 
you’re not a patient you’re a client, and 
there’s something that seems very 
superficial about just giving these 
names when you’re not changing the 
relationships. [...]
Because one of the things – and 
there’s a number of scholars writing 
about this now – that this concern 
with appearance, something that you 

see as an extension of yourself or your 
personality, or even something that’s 
an extension of your work identity, 
that this has been part of the history 
of prosthetics for a really long time. 
It’s not some 20th or 21st century 
obsession with your appearance but 
for a really long time these things have 
been part of what it means to need 
a prosthetic. [...] …or the way that it 
enables us to think about ourselves 
and the way we look, it’s been part of 
that history for a really long time. [...]
You know, obviously there’s a lot 
of people who can’t afford a status 
symbol or have no relationship to that 
kind of thing, so the blinging it out is 
in lieu of the status symbol or, getting 
back to something we were saying 
before, I’m going to own this, I’m going 
to own your perception of it. [...] 
[Most people] have some kind of 
smartphone on, but some people put 
stickers on it and some people put 
it in an expensive leather pouch and 
all of that – the technology may well 
be the same, but mine is going to be 
customised to fit my personality. And I 
think that is very much a way of either 
taking ownership of it, or making up 
for the fact that maybe you don’t have 
access to the one that you really want 
but you’re going to make and own this 
one, on your own terms.

Day: So, we talked earlier about people 
wanting something cosmetic to 
basically hide the disability that they’ve 
got, but do you think that people 
might be going the other direction and 

“Do you think that 
people might be 
drawing attention 
to the prosthesis?”

drawing attention to the prosthesis to 
distract from something inside them?

Serlin: You mean in other words, if 
I can make the prosthetic a kind of 
conversation piece then maybe I 
don’t have to talk about pain/trauma/
discomfort or…? [...]

Day: Yes, just being a normal human 
being, if someone’s having just issues 
that anyone might have, it takes the 
focus to the prosthesis and then they 
don’t need to talk about themselves. 
You could perhaps hide behind it – 
have you come across that at all?

Serlin: Absolutely, we’ve mentioned a 
few times that there’s been a change…
many different kinds of changes – 
professional changes, social changes, 
economic changes – in the 25 or 
so years that we both of us have 
been doing this kind of work or been 
thinking about it. But one of the huge 
changes has been in how people think 
about, and the politics of, disability, 
which is that earlier generations, let’s 
say someone who had polio when they 
were younger, they would maybe want 
to draw attention away from that. But 
really since the 1970s/80s, and since 
the 90s in the United States with things 
like the Americans with Disabilities Act, 
to draw attention to your disability is a 
way of marking your pride and saying 
I’m not ashamed of it. And also, the 
problem is not in me, the problem is 
out there with people’s attitudes – and 
there needs to be protections, there 

needs to be more opportunities and 
more funding for people to be able to 
go to school and have a job and have a 
more independent life and so forth. So, 
I think that the change has often been 
in thinking about how I can embody my 
disability through a prosthetic to make 
this a point of conversation, to say it’s 
actually not a problem. There are lots 
of hurdles that people with disabilities 
have to deal with, but I’m not sad, I’m 
not pathetic, I’m not the pathological 
subject that 100 years ago that people 
might’ve thought; I actually am taking 
ownership of not just my prosthetic 
but my identity, as a person in the 
world. And also, I deserve protections, 
I deserve rights, as a person, and my 
prosthetic is in a way a symbol of my 
citizenship, [...]

Day: Yes.

Serlin: There are places in the world 
where the culture [...] people to go in 
the back room and stay out of sight 
and you’re an embarrassment to our 
family and... you don’t bring money 
in and so, you’ll just lead your life as 
simply as possible and not be out 
there in the world. So, I think that some 
of the issues around disability as an 
identity, and taking your cue from pride 
as opposed to shame is definitely part 
of that desire to either bling out your 
prosthetic or else think about it as an 
extension of yourself in some way.

Pullin: [...] given David’s background 
and given Sarah’s experiences in 

different cultures, we’ve talked quite a 
lot about the gender of the wearer of a 
prosthesis, and I’m fascinated to look 
in the other direction: [towards] trends 
in the gender mix of prosthetists [...]

Day: It definitely used to be male 
at the workshop – that was the 
profession, wasn’t it – and as it 
went into university, I suppose some 
females trickled in there. Certainly in 
Strathclyde the turning point was just 
about when I trained; we were the first 
graduation from Strathclyde that was 
50/50 so we were exactly the same 
females as males. 
And then from [our cohort] onwards 
there were always slightly more 
females than males. Now, it got to the 
point where, a few years ago, maybe 
in a class of, say, 30–35 there would 
only be four males in the class and 
everyone else was females, which is 
comparable with other allied health 
profession courses like physiotherapy 
or occupational therapy where there’ll 
only be a few males. I have started to 
see more males coming in in just the 
last few years – so we’re no longer 
looking at such small numbers but it’s 
still not equal… but that male number 
is definitely increasing. And just for 
me putting my own thoughts onto it, 
I think that might be because we’re 
getting more talk about technology, 
Paralympics, bionics, robotic arms, 
3-D printing, as you said; and those 
engineering students, which are 
still very much male dominated 
professions, that they’re starting to 

“In the United States 
to draw attention 
to your disability is 
a way of marking 
your pride.”
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think of prosthetics as engineering 
again instead of healthcare.

Serlin: You know, as you were talking, I 
realised it’s that shift from allied health, 
certain kinds of empathic work, and of 
course I’m generalising here, that has 
been, or is, for many people associated 
with or somehow gendered as female, 
as opposed to engineering and certain 
kind of technology-driven approaches, 
which are gendered as male.

Day: Yes.

Serlin: I mean, these are gross 
generalisations but, the point being, 
allied health versus engineering, 
those are very very different ways that 
people understand the relationship 
to these professions, but also the 
way that the professions themselves 
represent… I mean, the brown-coated 
men that Graham was describing, they 
were ‘technicians’ and workshop, they 
weren’t allied health professionals – so 
that the language also has everything 
to do with what you’re describing.

Day: Yes, there’s been that shift, and 
so it’ll be interesting to see what 
happens, whether we go back a bit 
more towards engineering and get 
more males again. I know there’s been 
certainly more females in the States 
that have come into the profession, 
I’m not sure there was quite that 
imbalance towards the female 
direction in the States as we’ve had 
here.

Serlin: I don’t know enough about 
the demographics of people in the 
field; I will say that any research that 
I’ve done or any of my students have 
done tended to be workshops or 
clinics or engineering centres that 
tend to be predominantly male. [...] 
But interestingly the students who do 
this ethnographic work or any kind of 
research work tend to be female.

Day: Yes.

Serlin: Most of my students who 
have done any work, whether it’s 
anthropological work or historical 
work, they tend to be female. So it’s 
interesting, an attention by women 
to these kind of body-technology 
relationships, but the people they tend 
to interview or study in the way that 
they do their work tend to be male. [...]

Day: But yes, I’d agree that the reason 
why I think we’re getting more males 
again is because we’re looking at 
prosthetics being more technological.

Serlin: [...] Or there are a couple of 
disability based artists in the US, and 
I’m sure there are in other parts of the 
world, where they’re making glass 
or wood or ceramic… in other words 
they’re not meant to be functional or 
even realistic… cosmetic anyway [...] 
So, there’s that dimension too [...]a 
part of our younger generation who 
are interested in disorienting the body, 
and disorienting how we think about 
the body and not necessarily going for 

either function or realism but just going 
in some other direction altogether.

Day: Yes, there could well be, and I 
don’t think that our prosthetic services 
that we offer just now are in any way 
ready for that.

Serlin: No, I understand that, it’s not 
what you do.

Day: I think most prosthetists would 
run a mile if someone came to them 
and… because they just wouldn’t have 
a clue where to start.

Serlin: But if you had a client who came 
to you and said I have the money and 
I’d really like someone to make a pair 
of glass legs for me, or I’m going to a 
wedding or something like that and I 
really want to have the most blinged 
out things imaginable that are really 
meant to be showstoppers, right, and 
they’re not meant to do anything but 
just be fabulous sculptures on my 
body, would you or your colleagues 
take that on?

Day: So long as they had another 
prosthesis that would meet their 
everyday purposes, then I’d love to do 
that; that would be fantastic for me, 
but I’ve no idea how I would do it. But 
then I suppose, it’s their leg or it’s their 
arm, they would have to guide how that 
is, but yes, that’d be brilliant to work 
on.

“They’re starting to 
think of prosthetics 
as engineering 
again instead of 
healthcare.”

approx. 25 minutes from a 100 minute 

conversation, held online (during lockdown) 

7 October 2020. 

[...] indicates a discontinuity in the 

transcript; sections are not necessarily 

printed in the order in which they were 

spoken.
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Exploratory mapping of some interesting 
individuals associated with healthcare 
improvement and others who are not.

The final section represents the broadest – and at 
the same time most direct – application to healthcare 
improvement studies as a whole. It is not strictly 
in chronological order: the activities and insights 
described here led to the framing of the previous 
three conversations as well. Yet it feels an appropriate 
perspective to end on, suggesting a contribution to 
healthcare improvement of both design research and 
its use in visualising connections to further disciplines.

Mapping an intercultural triangle
Within prosthetics, psychoprosthetics is defined as 
the study of the psychological aspects of prosthetic 
use, including “quality of life, well-being, participation 
in society, and cosmetic satisfaction”. Yet is the 
discipline of psychology the only or best lens through 
which to study social participation and aesthetic 
satisfaction?

Healthcare improvement is an interdisciplinary field.  
As well as a wide range of contributions from social 
sciences and applied health research, it attracts new 
thinking from disciplines such as law, philosophy, 
engineering, data science and beyond. Other and 
quite different fields could also be relevant and 
valuable. Disability activism and the independent 
living movement are invested in challenging and 
changing the relationship between disabled people 
and healthcare services; critical disability studies is an 
interdisciplinary field that has roots in the humanities; 
Hands of X built on eyewear, which itself draws on 
the culture of fashion and the business of retail and 
service design. All these and other areas feel relevant 
to healthcare improvement, yet are not recognised as 
being so. Perhaps they need to remain distinct from 
healthcare, rather than being conflated, yet surely 
have perspectives to contribute.

As an internal research process – a mode of inquiry – I 
began mapping interesting individuals who seemed 
to inhabit or travel across these fields onto a triangle 
with ‘Healthcare’ in one corner, ‘Disability’ in another 
and ‘Culture’ in the third. The triangle was rotated 
clockwise by 15 degrees only to break any implied 
hierarchy between or equivalence of any of the three 
points.

Given this starting point (not by any means definitive: 
all kinds of different labels could have been chosen), 
further detail could be added: ‘Prosthetics’ could be 
placed halfway between ‘Healthcare’ and ‘Disability’ 
(albeit a particular subset of disability, perhaps 
implying many other disability objects and therapies 
co-existing along this side of the triangle); ‘Bioethics’ 
felt as though it was a meeting point of ‘Healthcare’ 
and ‘Culture’, reflecting societal morals, values and 
priorities; ‘Aesthetics’ could be positioned between 
‘Disability’ and ‘Culture’, where culture is interpreted 
as including visual culture and the arts. This last feels 
the least obvious. ‘Disability aesthetics’ has been 
written about by a few scholars, notably Tobin Siebers, 
but less so the aesthetics of disability objects such 
as prosthetics. Aesthetics is not evident in healthcare 
discourse and so it does not feel inappropriate that 
it is further away from ‘Healthcare’ on our map than 
either ‘Prosthetics’ or ‘Bioethics’.

Individuals either involved in healthcare or who 
otherwise felt relevant to this landscape were 
identified from a literature review and engagement 
with conferences and networks. This too was not 
an objective exercise: I was drawn preferentially to 
individual practitioners and researchers who already 
combined interesting perspectives (for example the 
Psychoprosthetics Group). And the mapping itself was 
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conferencing. These were edited into video: first a 
two-minute extract for THIS Space online conference 
in November 2020; later five films for posting via the 
THIS Institute website.

This way of working had ethical and data protection 
implications: the University of Dundee stipulated the 
use of Microsoft Teams for data security reasons; 
because Schiller and our transcription service were 
external organisations, Data Processing Agreements 
had to be drawn up with the University of Dundee and 
a Data Protection Impact Assessment carried out 
under Information Governance policies. Discussing 
disability with disabled people, even as experts, was 
classed as ‘sensitive categories of personal data’; 
even professors of disability scholars were potentially 
positioned as ‘vulnerable people’; identifying our 
conversationalists – at their request – rather than 
anonymising the transcripts also contributed to a 
classification as medium- or high-risk research. Which 
itself might be an indication of the medicalisation of 
disability.

With lockdown, people’s personal circumstances 
became ever more diverse, despite a common global 
situation. Individuals were affected differently by 
illness, care responsibilities and shielding and by 
whether they were furloughed or having to cover 
increased responsibilities whilst adjusting to new 
ways of working remotely. And, whilst most people 
were theoretically contactable electronically, their 
email and other digital traffic had sometimes become 
unmanageable. As a result, individuals’ availability 
and willingness to engage in correspondence varied 
considerably.

So here design was again used at a tactical level: 
individual booklets were designed explaining (without 
identifying at this stage) whom they were invited to 
have a conversation with and what they might start off 
talking about. This was also part of ethical approval, 
participant information and informed consent. These 
invitations were then physically printed and posted, 
worldwide (including to Australia and the United 
States). Of seventeen participants invited in total, 
including some alternatives, ten accepted, which 
is an extremely high acceptance rate for any such 
study, and especially in these circumstances. One 
of our participants sadly passed away, leaving eight 
conversational partners.

a knowing simplification, projecting complex domains 
onto a two-dimensional surface.

Yet it felt as though something was illuminated: 
those within healthcare, however interdisciplinary, 
were fairly easy to define and position, towards the 
‘Healthcare’ point of the triangle. Someone like Tom 
Shakespeare – a critical disability studies scholar, 
a professor at the London School of Hygiene & 
Tropical Medicine and previously at the World Health 
Organisation, and a disabled person – really did feel 
as though he belonged at the centre of the diagram. 
Yet Shakespeare was in the minority: more often our 
individuals leaned towards the corners or the sides of 
the triangle. A relatively ‘empty quarter’ was left in the 
middle, in the area between Prosthetics, Aesthetics 
and Ethics.

The triangle is offered here in the hope that it might 
be appropriated: used as a lens through which to 
view healthcare improvement; changed in order 
to illuminate different nuances and for different 
purposes. It is not intended as a unified theory of 
anything.

Mediating six conversations
The underpopulated centre also meant that 
individuals around the middle were ‘further apart’ from 
each other; perhaps not even aware of each other? 
Do pioneering prosthetists know of leading eyewear 
designers? Do psychoprosthetics researchers read 
journals of aesthetics? Do bioethicists visit exhibitions 
by disabled artists? So the triangle visualised these 
distances. And lines could be drawn across the middle 
of the triangle suggesting future conversations.

This exploratory mapping took place midway through 
the original year of the study. By the beginning of its 
third quarter – the end of March 2020 – the COVID-19 
pandemic had started and lockdown was enforced 
in the UK. Plans for travel – for example to Dublin to 
visit the Psychoprosthetics Group – had to be shelved 
and the remaining study reconceived. A planned 
exhibition, travelling between healthcare, cultural and 
disability community venues, was cancelled.

The decision was taken to move the conversations 
online. The filmmaker Jared Schiller, who was to 
have accompanied and filmed visits and interviews, 
instead recorded conversations held online via video 

On reflection, although they involved more effort to 
arrange and significantly delayed the study, these 
online conversations were better than the face-to-
face conversations originally conceived. They were 
much more directed by the conversational partners 
themselves which made them more representative 
of the role that new connections could play (rather 
than relying so much on the detailed mediation of 
a researcher). And they allowed conversations to 
happen across the world, in this final case between 
the United States and the United Kingdom.
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The four conversations are shown as red lines, connections across the centre – implying many more.
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I would love to start a 
conversation between you 
and Z, whose research 
includes historical and cultural 
perspectives on prosthetics.

Z has written about masculinity, 
gender, identity and prosthetics, 
which put me in mind of your 
own reflections on trends in the 
gender balance of your student 
prosthetists over the decades. Z’s 
books also include chapters on 
communication between patient 

and prosthetist. With permission 
from you both, I would introduce 
you to each other.

Your conversation might involve 
you comparing your perspectives 
and discovering similarities 
and differences, expected and 
surprising. I am hoping that this 
could be a mutually rewarding – 
and nuanced – conversation.

Your conversational 
partner

Spreads from an invitation booklet, individually tailored for each 
conversational partner, printed and posted (during lockdown).
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on a map of interesting people, 
places and projects.

Your practice, teaching and 
research, internationally and at the 
National Centre for Prosthetics and 
Orthotics feel so relevant.

Your insights and experiences of 
how patient reported outcome 
measures such as the PEQ can 
support healthcare practice 
in different cultures would be 
illuminating and invaluable.

You are
here
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Stills from the short film ‘Four Conversations in a Triangle’ a 
2-minute edit made by Jared Schiller for THIS Space 2020.
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Rosemarie Garland-Thomson
Professor Emerita of English 
and bioethics
Emory University, Atlanta, Georgia

Caitlin McMullan
Designer and prosthetics wearer
Glasgow

 
Rosemarie Garland-Thomson 

and Caitlin McMullan

Our final conversation explicitly connects prosthetics, 
aesthetics and ethics. Caitlin McMullan is the designer 
and prosthetics wearer who was involved in the first 
conversation at the V&A Dundee with a prosthetics 
student. This time her conversational partner is 
Rosemarie Garland-Thomson, Professor Emerita of 
English and bioethics at Emory University, Atlanta, 
Georgia, United States. Garland-Thomson’s disability 
studies text, Extraordinary bodies, catalysed the 
manifesto already described in a previous section.

Gender and expectations
McMullan recalls a consultation soon after her 
amputation with a prosthetist who expressed the 
opinion that McMullan’s choice of prosthesis was 
very masculine. As a designer McMullan felt confident 
in her aesthetic choices, but she imagines that a lot 
of people would not have been so sure of their own 
judgement and instead might have gone along with 
someone else’s expectations. Ultimately this led to her 
changing prosthetist, underlying how important the 
nature of these relationships can be.

Covering and revealing
What emerges strongly in their conversation is not 
only that disabled people have different stances about 
‘passing’ by covering up their disability or making 
this openly visible, but that any disabled individual 
negotiates these decisions day by day and situation 
by situation. Which might imply not just choice, but 
choices in the plural. Again these can be complex 
issues, implicating social and personal interactions, 
and so the choices might need to be nuanced.

Agency and ethics
The issues around agency and choice have different 
implications in childhood than in adulthood, 
something that Garland-Thomson and McMullan both 
reflect on in relation to their own lives. The common 
ethical issue in life changing decisions about surgery, 
long-term decisions about prostheses and day to 
day management of identity is one of agency. Feeling 
a sense of ownership over decisions, objects and 
identity affects how we see ourselves and our place in 
the world.

Conversation 6:
discussing  
choices and ethics
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Rosemarie Garland-Thomson: Well, 
I would very much like to know if you 
feel as if – we talk a lot about this in 
bioethics – your quality of life or your 
access to public spaces is better now 
that you have an amputation and how 
that works for you?

Caitlin McMullan: I was actually talking 
to my prosthetist about this recently, 
because I’ve done some work in the 
past with other amputees, and I think 
a lot of people that I have met have 
struggled to come to terms with their 
amputation when it’s been an accident 
or it wasn’t a choice. And for me it’s 
helped me so much that I couldn’t 
imagine not having it now. I feel I’ve 
got a very good relationship with my 
prosthetic leg, I think. [...]

Garland-Thomson: So, what does your 
prosthetic look like?

McMullan: My prosthesis is just plain 
black – I can show you if you want. [...] 
I don’t like to have it covered because 
I don’t really see the point in having 
a cover; I think it’s trying to replicate 
something I never had.

Garland-Thomson: Well, it’s very 
classy. I like the black.

McMullan: Yes, I went for black just 
because it would go with everything; 
it wouldn’t clash with anything so it’s 
good. It’s an easy one to change what 
you wear with.

Garland-Thomson: So, before you got 
the prosthesis did you wear matching 
shoes?

McMullan: I had to wear built-up shoes, 
so I had one flat shoe and then they 
had to make me a built up.

Garland-Thomson: So, now you can 
wear fashion shoes, right?

McMullan: Yes, now I can wear what I 
like, which is nice. [...]
It’s incredible how [Sophie de Oliveira 
Barata of the Alternative Limb Project] 
makes prosthetics because it is like 
a piece of art and it’s like an addition 
to your body, the body that you have, 
rather than trying to be something that 
is missing. 

Garland-Thomson: It’s jewellery. It’s 
fashion. 

McMullan: Yes completely. I come from 
a jewellery design background so all of 
that really interests me.

Garland-Thomson: So, would you want 
a bejewelled leg?

McMullan: I don’t think I would want 
a bejewelled leg; I think that might be 
too much. Maybe on a really special 
occasion. 

Garland-Thomson: Right.

McMullan: I think small details for me 
are really important in design, and the 

kind of craftsmanship of how it’s made. 
But I really like how she goes kind of 
wild with designs; they’re incredible.

Garland-Thomson: It’s incredible.

McMullan: And it’s playful and 
that’s what it should be; it should 
be something that’s playful and 
represents a part of you. It doesn’t 
have to represent you fully but it can 
represent a part of you that’s exciting. 
And you should be able to have a 
different prosthesis for a special 
occasion; that’s something that I’m 
really missing actually. [...]

Garland-Thomson: And the 
personalisation, if you will, of that, in 
the same sense of the personalisation 
of the prosthetic that I had imagined 
Sophie designing or building would 
be an aesthetic expression of our 
personalities and the way we use the 
world. 

McMullan: Yes. And it’s really 
interesting, it’s hard I think because 
my experience of prosthetics is so 
limited. Getting your own personality 
into it is quite difficult. The prosthetic 
that I’m wearing at the moment isn’t 
the perfect prosthetic that I would 
normally pick; but it’s the best of the 
choices that I was given. 

Garland-Thomson: What do you want it 
to do that it doesn’t do?

McMullan: I would want to be able to 

“I went for black 
just because it 
would go with 
everything.”

change it more, like more like a pair of 
shoes, I guess.

Garland-Thomson: Of course.

McMullan: For different occasions 
you want to be able to wear different 
things. [...] Yes. I think it is difficult 
when you do want more choice but it 
also to be functional, because I have 
to walk on my leg every day, and if it 
doesn’t work in a certain way... But I 
would like to have a bit more choice 
about aesthetics and how it looks and 
think about that. Because it’s hard to 
know exactly what you want when you 
don’t know.

Garland-Thomson: Exactly.

McMullan: Yes, it’s so hard to navigate 
that, and if there isn’t really much 
choice given to you, apart from colour, 
then deciding that is really hard and 
trying to express who you are with 
something that is quite limited is really 
difficult. And I think that’s something 
that I’ve struggled with wearing a 
prosthetic.

Garland-Thomson: Well, I think what 
we both are saying of course is that a 
bespoke prosthetic is exactly what we 
would want, and that is what would 
give us the control, the choice, the 
agency, the personalisation, and that 
that is perhaps more important than 
the function. 

McMullan: Yes. [...]

Something I wanted to talk about 
is how we view ourselves and how 
others view us and how that can really 
affect your choice in prosthetics; 
I thought that it completely does. 
There are times when I don’t want my 
disability to be visible so I will wear 
trousers to cover it up. And there are 
occasions where I feel really confident 
and I’m with people that I love and 
it doesn’t matter and it’s not even a 
consideration so I show it off. I find 
that really interesting: how I want to 
be viewed by other people does play a 
big part in coping with my prosthesis I 
guess. And there are occasions where 
I do wish that it was more normal 
passing, just the way people can look 
at you; but then there are other times 
where I really embrace my body and 
who I am. They kind of contradict each 
other, but it depends on the occasion I 
feel, and the world which we live in can 
sometimes be difficult for people who 
have bodies that are different to the 
norm. 

Garland-Thomson: Well, you get tired 
sometimes of unwanted attention. 

McMullan: Yes.
 
Garland-Thomson: And sometimes 
you feel the need to have some kind 
of anonymity. And I can do that a bit 
myself if I want to wear a cape of some 
sort that covers up my arms and hands 
and don’t have to put it out very often.

McMullan: And do you think it’s 

something that you consider 
occasionally?

Garland-Thomson: What?

McMullan: Like is it something that if 
you’re feeling a bit uncomfortable on 
certain days or you just want to cover 
up, is it something that you ever think 
about?

Garland-Thomson: Oh of course, I 
always think about it, because to be 
out in the world is always to manage 
how you’re being looked at and 
perceived in just getting through your 
daily tasks.

McMullan: Yes.

Garland-Thomson: And also, as I 
said, I wrote a book about staring 
where I tried to consider quite a bit 
the relationship that people with 
disabilities, especially particularly 
visible or rather spectacular 
disabilities, how we go about managing 
getting through the world. The book 
I was writing was about the agency 
and control and strategies for dignity 
management or dignity maintenance 
that people with disabilities can use 
in the world. And one of the most 
important things, of course and you 
know this and I do too, and anyone 
does, whether they’re disabled or non-
disabled, is you want some control 
over how people are perceiving you.

McMullan: Yes. 

“A bespoke 
prosthetic would 
give us the control, 
the choice, the 
agency, and that 
is perhaps more 
important than the 
function.”

“There are 
occasions where I 
do wish that it was 
passing; but other 
times when I really 
embrace my body 
and who I am.”
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Garland-Thomson: Depending upon 
what your task in the world is. If I’m 
getting on the bus I really don’t want to 
have people stopping in their tracks to 
stare at me or unwanted attention of 
any kind.

McMullan: It was also what you were 
talking about earlier about people 
asking about your body. 

Garland-Thomson: Oh gosh yes.

McMullan: I think that is something 
that I’ve thought about as well: the 
ownership that people have over 
disabled bodies is something that can 
be extremely frustrating. 

Garland-Thomson: Oh gosh yes.

McMullan: Because it’s not anyone’s 
business. But I think when you have 
a visible disability it’s like the go-to 
that people have with you is: what 
happened?

Garland-Thomson: What happened?

McMullan: Yes, it’s never really 
considered I might not want to talk 
about that... I sometimes feel when 
I have my leg on display I do have 
to consider that people will ask me 
what happened, and because I’m an 
amputee with a prosthesis they just 
assume it’s an accident. But I was 
actually born with something different 
with my leg, and I made the choice to 
have my leg amputated, and that’s a 

really hard thing to try and explain to 
people. And I guess that also affects 
how I want to be viewed by people. I 
sometimes just don’t want people to 
see that because I can’t be bothered to 
answer the question.

Garland-Thomson: Although part of the 
management – I wonder if it’s the same 
with you – is... I’m always particularly 
attuned to this, because if I am going 
through the world and I realise that 
I’m going through the world without 
notice, that is to say that people really 
aren’t much getting a chance to look 
at my hands, then there’s always a 
risk. And that risk is when they assume 
that I have or we have typical arms 
and legs, and then that can create 
a moment of discomfort. Like when 
somebody says something like, I don’t 
know, “here take this with both hands” 
and then I have to say “sorry I don’t 
really have a left hand”. And people 
haven’t noticed this and they’re very 
nervous and very upset, and then 
you have to calm them down and try 
to get through whatever it is you’re 
trying to get through. So, sometimes 
it’s better if just right up front you’ve 
got it out there and they can see what 
they’re working with and there’s not 
this surprise, oh I didn’t notice, oh my 
goodness, because they’ve made 
some kind of social faux-pas around 
not understanding that we have 
these disabilities. So, that’s one of 
the limitations of not being so visually 
apparent. And sometimes it’s just 
easier if you understand that everyone 

seeing you and interacting with you 
understands the situation. [...]

McMullan: Yes, I’ve spoken with my 
prosthetist a bit about getting a 
cover, because she was actually quite 
confused when I chose not to have a 
cover; which I found quite shocking 
when I first saw her and she said 
that actually often women choose 
to have covers and a lot of the time 
men don’t. And this is something 
that we’ve spoken a bit about before, 
Graham, and something that I find 
quite interesting because I think that 
completely comes from how amputees 
are portrayed in the media, and the 
idea of a woman’s body and a man’s 
body and the male being a hero and 
then the woman having to hide or have 
a body that fits into beauty standards. 
So, me and my prosthetists have had 
conversations about that, and a couple 
of arguments I think, because she 
thought that my choice in prosthetic 
is very masculine; which I don’t think 
at all. I think it’s quite elegant; but 
more males choose a leg like mine and 
females tend to get covered up, which 
is a shame I think. 

Graham Pullin: [...] How did that 
argument come about and what was 
said?

McMullan: It was actually my initial 
consultation after my amputation, and 
I really disagreed with what she was 
saying. But she was also just stating 
what most people have chosen in her 

“Me and my 
prosthetist 
had arguments 
because she 
thought that 
my choice in 
prosthetic is very 
masculine.”

experience, and it’s not something that 
I have that much experience in. So, it 
wasn’t a really heated debate, but I 
have had a few occasions where I’ve 
disagreed with my choices and what 
she thought was appropriate at the 
time for a young woman.

Pullin: So, what happened then?

McMullan: I got my way; I chose the 
leg that I wanted. But I think it’s really 
difficult because I think a lot of people 
probably wouldn’t be as confident with 
their choices as I was, and I think that 
my design background has helped 
me with that in terms of what I want 
from what I wear. But I assume a lot of 
people would just go with what they’re 
told everyone else has, which is such 
a shame. I think people need to be told 
that there are more options out there. 
In other conversations I’ve had with 
other amputees I’ve told them about 
certain things that might be useful for 
them, and they had no idea; that’s not 
even something that’s been discussed 
with them from their prosthetists. So, 
it’s really difficult when you don’t know 
what you’re choosing; they kind of 
decide for you I think in my experience. 
Because I didn’t know much about 
prosthetics before my amputation; I 
knew what I wanted it to look like, but 
I didn’t know about functional things 
that I could get or different ankles that 
I could get that would help me move 
in different ways. I knew about the 
blade but that was about it. And I think 
that’s something that definitely needs 

to be thought about when people are 
training to be prosthetists, because 
actually you’re making something for 
that person, you’re not just making 
an object. It’s something that that 
person wants; it needs to be almost 
commissioned. [...]
I think it’s also hard because your 
relationship with your prosthetists is 
really important, and a lot of people 
who have had prosthetics from 
when they were children can build 
a relationship. And you often keep 
the same prosthetist so you build a 
relationship with this person and they 
know you. But it is really hard in a small 
15-minute conversation to design 
something that someone’s going to 
wear every single day, it’s really hard to 
grasp what someone’s like and what 
might be most appropriate for them or 
what they want from their prosthetic 
limb.

Pullin: [...] I’m really interested to know 
how you pick up where you left off, in 
terms of remember me, I had a strong 
opinion about this. [...] Is it just that 
all prosthetists have a photographic 
memory of every conversation they’ve 
ever had? How do you get to pick up 
where you left off?

McMullan: I actually changed 
prosthetist because I didn’t get along 
with the one who thought I hadn’t 
taken the appropriate route. I thought 
that we wouldn’t see eye to eye so 
I asked to change. And the person 
that I’m with now I feel like we’ve 

had conversations about what I do 
and I feel like she knows me better, 
and she doesn’t mainly think about 
functionality, but she also does 
consider... when I disagree with her 
she takes that on board rather than 
thinking that she knows better than 
me; which I have had experience with 
in the past. So she doesn’t mind when 
I say something’s not right or I don’t 
like the look of something or I think 
that she could have made a mistake 
with this… she’s designed, she’s made 
it, and she wants to make the perfect 
leg for me; but it’s a collaboration, it’s 
about the two of us creating it. And I 
think that needs to be thought about 
in the healthcare setting: that they’re 
not just making objects for you, they’re 
making it with you. [...]

Garland-Thomson: My long work has 
been as a scholar and researcher in 
the area of literary studies and cultural 
studies, so I’m attentive – I mean that’s 
been my work in part, to be attentive 
– to cultural narratives of disability. 
So, of course, when Caitlin talks about 
her former prosthetist saying, well 
women tend to have this kind of leg 
and men tend to have that kind of leg, 
I’m immediately thinking, wouldn’t 
it be grand if all of the rehabilitation 
people and the prosthetist would be 
aware of something like… immediately 
what comes to mind is you think about 
Captain Hook or Captain Ahab and the 
cultural stereotypes and figures of 
amputee men and cultural stereotypes 
and literary figures of amputee or 

Discussing choices and ethics

“It is really hard 
in a 15-minute 
conversation to 
design something 
that someone’s 
going to wear 
every single day.”



90 91

disabled women. And immediately you 
recognise that there are huge gender 
stereotypes that are going to affect 
people getting prosthetics and how 
they’re understood in the world. [...]
And of course both Caitlin and I have 
a lot of experience; we’re experienced 
disabled people. We’ve been working 
with the bodies that we have in 
the world for a long time, but my 
goodness how hard it must be for the 
newly disabled who had never even 
thought about this. I think often of 
Virginia Woolf’s book Orlando, which 
of course is this somewhat ironic tale 
of a woman who, let’s see, help me, 
wakes up in the morning as a man, or 
a man who wakes up in the morning 
as a woman – I haven’t read it. But 
the point is a very significant shift in 
identity along the axis of gender here, 
which is something that really affects 
who we are and think of ourselves 
in the world occurs overnight, and 
that’s the narrative premise of the 
book. And it’s understood as a kind 
of magical realism narrative, but 
this is what happens of course with 
disability identity: is that people 
regularly go from one category, 
a really fundamental social and 
cultural category, to another almost 
instantaneously. And that’s extremely 
distinctive to disability identity in the 
way that it isn’t to the other identity 
systems that we use and have and 
work in to be in the world: gender, 
race, ethnicity, sexuality. Sexuality is 
a little bit more porous; but disability 
is extraordinarily porous. And so for 

someone who suddenly becomes an 
amputee to have to identify in that 
new position would be a great deal 
like going to bed in the evening as a 
man and waking up in the morning 
as a woman, or going to bed in the 
morning as a man, like Gregor Samsa 
did, and waking up next morning as 
a cockroach. And we know where 
that story led. So, it would be useful 
I think for these medical people or 
these rehab people to have some 
cultural awareness and some social 
awareness – and maybe they do.

McMullan: It’s about finding the right 
one though, I think. 

Garland-Thomson: Well, that could be 
part of the training. 

McMullan: Yes. 

Garland-Thomson: In my new work 
as a bioethicist I’m trying to work 
with genetic counsellors, who are in 
similar situations because they are 
providing narratives of the lives of 
future persons, and they are working 
with those narratives, similarly I think 
to the way rehabilitation specialists or 
prosthetists work... 

McMullan: Yes, I completely agree. And 
also how waking up as an amputee, 
making the choices about what your 
new limb is going to look like, trying to 
work that out would be so difficult and 
something that you need help with.

Garland-Thomson: Right. [...]

McMullan: I guess for me I was born 
with limb difference, but I had an 
amputation, so that’s why I identify 
as an amputee. I guess I never really 
considered almost I’m someone living 
with limb difference, just because I had 
my amputation in 2015 and therefore 
I became an amputee. But I was born 
with congenital differences in my 
limbs, so I guess that’s where my point 
came from, and it’s to do with how you 
identify yourself and the experience 
that you’ve had with your body. I’m not 
sure about you, Rosemarie?

Garland-Thomson: Well, like Caitlin 
I was born with the body I have, 
although I had as a child some surgical 
intervention, as so many people born 
with unusual bodies or what we think 
of as deformities. And that’s not a 
word that I find particularly felicitous, 
but that’s part of the medicalised 
language that is often applied to us. 
But when I was quite young there were 
experimental surgeries, orthopaedic 
and plastic surgeries, that my parents 
elected to have to apparently make 
my left arm at least more functional. 
My arms are very asymmetrical; my 
right arm is a typical arm except for 
the hand, and my right hand has three 
fingers and a thumb as opposed 
to the expected or the usual four 
fingers and a thumb. And that goes 
often a bit unnoticed because my 
left arm is much more spectacular in 
its difference: it’s much shorter and 

“The surgical 
shaping of our 
bodies really 
effects how we 
understand our 
own bodies and 
our place in the 
world.”

has a very unusual hand with very 
unusual kinds of fingers. And I didn’t 
ever as a child – I’m actually fairly old 
– have any kind of diagnosis, other 
than just, well these things happen. 
But the surgeries that I had as a child 
on my left arm and hand I think really 
influenced how I understood myself in 
the world. And it would be interesting 
for Caitlin and I to talk about this 
together, because it sounds as if you 
had surgical intervention on your body 
much later than I did. So, as a child I 
experienced myself as how I was; I 
didn’t experience myself as limited in 
some way because this was the body 
that I was born with, this is the body 
that I used to get through the world. 
And although I was of course aware as 
a very young child that I was different 
and looked different and related to the 
world differently from other children, 
but I didn’t feel particularly flawed or 
wrong in this way. I felt like I was an 
object of curiosity, which of course 
we all are. I wasn’t ever fitted with or 
presented with prosthetics in any 
way, and I’m not sure why actually 
– and I would be happy to talk more 
about that later because I think it’s an 
important point. And I can talk about 
some of my other colleagues’ and 
friends’ experiences with prosthetics 
or no prosthetics. But in terms of 
the surgical shaping of our bodies, 
especially when we are younger than 
the age of consent where someone 
else is making the decision about the 
surgical shaping of our bodies, I think 
that really has this effect on who we 

are and how we understand our own 
bodies and our own place in the world. 
Which is actually one of the things I’m 
working on in my newer work here as 
a bioethicist... So, I think it would be 
important for Caitlin and I to talk a little 
bit about consent, or choice, which is 
one of the topics here, in reference to 
what I’m calling the surgical shaping of 
our own bodies, which obviously have 
affected our embodiment but also our 
place in the world and how we use the 
world.

McMullan: I’ve had over 30 operations 
on my leg before my amputation, so I 
chose my amputation, but my parents 
chose not to have my leg amputated. 
So, in terms of that I find that quite 
interesting, and I guess that has 
affected also my choice of prosthesis 
as well because my leg always looked 
different to the norm I guess, and I 
think that has really affected what I’ve 
chosen to wear as a prosthetic. And 
I find that really interesting actually 
talking to you about that and how you 
feel about it. 

approx. 35 minutes from a 100 minute 

conversation, held online (during lockdown) 

19 October 2020. 
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This report errs on the side of including more rather 
than less material, on the basis that its author came 
from outside of healthcare improvement and so is not 
best placed to predict what might be of most value 
to the field. The structure and layout are intended 
to make this quantity and diversity of material more 
navigable.

Yet here are three conclusions:

Visualisation as a mode of inquiry
Within healthcare, design is typically framed as 
an activity of knowledge transfer, turning certain 
aspects of research into practice. More recently 
co-design and design thinking are being adopted 
as participatory methodologies in patient-centred 
healthcare improvement. Prototyping the experience 
of speculative healthcare services can open 
these ideas – and the values behind them – up to 
professional and public discussion and debate. It is 
hoped that this study illustrates that design research 
can also have a catalytic role much broader than the 
domain of design itself. Visualising complex – and 
missing – interdisciplinary connections might itself 
even provoke new interdisciplinary research. Medical 
imaging and data visualisation are at the heart of 
healthcare research and practice. Perhaps through 
its own visual methods, design research might afford 
new perspectives and at the same time allow other 
complexities to be interrogated, visually; offer both a 
radical contribution to, yet in other ways an extension 
of, the knowledge culture within healthcare. 

Healthcare aesthetics
Having said that the triangle is not proposed as a 
robust theoretical model, it nonetheless makes 
space for something that is absent from healthcare 
improvement studies: aesthetics. It also places this in 
the context of practice and ethics. As a further study 
it would be interesting to explore in more detail how 
and whether aesthetics could have a presence in 
either evidence-based medicine (for example through 
richer PROMs) and/or in bioethics. Alternatively, or 
in the meantime, I would suggest a potential role 
for a new forum to consider aesthetic issues that 
currently are overlooked by both medical science 
and medical ethics. One could envisage a network 
bringing together healthcare professionals and 
service providers, disabled people, designers and 
bioethicists, supporting a joined-up and value-based 
approach; a Forum for Healthcare Aesthetics.

A readiness for new interdisciplinary 
conversations
Making introductions across such a broad 
interdisciplinary landscape obviously implied that 
different views and values would meet. It was 
intriguing to contemplate the tensions that this might 
have revealed, perhaps requiring skilful and sensitive 
mediation. Yet each conversation was within minutes 
self-directed by the partners and self-sustaining 
over around 90 minutes. One of the conversational 
pairings did know of each other, and all were in some 
ways self-selected and open to the idea of having a 
discussion with someone with a different perspective 
from their own. This notwithstanding, the conclusion 
is that many diverse voices would be interested to 
contribute to the field of healthcare improvement, 
were they to be invited to contribute.

Conclusions
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