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ABSTRACT

Background Art interventions may provide a cost-effective approach to improving mental well-being. Most evaluations concentrate on

intervention characteristics and little is known about other factors which might contribute to successful outcomes.

Methods This pre-and-post intervention mixed-methods study explored influences on differential changes in measured well-being among

participants of an Arts on Referral (AoR) scheme in the UK. Measured well-being scores of 44 volunteers and findings from six semi-structured

interviews were triangulated.

Results Mean well-being scores improved by 8.0 (95% CI 4.8–11.3, P , 0.0001); the number of sessions attended and baseline scores were

positively associated with outcome score. Participants from Black and Minority Ethnic (BME) groups and females appeared to show greater

improvement in well-being scores than White British or male participants. Qualitative interviews supported and further explained these findings

and suggested differential impacts of AoR may, in part, be explained by the importance of sharing experiences, reduced social isolation and

external stressors.

Conclusion This study supports the use of AoR interventions for improving well-being among those facing short- and long-term mental health

challenges. However, given the reduced sample size and the pre-post design results should be interpreted with caution and potential differences

between ethnic groups and genders should be further explored.
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Background

Depression is the largest cause of disability globally and
within the UK.1,2 The costs of poor mental health in England
were recently estimated to be £105 billion.3 Effective early
interventions are required and evidence suggests arts partici-
pation may improve mental well-being. Arts for health pro-
grammes seem to improve depression, anxiety, self-esteem
and social integration.4 – 9 Additionally government endorse-
ment of arts initiatives to promote well-being has endured
successive governments;10 – 12 the ‘No health without mental
health’ strategy for England supports mental health promo-
tion through encouraging participation in ‘meaningful activities,
such as arts’.2

Arts-on-referral (AoR) schemes, where individuals are re-
ferred to regular art groups, may improve self-confidence, social
networks4,9,13,14 and reduce healthcare costs among partici-
pants.15 Whilst improved social support likely mediates poor
mental health,16 art-specific aspects of such programmes are
less well understood; some suggest opportunities for self-
expression may protect against poor mental health.6,13,17

Studies of AoR schemes are scarce; a recent review noted
a gap in understanding associations between outcomes and
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other variables or pre-conditions.18 Exploration of the impact
of these complex interventions and participants’ process
of change is key, with studies combining quantitative and
qualitative components considered the best way to achieve
this.6,7,19 – 23 In order to address this gap we conducted a pilot
pre-post mixed-methods study evaluating change in well-
being among participants of an AoR scheme in the UK. The
aim was to assess mean change in Warwick Edinburgh Mental
Well-being Scale (WEMWBS) scores following participation
in AoR and then qualitatively explore associations found
between individual and contextual factors with differential
changes in well-being.

Methods

People with mild-to-moderate mental health problems were
referred to one of four artist-facilitated groups, held in inner-
city GP practices or community centres. All participants were
exposed to a range of activities over the 20-week intervention
period including, but not exclusively, painting, textiles, music,
photography and film. One group was provided for mothers
with infants; the other groups were open to all. The scheme
aimed to improve participants’ well-being and social capital24

through collective engagement in creative arts, increased
social contact and community engagement. Further details of
the scheme can be found in a previous report.25 A mixed-
methods approach was used in this pre–post intervention
pilot study; results from each study component were triangu-
lated using a mixed-methods matrix.26 See Table 1 for inclu-
sion and exclusion criteria.

Quantitative component

Well-being was measured using WEMWBS: a validated
fourteen-item scale (range 14–70).27 – 29 Baseline, interim and
outcome WEMWBS scores were captured. The mean change
in baseline to outcome score was analysed using two-tailed
paired t-tests.30 Associations between gender, ethnicity,

baseline WEMWBS score, number of sessions attended and
follow-up WEMWBS scores were modelled using a
random-effects multi-level model to account for multiple
repeated measures within individuals.31 Analyses were per-
formed on Stata 12.1.

Qualitative component

A pilot sample of 6 out of 36 was purposively selected to
obtain maximum variation of measured change in WEMWBS
scores, and a mix of gender and ethnicity. The AoR
Project Manager initially contacted selected participants and
provided an information sheet; upon consent the researcher
followed-up to arrange an interview.

A topic guide was developed to explore participants’
process of change and experiences of the group activities.
Information was collected on individuals’ perceptions of
their well-being and if/how AoR benefitted them. We also
explored areas commonly associated with mental health chal-
lenges (including social support and financial concerns)32 and
topics emerging from a previous evaluation of the scheme25

(including artist facilitation and pride in artwork).
After obtaining written consent interviews were held in par-

ticipants’ homes, except one which was in an office by request
of the participant; a private room was used to reduce acquies-
cence bias. Confidentiality was highlighted to participants.

Interviews were audio recorded and transcribed verbatim;
identifiable information was anonymized. Transcripts were
coded and analysed using qualitative software (NVivo 9).
Thematic analysis was used in conjunction with grounded
theory principles such as deductive and inductive coding; within
and between subject comparisons and consideration of diver-
gent findings.33 Whilst the small sample size limited our ability
to reach complete data saturation, transcripts were quite compre-
hensive and included thick descriptions with most interviews
lasting at least an hour. Quotes have been selected for illustration
of key themes and divergent findings. Interview transcripts were
returned to participants to help validate findings.

Table 1 Inclusion and exclusion criteria

Quantitative Qualitative

Inclusion criteria Participated in the programme from 1 September 2010 to 31 July

2012

Consent given at referral for follow-up contact by the AoR

scheme

Linked baseline and follow-up WEMWBS scores available Linked baseline and follow-up WEMWBS scores available

Accepted to be contacted by researcher

Exclusion

criteria

Re-referral No consent given at referral for follow-up contact

People with learning disabilitiesa People with learning disabilitiesa

aWEMWBS not validated for people with learning disabilities.
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Ethical approval was granted by the London School of
Hygiene and Tropical Medicine Research Ethics Committee
and the National Research Ethics Service.

Results

WEMWBS had not been validated for use in people with
learning disabilities; therefore, results for 10 individuals with
learning disabilities were excluded from the sample. All other
participants receiving the 20-week intervention were included.

Quantitative findings

Linked baseline and follow-up WEMWBS scores were avail-
able for 44 participants; 36 (82%) were female. The mean
baseline WEMWBS score was 38.2 (95% CI 35.3–41.0). The
mean age was 43 years (range 27–73 years); age had little cor-
relation with baseline or outcome WEMWBS scores
(r2 ¼ 20.02 and 0.001, respectively).

Mean outcome WEMWBS score was 46.2 (95% CI 43.3–
49.0); a significant increase from baseline (8.0, 95% CI 4.8–
11.2, P , 0.0001) after an average of 14 art sessions attended.
Increases in WEMWBS were somewhat greater in females
(8.1, 95% CI 4.3–12.0) than males (5.7, 95% CI 0.4–10.8),
and in participants from Black and Minority ethnic (BME)
groups (9.8, 95% CI 0.3–19.5) compared with White British
(6.4, 95% CI 2.4–10.5) (Table 2). Wide confidence intervals
for the difference in mean change in WEMWBS by gender
and ethnicity (Table 2) reflect the small numbers of males
and BME participants recruited. There was little evidence
of interaction by gender or ethnicity (P ¼ 0.6 and P ¼ 0.4,
respectively).

The model for the association of gender, ethnicity, baseline
score and number of sessions attended with outcome
WEMWBS scores explained 33% of the variation in outcome

WEMWBS scores (R2 ¼ 0.33). Having controlled for other
variables each additional session attended resulted in a 0.3
(95% CI 0.0–0.5, P ¼ 0.03) increase in WEMWBS and each
point increase in the baseline score was associated with an in-
crease of 0.4 (95% CI 0.1–0.6, P ¼ 0.01) in outcome
WEMWBS (Table 3).

In an attempt to further explore these potential associa-
tions we now turn to the qualitative findings.

Qualitative findings

Participant characteristics are presented in Table 4 along with
qualitative findings organized by themes. Our analysis focused
on themes relating to differences between gender and ethnicity,
highlighted by the quantitative analysis, and other emerging
themes associated with participants’ process of change.
Participant names have been replaced with pseudonyms.

All participants reported benefitting from AoR, irrespect-
ive of their measured change in WEMWBS. Early successes
seemed to facilitate greater improvements in well-being; Kate
and Sue had large increases in WEMWBS and enjoyed the
sessions from the outset. Kate in particular conveyed a sense

Table 2 Change in WEMWBS scores

Variable n Mean baseline

WEMWBS

Mean outcome

WEMWBS

Mean change

(95% CI)

Difference in mean

change (95% CI)

P for

interaction

Gender

Females 36 38.8 46.8 8.1 (4.3, 12.0) 2.42 (26.6, 11.4) 0.6

Males 7 37.1 43.4 5.7 (0.4, 10.8)

Not stated ,5

Ethnicity

White British 29 37.8 44.3 6.4 (2.4, 10.5) 3.3 (25.3, 11.9) 0.4

BME 9 39.9 49.7 9.8 (0.3, 19.5)

Not stated 6

Total 44 38.2 46.2 8.0 (4.8, 11.2) T-test, P , 0.0001

Table 3 Predictors of outcome WEMWBS scores

Variable Mean difference

(95% CI)

P-value

Per session attended 0.3 (0.0, 0.5) 0.03

Per unit of baseline WEMWBS score 0.4 (0.1, 0.6) 0.01

Black and minority ethnic (BME)

participants (compared with White

British)

5.2 (20.9, 11.2) 0.09

Male (compared with females) 23.7 (210.4, 3.0) 0.28
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of pride in her artwork from her first session. Conversely,
Danny and Alice, who showed small changes in WEMWBS,
reported taking a while to settle into the groups and/or find a
particular activity of interest.

‘You could get in and make something effective on your
first session . . . you could always come out with something
and think I did this – it was brilliant!’ (Kate).

Small changes in WEMWBS for Henry and Alice may, in
part, be explained by stressful experiences during their inter-
vention period; Alice returned to work following maternity
leave to face potential redundancy and Henry’s benefits pay-
ments were reduced. Henry also had a low baseline score
which the modelling suggests may be related to his small in-
crease in WEMWBS. Despite this Henry found the oppor-
tunity to be creative was important for managing his
depression and he valued the availability of a non-
pharmacological intervention.

‘. . . art had become such an important part of my mental
health’ ‘I’m trying to stay off medication through this
episode’. (Henry)

Only one interviewed participant, Kate, was on anti-
depressants throughout her intervention period; her large in-
crease in WEMWBS may be confounded by the medication.
Sue was on anti-depressant when she was referred to the art
groups but stopped taking them a few weeks into her inter-
vention period. All other participants were not on medication
at the time of the intervention and expressed a desire for an
alternative treatment.

Differences by gender: normalizing emotions

Men and women seemed to benefit from the normalization
of what could be considered as ‘deviant’ emotions through
their participation in AoR, although they appeared to
achieve this in different ways, possibly related to inherent
gender differences or the composition of the groups. All
women interviewed spoke of the importance of sharing
experiences at the groups. In particular, women with post-
natal depression (PND) faced challenges around expectations
of motherhood which conflicted with their own experiences.
Sharing experiences with other new mothers who could em-
pathize enabled these women to normalize their emotions

Table 4 Summary of participant characteristics and key themes for interviewees

Pseudonym Kate Sue Mark Danny Henry Alice

Change in WEMWBS score Large increase Large

increase

Large increase Small

increase

Slight

increase

Small

decrease

Age group 25–29 35–39 55–59 25–29 40–45 40–45

Gender Female Female Male Male Male Female

Ethnicity White British Asian White British Black British White

British

White

British

Reason for referral Chronic pain and

Post-natal Depression

Depression Social isolation and

impaired mobility

Depression Depression PND

Local support Yes No Some No No Some

Themes

Interventional characteristics

Expectation of effectiveness

through NHS delivery

Y Y — Y Y Y

Non-judgemental atmosphere Y Y Y Y Y Y

Group size, layout and artist

facilitation

Y Y Y Y Y Y

External stressors — — — — Y Y

Sharing experiences and normalizing

emotions

Y Y — — — Y

Breaking social isolation — Y Y Y Y —

Art as therapy — Y — Y Y —

Self-efficacy

Positive feedback Y Y Y Y Y Y

Early success Y Y Y — Y —
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and feel less guilty or alone in facing challenges, as described
by Kate and Alice.

‘. . . other mums had postnatal depression as well and
were able to just talk to me about what they were going
through’. (Kate)

‘. . . hearing what other people are going through, makes
you feel . . . feel better, or less isolated’. (Alice)

Male participants also valued social aspects of the groups but
the gender imbalance may have limited their ability to benefit
from sharing experiences, as highlighted by Henry below.
However, some men valued the opportunity to express their
individuality and found a way of normalizing their emotions
through the creative process itself. Danny spoke of finding
liberation from pressures to conform to social expectations;
engaging in artistic creativity developed his self-confidence
and allowed him to feel good about diverging from society’s
script.

‘. . . quite often I was the only male attending and um,
female participants . . . are more sharing’. (Henry)

‘. . . there’s always a template that society tells you, you have
to follow and it’s difficult when you don’t . . . it’s nice to
have that freedom . . . you know with painting, it’s very
therapeutic’ (Danny).

The social context also encouraged some men to develop a
sense of pride in their work and belief in their abilities; for in-
stance Mark was encouraged to appreciate his work in new
ways. Furthermore, Henry became particularly animated
when he spoke of feedback at a public exhibition which
helped nurture a positive self-image which he reported he
often lacks.

‘. . . that was one of the best things, if I produced some-
thing and I didn’t think it was particularly good, somebody
would see something in it I hadn’t’ (Mark).

‘. . . when people say something nice about me, it doesn’t
always click with my own self-image so it was very helpful
in that way, people just spontaneously saying ‘oh that’s nice’
(Henry).

Differences by ethnicity: the importance of breaking

social isolation

The opportunity for social interactions in a safe environment
played an important role in the process of change for many
participants. In particular, both BME participants benefitted
from the breaking down of social barriers that engaging in the
activities offered. Sue lived alone with her young child, lacked
a local social network and faced language barriers. She

benefitted from connecting with people in her area and a
sense of belonging it provided outside of the art sessions.
Danny knew many people locally but lacked close relation-
ships and had never discussed his depression with friends or
family; he benefitted from connecting with other participants,
both verbally and creatively, perhaps on a deeper level than he
experienced elsewhere.

‘I meet someone down the road and then we just say ‘hello,
how’s it going’ . . . it’s nice’ (Sue).

‘. . . you want that interaction . . . you sort of see into
people’s soul when they’re doing something, picking that
type of paint or that brush’ (Danny)

Social interactions were also beneficial to others suffering
social isolation. Henry (White British, 40–45) sometimes
became isolated due to his depression and Mark (55–59,
White British) lost regular social contact at work after a phys-
ical health condition led to long-term leave. They both bene-
fitted from the social context and weekly routine that the art
groups provided.

‘. . . it gave structure . . . structure to the week that was
lacking’ (Mark)

‘when I’m in a bad episode . . . I turn myself away, and it
was very good for me, putting structure in, low level social
contact and that creative opportunity’ (Henry)

Art as therapy

Differences by gender and ethnicity may be confounded by
other factors, such as type of mental health problem. We
found that all participants enjoyed learning new skills and en-
gaging in visual arts activities; however, those with depression
spoke poignantly of how engaging in creative activities helped
them cope; both BME participants suffered from depression.
The creative process helped Danny to explore his emotions
and foster a renewed interest in the world around him. Sue
had experienced abusive relationships and found attending
the AoR group was an important step in her journey
towards recognizing reasons for her depression and ac-
cessing further support. Learning skills for creative expres-
sion helped her express herself non-verbally and cope with
difficult emotions.

‘it’s just a good reflective tool and you need that really . . .

problems in your mind but you just need to find it’. ‘I like
to sort of look at photography and look at things in general
now, it’s got me curious’ (Danny)

‘. . . being creative is just express our mind . . . some people
express through drawing or wool, whatever . . . it’s really
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important for our well-being, I’m definitely not the verbal
type’ (Sue).

Additionally, Henry found painting helped him escape nega-
tive thought patterns associated with depression and to find a
sense of peace.

‘it certainly helps to break that cycle of vicious contempla-
tions and rumination’. ‘. . . I was feeling a bit low and
feeling I could get in a dangerous head space, I just sat
down and painted a fairly simplistic picture, sky, some trees
and just sat there and got such a feeling of peace’ (Henry).

Discussion

Main findings of this study

Mean well-being improved following participation in AoR and
WEMWBS scores increased with each AoR session. Well-being
improved more slowly for participants with low baseline
scores; however, qualitative findings suggest these individuals
may find arts participation helpful in managing emotions and
preventing deterioration of well-being. Triangulation also
showed those with little/no improvement in WEMWBS
experienced stressful life events during their referral.

What is already known on this topic

Findings from this study are congruent with existing evidence
supporting AoR for improving well-being. Mean increases in
WEMWBS in this study were similar to previous studies4,8,25

and findings that self-confidence and social isolation improve
are supported elsewhere.4 – 9,11,13,22,23,25 Additionally, early
successes leading to greater improvement in well-being is
underpinned by theories of motivation and self-efficacy.34

The impact of external stressors on outcome WEMWBS
scores highlights the challenge of measuring well-being, a sub-
jective factor with many influences. This research supports
views that not all the benefits of AoR are quantifiable and
that mixed-methods are required to improve the validity of
findings.5 – 7,19 – 23

What this study adds

To our knowledge this is the first mixed-methods study ex-
ploring associations between pre-existing factors and differen-
tial outcomes from AoR. This study contributes to the
scarcity of studies offering an understanding of processes of
change underlying this under-researched area.

Modelling was suggestive of greater improvement in
WEMWBS in females and BME participants; qualitative find-
ings support and offer insights into possible reasons for these
associations. Women formed the majority of participants
and experienced greater social support through shared

experiences and the consequent normalization of emotions.
This corroborates findings that development of specific
‘group norms’, which better relate to an individuals’ own ex-
perience than perceived social norms, can abate internal con-
flict and improve well-being.35 That women benefitted more
from this aspect fits with traditional stereotypes that women
are more likely to express pro-social emotions, such as
empathy, and those which imply vulnerability, such as
sadness.36 BME participants in this study benefitted from op-
portunities for self-expression and community integration.
BME participants may gain greater benefit from the social ac-
ceptance at the art groups if they feel discriminated against in
other aspects of their lives. Additionally opportunities for self-
expression and developing a positive self-image, or ‘identity
capital’, through arts participation may be protective against
the impacts of discrimination.13,37 This may, in part, explain
our findings of greater improvements in well-being among
BME participants, although other participants also developed
identity capital through creative expression. Participants with
depression gained particular benefit from the creative
process; the distraction and change in perspective it offered
helped them to manage their emotions. Neurocognitive
theory posits that engaging in ‘deliberate creativity’, such as in
visual arts classes, increases activity in neural networks in the
pre-frontal cortex which tend to be under-active in people
with depression.38,39 Learning new skills for creative expres-
sion may help re-balance this activity and aid development of
novel neural connections, potentially helping individuals with
depression to alter their patterns of thinking.38 Studies of arts
interventions for people with depression could incorporate
functional magnetic resonance imaging in order to test this
theory.

This study supports AoR interventions for promoting well-
being. AoR schemes could prioritize individuals who lack
social support and people with depression; the latter may par-
ticularly benefit from arts participation over other social inter-
ventions. Gender imbalances in participation should be
addressed, be this by promoting male participation in existing
mixed groups, or considering male-specific activities such as
community-based ‘Men’s Sheds’ projects.40 Further mixed-
methods studies with bigger samples should be carried out to
explore potential differences by ethnicity and diagnosis.
Ideally, these studies should include a waiting-list control
group which would not initially receive the AoR intervention
in order to better establish the impact of AoR on well-being.

Limitations of this study

Qualitative findings were based on only six interviews which
limited our ability to reach data saturation; however, findings
supported the interpretation of quantitative results. Limitations
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of the quantitative component were a small sample size, lack of
control group, selection bias and the lack of a power calcula-
tion; however, this was a pilot study in which all participant
data were used. It was not possible to adjust for additional con-
founders, such as GP-recorded diagnosis, medications and life
events due to lack of data and the limited number of variables
that could be modelled given the sample size.41 Instead poten-
tial confounders were explored qualitatively. Individual compo-
nents of WEMWBS were not analysed.
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