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Executive summary

Background

Although pharmacotherapy can reduce the symptoms of schizophrenia, many people with this 
condition continue to experience poor mental health and social functioning. It has been argued 
that creative therapies could provide a complementary approach to improving mental health 
through helping people to express themselves, and develop self-awareness and insight. Group 
art therapy has been widely used as an adjunctive treatment for people with schizophrenia, 
but there have been few attempts to examine its clinical effects and cost-effectiveness has not 
been examined.

Objectives

We undertook a pragmatic, randomised controlled trial (RCT), which was designed to achieve 
the following objectives:

 ■ compare the effects of referral to group art therapy plus standard care with referral to an 
active control group plus standard care or to standard care alone on the mental health and 
global functioning of people with schizophrenia

 ■ examine the impact of referral to weekly group art therapy on well-being, health-related 
quality of life (HRQoL) and satisfaction with care over a 24-month period

 ■ examine whether or not any benefits associated with art therapy exceeded those associated 
with an active control group

 ■ compare the costs and cost-effectiveness of group art therapy, active control treatment and 
standard care over a 2-year period.

Methods

The study was a single-blind, parallel-group RCT of referral to group art therapy plus standard 
care, referral to an activity group plus standard care or standard care alone. Participants were 
randomised via an independent and remote telephone randomisation service using permuted 
blocks, stratified by site. The block size was randomly assigned between 3 and 6. Each participant 
within the block was randomly assigned to one of the three treatments in proportion to the size 
of the block. Participants and clinical staff were aware of to which arm of the trial participants 
were allocated, but all interviews were conducted by researchers masked to allocation status. Art 
therapy and activity groups were run on a weekly basis by a lead therapist and a co-facilitator and 
were made available to participants for an average of 12 months.

Participants
Study participants were recruited from inpatient and community-based mental health and social 
care services at four centres in England and Northern Ireland. Participants were aged 18 years or 
over and had a clinical diagnosis of schizophrenia, confirmed by an examination of case notes 
using operationalised criteria. To take part in the study, potential participants had to be willing 
to take part in groups and to provide written informed consent. We excluded those with severe 
cognitive impairment, those who were unable to speak sufficient English to complete the baseline 
(BSL) assessment and those who were already attending art or other creative therapies.
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Main outcome measures
The primary outcomes for the study were global functioning [measured using the Global 
Assessment of Functioning Scale (GAF)] and symptoms of schizophrenia [measured using the 
Positive and Negative Syndrome Scale (PANSS)], assessed at 24 months. Secondary outcomes 
were global functioning and mental health symptoms measured at 12 months, as well as levels of 
group attendance, social functioning [measured using the Social Function Questionnaire (SFQ)], 
concordance with prescribed medication (measured using the Morisky Scale), satisfaction with 
care (measured using the Client Satisfaction Questionnaire), mental well-being (measured using 
the General Well-Being Scale), HRQoL [measured using the five-item EuroQol scale ‘European 
Quality of Life-5 Dimensions’ (EQ-5D)] and resource use (measured using a modified version of 
the Adult Service Use Schedule), assessed at 12 and 24 months after randomisation.

Study procedures
Health- and social-care professionals, working on inpatient units or in community teams, day 
centres and rehabilitation and residential units, identified potential participants. Researchers 
and clinical studies officers of the UK Mental Health Research Network met those who had 
given verbal consent to be approached about the study, assessed eligibility, provided written and 
verbal information, and obtained written consent. Following completion of the BSL assessments, 
participants were then randomised. Participants, their key worker and their general practitioner 
were notified of allocation status by an independent administrator. The administrator 
simultaneously informed local art therapists or activity group facilitators of the participants’ 
allocation status, so that arrangements could be made for the participants to receive their 
allocated intervention. Researchers involved in collecting follow-up data remained masked.

Those randomised to group art therapy were offered weekly sessions of 90 minutes’ duration for 
an average of 12 months. Art therapy was conducted in keeping with recommendations of the 
British Association of Art Therapists. Control groups also took place on a weekly basis and were 
made available to participants for an average of 12 months. All lead facilitators had previous 
experience of working with people with psychosis in groups and all art therapy and activity 
groups were co-facilitated by another member of staff or volunteer. During the treatment phase 
of the trial, art therapists and activity group facilitators received local monthly group supervision 
from senior practitioners with relevant expertise who were not involved in delivering either 
intervention. Supervision sessions were audio-recorded and recordings reviewed by a senior 
member of the study team who provided feedback to supervisors regarding adherence to agreed 
guidelines about the delivery of both interventions. Standard care involved follow-up from 
secondary-care mental health services, care co-ordination, pharmacotherapy and the option of 
referral to other services. No restrictions were imposed on referral to other services, apart from 
arts therapies, which participants agreed not to use until the final follow-up assessment had 
been completed.

Statistical methods
We calculated that, using a 5% significance level and a design effect of 2.22 (intraclass correlation 
coefficient =  0.175), we needed data on 300 patients to have 80% power to detect a clinically 
relevant improvement in GAF score of six points [standard deviation (SD) = 10] between 
treatments. In anticipation of a 20% dropout rate, we planned to recruit 376 participants.

All primary statistical analyses were conducted using the intention-to-treat principle. Differences 
in mean score between those randomised to each of the three arms of the trial were examined 
using analysis of covariance, adjusting for BSL value of the outcome, site, sex and age. A 
secondary analysis was performed using a multilevel model in order to take into account the 
clustering effect of the site. In another secondary analysis, we examined the impact of the uptake 
of the interventions on our primary outcomes using two-stage least squares estimates.
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The health economic evaluation was conducted from a broad perspective, covering all health 
and social services received and productivity losses. Cost-effectiveness was assessed in terms of 
functioning using the GAF and quality-adjusted life-years using the EQ-5D measure of HRQoL. 
The cost-effectiveness and cost–utility of the art therapy intervention were explored through 
the calculation of incremental cost-effectiveness ratios – the difference in mean costs divided 
by the difference in mean effects. To explore the uncertainty that exists around the estimates of 
mean costs and effects as a result of sampling variation and uncertainty regarding the maximum 
cost-effectiveness ratio that a decision-maker would consider acceptable, cost-effectiveness 
acceptability curves are presented by plotting these probabilities for a range of possible values of 
the ceiling ratio.

Results

Four hundred and seventeen participants were recruited to the trial between February 2007 
and August 2008, of whom 140 were allocated to group art therapy, 140 were allocated to the 
activity group and 137 to standard care. Participants had a mean age of 41 years (SD = 12 years) 
and two-thirds (n = 279, 67%) were male. Eighty-six (61%) of those randomised to art therapy 
and 73 (52%) of those randomised to activity control groups attended at least one group. The 
median delay between randomisation and attending the first group was 61 days for art therapy 
and 61.5 days for an activity group. Forty-four (31%) of those randomised to group art therapy 
and 30 (21%) of those randomised to activity groups attended 10 or more groups. The number 
of participants per art therapy group ranged from zero to six (mean attendance = 2.4, SD  = 1.1). 
The number of participants per activity group ranged from zero to nine (mean attendance = 2.1, 
SD = 0.9).

No differences in primary outcomes were found between trial arms. The adjusted mean difference 
between those randomised to art therapy and standard care alone was –0.9 on the GAF Scale 
[95% confidence interval (CI) = –3.8 to 2.1, p = 0.57] and 0.7 on the PANSS Scale (95% CI = –3.1 
to 4.6, p = 0.71). The adjusted mean difference between those randomised to art therapy and 
activity groups was –1.1 on the GAF Scale (95% CI = –4.0 to 1.8, p = 0.47) and 3.1 on the PANSS 
Scale (95% CI = –0.7 to 6.9, p = 0.11). Differences in secondary outcomes at 12 and 24 months 
were not found, except that those who were referred to an activity group had fewer positive 
symptoms of schizophrenia at 24 months compared with those randomised to group art therapy. 
Instrumental variables analysis indicated that attendance at art therapy groups was not associated 
with improvements in global functioning or symptoms of schizophrenia.

The mean cost per participant over 24 months was £36,238 for those randomised to group art 
therapy, £43,795 for those randomised to activity groups and £37,447 for those who received 
standard care. Although the additional cost of the art and activity group interventions was small 
compared with the total cost of care provided, we did not find evidence to support the cost-
effective use of referring people with schizophrenia to group art therapy.

Conclusions

Levels of attendance at both art therapy and activity groups were low and this may have had an 
effect on their impact. However, we found no evidence that group art therapy, as delivered in this 
trial, improves global functioning or health outcomes of people with established schizophrenia or 
that it constitutes a cost-effective use of resources.
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Implications for health care
Although we cannot rule out the possibility that group art therapy benefits a minority of people 
who are highly motivated to use this treatment, our findings do not provide evidence to support 
the view that group art therapy leads to improved patient outcomes when offered to most people 
with schizophrenia.

Recommendations for research
1. Data from exploratory trials of other creative therapies, including music therapy and body 

movement therapy, have shown promising results and randomised trials examining the 
clinical effectiveness and cost-effectiveness of offering these interventions to people with 
schizophrenia should be conducted.

2. Group art therapy has been used as an adjunctive treatment for people with a range of 
other mental disorders and the impact art therapy for people with these other disorders is 
also required.

3. The impact of adjunctive art therapy for inpatients with acute psychosis should be evaluated.
4. The impact of adjunctive art therapy and for those with recent-onset schizophrenia should 

be evaluated.

Trial registration

This trial is registered as ISRCTN 46150447.

Funding

Funding for this study was provided by the NIHR Health Technology Assessment programme 
and will be published in full in Health Technology Assessment; Vol. 16, No. 8. See the HTA 
programme website for further project information.

Publication

Crawford MJ, Killaspy H, Barnes TR, Barrett B, Byford S, Clayton K, et al. on behalf of 
the MATISSE project team. Group art therapy as an adjunctive treatment for people with 
schizophrenia: a randomised controlled trial (MATISSE). Health Technol Assess 2012;16(8).



NIHR Health Technology Assessment programme

The Health Technology Assessment (HTA) programme, part of the National Institute for Health Research (NIHR), was 
set up in 1993. It produces high-quality research information on the effectiveness, costs and broader impact of health 
technologies for those who use, manage and provide care in the NHS. ‘Health technologies’ are broadly defined as all 
interventions used to promote health, prevent and treat disease, and improve rehabilitation and long-term care.
The research findings from the HTA programme directly influence decision-making bodies such as the National 
Institute for Health and Clinical Excellence (NICE) and the National Screening Committee (NSC). HTA findings also 
help to improve the quality of clinical practice in the NHS indirectly in that they form a key component of the ‘National 
Knowledge Service’.
The HTA programme is needs led in that it fills gaps in the evidence needed by the NHS. There are three routes to the 
start of projects.
First is the commissioned route. Suggestions for research are actively sought from people working in the NHS, from 
the public and consumer groups and from professional bodies such as royal colleges and NHS trusts. These suggestions 
are carefully prioritised by panels of independent experts (including NHS service users). The HTA programme then 
commissions the research by competitive tender.
Second, the HTA programme provides grants for clinical trials for researchers who identify research questions. These 
are assessed for importance to patients and the NHS, and scientific rigour.
Third, through its Technology Assessment Report (TAR) call-off contract, the HTA programme commissions 
bespoke reports, principally for NICE, but also for other policy-makers. TARs bring together evidence on the value of 
specific technologies.
Some HTA research projects, including TARs, may take only months, others need several years. They can cost from as 
little as £40,000 to over £1 million, and may involve synthesising existing evidence, undertaking a trial, or other research 
collecting new data to answer a research problem.
The final reports from HTA projects are peer reviewed by a number of independent expert referees before publication in 
the widely read journal series Health Technology Assessment.

Criteria for inclusion in the HTA journal series
Reports are published in the HTA journal series if (1) they have resulted from work for the HTA programme, and 
(2) they are of a sufficiently high scientific quality as assessed by the referees and editors.
Reviews in Health Technology Assessment are termed ‘systematic’ when the account of the search, appraisal and 
synthesis methods (to minimise biases and random errors) would, in theory, permit the replication of the review 
by others.

The research reported in this issue of the journal was commissioned by the HTA programme as project number 
04/39/04. The contractual start date was in November 2006. The draft report began editorial review in December 2010 
and was accepted for publication in June 2011. As the funder, by devising a commissioning brief, the HTA programme 
specified the research question and study design. The authors have been wholly responsible for all data collection, 
analysis and interpretation, and for writing up their work. The HTA editors and publisher have tried to ensure the 
accuracy of the authors’ report and would like to thank the referees for their constructive comments on the draft 
document. However, they do not accept liability for damages or losses arising from material published in this report.
The views expressed in this publication are those of the authors and not necessarily those of the HTA programme or the 
Department of Health.
Editor-in-Chief: Professor Tom Walley CBE
Series Editors: Dr Martin Ashton-Key, Professor Aileen Clarke, Dr Tom Marshall, Professor John Powell, 

Dr Rob Riemsma and Professor Ken Stein
Associate Editor: Dr Peter Davidson
Editorial Contact: edit@southampton.ac.uk
ISSN 1366-5278 (Print)

ISSN 2046-4924 (Online)

ISSN 2046-4932 (DVD)

© Queen’s Printer and Controller of HMSO 2012. This work was produced by Crawford et al. under the terms of a 
commissioning contract issued by the Secretary of State for Health.
This journal is a member of and subscribes to the principles of the Committee on Publication Ethics (COPE) (http://www.
publicationethics.org/).
This journal may be freely reproduced for the purposes of private research and study and may be included in professional 
journals provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising.
Applications for commercial reproduction should be addressed to: NETSCC, Health Technology Assessment, Alpha House, 
University of Southampton Science Park, Southampton SO16 7NS, UK.
Published by Prepress Projects Ltd, Perth, Scotland (www.prepress-projects.co.uk), on behalf of NETSCC, HTA.
Printed on acid-free paper in the UK by the Charlesworth Group.


