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Executive Summary
The integration of arts in healthcare and public health has gained significant 
recognition for its potential to support the health and wellbeing of individuals 
and communities. There is a growing body of evidence suggesting that arts-
based interventions can positively impact various health outcomes, including 
mental health, quality of life, and social well-being. However, despite the 
enthusiasm and promising results, a persistent challenge in the field of arts 
and health is the lack of robust evidence and rigorous evaluation practices. 

While numerous studies claim benefits from arts-based interventions, the 
overall evidence base remains weak according to standard public health and 
medical evaluation criteria. This paradox of abundant yet methodologically 
limited evaluations has hindered the widespread adoption and integration of 
arts-based approaches in mainstream healthcare and public health initiatives.

This preliminary evaluation toolkit is designed to provide Arts and Health 
practitioners with guidance on conducting rigorous outcome evaluation 
of their programs and interventions. The toolkit aims to strengthen the 
evidence base for arts and health initiatives by promoting consistent and 
robust evaluation practices, enabling meaningful comparisons across 
studies and driving progress in the field.

The toolkit begins with an introduction that highlights the importance of 
evaluation in enhancing the effectiveness of arts and health programs. It 
then delves into the concept of evaluation, explaining its purposes and role in 
measuring the effects of a program. The toolkit also highlights study designs 
that can be more easily implemented by artist practitioners, such as quasi-
experimental designs and mixed-methods approaches.

A key focus of the toolkit is on the use of validated tools/scales in quantitative 
study designs, emphasizing the importance of using established, reliable, 
and valid measurement instruments. Practitioners are guided through the 
process of selecting appropriate measures across various domains, including 
mental health, quality of life, social measures, and physiological measures. 
The toolkit also offers practical advice on implementing evaluation, covering 
data collection methods and best practices.

Overall, this toolkit aims to equip Arts and Health practitioners with the 
necessary knowledge and skills to conduct robust evaluations, ultimately 
enhancing the field’s evidence base and supporting the integration of arts-
based programs into mainstream health services.

Introduction to the toolkit
C H A P T E R  1

The arts play an important role in supporting people’s health and wellbeing. 
In recent years, arts-based health interventions have gained growing global 
recognition for their ability to enhance individual and community well-being. 
Despite the increasing number of Arts and Health studies being published, 
the field has been criticised for a lack of rigour in evaluation. In addition, 
many arts-based programs face challenges like limited funding and low 
participant numbers. These constraints make it even more important to 
share best practices for better and more consistent evaluation practices. 
This preliminary toolkit serves to provide these recommendations. 
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The field of “Arts and Health” is 
also referred to as “Creative Health”, 
“Arts in Health”, or “Arts for Health”. 
While each term may emphasise 
different approaches, they all refer 
to the use of arts to enhance health 
and wellbeing.3

The field of Arts and Health refers to an ecosystem of practices and 
professions that use arts, culture, and creative expression to address specific 
health concerns and promote wellbeing across the lifespan.1 

These applications of arts across the health and care sectors are diverse. 
For example, the arts can support wellbeing in everyday life through regular 
creative activities; they can also be integrated into programmes for specific 
clinical populations or demographic groups, such as older adults, or applied 
in creative arts therapies, where trained therapists use art forms as part of 
clinical treatment.2 In addition, the arts play a role in health promotion, helping 
to share health messages in engaging ways, and in healthcare environments, 
where art can make hospitals feel more welcoming and supportive.2

Arts and Health programs have a broad range of benefits for individual and 
community health, both as a means of prevention and treatment.

WHAT IS ARTS AND HEALTH?

Impact of Arts on Health

Prevention and Promotion

Arts affect Social Determinants of 
Health

Arts encourage health-promotiong 
behaviours

Arts help to prevent ill health

Arts support child development

Arts support caregiving

Management and Treatment

Arts help people experiencing 
mental illness

Arts Support Care

Arts support end-of-life care

Arts assist with management of 
non-communicable diseases

Arts help support people with 
neurodevelopment and 
neurological disorders

Figure 1.1 Categories of impact of arts on health, based on Fancourt and Finn’s 2019 scoping review.4

WHY ARE ARTS AND HEALTH 
PROGRAMS NOT WIDELY 
ADOPTED?
Despite growing interest, Arts and Health programs face barriers 
such as cultural perceptions of the arts as non-essential and a 
lack of rigorous evaluation data. Many funders and policymakers 
want clear evidence that Arts and Health programs “work”.  

This lack of rigorous data happens because:

Evaluation often gets overlooked in the arts. Many 
arts practitioners may not focus on formal evaluation 
for outcomes of their program.

Different goals, different measures. The arts and 
health sectors often have differing objectives and 
evaluation methods, making it hard to align the two.5

Limited formal research training. While arts 
practitioners may be experts in their field, many may 
not have formal training in research or evaluation 
methods. As a result, there’s a need for more 
structured, evidence-based approaches to measuring 
impact.

Because of these challenges, structured outcome evaluation is especially 
important. It helps to strengthen the intersection of the arts and health-
related sectors by generating credible, consistent data. For arts practitioners, 
structured outcome evaluation can:

Build a stronger case for funding, long-term support, and buy-in from 
policy makers

Facilitate access for Arts and Health interventions into the health 
system 
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WHERE DOES THIS TOOLKIT 
COME IN? 
This toolkit guides you to implement effective outcome evaluations, 
addressing key challenges in measuring impact. In this toolkit, we provide:

An introduction to Outcome Evaluation. We answer 
key questions like “What is evaluation?” and “Where 
do I begin?” to help you assess the health-related 
outcomes of your programs.

Guidance on evaluation design. We provide practical 
advice for designing an evaluation that fits your 
project’s goals and context.

Recommendations for tools and measures. We offer 
recommendations for validated tools for accurate and 
consistent outcome measurement, guiding you on 
selecting the right ones for your project.

Directions to additional resources. We guide you to 
further materials that can support your evaluation 
efforts.

WHO IS THIS TOOLKIT FOR?
Anyone engaged in arts and health activities—whether you’re new to 
evaluation or looking to refine your approach—can make use of this toolkit! 
If you have no prior experience, we designed the toolkit to guide you step by 
step through designing and conducting evaluations in a simple, structured 
way. More experienced users can also use this toolkit to find additional 
resources to refine their evaluation design. We hope this toolkit encourages 
you to incorporate evaluation into your practice to demonstrate the value of 
your work.

HOW TO USE THIS TOOLKIT?
If you are just getting started…

Start with Section 1, 

where we explain what outcome evaluation is and 
guide you through each step of the process. Each 
chapter in this section focuses on a specific stage 
of evaluation—from planning and design to 
choosing tools and analysing results—presented in 
a clear, structured way. This section is ideal if 
you’ve never done evaluation before.

If you’re familiar with evaluation…

Head to Section 2, 

where we recommend specific, validated tools to 
help you measure common outcomes in arts and 
health programs, and present important 
considerations for their use.

CLOSING
By embedding evaluation into Arts and Health practice, we can ensure these 
programs continue to grow, evolve, and build a stronger case for funding. This 
is a step towards building a stronger, evidence-informed future for Arts and 
Health.
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What is Evaluation
C H A P T E R  2

Evaluation is the systematic process of collecting and analysing information 
to identify the components required for a programme or activity’s success, 
uncover factors that may improve or hinder its implementation, and assess 
its effectiveness, value, or impact.6 It helps to assess whether goals are 
being met, informs decision-making, and guides improvements. Evaluation 
is done within a specific context (e.g., within the aims and objectives of an 
organisation). In contrast, research is about making contributions to existing 
knowledge and finding new knowledge that is transferable to local contexts 
or generalisable to wider contexts. Evaluation findings are typically shared 
with stakeholders involved in a project, while research findings can be 
disseminated to the broader scientific community via publications.7,8 

Evaluation and research are not mutually exclusive and can complement 
each other. For instance, research findings can inform areas to evaluate, and 
evaluation findings can inform areas that need further research. Regardless, 
you need to know your rationale for conducting evaluation and/or research 
before embarking on either.

WHAT IS EVALUATION? 
WHAT IS RESEARCH?

Knowing why you are conducting an evaluation will help you decide the type 
of evaluation to undertake. Plan your project in a synchronous manner with 
your evaluation so that data can be collected at appropriate stages of your 
project. 

WHAT ARE THE DIFFERENT 
TYPES OF EVALUATION? 

If you have not started 
formalising your project and 
would like to know whether 

it is feasible, or if you need to 
understand  what elements 
are needed for the intended 

audience, do formative 
evalution.

If your project is already 
underway and your wish to 

better understand whether it can 
be improved, you can do process 

evalution. Process evalution 
may also be used in the later or 
final stages of your project to 
understand the reasons why 

your project was successful or 
did not meet its intended goals.

If you would like to understand 
whether your project has 

achieved its desired goals, 
outcome evaluation can be 

done, which looks at immediate 
or short-term effects of your 

project and whether the inteded 
objectives were achieved.

Figure 2.1 Types of Evaluation
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The different types of evaluation are presented in the table below:

Types of Evaluation

Formative Evaluation7

Definitions

•	 Conducted before project 
implementation

•	 Concerned with pre-
implementation considerations 
such as the design and suitability 
of the project

Aspects

•	 Situation Analysis (secondary 
data/existing findings and 
literature: Identify what/where/
why is there a problem, who is 
affected, and what has already 
been done for the problem) 

•	 Stakeholder Analysis (identify 
stakeholders’ interests in your 
project, their involvement/
power in the project, and actions 
required with them)

Process Evaluation9 •	 Conducted while the project is 
being implemented (after project 
delivery has begun)

•	 Seeks to explore considerations 
such as points of success and 
challenges

•	 Partnerships with stakeholders
•	 Quality assurance (e.g., training 

of staff) 
•	 Coverage (e.g., outreach)
•	 Utilisation (e.g., how many 

participants complete/engage/
enrol in your project)

Outcome Evaluation10 •	 Conducted after the project has 
concluded

•	 Typically examines short- and 
medium-term effects, and 
whether intended objectives 
were met. Long-term outcomes 
may be included if they are 
closely tied to the project goals 
and are measurable within the 
evaluation timeframe.

•	 Assess changes in knowledge/
attitudes/behaviours/practices 
as a result of the activity or 
intervention that align with 
intended goals of your project

•	 Note: Although outcome 
evaluation is usually conducted 
when your project has 
concluded, planning should 
start at the beginning of your 
project timeline, as baseline 
data (collected before the 
activity or during the Formative 
Evaluation stage) are beneficial 
for comparison with the data 
obtained at the end of your 
project

Before embarking on your project, it is important to establish what your project 
aims to accomplish and the rationale of why your project must be evaluated. 
Knowing who is involved in your project is also essential because projects 
involve various stakeholders, and may include external collaborators, internal 
team members, high-level decision-makers (e.g., policymakers, funders), and 
the recipients of a project (e.g., the participants or audience). Involving or 
consulting key stakeholders when planning and evaluating your project will 
help ensure that your project objectives are shared and achievable.7 Setting 
objectives will help to establish clear and measurable project goals.7,8

WHY IS IT IMPORTANT TO 
PLAN YOUR EVALUATION?

To establish outcome evaluation objectives: 
You may use the  following template to guide the formulation of 
your outcome evaluation objectives: To evaluate the effectiveness of 
the [INSERT PROGRAMME] in improving the [INSERT OUTCOME] of 
[INSERT SAMPLE POPULATION]. Here are some examples:

To evaluate the effectiveness of a participatory music programme in 
improving the mental health of university students

To evaluate the effectiveness of the group dance programme on 
improving social connection among older adults 

Examples of outcome evaluation questions according to the 
objectives above: 
Consider the following template for writing your outcome evaluation 
questions: Do [SAMPLE POPULATION / PARTICIPANTS] report an 
improved [OUTCOME] after completing the [PROGRAMME]?

Do university students report improved mental health after 
completing the participatory music programme? 

Do the older adults in the group dance programme exhibit improved 
social connection? 
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HOW TO MAP OUT YOUR ACTIVITIES AND 
OUTCOMES?

Theory of Change (Overview of structure and planning)

DIRECTION OF IMPLEMENTATION

DIRECTION OF DESIGN & PLANNING

Assumptions that activities will 
lead to outcomes

Assumptions that outcomes will 
lead to long-term desired change

Current Situation 
(Problem)

e.g., poor mental health 
and wellbeing

Activities

e.g., community choir 
facilitated dance sessions, 

curated plalist, etc.

3. Plan activites:
• Are your activites supported 

by previous findings?
• Have you engaged relevant 

stakeholders (e.g., target 
audience) to 
collaborate/co-create 
activities with them?

• Check assumptions: will your 
activities lead to outcomes? 
e.g., how does community 
choir improve mood?

• What outputs can you gather 
to know if activities are 
implemented well? e.g., how 
many people participated in 
your activity?

• What resources do you need 
(manpower, materials, etc.)?

2. Decide outcomes:
• Are there certain outcomes 

that must be attained to 
achieve longterm desired 
change?

• Are your outcomes 
measurable?

• Think about aspects that can 
indicate whether outcomes 
have been achieved. e.g., 
how many students 
expressed being less 
stressed after your activity?

• Check assumptions: will 
outcomes lead to long-term 
desired change?

1. Think about impact:
• What is the problem to 

address? Who is affected by 
this problem (target 
audience)?

• What is your desired 
longterm change? This must 
correspond with your current 
situation/problem.

Outcomes

e.g., improvement in 
mood, enhance 

communication, reduce 
stress, etc.

Long-term Desired 
Change

e.g., improved mental 
health and wellbeing

A theory of change is a visual pathway that maps out 
processes and steps required to achieve your project’s 
desired outcome(s).10,11 A theory of change consists of 
four main components - 1) the situation, 2) activities, 
3) outcomes, and 4) the long-term desired change or 
impact. Outcomes can be segmented into short-term 
and medium-term outcomes if needed. 

When designing and planning your project, the desired 
impact (i.e., long-term desired change) should be 
established first to define the project’s main goal. 
Activities and short-term/medium-term outcomes can be 
subsequently planned out to identify the aspects required 
to achieve the project’s main goal.7 Hence, design and 
planning typically proceed in the opposite direction of the 
project’s implementation process. The following diagram 

provides an overview of what a theory of change would 
look like (follow ‘direction of implementation’), and the 
steps to take when designing one (follow ‘direction of 
design and planning’).10,12,13

Many practitioners and evaluators find it helpful to use 
a logic model14, derived from components in the theory 
of change, to think through a planned project and map 
out indicators to measure the project’s success. If you 
would like to explore this, we recommend consulting the 
Ministry of Social and Family Development of Singapore’s 
resource on developing a logic model15. For a more 
elaborated account with interactive tools and examples, 
this resource14 from the Community Tool Box may prove 
helpful.

Figure 2.2 Theory of Change

I. What are Quantitative and Qualitative Methods?

KEY CONCEPTS

When conducting an evaluation, numerous methods of data collection can 
be employed.7 However, this toolkit focuses primarily on quantitative and 
qualitative methodologies, with greater emphasis on the quantitative.

Quantitative methods deal with numerical data and focus on gathering 
measurable data from participants.10,16 Surveys and questionnaires are often 
used for collecting data on psychological concepts like mental health and 
quality of life, although other methods, such as physiological data collection, 
may also be employed. Quantitative data generally measures the degree of an 
effect or compares numerical averages/ranges between different groups or 
time points. Hence, statistical analyses are required (e.g., calculating averages 
of the available data). 

An example of an Arts and Health study employing quantitative methods is the 
interventional study conducted by Keisari and colleagues17, which examined 
the effects of playback theatre on the mental health of community-dwelling 
older adults. Participants reported various aspects of their mental health 
through questionnaires, including a self-esteem scale and a loneliness scale. 

On the other hand, qualitative methods involve non-numerical/textual data 
(e.g., interview transcripts) and focus on gathering subjective feedback.10,15,18 
They are useful for gathering lived experiences and perspectives of your 
project’s participants, which are often not fully captured in surveys and 
standardised questionnaires, for a more holistic view of the program’s 
impact.10,16,18 Interviews, focus group discussions, open-ended surveys, and 
observations are some examples of qualitative data collection methods.10,18,19 

Statistical analyses are generally not required.

•	 Deductive
•	 Emphasis on measurable 

outcomes and facilitates 
measurement of items using 
the same scale

•	 Results independent of beliefs

QUANTITATIVE METHODS

•	 Inductive
•	 Emphasis on meanings and 

interpretation
•	 Results dependent on 

perspectives

QUALITATIVE METHODS
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II. Mixed methods

The use of both quantitative and qualitative methods in the same study is 
called mixed methods20. It is important to note that mixed methods is more 
than just the usage of qualitative with quantitative methods; it is the integration 
of both methods to collect different types of data to capture additional 
nuances in your project’s results.21,22 This approach will allow you to tap into 
the respective strengths of quantitative and qualitative approaches, which 
can help provide a more holistic understanding of your project findings.22,23,24

III. Generalisability of study findings 

Generalisability refers to whether the findings of a study, which uses a 
sample of the population, can be appropriately applied beyond the sample and 
circumstances of the study. While it is commonly emphasised in research, 
evaluations are generally less concerned about generalisability.

Generalisability is affected by many factors such as sampling (how  
participants were selected), the sample’s representativeness, the research 
methodology, and the desired precision of the study (higher precision generally 
requires more controlled environments, which lowers generalisability).25 
These factors are affected by biases that may be inherent in the methodology 
of studies or sampling methods, or introduced by the way the data were 
collected. It is important to recognise these influences, mitigate them where 
possible, and acknowledge them in a section on your study’s limitations. 
Some of these common biases will be discussed below in subsection VI. 

An overview of methods and their generalisability is presented below:

Focus

Quantitative

Focuses on broad 
conclusions that can 
be applied to many 
situations with analysis of 
variables or factors for a 
wider range of cases 

Qualitative

Focuses on background 
information or bigger 
picture through the 
in-depth analysis of 
holistic systems for a few 
selected cases 

Mixed methods 

Integrates both 
quantitative and 
qualitative data collection 
and analysis for stronger 
inference and more 
holistic picture of a 
phenomenon

Generalisability Usually has a larger 
sample sizes for the 
results obtained to be 
transferable to other 
settings/population/
cases (External validity) 

Usually has a smaller 
sample size, results 
obtained cannot be 
easily be applied to other 
contexts and setting 
(Transferability) 

A robust mixed- methods 
study with clearly defined 
aims and process 
would enable statistical 
generalisation from 
quantitative data and 
better contextualisation 
from qualitative data 

IV. What is a validated scale? 

Validated scales are questionnaires tested for psychometric properties of 
validity and reliability, and exhibit acceptable levels of both concepts. 

Scale Validity and Reliability: Validity in a scale refers to the extent to which 
it measures what it is intended to measure (e.g., ensuring that a depression 
scale measures depression symptoms, rather than something else). 
Reliability refers to the consistency of results from a certain scale/tool.

Reliability vs Validity

Poor validity
Poor reliability

Poor validity
Good reliability

Good validity
Good reliability

V. Why use validated scales instead of bespoke scales? 

Gathering data through validated scales enables comparisons to be made 
across different studies, whereas bespoke scales are generally created 
for a specific research study or evaluation. Additionally, bespoke scales 
are not often tested for their reliability, and thus may not be suitable for 
direct comparisons. Validated scales may also have benchmarks/cutoffs/
thresholds which allow users to interpret their scores (e.g., what a score of 
7 out of 10 on a cognitive test means). Using a validated scale also helps 
reduce the possibility of measurement bias or error being introduced into your 
study through the choice of scale. 
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VI. Biases

Biases are errors in a study’s design, implementation, analysis, or  
interpretation that are systematic (occurs consistently to favour one group 
or direction) and skew findings towards a certain direction. It is important 
to be aware of possible biases to better avoid them, or acknowledge them 
as limitations when reporting your findings. Two families of biases26, are 
commonly recognised, with specific types of biases falling under them: 

1. Selection bias arises from elements affecting 
the study population

a.	 Sampling bias: when individuals were 
selected in a way that results in a sample 
that does not represent the overall 
population.

b.	 Attrition bias: when dropouts from the 
study are systematically different from 
those who are retained or complete the 
study/programme. This usually occurs 
when a certain design feature of the 
study is not acceptable or accessible to 
certain demographics of the sample or 
population. 

c.	 Volunteer bias: when people who 
volunteer for the study are systematically 
different (e.g., may already have an 
interest in the topic) from those who do 
not choose to participate. 

d.	 Nonresponse bias: when potential 
participants who are unable or reluctant 
to participate in a study or respond to 
a survey are systematically different 
from those who do, resulting in a non-
representative sample. 

2. Informational bias when variables in the study 
are classified or measured inaccurately

a.	 Recall bias: when one group within the 
sample is more likely to remember, or 
remember in more specific terms, details 
relevant to the study than other groups in 
the sample. This occurs when groups of 
individuals have different abilities to recall 
past events. 

b.	 Interviewer bias: when interviewers 
inadvertently influence participant 
judgements by asking questions 
or reacting differently to different 
participants.

c.	 Social desirability bias: when participants 
respond in a way that they believe is 
aligned with the beliefs of the researcher, 
other participants, or social norms. 

How to Design an 
Evaluation

C H A P T E R  3
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How to choose your sample? 

KEY THINGS TO CONSIDER 
BEFORE CHOOSING A DESIGN

Try your best to make sure that your participants are representative of your 
project’s intended target audience to reduce the risk of bias and improve the 
accuracy of your evaluation’s results/findings. For example, if you want to 
understand whether painting classes can support teenagers’ mental health, 
your project should recruit teenage participants to explore whether painting 
helps them manage aspects of mental health, such as depression and anxiety.

Feasibility
Before deciding on the design and tools for your activity, you are encouraged 
to consider the following factors:

Number of participants: How 
many people typically attend 
your programme, and how many 
attendees do you expect to 
participate in your evaluation?

Intended outcomes: What are the 
main objectives of your activity, and 
what are the expected effects?
•	 Determine the objective(s) and 

outcome(s) that you want to 
measure
-	 After doing so, you can 

select the most appropriate 
tool(s) to measure them 

•	 Example: If your goal is to 
use singing to facilitate social 
connection — such as running 
a group singing programme for 
stay-at-home caregivers — you 
might expect the programme to 
reduce loneliness. In this case, 
a measurable indicator of that 
outcome could be participants’ 
self-reported levels of loneliness 
before and after the programme. 

Duration and frequency: How 
many people typically attend 
your programme, and how many 
attendees do you expect to 
participate in your evaluation?

Budget constraints: Budget may 
influence both programme delivery 
(e.g., the length of the recruitment 
period, number of study facilitators, 
and number of sessions) and 
evaluation (e.g., whether the scale 
used to assess the outcome 
measure requires licensing fees, or 
how many data collectors you can 
bring on board).

These factors may inform the type of design or tools that you would like to 
use, so it is important to keep them in mind before making any decisions. 
Along with the above list, the aims of your activity will help guide the design 
that is most appropriate for your project. 

Considerations for feasibility:
•	 If you are conducting an activity to measure its effects, you might 

consider using a quantitative data collection method. 
•	 If you wish to gather opinions or feedback regarding the activity, you 

could consider collecting qualitative data. 
•	 If you wish to better understand how the effects of your activity have 

affected participants, you might want to employ a mixed-methods 
design, using quantitative data to measure/compare the effects 
between groups, while purposefully selecting some participants from 
your sample to collect qualitative data to gather in-depth perspectives 
and experiences. 

Ethics

Ethics safeguards the rights and wellbeing of participants. Implementing 
ethical guidelines can ensure that the interests of each party are considered27 

and that ethical principles of fair treatment and practices are upheld. This 
facilitates mutual respect, fosters greater trust between stakeholders, and may 
increase receptibility of your project in the wider community.28

All data collection should be ethical, but not all evaluations require formal 
approval from an ethics board (e.g., Institutional Review Board or IRB). 
For example, evaluations carried out for internal review, or where there 
is no intention to publish or share the findings publicly, may not need to 
be submitted to an IRB — but this does not exempt them from ethical 
responsibility. Ethical practices should always be considered in evaluation 
and research.

If you are aiming to publicly disseminate or publish your findings, as in 
research studies, then ethics approval is needed before embarking on any 
study procedures (e.g., data collection, participant recruitment, etc.). In this 
case, an application will need to be submitted to the Institutional Review 
Board (IRB) for approval. Study personnel will also need to go through 
ethics courses to be certified to conduct research while complying with 
ethical guidelines. The Collaborative Institutional Training Initiative (CITI) 
program29 is often used for ethics training in research.
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I. Key ethical guidelines to consider:30

A.  �Informed Consent31: Inform participants about your 
project’s objectives, the types of data collected, 
and any benefits or risks involved.30 Ensure that 
participants have the freedom to choose to 
participate: Participants must not face repercussions 
if they decline or withdraw their participation at any 
point during the study.32 It is strongly recommended 
to document consent obtained (i.e., with a copy 
of the consent form signed by the participant and 
researcher). 

B.  �Data Confidentiality: 
      1. �To safeguard participants’ privacy, de-identify 

personal data from research data. Personal 
information such as names, contact details and 
health records can be removed/separated from 
research data collected. 

Suggestion: An alpha-numeric code can be assigned 
to the data collected from each participant, so that 
anyone looking at the data will not be able to identify 
who it belongs to (e.g., data obtained from the first 
participant of a study can be coded as P001; data from 
the second participant can be coded as P002, etc.)

      2. �If personal data needs to be retained, provide 
justifications and ensure that personal data is 
handled responsibly and stored securely. 

Suggestion: Sensitive data can be password-
protected and given restricted access (e.g., only the 
study’s Principal Investigator is given access to personal 
data). It is a good practice to discard all personal data 
at the earliest possible instance, or once the project 
has been completed.

      3. �Data Credibility: Be transparent and comprehensive 
when reporting your results and limitations, 
and avoid overstating your findings. While best 
practice is to use blinding (a process where 
group assignment is concealed (i.e., hidden) from 
participants or study team members delivering 
the intervention, collecting data, or analysing the 
results), this is often not practical in Arts & Health 
projects. Instead, focus on clear, honest reporting 
to make sure your findings are trustworthy and 
meaningful.

II. Key Arts and Health Ethical Considerations:

Culturally relevant: Consider the lived 
experiences, values, and expressive 
forms of the communities involved, 
ensuring that methods, analysis, and 
outcomes reflect and respect the 
cultural context.34

Person-centred: Projects should be 
catered to the target audience.33

Equity: Ensure fairness, accessibility 
and inclusiveness for all parties 
involved, including participants, project 
staff and external collaborators. 

Safety: Safeguard the wellbeing of 
participants and project staff.

Evidence-based practice: Projects 
should be supported with evidence 
(i.e., findings from other similar 
or previous projects) to maximise 
benefits, minimise risks, and prevent 
unnecessary use of resources or 
unwanted participant burden.

How to choose?

TYPES OF DESIGNS

When selecting a design, consider the purpose of your activity/programme 
and what you hope to achieve. The following decision tree may help guide 
your choice of study design to evaluate your programme. 

Recommendations for Selecting an Evaluation Design

I want to understand 
more concretely how my 
programme influences 

an outcome

The main 
outcome/impact I am 
interested in studying 

can be measured 
quantitatively

I want to understand 
how my programme can 

be improved

I want to understand 
how my programme can 

be improved

Qualitative methods

NOYES

NOYES

NOYES

NO YES

Does my programme 
have clearly defined 

start and end points?

My programme involves 
multiple distinct 

sessions that 
participants must 

attend

My programme involves 
multiple distinct 

sessions that 
participants must 

attend

For example, concerts with 
clear start and end timings 

OR weekly community art 
sessions with stated 

start/endpoints

Activities without designated 
start and end timings, e.g., 
museum visits of varying 
durations, dropping in/out of 
community arts 
performances 

†Possible but not 
recommended due to 
different 
duration/dose across 
different participants

The programme 
comprises multiple 

sessions

The participants complete 
my programme in one 

sitting

NOYES

The programme 
comprises multiple 

sessions

The participants complete 
my programme in one 

sitting

Qualitative 
methods

Pre-post: 
Individual or 
Group level*

Qualitative 
methods

Pre-post: 
Individual or 
Group level*

Qualitative 
methods

Pre-post with 
Individual 

baselines*†

Participants start and 
end the programme at 

the same time

Programme has rolling 
admission

Qualitative 
methods

Pre-post with 
Individual 
baselines*

Qualitative 
methods

Pre-post: 
Individual or 
Group level*

For these designs, it is generally ideal to recruit as many 
participants as possible. If you are unable to recruit at 
least 30 participants, we recommend:
• Qualitative methods; OR
• Pilot studies (quantitative or mixed-methods)

*Qualitative methods may be added to these quantitative approaches for a mixed-methods design

Randomised Controlled Trials (RCTs)
Note: For those interested in research, 
keep in mind that RCTs are the ‘gold 
standard’ when conducting research. 
In this case, participants would be 
randomized into experimental and 
control groups.

Participatory / Arts-Based Methods
Art-based methods (e.g., PhotoVoice) 
and Participatory Action Research 
(PAR), are methods that have gained 
attention recently to complement 
Quantitative and Qualitative 
approaches (see Chapter 4 for more 
information).

Recommendations for Selecting an Evaluation Design

Figure 3.1 Decision tree for choosing a study design

Arts and Health Evaluation Toolkit (AHET) A how-to guide to evaluate the health outcomes of arts programmes in the community 2524



I. What is a Pure Experimental Design?

WHAT IS AN EXPERIMENTAL 
DESIGN?
Experimental design refers to the various ways that experiments, or studies, 
are conducted to test hypotheses. 

A pure experimental design examines cause and effect by changing one factor 
at a time while keeping everything else the same. The two key features of pure 
experimental designs are the use of a control group and random assignment 
of participants into study groups (experimental/intervention and control). One 
example of a pure experimental design is the Randomised Controlled Trial 
(see info box on the right).

A. Control Group
Control groups do not receive the intervention and serve as a reference for 
comparison with the intervention group. Broadly, there are two types of 
control groups (more details can be found in the Cochrane Handbook): 

1. �Passive control groups: May include wait-list controls (who do not receive 
the intervention immediately and are placed on a waiting list), groups that 
receive a placebo (i.e., an agent or procedure that has no therapeutic effect), 
or groups that do not receive the intervention at all.35,36,37

2. �Active control groups: Involves a control group that engages participants 
in an activity or intervention that has been shown to be effective. Active 
controls are often used when it is unethical to withhold treatment or assign 
participants to a passive control group.35,36 

Control participants should ideally share similar characteristics with 
the intervention group (e.g., age, gender, culture, geographical location, 
socioeconomic status, etc) to make both groups comparable, and ensure 
that any outcome difference obtained can be attributed to the intervention 
given.38 Key characteristics between control and intervention groups can be 
matched to help make both groups comparable (e.g., ensure participants in 
both groups are 40 to 50 years old).38

B. Randomisation
Randomisation (also known as random assignment or 
allocation) can be done to randomly assign participants 
to control and intervention groups to balance out 
participant characteristics between groups and better 
establish causal effects of the intervention.39

R A N D O M  A S S I G N M E N T  

R A N D O M  A S S I G N M E N T  

ELIGIBLE STUDY POPULATION CONTROL GROUP

INTERVENTION GROUP

Randomisation can be done at an individual or cluster 
level. At the individual level, randomisation can be done 
adaptively (i.e., participants are randomised as they 
enrol into the study) or separately (i.e., randomisation 
sequences/arrangements are decided beforehand) from 
participant enrolment. 

Three common methods for individual-level 
randomisation are:

Stratified randomisation: Group 
individuals based on certain 
characteristics (e.g., gender or 
age category) before randomising 
individuals within each group. 

Block randomisation: Randomly 
allocate individuals into blocks with an 
equal number of participants, before 
randomising within each block (note: it 
is recommended to have at least four 
participants in each block). 39,40

Simple random assignment: Use 
random number generators/tables 
that are computer-generated (e.g., 
from online sources) or use manual 
randomisation methods (e.g., 
tossing a coin or rolling a dice).

Randomised controlled trials (RCTs) are often 
considered the ‘gold-standard’ in primary research 
for establishing causal relationships due to its use 
of randomisation and blinding.41,42 Clinical trials 
commonly use an RCT design. The CONSORT 
(Consolidated Standards Of Reporting Trials) 
statement is a checklist that consists of 30 criteria 
that help researchers formulate an RCT experimental 
design.7,43,44 More information on the CONSORT 2025 
statement can be found in the following resources:
SPIRIT (Standard Protocol Items: 
Recommendations for Interventional Trials)45

CONSORT 2025 statement: updated guideline for 
reporting randomised trials46

However, RCTs can require more time and financial 
resources to carry out. Therefore, we encourage you 
to keep these ethical and logistical considerations in 
mind if you want to implement RCTs:
•	 Justifications are needed for any risks or benefits 

that may be relevant for the intervention group 
compared to the control group. Reduce risks 
wherever possible. Ensure anonymity and 
confidentiality in data storage and reporting.

•	 Blinding is recommended for best practice. 
Ideally, 1) participants do not know whether they 
are or are not receiving the intervention, and 2) 
researchers collect data and analyse results 
without knowing which participants were in the 
experimental or control group.

•	 Group assignments should be impartial and 
random. Avoid being influenced by participants’ 
preference for being in either experimental or 
control group.

•	 Experimental and control groups should differ by 
the intervention participants receive. For example, 
if the experimental group receives musical 
engagement as the intervention, then the control 
group should avoid engaging in music-related 
activities.

•	 Findings may be less generalisable or applicable 
to ‘real-world’ situations, which do not have the 
same artificial controls as the study.
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Pragmatic Trials
Pragmatic trials are often carried out in routine-practice settings to achieve real-world applicability.49 Compared 
to RCTs, they can be more appropriate for arts and health projects that focus on evaluating impact in real-world 
conditions where randomisation may not always be feasible.44,50

The main pros and cons of pragmatic trials are outlined in the following diagram:51,52,53

PROS CONS

1.	 Prioritises generalisability (more external 
validity) and applicability to real-world 
contexts.

2.	 Focus on effectiveness of interventions/
programs-more relevant to funders, 
policymakers, communities

1.	 Usually open-label (lack of blinding); 
subjected to biases-internal validity 
compromised

2.	 May require larger sample size to even-
out heterogeneity in a study population 
(that is due to the pragmatic nature of 
the study design)

II. What is a Quasi-experimental design?

Just like experimental designs, quasi-experimental designs aim to test cause 
and effect, but with less control in deciding who goes into which group. As a 
result, participants are not randomly assigned to groups.48 Groups tend to be 
pre-existing in quasi-experimental designs. In other words, participants are 
pre-assigned to groups based on non-random criteria (i.e., existing variables 
that cannot be manipulated). Control (or comparison) groups may or may not 
be utilised. Other methods are used to ensure acceptable levels of evidence 
are obtained, for example, through the use of pre-post tests. 

To demonstrate the various quasi-experimental designs, let’s consider a 
hypothetical scenario: You are interested in studying whether dancing can 
reduce symptoms of anxiety in community-dwelling older adults. Here is what 
a quasi-experimental design could look like given your study objective:

Alternatively, cluster randomisation is a method for randomising at a broader 
level (i.e., by clusters), based on location, group or facility. This is used primarily 
in pragmatic trials (see infobox below) where it is difficult to conduct separate 
interventions within the same site, or when control group participants on site 
may be exposed to the intervention or experimental activity. A 2023 study by 
Clifford and colleagues is a recent example of a cluster-randomised pragmatic 
trial in arts and health.47

Quasi-experimental Study

Example: Can dancing reduce symptoms of anxiety in community-
dwelling older adults?

The study observes two groups of people: a control group consisting 
of older adults with no symptoms of anxiety, and a ‘treatment’ group 
consisting of older adults with symptoms of anxiety. The results from 
both groups are taken and compared.

In this scenario, participants are pre-assigned to their groups as it is 
not possible for the experimenters to control whether a participant 
suffers from symptoms of anxiety (i.e., the experimenter cannot 
decide which participant goes to which group). Such a factor is known 
as a quasi-independent variable.

Randomisation is thus not possible. Accordingly, the study becomes a 
quasi-experimental study.

A. Single group pre-post

Single group pre-post tests only have a single group of participants exposed 
to the intervention with no second group for comparison. Data is collected 
from the same group of participants before (pre-test) and after (post-test) 
the intervention. This allows for comparisons between pre-test and post-test 
scores. A study by Kaimal and colleagues54 is an example of this, where the 
study only implemented a single session of visual art making for participants 
to observe the effects of visual art making on cortisol levels, a common 
marker for stress. Participants’ saliva samples (measuring cortisol present 
in saliva) before (pre-test) and after (post-test) the art-making session were 
collected. 

However, with only a single group of participants and no other comparison 
group, it is hard to determine whether any changes observed are solely 
attributed to the intervention or due to other unaccounted and/or uncontrolled 
factors. If circumstances and resources allow, a multiple group pre-post 
design would be recommended instead.

Continuing with our hypothetical scenario, this is what a single group pre-
post test design could look like to study the effects of dancing on anxiety 
symptoms:

Single Group Pre-post Test Design

Example: Can dancing reduce symptoms of anxiety in community-
dwelling older adults?

In this scenario, a single group of older adults experiencing symptoms 
of anxiety would be observed.

To implement a pre-post design, a questionnaire to measure anxiety 
would be administered once before the intervention (for instance, 
weekly dancing sessions l asting 6 months) and once more after the 
intervention (at the end of the 6 months of weekly dancing sessions). 
The anxiety scores of participants would then be compared to find out 
the change from pre-intervention to post-intervention.

As randomisation is still not employed, the study is thus a quasi-
experimental study that applies a one-group pre-post test design.
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B.  Multiple group pre-post

In a multiple group pre-post design, data is gathered from at least two groups 
of participants before (pre-test) and after (post-test) the intervention has 
been implemented. Compared to the single group pre-post study design, the 
multiple group pre-post design uses comparison groups, which can provide 
better causal attributions to the intervention if any changes are observed. 

For instance, a two-group pre-post design allows for the comparison of pre-post 
scores between two different groups. A study by Mouriño-Ruiz and colleagues 
is an example of this.55 The study’s intervention group exposed participants 
to art-based interventions, while the comparison group was not exposed. Ten 
consecutive two-hour weekly sessions were held for the intervention group, 
and loneliness levels among participants in both intervention and comparison 
groups were measured before the intervention in April (pre-test) and after the 
intervention in June (post-test).55 

Using our hypothetical study objective once more, here is how a multiple 
group pre-post test design could be employed to test the effects of dancing 
on reducing anxiety:

Multiple Group Pre-post Test Design
Example: Can dancing reduce symptoms of anxiety in community-
dwelling older adults?

In this scenario, two groups are recruited: one group consisting of 
older adults with symptoms of anxiety and the other group consisting 
of older adults without symptoms of anxiety.

To implement a pre-post design, a questionnaire to measure anxiety 
would be administered to both groups, once before the intervention 
(weekly dancing sessions lasting 6 months) and once more after the 
intervention (at the end of the 6 months of weekly dancing sessions). 
The anxiety scores of participants would then be compared to find 
out the change from pre-intervention to post-intervention. This type 
of study design allows for comparison of scores between the two 
groups of participants, in addition to comparing within the individual 
groups.

The study is thus a quasi-experimental study that employs a two-
group pre-post test design.

I. Examples of qualitative study designs

WHAT ARE QUALITATIVE STUDY DESIGNS?
Qualitative studies can be structured as a single study, 
relying only on qualitative data, or can be incorporated into 
a mixed-methods study that collects both qualitative and 
quantitative data. Often, we use qualitative methods to 
understand something (concepts, thoughts, experiences) 
while we use quantitative methods to confirm or test 
something (a theory or hypothesis). 

Common qualitative study designs that may be used for 
arts and health interventions include case studies and 
descriptive qualitative studies (see infoboxes below). 
Note that it is also common to combine qualitative 
data collection methods, such as open-ended surveys, 
interviews, or focus group discussions (FGDs), with 
quantitative designs for a mixed-method approach, to 
obtain a richer understanding of the quantitative results 
and any nuances that may be present.

A. Case Studies

Case studies involve an in-depth examination of a 
single case or multiple cases (e.g., an individual, group, 
or programme) in real-life situations, providing detailed 
descriptions of how an Arts & Health intervention was 
delivered (e.g., for process evaluations) and experienced, 
within the broader context of its environment, the way 
activities unfolded, the lived experiences of participants, 
and the surrounding circumstances. When multiple cases 
are examined, comparisons can be made to identify 
similarities and differences. Case studies are commonly 
used to explore how an intervention is implemented, 
including the nuanced experiences of those who receive 
it, and to understand rare conditions or exceptional 
phenomena that are not easily generalised. You can find 
out more about case studies in this brief summary by 
Yin56.

Case Study 
Example: How does drawing reduce the anxiety of children affected by a 
traffic accident?

Two children who have experienced a traffic accident are recruited to 
participate in a 3-month drawing intervention. Data would be collected 
through interviews, observations and artworks at multiple time points 
(before, during, and after the drawing intervention) to explore the 
changes in emotional states throughout the intervention.

Given the rarity of such a study population, the case study 
approach is well suited to provide an in-depth and contextualised 
understanding of how art activities might help children reduce anxiety 
and express their emotions.
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B. Qualitative Descriptive Studies 

Qualitative descriptive studies aim to provide a comprehensive and 
straightforward summary of a phenomenon or experience, closely reflecting 
participants’ own words and perspectives. They tend to involve more 
participants than case studies and are commonly used to identify shared 
patterns and elements across participants. Villamin and colleagues’ paper57 

offers a helpful step-by-step guide for conducting qualitative descriptive 
studies. 

Qualitative Descriptive Study
Example: How does drawing help children who have a sibling diagnosed 
with a chronic disease cope with anxiety?

16 children who have a sibling diagnosed with a chronic disease are 
recruited to participate in a 3-month drawing intervention. Interviews 
would be conducted at the end of the intervention to gain insights into 
their experiences with the drawing activities, including how drawing 
may have helped them manage and cope with anxiety. 

Unlike a case study, which focuses on in-depth understanding of 
a small number of participants, this descriptive study explores the 
broader experiences shared by a larger group of children.

II. Implementing qualitative designs

A. Ethical considerations

1.  �Anonymity and confidentiality: participants can still 
be identified after de-identification especially in small 
sample sizes. Generalising identifiable information 
can reduce the risk of dataset re-identification (e.g., 
changing specific profession to industry sector 
name). For more anonymisation techniques, refer to 
the Personal Data Protection Commission’s Guide on 
Basic Anonymisation58.

2.  �Misrepresentation, objectification and researcher’s 
subjectivity: findings can be misrepresented when 
artistic value is prioritised over authenticity, especially 
when they are presented artistically. Researchers’ 
personal beliefs, background and training may also 
influence how they design, conduct and present their 
study. It is important to engage in:

Reflexive practice: regularly reflect 
on how your personal perspective 
might shape the research in all 
stages of the research process. 

Member checking: check your 
findings with participants to make 
sure their views are represented 
accurately and to strengthen 
the credibility of the research. 

B. Logistical considerations

1.	 Time-intensive and deliberate processes: gaining 
ethical approval, converting speech into text, 
conducting member checking and analyses. 

2.	 Rapport building: working with vulnerable 
populations (e.g., marginalised groups, children) or 
those working in sensitive contexts (e.g., healthcare 
facilities, crisis centres) requires experience/training 
and time.

3.	 Data privacy/protection: tools (e.g., image-blurring 
and voice modification software, institutionally 
supported cloud storage, encryption) may be 
required to protect participant confidentiality.

Data Collection
C H A P T E R  4

Just like quantitative study designs, qualitative study 
designs have ethical and logistical considerations that 
we encourage you to keep in mind.
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What information can be collected for an evaluation?

Different types of data can be collected based on the study design and 
intended outcomes. Sources of information when doing an evaluation can 
include:
1.	 Existing information, such as local census data or public records
2.	 People, such as participants, funders, or collaborators
3.	 Pictorial records and observations, such as photos or video recordings

In this chapter, we cover commonly-used quantitative (focusing on numbers) 
and qualitative (focusing on text) data collection methods, with an emphasis 
on the former. The recommendations here are not mutually exclusive or 
exhaustive. For instance, methods such as observation and interview can be 
part of both quantitative and qualitative data collection.

Other methodologies, such as Art-based methods and Participatory 
Action Research, may be used to complement qualitative and 
quantitative methodologies. 
•	 Arts-based methods involve creative self-expression such as 

story-telling, painting and drawing, photographic methods, film, 
dance, performance, and music in a research investigation.59

•	 Participatory Action Research involves a well-organised, 
structured partnership with participants who are not just involved 
in the program but also engaged in the study’s data collection and 
analysis.60 

What tools to use for an evaluation? 

When planning a study, there are many important decisions you have to 
make, including which scales or tools to use for measuring the outcomes 
you aim to evaluate. Your choice of scale should be aligned with the nature of 
your project and its goals to ensure that the evaluation is logistically feasible. 
Further, choosing an inappropriate scale may lead to the potential benefits 
of your project being undetected (no significant findings). Some common 
considerations for choosing a scale are listed in the table on the next page: 

Ask yourself the following questions when selecting a scale for research or 
evaluation. Keeping these in mind can help you plan your evaluation and 
increase the scientific rigour of your study!

A study’s integrity depends on accurate data collection. Planning this process 
will help you collect accurate data, standardise practices across the study 
team, and mitigate biases, which all help to strengthen the findings of your 
evaluation. 

DATA COLLECTION Things to consider when 
choosing your scale

Research/Evaluation

Questions you can use to check if the scale is right for your evaluation

Does the scale measure what your programme intends to influence? 

Recall Period How far back does the scale require participants to remember? 
Does the scale cover the appropriate time frame you want to evaluate?

Training Requirement Can the scale be self-administered? 
Do you need training to administer the scale? 

Length/Time How much time does it take to complete the scale? 

Cost/Licensing Do you need permission to use the scale? 
How much does it cost to use the scale? 

Validity* Is the scale validated for use in a population similar to your target 
demographic?

Longitudinal Validity* Can the scale measure minimal important differences over time?

Sensitivity* Can the scale measure subtle differences in the outcome?

*Scales recommended in Section 2 of this toolkit satisfy these criteria. However, it is important to consider these 
criteria if you are considering using scales not presented in the toolkit.

Data collection plan: The Who, When, Where, and How of collecting data 

The following are some common questions that you may consider before implementing data collection: 

Who will collect the data?
•	 Are you required to train personnel 

for collecting data?
•	 Is there training provided for 

people involved in data collection?
•	 Is there any relationship between 

the study/programme’s team 
members and the participants?

•	 Any supervision and monitoring 
given to the team of data 
collectors to ensure quality? 

When will the data be collected?
•	 Any time (Daytime, evening, 

weekdays or weekends)? Would 
the time chosen affect the 
response rate? 

•	 Are there any seasonal variations 
which can affect the response? 
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Where will the data be collected?
•	 Which location is best suited for 

data location? You may want 
to consider aspects such as 
logistics, privacy, and efficiency. 

•	 Will the presence of others 
influence how participants 
respond?

How will the data be collected? 
•	 Select the most feasible data 

collection tool, e.g., validated 
questionnaire or open-ended 
survey

•	 How much time and funding 
are required to complete data 
collection, taking into account 
logistical considerations 
(manpower, venue, costs, etc.)?

•	 Are there additional measures 
required to align with the 
institutional or ethical guidelines?

Before implementing your plan, you should also consider what could go 
wrong. For example, if participants are in a hurry to leave a concert venue 
after the performance, would they be willing to complete your questionnaire? 
Are your participants able to understand the questions? Revisit your plans 
based on these practical considerations.

CONDUCTING QUANTITATIVE 
DATA COLLECTION
For quantitative studies, questionnaires are commonly used, and 
physiological measures, which are used to evaluate the physical or biological 
status of participants, have also been gaining popularity. More information on 
physiological measures will be covered in Chapter 8. 

Validated scales for your main outcomes of interest 

Demographic information is often collected, such 
as age/year of birth/age group, gender, ethnicity, 
housing, race, religion, occupation, education level, etc

Bespoke or self-created questionnaires are customised 
surveys designed specifically for your programme. 
They help you collect information tailored to your study 
aims — especially when you want to understand how 
particular parts of your programme contribute to certain 
outcomes. These surveys can complement validated 
scales by capturing data that may fall outside the scope of 
validated scales (see box to the right for more information).

More information on Bespoke Questionnaires
For example, if you are running a singing and dancing programme for older adults to improve social 
connection (primary outcome of interest), a bespoke questionnaire can help you explore secondary outcomes 
of interest (such as mood).

Programme: Singing and dancing for older adults
Secondary outcome: Mood, empowerment
How each tool helps you collect data:

Tips for creating a good bespoke questionnaire:
•	 Keep questions clear and neutral. Avoid using biased language or leading questions that push 

participants toward a certain answer.
•	 Pilot test your questions. Try out the survey with a small group first and ask if the questions make sense 

or if anything feels unclear. Improve the survey based on the feedback before implementing it.

Tool

Validated scales

What it measures

Overall change in social connection after taking part in the 
programme.

Bespoke questionnaire How specific components of the the programme (e.g., singing or 
dancing) impacted social connection (primary outcome), or influenced 
other/secondary outcomes of interest, such as mood, empowerment, 
etc.

We recommend using a scale that has been validated where possible (see 
Chapter 2). However, data collection forms are usually created by researchers 
to collect the specific demographic data that may be relevant to the study. 
Bespoke scales may also be used to gather a rich, holistic understanding 
of participants’ experiences, but we do not recommend using them as your 
primary quantitative outcome measurement tool. 

Self-report questionnaires such as those mentioned above are generally 
easy to administer. However, it is important to be aware of the potential for 
response biases, mitigate their influence where possible, and acknowledge 
their presence in your reporting. See the table at the end of this chapter for 
some helpful ways to mitigate response biases. 
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CONDUCTING QUALITATIVE DATA 
COLLECTION
For qualitative studies, we can use participants’ feedback, 
interviews, questionnaire responses, databases and 
reflective observation as data collection strategies. 

I. Observation: direct observation of participants’ 
behaviours, characteristics and other scenarios using 
different senses (visual, auditory, tactile, smell, etc). 
Note that while observations can also be quantitative, 
this approach is beyond the scope of this toolkit, which 
promotes the use of validated scales for quantitative 
data collection.

A.  Designing an interview guide can involve 4 phases 

1.	 Align interview questions with study interest

2.	 Construct an enquiry-based conversation

3.	 Best practice: Receive feedback on interview guide 

4.	 Best practice (optional but recommended): Pilot the 
interview guide

II. �Interviews and focus group discussions 
(FGD)

B.   �Considerations for focus group discussions/
interviews if you are an interviewer

1.	 Be aware of groupthink, which happens when a group 
simply goes with the flow and reaches a consensus 
with unchallenged discussion. This can lead to a lack 
of critical thinking, original inputs, and evaluation of 
alternatives. 

•	 As the moderator, you can play devil’s advocate 
and encourage discussion in a new direction by 
providing an alternative view to explore different 
perspectives. 

•	 Further, to help prevent groupthink, you can 
consider having individual short engagement 
activity for participants to jot down their personal 
feedback, views and reflections prior to a group 
discussion to allow independent thinking.

2.	 Be aware of power dynamics among FGD 
participants, which can steer opinions to agree when 
not all hold the same view. 

•	 Make it a point to request input from every 
participant

•	 Validate everyone’s input with an encouragement 

3.	 Interviewer bias occurs when the interviewer 
responds in a way that influences how participants 
respond. This can happen due to the interviewer’s 
tone of voice, body language, leading questions, facial 
expressions, or reactions to participants’ answers. 
Consequently, these subtle (or not-so-subtle) cues 
may prompt participants to say what they think the 
interviewer wants to hear, rather than sharing their 
true thoughts or experiences.

•	 As the interviewer, try to keep calm and be 
present during the interview process to maintain 
a non-judgemental posture by being mindful of 
the verbal and non-verbal language you display. 

To prevent or mitigate groupthink, power 
dynamics and interviewer bias, it is essential 
for one to be a neutral moderator to establish 
an atmosphere that enables open dialogue and 
dissent. To find out more about considerations 
when you are asking interview questions, refer to 
the twelve tips by McGrath and colleagues61.

III. Qualitative surveys: Based on the Deakin 
University Library Guide on Qualitative Study Design, 
qualitative surveys commonly utilise open-ended 
questions to reveal opinions, experiences, narratives or 
accounts, usually as a precursor to interviews or focus 
group discussions for identifying initial themes or issues 
to explore further in research. 

Best Practices for Designing Open-Ended Survey Questions (for 
more information, see Research Best Practices from Dig Insights)                                                                                      
•	 Use simple, clear language
•	 Avoid ‘two-in-one’ questions (e.g., How much do you enjoy your 

art session and working with the team members?) and instead 
ask one thing at a time

•	 Avoid double negatives (e.g., Did the art program fail to reduce 
your anxiety symptoms?)

•	 Use open-ended questions (e.g., How did you feel about the art 
program?) 

•	 Avoid leading questions that may lead to biased responses (e.g., 
How helpful was the art program instructor?) 

•	 Frame sensitive issues tactfully (e.g., Did the art program play a 
role in initiating your talk with your parents about their suspected 
onset of dementia? If the response is yes, ask “Could you share 
more about how these discussions begin?”)

•	 Ensure the order of questions makes sense to participants 
logically 

Find out more information about constructing online surveys from 
Thomas and colleagues62.

COMBAT MEASURES OF 
RESPONSE BIASES IN DATA 
COLLECTION 
All data collection methods, including those involving self-reported data 
(e.g., self-response questionnaires), documentation of behaviour observed, 
and interviews, are prone to bias. Taking measures to ensure respondents’ 
anonymity is important to reduce response biases by assuring respondents 
feel safe and empowered to share openly. In addition, when reporting the 
outcomes of any research or evaluation, it is essential to acknowledge the 
limitations imposed by sources of bias inherent from the data collection 
method, and any measures and considerations in place to mitigate these 
response biases, for a critical evaluation of outcomes. 

Here are some ways to reduce common biases (See Chapter 2 for more 
information):

Arts and Health Evaluation Toolkit (AHET) A how-to guide to evaluate the health outcomes of arts programmes in the community 3938

https://deakin.libguides.com/qualitative-study-designs/surveys
https://deakin.libguides.com/qualitative-study-designs/surveys
https://diginsights.com/resources/designing-open-ended-questions


Response Bias

Social desirability bias
(participants may want to look 
favourable to others)

Combat Measures

For qualitative methods (e.g., focus-group discussion):
•	 Create a comfortable atmosphere that facilitates frankness
For quantitative methods (e.g., randomised controlled trial)
•	 Use participant codes to ensure anonymity 

Recall bias
(e.g., when one group of 
participants is more likely to 
remember and provide relevant 
information than another)

For both quantitative and qualitative methods:
•	 Rely on objective pre-existing records in addition to participant 

experiences, if possible
•	 Ask participants to recall events over shorter periods (e.g., days or 

week)
•	 Use standardised questionnaires and prompts for memory aid to 

assist recall

Extreme response bias
(e.g., participants tend to select/
answer with the most extreme 
options even when they do not 
adopt an extreme opinion) 

•	 Qualitative: use more sensitive words in the response set
•	 Quantitative: use validated scales with clear questions and distinctive 

response options
•	 Allow adequate time for participants to respond
•	 Avoid pressuring them to complete the questionnaire within a 

stipulated time

Agreement bias 
(e.g., participants tend to select 
a positive response option 
without reflecting their true 
position)

•	 In Yes/No questions, especially in qualitative approaches when 
participants are asked whether they agree to a statement, make sure 
to be neutral in crafting questions and response options.
-	 Avoid leading questions (e.g., “You enjoyed the programme today, 

right?”) 
-	 If you provide a five-point scale, it is good practice to ensure that 

the response options are balanced from negative to positive, such 
as “strongly disagree,” “disagree,” “neutral,” “agree,” and “strongly 
agree”.
o	 E.g., if you want participants to rate how well they enjoyed 

an arts programme, ‘1’ can represent “very little” and ‘5’ 
can represent “very much”. This is more likely to elicit more 
accurate, thoughtful responses.

•	 As an interviewer, you may want to read the response options 
aloud to your participant and clarify what the values mean along 
the continuum of a scale. If you are using a scale that measures  
severity, it is good practice  to explicitly highlight what each end of the 
spectrum represents. 
-	 E.g., “How would you rate your anxiety on a scale of 0 to 10, where 

‘0’ means no anxiety and ‘10’ means the most anxiety you can 
imagine?”

•	 Include open-ended questions, if you are using qualitative methods.
•	 Keep questionnaires brief. Having a long list of questions can lead to 

decision fatigue as respondents become less focused and have the 
tendency for making quick decisions.

Section 2
I N T R O D U C T I O N  T O

In Section 2, we will cover four common sets of outcome measures evaluated 
within the context of Arts and Health, including measurements for mental 
health, wellbeing (and related measures), social connection, and physical 
health. In each chapter, we provide an overview of the outcome(s) in focus, 
discuss quantitative measurement tools, and offer our recommendations 
based on scientific rigour and practicality.
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HOW CAN WE 
MEASURE OUTCOMES 
QUANTITATIVELY?
We cover two common ways to measure the outcomes 
of a program using quantitative methods: using 
validated scales (i.e., questionnaires) and physiological 
measurements (e.g., heart rate or blood pressure 
measurements).

Both methods are valuable in their own ways. Although 
many people consider physiological measures to be 
more objective, aspects of health like mental wellbeing 
are subjective and not easily captured through 
physical indicators. In fact, physiological measures 
can complement validated scales by providing a more 
complete picture of the effects a programme has on the 
participants. For example, a validated scale might show 
that someone feels less stressed, and a physiological 
measure might show their heart rate has lowered — 
together, these give a fuller picture of their condition. 
Therefore, it is important to understand what these 
different tools aim to measure, in order to select or 
combine them to best evaluate your study outcome(s).

WHAT ARE THE 
TYPES OF VALIDATED 
SCALES INCLUDED IN 
THIS TOOLKIT? 
To identify relevant scales for each set of health 
outcomes discussed in Section 2, we conducted several 
literature reviews (see the Appendix for further details on 
the methods used). These reviews helped us identify the 
most prevalent scales that met our predefined inclusion 
criteria (see infobox on the right). We then assessed these 
scales for their appropriateness for use in Arts and Health 
evaluations. Additionally, we provide practical guidance 
on how the scope and goals of your programme, along 
with the available budget and time allocated for data 
collection, may influence your scale selection, as scales 
vary in length and recall period (i.e., the time frame that 
respondents are asked to consider when answering the 
items in a scale).

To ensure scales are applicable to arts practitioners, 
we adopted the following “inclusion criteria” (required 
attributes for scales we recommend in Section 2):

•	 Do NOT require extensive training to administer 
(i.e., they do not require medically trained 
personnel), and in many cases can be self-
administered 

•	 Display adequate validity and reliability scores 
when used in English* and applicability in 
community and/or general populations. 

•	 Are responsive and are able to detect minimal 
important differences, over their prescribed recall 
period (where applicable, e.g., not all scales have 
a recall period). 

*Note: Most of the recommended scales in this 
toolkit have been validated in Mandarin, as well as 
other languages such as Malay and Tamil. To check 
the scales’ language availability, see the Appendix.

In addition to the considerations discussed under Data 
Collection in Chapter 4, we also recommend keeping 
the following factors in mind when selecting scales for 
the evaluation of your activity/programme: 1) Consider 
whether the interval at which you are collecting data/
administering scales is sufficiently spaced apart 
according to the scale’s recall period or other appropriate 
timing (e.g., during office hours versus after), and 2) 
check whether the scale is under copyright and requires 
payment for use (or is free but requires permission). To 
help guide your selection of the most appropriate scale 
for your evaluation, we include a summary table for 
each outcome that highlights key features and practical 
considerations for each recommended scale.

WHAT ARE THE TYPES OF 
PHYSIOLOGICAL MEASURES 
INCLUDED IN THIS TOOLKIT?
To identify tools that are typically used to assess different aspects of physical 
health in research, we conducted a broad literature review of physiological 
measures. Chapter 8 introduces a selection of more common physiological 
measures that can be used for evaluation of health-related outcomes. We 
include both relatively accessible tools and more advanced methods that can 
offer valuable insights into how arts activities affect health.

Because physiological measures are often more resource-intensive than 
scales, we primarily focus on non-invasive techniques (i.e., external methods 
that do not involve breaking the skin barrier), and those that do not require 
extensive training. Nevertheless, we also include relevant measures that are 
more appropriate to be undertaken in collaboration with domain experts. 
Where possible, we do recommend working with those experienced in 
collecting and analysing physiological data, as both processes often require 
specialised knowledge or training. 

We hope this overview of common, relevant physiological measures helps 
Arts and Health practitioners become more aware of available options and 
better understand which approaches may be appropriate when evaluating the 
outcomes of their work.
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Measures of Mental 
Health Symptoms

C H A P T E R  5

Mental health is a dynamic state influenced by an interplay of individual, social, 
and structural factors that shift in response to life’s changing circumstances. 
In recent years, mental health has been increasingly emphasised as a core 
component of overall health,63 and it is now widely recognised that good 
mental health is not simply the absence of ailments and disorders, but should 
be characterised by a sense of flourishing and the capacity to adapt to and 
cope with life’s challenges. In interventions that aim to improve mental health, 
including those in the field of Arts and Health, two of the most commonly 
assessed outcomes are symptoms of depression and anxiety. 

What is Depression?

DEPRESSION

Depression is a persistent mental state that includes low mood and the 
inability to feel interest and pleasure (or the lack of these feelings; also 
known as anhedonia).64 The symptoms of depression can be categorised into 
psychological and physical/behavioural. A list of symptoms can be found in 
Figure 5.1 below.

Characteristics and symptoms
of Depression

Repeated
Thoughts

of Death or
Suicide

Depressed
mood

Lack of 
Interest and

Pleasure

Feeling of
Worthlessness

Significant
Weight Loss

or Gain

Difficulty
Concentrating

or Thinking

Sleep
Complications

Resltessness
or

Sluggish
Movements

PSYCHOLOGICAL SYMPTOMS

PHYSICAL/BEHAVIOURAL SYMPTOMS

Figure 5.1 Characteristics and Symptoms of Depression
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TOOLS FOR MEASURING 
DEPRESSIVE SYMPTOMS
Most standard questionnaires do not examine all the symptoms of 
depression listed above. Hence, it is important to first identify which specific 
symptoms your programme intends to influence. For instance, if you are 
planning to measure depressive symptoms as an outcome, first consider 
which symptoms your activity is likely to affect (e.g., low mood, sleep issues, 
loss of interest, etc.), and then select a questionnaire/scale that is capable of 
measuring these effects.

In our literature review, the 5 most popular scales measuring depressive 
symptoms were (in descending order): 

1. Beck Depression Inventory (BDI)65

2. �Center for Epidemiologic Studies Depression Scale 
(CES-D)66

4. Patient Health Questionnaire-9 (PHQ-9)68

5. Depression, Anxiety, and Stress Scale-21 (DASS-21)69

3. Hospital Anxiety and Depression Scale (HADS)67

• Is large-scale with adequate 
time and funding

• Seeks to measure severity of 
symptoms 

Beck Depression Inventory (BDI)
• Wide score range allows examination of small 

differences and to gain an understanding of severity

• Seeks to measure both 
depression and wellbeing

Center for Epidemiologic Studies Depression Scale 
(CES-D)
• Developed to measure the emotional/affective/mood 

symptoms of depression present in the general 
population

• Unlike other questionnaires measuring depressive 
symptoms, CES-D’s scores represent a continuum from 
wellbeing to depression

• Targets the emotional aspects 
of depression

• Has limited time to collect 
data 

Hospital Anxiety and Depression Scale (HADS) — 
Depression subscale
• Widely used in medical, occupational, and community 

settings
• HADS’ depression subscale focuses on the emotional or 

non-physical symptoms of depression 
• Quick to administer (7 items)

• Intends to influence many 
aspects of depression

Patient Health Questionnaire-9 (PHQ-9)
• A short and concise screening tool based on the 9 

diagnostic criteria (symptoms) of depression 

• Intends to impact other 
aspects of mental health, 
including anxiety and/or 
stress

• Targets symptoms related to 
the lack of interest and 
pleasure, feelings of 
worthlessness, sluggishness, 
and depressed mood

Depression, Anxiety, and Stress Scale-21 (DASS-21) — 
Depression subscale
• Focuses on these symptoms of depression
• Was adapted from a longer 42-item version, originally 

developed with research in mind to measure 
emotional states of depression, anxiety, and stress 

• There is also a 10-question version that is less 
popular 

If your programme… You might prefer…

Figure 5.2 Guide to choosing a scale to measure depressive symptoms

What is Anxiety?

ANXIETY

Anxiety is characterised by the feeling of excessive and uncontrollable worry.70 
Additionally, many other symptoms can occur, ranging from physical (such as 
restlessness), to autonomic (unconscious functions that maintain the body’s 
internal balance, e.g., heart rate, digestion), and psychological (e.g., irritability). 
The common (non-exhaustive) symptoms of anxiety are summarised in 
Figure 5.3 on the next page. 
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Characteristics and symptoms
of Anxiety

Muscle
Tension

Excessive
Worry

Easily
Fatigued

Difficulty
Concentrating

or Thinking
IrritabilitySleep

ComplicationsRestlessness

Figure 5.3 Common symptoms of anxiety

TOOLS FOR MEASURING ANXIETY 
SYMPTOMS 
In our literature review, only 4 questionnaires measuring symptoms of anxiety met our 
inclusion criteria, which were (in descending order):

1. Beck Anxiety Inventory (BAI)71 
3. Hospital Anxiety and Depression 
Scale (HADS)67

4. State-Trait Anxiety Inventory 
(STAI)73 

2. Generalized Anxiety Disorder-7 
(GAD-7)72 

• Is large-scale with adequate 
time and funding

• Seeks to measure severity of 
symptoms 

Beck Anxiety Inventory (BAI)
• Wide score range allows examination of small 

differences and to gain an understanding of severity

• Is likely to have an effect on 
common anxiety symptoms

Generalized Anxiety Disorder-7 (GAD-7)
• Developed to screen for anxiety and includes many 

common symptoms. 
• Focuses on worry and irritability

• Is collecting pre- and post- 
data between 1 to 2 weeks 

• Seeks to have an effect on 
depression and anxiety 
symptoms

Hospital Anxiety and Depression Scale (HADS) — Anxiety 
subscale
• Focuses on the common psychological symptoms 

and includes symptoms like panic and fright

• Is a single-session or has a 
duration of under 1 week (but 
can also be used for longer 
programs)

State-Trait Anxiety Inventory State Form (STAI-S)
• “Gold standard” for measuring anxiety symptoms
• Measures state or transient anxiety symptoms

• Seeks to distinguish between 
temporary vs persistent 
changes

State-Trait Anxiety Inventory Trait Form (STAI-T)
• “Gold standard” for measuring anxiety symptoms 
• Measures trait or characteristic anxiety symptoms

If your programme… You might prefer…

Figure 5.4 Guide to choosing a scale to measure anxiety symptoms
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SUMMARY OF CHARACTERISTICS OF ALL 
MENTAL HEALTH QUESTIONNAIRES
The table below provides an overview of the characteristics and noteworthy features of the various mental health 
questionnaires mentioned in this chapter: 

Scale

Beck 
Depression 
Inventory (BDI)

Noteworthy 
Features

Widest range 
of scores 
to compare 
subtle 
differences

Time to 
Administer / 
No. of Items

~10 minutes 
/ 21 items

Symptoms 
Measured

All 9 symptoms

Recall 
Period

The past two 
weeks

Cost

Copyrighted, 
licence 
purchase 
required

Center for 
Epidemiologic 
Studies 
Depression 
Scale (CES-D)

Places 
wellbeing and 
depression 
on opposite 
ends of one 
dimension

~20 minutes 
/ 20 items

Depressed 
mood, loss 
of appetite, 
sleep and 
psychomotor 
disturbances, 
worthlessness

The past 
week

Free

Hospital 
Anxiety and 
Depression 
Scale (HADS)

Fewest items 
for both 
subscales, 
focuses 
on specific 
symptoms of 
depression 
and anxiety

~2-5 minutes 
/ 14 items

Depression: 
anhedonia, 
psychomotor 
disturbances

Anxiety: 
worry, panic, 
restlessness, 
difficulty 
relaxing

The past 
week

Copyrighted, 
but free for 
research and 
clinical use 
upon request

Patient Health 
Questionnaire-9 
(PHQ-9)

Examines 9 
depressive 
symptoms

~2-5 minutes 
/ 9 items

All 9 symptoms The past two 
weeks

Free

Scale

Depression, 
Anxiety, Stress 
Scale-21 
(DASS-21)

Noteworthy 
Features

Fewest items 
for both 
depression and 
anxiety, more 
symptoms 
included 
than HADS; 
measures 
stress in 
addition to 
depression and 
anxiety

Time to 
Administer / 
No. of Items

~5-10 
minutes / 21 
items

Symptoms 
Measured

Anhedonia, 
depressed 
mood, 
hopelessness, 
worthlessness 

Recall 
Period

The past 
week

Cost

Free for 
research and 
clinical

Beck Anxiety 
Inventory (BAI)

Widest range 
of scores to 
compare subtle 
differences

~5-10 
minutes / 21 
items

Autonomic 
symptoms 
(trembling, 
nausea, 
faintness, etc), 
nervousness, 
feeling scared, 
fear of losing 
control, fear 
of the worst 
occurring, fear 
of death

Past month Copyrighted, 
licence 
purchase 
required 
unless 
permission is 
obtained 

Generalized 
Anxiety 
Disorder Scale 
(GAD-7)

Comprehensive 
measure of 
general anxiety 
with 1 item per 
symptom

~10-15 
minutes / 7 
items

Worry, 
restlessness, 
irritability, 
trouble 
concentrating

Past 2 weeks Free

State-Trait 
Anxiety 
Inventory 
(STAI)

STAI-S has the 
shortest recall 
period, making 
it suitable for 
single-session 
projects

~10-20 
minutes / 40 
items

Worry, 
nervousness, 
tension, stress, 
apprehension, 
autonomic 
activation, lack 
of calmness 
and security, 
lack of 
contentment 
and steadiness

State Form: 
current

Trait Form: 2 
months

Copyrighted, 
licence 
purchase 
required
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Considerations
It is important to note that individuals who have been clinically diagnosed 
with depressive or anxiety disorders are considered to be a clinical 
population. These individuals should not be considered as similar to 
or homogenous with general population samples, as they may vary in 
a range of factors like severity, frequency, cause, or prognosis of their 
symptoms.74 This toolkit, however, focuses on the general population, not 
clinical populations. Furthermore, these scales are used only for screening 
purposes, while diagnosing individuals must be done in a clinical setting 
by a trained mental health clinician.

Although these scales are used in the process of screening and diagnosing 
mental health disorders, they are also frequently used in public health 
research to monitor the presence of mental health symptoms within 
the population, and to use these trends to inform policy making. When 
evaluating mental health outcomes in your projects, you may wish to 
exclude individuals who have been diagnosed with a mental health disorder 
to ensure that your evaluation findings are not skewed by these clinical 
factors. 

HOW TO CHOOSE AN APPROPRIATE SCALE 
FOR YOUR EVALUATION?
Many factors may influence the suitability of a scale for 
your evaluation. Here are some factors you may use to 
guide your decision. 

A key feature that must be taken into consideration is 
the design or structure of your project or activity. Scales 
should be administered according to their stated recall 
period. The figure below may help you to narrow down the 
available scale options and select the most appropriate 
scale: 

If you have logistical constraints, you may wish to 
consider the budget and time you have for data collection 
to help make your decision: 

Intervention Design

STAI-State or HADS

GAD-7, PHQ-9, or BDI

STAI-Trait, PHQ-9, or BDI

STAI-State Datal Collection Plan
(Interval between 
administrations)

SINGLE SESSION MULTIPLE SESSIONS

1 O
R M

O
RE W

EEKS

2 O
R M

O
RE W

EEKS

2 O
R M

O
RE M

O
N

TH
S

Time & Cost Efficiency

Depression: BDI
Anxiety: STAI

Depression: PHQ-9
Anxiety: GAD-7

Depression & Anxiety: HADS

FREE FOR NON-
COMMERCIAL USE
2 TO 5 MINUTES

COPYRIGHTED
10+ MINUTES

Measures of Wellbeing 
and Related Outcomes

C H A P T E R  6

Many art activities aim to improve the overall wellbeing of participants. 
Researchers often refer to this concept using three related terms – ‘quality 
of life’, ‘life satisfaction, or ‘wellbeing’ – which are all frequently used as 
outcomes in studies. Broadly, they all refer to improving participants’ overall 
state. It is helpful to consider which one of these three outcomes your activity 
aims to impact, in order to select the most appropriate questionnaire based 
on your art activity and study design. In the sections below, we’ll explain how 
each term is used, and recommend widely-used and validated questionnaires 
for measuring wellbeing.
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QUALITY OF LIFE, LIFE 
SATISFACTION, AND 
WELLBEING
How are these terms defined?

Quality of life, life satisfaction, and wellbeing are multidimensional constructs 
with overlapping definitions that broadly refer to how well individuals are 
faring in their daily lives. 

Quality of life 
An assessment 
of one’s life based 
on personal goals, 
values, and concerns 
in relation to external 
conditions.75 

Life satisfaction
A subjective 
and cognitive 
assessment of 
one’s personal life 
situation compared 
to an ideal situation.76

Wellbeing
Wellbeing refers to 
how an individual feels 
and functions both on 
a personal and social 
level, and how they 
evaluate their life overall.77 

Quality of life (QoL) refers to how one assesses their life, 
typically based on conventional ideas of success (such 
as education, housing, income), and is shaped by both 
health-related factors (e.g., chronic illness, mobility) and 
non-health-related ones (e.g., culture, norms, beliefs).75, 78 
QoL is examined in many fields, including public health, 
medicine, rehabilitation, and health economics.

In health economics, measures of QoL are used 
to calculate ‘quality-adjusted life years’ (QALYs) 
in order to account for quality of life as well as life 
expectancy.  The value of a year of life is adjusted 
on a scale of 0-1 based on individuals’ health state 
during that year, where 0 represents death and 1 
represents perfect health. By comparing the cost 
of different health interventions to the QALYs they 
generate, researchers can use QALY to evaluate how 
cost-effectively these interventions promote healthy 
longevity. For instance, Coulton and colleagues79 
evaluated a community singing program for older 
adults in Britain by measuring improvements in 
participants’ wellbeing, physical health, and the 
cost of the intervention, comparing these benefits 
with a control group performing usual activities.79 

The programme showed significant QoL and QALY 
benefits, suggesting that it may be a cost-effective 
option compared to usual activities at various levels 
of funding. This is an example of how QoL measures 
can support the case for evidence-based and 
economically efficient art-based intervention.

Life satisfaction involves subjectively and cognitively 
assessing one’s life situation in comparison to an ideal 
state using their own criteria and values.76 Compared 
to QoL, life satisfaction reflects an individual’s overall 
contentment with their life based on personal values and 
internal judgment, rather than conventional standards 
of success or external factors. Studies in psychology, 
sociology, and economics frequently examine life 
satisfaction. 

Wellbeing refers to how an individual feels, functions, 
and views their life overall.77,78,80 It is a broader and more 
multidimensional concept than QoL or life satisfaction. 
Psychologists often define wellbeing using two 
dimensions:
•	 The affective dimension, typically referred to as 

hedonic wellbeing, focuses on needs, wants, and the 
experience of emotions and moods—essentially, the 
pursuit of pleasure and avoidance of pain. 

•	 The functional dimension, typically referred to as 
eudaimonic wellbeing, emphasises a sense of control 
and self-realisation in the pursuit of meaning, 
purpose, self-potential, spirituality, and resilience. 81-84 

In addition to these dimensions, public health and policy research, such as 
work by the Organisation for Economic Co-operation and Development (OECD), 
often includes physical and social components when examining wellbeing.84,85

Arts and Health studies increasingly use quality of life, life satisfaction, and 
wellbeing as programme outcomes. While these concepts overlap in some 
ways, their use as outcome measures differs across fields. The table below 
summarises the key characteristics of each outcome and the fields in which 
the outcomes are commonly used:

Outcome

Quality of life

Key Characteristics

Focuses on a person’s health, 
physical abilities, and social 
circumstances

Primary Disciplines

Medicine, Public Health, Nursing, 
Health Economics

Life satisfaction Assesses overall life experience 
based on one’s own values and goals

Psychology, Sociology, Economics, 
Public Policy, Arts and Cultural 
Studies

Wellbeing Capture many dimensions, including 
affective, functional, physical, and 
social

Psychology, Sociology, Public Policy, 
Environmental Studies, Arts and 
Cultural Studies

TOOLS FOR MEASURING 
QUALITY OF LIFE 
There are many different tools available to measure 
QoL, and they vary in what aspects of life they focus on 
measuring. QoL scales often include items on physical 
health, daily functioning, and sometimes social or 
environmental conditions. By considering the features of 
different scales, along with practical considerations (i.e., 

1. EuroQol five-dimensional 
instruments (EQ-5D-3L/5L)86

2. 36-Item Short Form Survey  
(SF-36)87

3. 12-Item Short Form Survey  
(SF-12)88 

4. WHO Quality of Life-BREF 
(WHOQOL-BREF)89

5. Quality of Life Inventory (QOLI)90

administration time and ease of use), you can select a 
QoL scale that best aligns with the intended outcomes of 
your programme. 

In our literature review, the 5 most prevalent scales were 
(in descending order):
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• Has a brief time window for 
data collection

• Intends to identify different 
health concerns among 
participants based on the 
relative importance of 
different health dimensions 

EuroQol five-dimension instrument (EQ-5D-3L/5L)
• Simple to use with the shortest administration time 

(among these scales) to assess QoL
• Assesses physical and mental functioning using two 

components:
1. Descriptive system: Assesses 5 key dimensions of 
health to reflect overall health status with 3 levels of 
severity
2. EQ-VAS: A 0–100 scale for individuals to rate their 
overall perceived health92

• Most common QoL scale used in economic 
evaluation, with a focus on physical health status91

• Is expected to create subtle or 
incremental changes, 
especially among participants 
with similar characteristics 

• Has ample time for data 
collection 

• Is interested in assessing a 
wide range of health domains 
of QoL93

36-Item Short Form Survey (SF-36)
• Wide score range for each of 36 items across 8 

domains (see summary table on the next page) 
provides sensitivity in differentiating long-term health 
benefit 94

• Requires the longest administration time (among 
these scales)

• Offers a comprehensive assessment of physical, 
mental, and social functioning which considers the 
interaction of physical health, emotional problems 
and social relationships

• Aims to consider a wide range 
of domains for health-related 
QoL (same as SF-36) with 
efficiency over depth

• Has limited time for data 
collection

12-Item Short Form Survey (SF-12)
• Uses fewer items (12) than SF-36 to estimate the 

same 8 domains of QoL for assessing physical, 
mental, and social functioning for brevity over a less 
comprehensive assessment of QoL  

• Commonly used in large-scale interventions for a 
snapshot of health-related QoL95

• Serves to improve 
participants’  environmental 
conditions (e.g., physical 
surroundings, living 
conditions) in addition to 
physical and social 
functioning for improving QoL 

WHO Quality of Life-BREF (WHOQOL-BREF)
• Able to measure subtle changes in 4 domains 

(physical, psychological, social, environmental)
• Favoured in global studies for cross-cultural 

comparison and community-based arts interventions, 
especially in resource-limited settings89

• Intends to gauge its effects 
from the participants’ points 
of view

• Collects QoL data at time 
points less than 2 weeks 
apart, but requires more 
extensive data than EQ5D

Quality of Life Inventory (QOLI) (32-item inventory)
• Assessment of the current state of an individual's 

perceived quality of life (e.g., no minimum recall 
period) by rating the relative importance and life 
satisfaction for each of the 16 life domains (including 
love, work, life, and finances, etc)96

• Commonly used in psychological or 
counselling-oriented arts interventions (e.g., art 
therapy with trauma survivors)

If your programme… You might prefer…

Figure 6.1 Guide to choosing a quality of life scale

The table below provides an overview of the characteristics and noteworthy features of the various quality of life 
questionnaires mentioned in this chapter:

Scale Noteworthy 
Features

Time to 
Administer / 
No. of Items

Area(s) of 
Measurement 

Recall 
Period

Cost

Euro-Qol (EQ-
5D-3L/
EQ-5D-5L)

Simple and 
short for 
economic 
evaluation 
and cost-
effectiveness 
analysis 
with a focus 
on physical 
health status 

~2–5 
minutes / 5 
items 

Mobility, self-
care, usual 
activities, pain/
discomfort 
and anxiety/
depression

Recent
(current 
state)

Copyrighted, 
but free for 
research and 
clinical use 
upon request 

 SF-36 More detailed 
and sensitive 
than SF-
12; wide 
score range 
yields high 
sensitivity; 
suitable for 
long-term 
evaluation

~10–15 
minutes / 36 
items

Physical 
functioning, 
role physical, 
bodily pain, 
general health, 
vitality, social 
functioning, 
role emotional, 
and mental 
health 

The past 
4 weeks 
(except for 
general 

Copyrighted, 
but free to 
use provided 
users agree 
to terms and 
conditions

SF-12 Shorter than 
SF-36; quick 
snapshot of 
health-related 
QoL that 
considers 
physical, 
mental 
and social 
functioning; 
good for 
large scale 
interventions

~2–5 
minutes / 12 
items

Same as SF-36 The past 4 
weeks

Copyrighted, 
but fee 
waiver may 
be requested 
for scholarly 
projects 
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Scale Noteworthy 
Features

Time to 
Administer / 
No. of Items

Area(s) of 
Measurement 

Recall 
Period

Cost

WHOQOL-BREF Captures 
effects of 
environmental 
conditions on 
QoL; culturally 
sensitive for 
cross-cultural 
comparison

~5–10 
minutes / 26 
items

Physical health, 
psychological 
health, social 
relationships, 
and 
environment 
(e.g., living 
conditions)

The past 2 
weeks

Free

QOLI Identifies 
strengths 
and areas of 
improvement 
for QoL by 
assessing 
which areas 
of life an 
individual 
considers 
most 
important 
and how 
satisfied they 
feel within 
each of those 
areas across 
16 different 
domains

~5–10 
minutes / 32 
items

Assesses both 
life satisfaction 
and life 
priorities 
across 16 
life domains 
including 
goals, self-
esteem, health, 
relationships 
(friends, love, 
children, 
relatives), 
work/
retirement, 
play, helping, 
learning, 
creativity, 
money, and 
surroundings/
community.

Current state Copyrighted, 
licence 
purchase 
required

TOOLS FOR MEASURING LIFE 
SATISFACTION 
Based on our review, the Satisfaction with Life Scale (SWLS) stands out as the 
only widely validated tool for assessing life satisfaction.97-100 It is especially 
well-suited for community and arts-based programmes seeking to understand 
how participants feel about their lives overall. Its brevity and ease of use make 
it quick to administer when time is limited or when working with diverse and 
non-clinical groups. 

• Has a brief time window for data 
collection

• Aims to enhance participants’ 
overall life satisfaction

Satisfaction with Life Scale (SWLS)
• Brief and simple to use with the short administration 

time 
• Well-suited for community and arts-based programmes 
• Widely used in both research and practice
• Valued for its �exibility and strong psychometric 

properties (strong reliability and longitudinal 
validity)98,100 

If your programme… We recommend...

Figure 6.2 Guide to choosing a life satisfaction scale

The table below provides an overview of the characteristics and noteworthy features of this scale: 

Scale Noteworthy 
Features

Time to 
Administer / 
No. of Items

Area(s) of 
Measurement 

Recall 
Period

Cost

Satisfaction 
with Life Scale 
(SWLS)

Brief, 
validated, self-
administered 
scale for 
general life 
satisfaction

~1 minute /
 5 items

Overall life 
satisfaction

Recent
(current 
state)

Free

While the Satisfaction with Life Scale (SWLS) is our primary recommended tool for assessing life satisfaction, we 
also wish to highlight the Cantril Ladder as an alternative option due to its simplicity, cross-cultural applicability, and 
widespread global use.102 See infobox on next page for more details.
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Cantril Ladder (Self-Anchoring Striving Scale)
The Cantril Ladder is a visual, self-anchored scale 
designed to assess an individual’s overall life 
satisfaction and subjective wellbeing. Respondents 
are asked to imagine a ladder with steps numbered 
from 0 (worst possible life) to 10 (best possible life) 
and rate their current life position based on their own 
goals, values, and standards. 

Noteworthy features:
•	 Single-item visual scale: respondents rate their 

life on a 0–10 ladder
•	 Simple and intuitive: minimal burden for both 

participants and administrators
•	 Widely used internationally: main measure in the 

World Happiness Report
•	 Applicable across cultures: adaptable for diverse 

populations
•	 Self-defined criteria: allows for individual 

interpretation of life satisfaction

Note: While the Cantril Ladder does not offer detailed 
subscales or clinical diagnostic thresholds, it is valuable 
in contexts where quick, flexible, and broad assessments 
of subjective well-being are appropriate.

We do not recommend using the Cantril Ladder if your 
main outcome of interest is life satisfaction, however, 
because the scale contains only one question, which 
means nuances in this outcome cannot be measured 
and sensitivity is limited. Furthermore, while generally 
reliable, the validity of Cantril Ladder’s single-item 
measure may vary in certain populations, particularly 
those experiencing high stress or with specific social and 
cultural contexts.103 Despite its long-standing use in large 
international studies like the World Happiness Report, we 
recommend using it mainly for a quick snapshot (a single 
time point to assess life satisfaction across different 
individuals) or make broad comparisons, rather than 
using it as the main tool for detailed evaluation to capture 
changes that arise from an intervention (e.g., tracking 
changes in pre- and post- studies). 

TOOLS FOR MEASURING WELLBEING 
Questionnaires examining wellbeing vary in their focus—
some concentrate on emotional experience, while 
others explore how individuals function in their daily 
lives, including their sense of meaning, purpose, and 
connection with others. 

Across the literature, the most widely used and well-
supported scales for assessing wellbeing are (in 
descending order):84,104-107

2. WHO-5 Well-being Index (WHO-5)109 

3. Personal Wellbeing Index-Adult 
(PWI-A)110

1. Warwick–Edinburgh Mental Well-
being Scale (WEMWBS)108

4. 18-item Ryff’s Psychological 
Wellbeing Scale (Ryff’s PWBS 18-
item)111

5. PERMA-Profiler112

• Focuses on enhancing the 
positive aspects of mental 
health 

• Is a larger-scale arts programme 
that is  well-resourced

Warwick-Edinburgh Mental Well-being Scale (WEMWBS)
• Primary focus on positive mental wellbeing, including 

optimism, functioning and relationships
• Captures broad and sensitive changes in population’s 

wellbeing 

• Has limited time for data 
collection 

• Operates in multilingual 
environments with diverse 
populations

WHO-5 Well-being Index (WHO-5)
• Only has five items (cheerfulness, calmness, energy, 

restfulness and interest) with primary focus on 
affective, functional and physical wellbeing (mood, 
vitality, interest)

• Has been translated into over 30 languages, including 
Mandarin, Malay, and Tamil

• Serves to strengthen different 
aspects of wellbeing (see 
table below) based on 
participants’ satisfaction in 
each aspect

Personal Wellness Index - Adult (PWI-A)
• Assesses satisfaction about one’s life with respect to 

different life domains, including standard of living, 
health, life achievements, relationships, safety, social 
connectedness, and future security

• Primarily aims to influence 
participants’ personal 
development 

• Is well-resourced with funding 
and time available for data 
collection and analysis

18-item Ryff’s Psychological Wellbeing Scale  (Ryff’s 
PWBS 18-item) 
• Assesses complex aspects of personal development 

over time, focusing on personal growth
• May be less practical for quick evaluations, but is 

useful for in-depth and long-term understanding of 
overall mental health, life satisfaction, and 
psychological wellbeing

• Aims to enhance participants’ 
emotional stability by focusing 
on their emotional wellbeing

PERMA-Profiler 
• Identifies risk with the inclusion of assessing 

negative emotions
• Assesses both positive and negative emotion (i.e. 

sadness, anger, and anxiety)  for a balanced 
evaluation of hedonic wellbeing along with 
engagement, relationships, meaning, and 
accomplishments

If your programme... You might prefer...

Figure 6.3 Guide to choosing a wellbeing scale
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The table below provides an overview of the characteristics and noteworthy features of the 5 wellbeing questionnaires 
mentioned in this chapter:

Scale Noteworthy 
Features

Time to 
Administer / 
No. of Items

Area(s) of 
Measurement 

Recall 
Period

Cost

Warwick-
Edinburgh 
Mental Well-
being Scale 
(WEMWBS)

Captures 
a broad 
spectrum 
of positive 
mental 
functioning; 
suitable for 
population-
level 
monitoring

~3–5 
minutes / 14 
items

Mental 
wellbeing, 
specifically 
subjective 
wellbeing 
(overall 
satisfaction, 
positive/
negative affect)’

The past 2 
weeks 

Copyrighted, 
but free with 
registration 

WHO-5 Well-
being Index 
(WHO-5)

Brief, sensitive 
to emotional 
state changes; 
ideal for rapid 
screening

<2 minutes / 
5 items

Current mental 
wellbeing 

The past 2 
weeks

Free

Personal 
Wellbeing 
Index-Adult 
(PWI-A)

Focus on 
satisfaction 
within various 
life domains 
based on 
current 
circumstances 
and 
challenges 

~2 minutes 
/ 7 core + 
2 optional 
items

Satisfaction 
across: 
standard of 
living, health, 
achieving in life, 
relationships, 
safety, 
community- 
connectedness, 
and future 
security

No specific 
recall period

Free

18-item Ryff’s 
Psychological 
Well-Being 
Scale (Ryff’s 
PWBS 18-item)

Focuses 
on deeper 
psychological 
growth (e.g. 
purpose, 
autonomy for 
eudaimonic 
wellbeing); 
flexible length 
options

~3-5 minutes 
/ 18 items 

Six aspects of 
wellbeing and 
happiness: 
autonomy, 
environmental 
mastery, 
personal 
growth, positive 
relations with 
others, purpose 
in life, and self-
acceptance

No specific 
recall period

Free

Scale Noteworthy 
Features

Time to 
Administer / 
No. of Items

Area(s) of 
Measurement 

Recall 
Period

Cost

Positive Emotion, 
Engagement, 
Relationships, 
Meaning, and 
Accomplishments 
Profiler (PERMA-
Profiler) 

Includes 
negative 
emotion items 
for a balanced 
assessment of 
the affective 
and functional 
dimensions of 
wellbeing 

~5-7 minutes 
/ 23 items 
(15 core + 
8 optional 
items)

5 pillars of 
wellbeing: 
positive emotion, 
engagement, 
relationships, 
meaning, 
accomplishment, 
along with 
negative emotion 
and health

No specific 
recall period

Copyrighted, 
but free with 
registration 
for non- 
commercial 
research 

In addition to the above scales, we would like to briefly 
mention the UCL Creative Wellbeing Measures Toolkit (see 
infobox on the right for more details). While this tool has 
been validated in the United Kingdom and widely adopted 
by artists and community practitioners,113 it has not yet 
been validated in other languages and cultural contexts. 
Nevertheless, given its strong practical value, ease of use, 
and real-world relevance in arts and health programmes, 
we include it here as a supplementary recommendation. 
It may be useful for practitioners looking for a brief, user-
friendly way to assess perceived wellbeing before and 
after arts-based activities, especially in non-clinical or 
community environments. 

UCL Creative Wellbeing Measures Toolkit
The UCL Creative Wellbeing Measures Toolkit is a 
practice-based evaluation tool developed to assess 
subjective wellbeing outcomes in arts and cultural 
participation contexts. It has been widely used 
by artists and cultural practitioners, particularly 
in community-based creative settings such as 
museums, workshops, and participatory arts 
programmes.

Noteworthy features:
•	 Designed for general populations in non-clinical, 

creative settings
•	 Low burden: brief, self-administered, and no 

specialist training required
•	 Mandarin version available (not yet 

psychometrically validated)
•	 Suitable for pre–post intervention use
•	 May be especially useful when presenting 

outcomes to funders or stakeholders outside of 
healthcare
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ADDITIONAL CONSIDERATIONS WHEN 
CHOOSING AN APPROPRIATE SCALE FOR 
YOUR EVALUATION
There are different factors to consider in selecting a 
suitable scale, including but not limited to time and cost 
considerations. If you do have logistical constraints, you 

Time & Cost Efficiency

Copyrighted, free upon 
request

Quality of Life: QOLI
Life Satisfaction: SWLS

Wellbeing: WHO-5, PWI-A
Ryff’s PWBS (18-item)

Quality of Life:
WHOQOL-BREF

Copyrighted
with fee

Free
(requires registration)

Quality of Life: 
EQ-5D-3L/EQ-5D-5L,SF-12

Wellbeing: WEMWBS

Quality of Life: SF-36
Wellbeing: PERMA-Profiler

2 TO 5 MINUTES 5 OR MORE MINUTES 1 TO 5 MINUTE(S) 5 TO 10 MINUTES5 TO 10 MINUTES

may wish to consider the budget and time you have for 
data collection to help make your decision: 

Measures of Social 
Connection

C H A P T E R  7

The World Health Organisation’s (WHO) definition of health treats the social 
aspects of health as equally important as the physical and mental aspects, 
and the WHO has recently recognised social connection as a global health 
priority.114,115 Studies consistently show that social isolation and loneliness 
can increase the risk of depression and anxiety116, risk of early death117, and 
cognitive decline in older adults118. Arts and Health interventions are excellent 
at bringing people together, promoting meaningful social connections and 
fostering social cohesion.119  Given these benefits, many Arts and Health 
programmes now measure social connection as an outcome. 
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SOCIAL CONNECTION, LONELINESS, 
AND SOCIAL ISOLATION
How are these terms defined? 

Social connection, sometimes called social 
connectedness or belonging, refers to the experience of 
having close relationships with others, such as family, 
friends, neighbours, and communities.120 It comprises 

Relationships and 
bonds that individuals 
form and experience 

with others

Structure
Number and variety of 

relationships

(e.g., network size, living 
arrangements, marital status)

Function
Types of support

(e.g., emotional support, 
instrumental support)

Quality
Relationships and 

interactions that are 
positive and negative

(e.g., relationship satisfaction, 
conflict or strain)

Figure 7.1 Components of social connection

three main components: structure (who and how many 
people you know), function (what support they provide), 
and quality (how you feel about those connections).121 

While social connection and social connectedness 
are often used interchangeably, social connection is a 
continuum and social connectedness indicates where 
an individual falls on this continuum (i.e., how connected 
a person feels to others).122 Poor social connection/
connectedness can lead to social isolation and 
loneliness.123 

Loneliness (also known as perceived isolation) is 
the subjective feeling of having fewer meaningful  
relationships than desired.124 In comparison, social 
isolation refers to a lack of contact with others.124 It is 
measured objectively (e.g., size and diversity of social 
network, frequency of interactions) and is more frequently 
measured in older adults.  

Social isolation can be a risk factor for loneliness but they 
are not the same – a person with few social contacts 
might not feel lonely, whereas someone with a large 
social network may still experience loneliness.125 While 
increasing social contact may alleviate objective social 
isolation, addressing loneliness may require enhancing 
the quality and function of this contact. 

Term Nature Definition Key Characteristics

Social 
connection/
connectedness

Objective and 
subjective

The experience of connecting 
to others, characterised by the 
structure, function and quality 
of the relationships

Umbrella term encompassing not 
only the quantity and structure of 
one’s social network, but also the 
subjective experience of belonging, 
and feeling close to and supported 
by others 

Loneliness Subjective 
feelings

An unpleasant feeling 
arising from a disparity 
between existing and desired 
relationships 

Unmet social needs and 
expectations; can occur even with 
frequent social contact

Social isolation Objective Limited social and 
communication, resulting from 
physical or social separation 
from others 

Characterised by frequency of 
contact with others, or size and 
diversity of social network 

As these definitions overlap across the literature, 
choosing the right tool starts with understanding the 
difference between the terms and how they relate to your 
intervention’s goal:

•	 If your programme aims to create more social 
contacts or reduce barriers to interactions, you may 
want to choose a social isolation scale that captures 
these kinds of objective measures. 

•	 If your programme targets social support or the 
function and quality of social connections, then we 
recommend using a social connection scale. 

•	 If your programme aims to build meaningful 
relationships or reduce feelings of exclusion and 
lacking companionships, you may wish to use a 
loneliness scale. 

The table below summarises the definition and key 
features of social connection, loneliness, and social 
isolation:
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TOOLS FOR MEASURING 
SOCIAL CONNECTION/
CONNECTEDNESS 
Social connection scales typically measure a sense of belonging and social 
support, as well as feelings of  loneliness and social network. In this section, 
we focus on the first two aspects, as scales specifically measuring feelings of 
loneliness and social networks will be covered in the subsequent subsections. 

Most scales do not examine both belonging and social support. Hence, it is 
important to first identify which aspects of social connection your programme 
intends to influence. Based on our literature review, the 4 most prevalent 
scales for measuring social connection (in descending order) were:126-131

1. Social Connectedness Scale-Revised (SCS-R)132

2. Multidimensional Scale of Perceived Social Support 
(MSPSS)133

3. Social Provisions Scale (SPS-10)134

4. Duke Social Support Index (DSSI-11)135 

• Intends to foster a sense of 
belonging, perceived 
closeness to others, and 
connection to a wider social 
world

Social Connectedness Scale-Revised (SCS-R)
• Efficient and general measurement of connectedness
• Clear and concise questions to answer

• Involves family, friends, and/or 
significant other to improve 
social support 

• Is implemented across 
different ethnic groups 

Multidimensional Scale of Perceived Social Support 
(MSPSS)
• Able to discriminate social support from family, 

friends, and significant other
• Available in a variety of languages, including English, 

Mandarin, Malay, and Tamil

• Aims to build different types of 
social support (i.e., 
attachment, guidance, 
reassurance of worth, social 
integration, and reliable 
alliance) 

Social Provisions Scale (SPS-10)
• Captures 5 key dimensions of perceived social 

support without distinguishing from whom (e.g., 
friends or family)

• Slightly quicker to administer than other scales 
measuring social support 

• Aims to create new social 
relationships or increase the 
frequency of social interaction 
(objective social connection), 
and/or strengthen the quality 
of existing relationships 
(subjective social connection)

• Seeks to improve the quality 
of social support from family 
and friends, leading to greater 
satisfaction with social 
support 

Duke Social Support Index (DSSI-11)
• Measures social participation and satisfaction of 

perceived support from family and friends
• Offers more detail than other scales on structural and 

quality components of social connection 

Note: Another popular version, the DSSI-23, is validated in 
English and Mandarin (but not Malay) and includes an 
additional Instrumental Support Subscale to capture the 
types of practical support received from family and friends

If your programme... You might prefer...

Figure 7.2 Guide to choosing a social connection scale  
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The table below provides an overview of the characteristics and noteworthy features of the social connection/
connectedness scales mentioned in this chapter: 

Scale Noteworthy 
Features

Time to 
Administer / 
No. of Items

Area(s) of Measurement Cost

Social 
Connectedness 
Scale-Revised 
(SCS-R)

Comprehensive 
and general 
measurement of 
connectedness

~5-10 
minutes /
20 items

Overall sense of belonging; 
perceived closeness 
to others; feelings of 
connectedness with the 
broader social world

Free, 
permission 
required

Multidimensional 
Scale for 
Perceived 
Social Support 
(MSPSS)

Discriminates 
support from 
family, friends, and 
significant other

~5 minutes / 
12 items

Adequacy of social support 
from family, friends and 
significant other

Free

Social Provisions 
Scale (SPS-10)

Quick tool capturing 
5 key dimensions 
of functional social 
support

~5 minutes / 
10 items

Availability of functional 
social support across 
attachment, guidance, 
reassurance of worth, 
social integration, and 
reliable alliance

Free

Duke Social 
Support Index 
(DSSI-11)

Brief measurement 
of objective and 
subjective aspects of 
social connection

~5 minutes / 
11 items

Social participation 
(network size, frequency); 
satisfaction with perceived 
social support

Free

TOOLS FOR MEASURING 
LONELINESS
Loneliness is commonly conceptualised using 2 dimensions: emotional 
loneliness (lack of intimate relationships)  and social loneliness (lack of 
belonging to the broader social world).124 The scales we recommend here 
examine these dimensions either as one overall score or as two separate 
scores. Based on our literature review,  the 2 most popular scales for 
measuring loneliness (in descending order) were:128, 136-140

1. UCLA Loneliness Scale (Version 3; UCLA-LS3)141

2. De Jong Gierveld Loneliness Scale (DJGLS-6)142

• Aims to reduce loneliness in 
various social relationships

• Targets different age groups 
and/or populations

UCLA Loneliness Scale (Version 3; UCLA-LS3)
• Widely recognised as a “gold standard” for measuring 

loneliness across diverse disciplines, age groups, and 
countries

• Provides a single, global score of loneliness, which is 
useful for tracking changes over time

• Is tailored to promote 
closeness (emotional 
connection) with others 
and/or increase social 
interactions, in order to reduce 
loneliness

• Mainly involves older adults

De Jong Gierveld Loneliness Scale (DJGLS-6)
• Identifies whether emotional and social loneliness are 

present and provides different scores for these, 
allowing for separate analysis

• More commonly used for older adults, but also 
validated with large samples of other age groups

If your programme... You might prefer...

Figure 7.3 Guide to choosing a loneliness scale
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The table below provides an overview of the characteristics and noteworthy features of the loneliness scales  
mentioned in this chapter: 

Scale Noteworthy 
Features

Time to 
Administer / 
No. of Items

Area(s) of Measurement Cost

UCLA Loneliness 
Scale (Version 3; 
UCLA-LS3)

Gold standard; 
offers a broad and 
general snapshot of 
loneliness

~3-5 minutes 
/ 20 items

Intensity of perceived 
isolation, lack of 
companionship, and 
feelings of being left out

Free

De Jong Gierveld 
Loneliness Scale 
(DJGLS-6)

Quick to administer; 
differentiates social 
and emotional 
loneliness in 2 
different scores

~2 minutes / 
6 items

Presence of emotional 
loneliness (feelings of 
emptiness, missing others, 
and rejection) and social 
loneliness (missing a wider 
network)

Free

TOOLS FOR MEASURING 
SOCIAL ISOLATION
Social isolation is typically measured through objective indicators such as 
size, frequency, and variety of an individual’s social network. Improving these 
“structural aspects” may help facilitate social connection. In our literature 
review, Lubben Social Network Scale (LSNS-6) surfaced as the most widely 
used social isolation scale, followed by the Social Interaction Subscale of the 
Duke Social Support Index (DSSI-SIS), which may be used independently from 
the main scale.130,131,136,137,140 These scales are typically used to assess social 
isolation in older adults, but can be used with other demographics.

1. Lubben Social Network Scale (LSNS-6)143

2. Duke Social Support Index-Social Interaction Subscale 
(DSSI-SIS)135

• Seeks to increase the 
frequency of contact with 
friends and family, and 
enhance the perceived 
availability of support they 
provide

Lubben Social Network Scale (LSNS-6)
• Focuses on social ties with family and friends
• Clearly classified social isolation risk with established 

cutoff scores (LSNS-6 scores <12 indicate at risk of 
isolation)

• Seeks to increase the number 
of close and reliable 
relationships one has, and/or 
the frequency of participation 
in social activities

Duke Social Support Index-Social Interaction Subscale 
(DSSI-SIS)
• Focuses on the frequency of participation in recent 

social activities
• Can be used and analysed independently, although 

the entire scale is more commonly used for broader 
social support analysis

If your programme... You might prefer...

Figure 7.4 Guide to choosing a social isolation scale

The table below provides an overview of the characteristics and noteworthy features of the social isolation scales 
mentioned in this chapter:

Scale Noteworthy 
Features

Time to 
Administer / 
No. of Items

Area(s) of Measurement Cost

Lubben Social 
Network Scale 
(LSNS-6)

Focuses on size 
of social ties with 
family and friends

~5 minutes / 
6 items

Size and frequency of 
social contact with family 
and friends; availability of 
social support received 
from them 

Free, 
permission 
required

Duke Social 
Support Index- 
Social Interaction 
Subscale (DSSI-
SIS)

Complements other 
subscales of DSSI 
to understand an 
individual’s support 
system

~2 minutes 
/ 4 items 
(for Social 
Interaction 
Subscale 
alone)

Frequency of social 
participation in various 
recent activities 

Free
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Emerging evidence suggests that one-session interventions can help 
participants feel less lonely or more connected, but meaningful social 
connection typically develops over time through repeated interactions. 
As such, these scales are more commonly used to evaluate multi-session 
programmes. 

Structural measures like LSNS-6 or DSSI-SIS, which examine objective 
features such as the size, frequency, and variety of a social network, have 
specific recall periods (i.e., in the past week/month) for certain questions, and 
therefore may not be suitable for measuring change after just one session, 
as a regular/stable network takes time to build. Conversely, scales like SCS-R, 
MSPSS, SPS-10, DSSI-11, UCLA-LS3, and DJGLS-6 examine the respondent’s 
current state/feelings, and do not have specific recall periods. While they can 
potentially capture subjective shifts in feelings following a single-session 
intervention, they are not specifically designed to measure immediate, in-the-
moment feelings.

For momentary feelings of social connection, we highlight the UBC State 
Social Connection Scale (UBC-SSCS) as a promising option for future use.144 
See infobox below for more details.

UBC State Social Connection Scale (UBC-SSCS)
The UBC State Social Connection Scale is a brief (10 items) tool to assess 
momentary feelings of social connection. As a relatively new scale, it has 
not yet been widely adopted in the academic community, though early 
evidence supports its reliability and validity.144,145  Designed for use in 
experimental and community settings, it captures state-level changes 
in social connectedness across short time frames, making UBC-SSCS 
a promising tool for evaluating the immediate impact of short-term 
interventions, such as community events or creative sessions.

Noteworthy features:
•	 Captures state-level social connection: ideal for capturing short-term 

or even moment-to-moment changes (e.g., in last 15 minutes)
•	 Strong psychometric properties: high internal reliability, construct 

validity, and sensitivity to changes in social connection

Note: Only English version is currently available. Adaptation would be needed 
for use in multilingual contexts.

HOW TO CHOOSE AN APPROPRIATE SCALE 
FOR YOUR EVALUATION?
As each scale is developed to measure different 
aspects of social connection, the choice of a scale for 
your evaluation depends on the goal of your activity or 
intervention. The scales recommended in this chapter 

are free to use but some may require permission from 
the author. Here is a flowchart to help you choose which 
scale is best suited to your needs:

What aspects of social 
connection are you measuring?

Objective measures
(e.g., size and diversity of network, 

frequency of contact)

Across sources of 
support

Family, friends, and 
significant others

Frequency of social 
contact with family 

and friends

Frequency of social 
participation in 

various activities

Perceived social 
support

Belonging & closeness 
to others

General loneliness Emotional & social 
loneliness

Subjective measures
(e.g., feelings, experience)

Social Isolation Social Connectedness Loneliness

What type of
interactions are you exploring?

What aspects of loneliness
are you exploring?

DSSI-11* MSPSS

LSNS-6 DSSI-SIS SCS-R UCLA-LS3 DJGLS-6

*Contains both subjective
and objective aspects

Figure 7.5 Flowchart to guide selection of scale
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Physiological measures
C H A P T E R  8

If you run an arts programme that aims to influence health outcomes, you 
might be interested in measuring physiological markers - that is, objective 
measures of bodily functions such as heart rate or blood pressure.146 
Physiological measures can reflect many different aspects of health and are 
useful for evaluating outcomes related to physical health and stress. 

This chapter is a brief introduction to a selection of physiological measures 
you can consider for your evaluation. We focus primarily on outcomes related 
to overall physical health and tools that have been validated in research or 
validated against an established measurement tool (when, for example, a 
smart watch has been validated to be as accurate, or nearly as accurate, in 
heart rate measurements as an electrocardiogram (ECG) device). We have 
prioritised covering practical, non-invasive (procedures that do not directly 
interfere with the human body) methods of collecting physiological data 
that you can use without extensive training. Some measures, however, are 
more demanding in terms of collecting or analysing data. For these cases, 
we strongly encourage you to collaborate with research experts experienced 
in physiological measurement to ensure appropriate implementation and 
interpretation.

In this brief overview, we discuss some of the common outcomes used to 
assess physical health, including: 

1. Physical fitness level

2. Motor function

3. Sleep, including sleep duration and sleep quality

4.Stress level and response

For a broader overview, we recommend comprehensive sources such 
as Fancourt and colleagues’ paper147 on how leisure activities, including 
the arts, affect health. This framework identifies many mechanisms of 
action, i.e., the ways in which engaging in leisure activities “leads to the 
prevention, management, or treatment of mental and physical illness.”147 

Physiological responses are included among the many mechanisms 
provided (we recommend consulting the supplementary material for their 
comprehensive overview).
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GENERAL CONSIDERATIONS 
WHEN CHOOSING 
PHYSIOLOGICAL MEASURES
Keep the following in mind to guide your choice of physiological measures:
•	 Do the data gathered by physiological measures help to evaluate my 

outcome(s) of interest?
•	 Do I need domain experts to help collect or interpret the data?
•	 Do I have sufficient funds in my budget to fund equipment, lab, or software 

(for data collection or analysis) purchases needed for physiological 
measures?

It is often a good idea to collect baseline data: Before your programme or 
activity starts, consider potential differences between your participants (if 
relevant), such as their age, health status, emotional state or personality, as 
these can influence physiological measures. Baseline data can help account 
for these individual differences.

You may also need to consider the environment or setting of your data 
collection. For example, the measurement accuracy of some tools is sensitive 
to noise and/or movement.

Another consideration to keep in mind is the grade of the tool you are using. 
Tools for physiological measures can be:

1. Research-grade, meaning that they are designed 
specifically for research purposes, or

2. Commercial or consumer-grade, which are produced for 
business or public consumption

Both grades are used in published research, but different tools tend to have 
different degrees of validity and accuracy. While research-grade tools usually 
offer more precision, accuracy, and validity, they are generally more expensive 
and require more specialised training.148 However, it is important to keep in 
mind that many off-the-shelf technological devices may not be able to collect 
data reliably (i.e., some provide distorted data or inaccurate measurements).149 
As always, it is good practice to check the brand or model of your device to 
make sure that you are using a tool that has been validated. 

PHYSICAL FITNESS LEVEL
Physical fitness refers to one’s ability to perform physical activities and 
muscle endurance (i.e., the ability to perform physical activities for an 
extended period of time).150 Research has shown that arts activities can 
have significant effects on people’s physical health. For example, a review 
conducted by Fong Yan and colleagues151 showed that structured dance 
activities improve participants’ physical health. 

There are many approaches to assessing physical fitness. Here are two 
common approaches:

b. Cardiorespiratory fitness (see definition below) over a 
sustained period of time or chronically.150 

a. Physical activity, completed over a short (e.g., one dance 
session) or longer time (e.g., two months with weekly 
dance sessions)

Physical activity includes any bodily movement that takes energy to complete 
(e.g., the number of steps completed after a dance session).152 Daily steps 
provide an accessible measure of physical activity and its health-related 
benefits, as evidenced by the research of Kraus and colleagues153. In addition, 
a study by Bassett and colleagues154 has linked step monitoring to physical 
activity and explored its health-related benefits. Step counters, or pedometers, 
can record more detailed and accurate data (note that accuracy depends on 
the specific device) compared to self-report questionnaires.154

Physical activity

While physical activity can be measured using validated self-report 
questionnaires such as the Global Physical Activity Questionnaire 
(GPAQ)155 and the International Physical Activity Questionnaire (IPAQ)156, 
they can prone to recall and social desirability biases (e.g., participants 
might inflate their physical activity level because having more physical 
activity is considered more favourable). Step counting is a reliable and 
accessible alternative to self-report questionnaires.

Arts and Health Evaluation Toolkit (AHET) A how-to guide to evaluate the health outcomes of arts programmes in the community 7978



Cardiorespiratory fitness, also known as cardiorespiratory health, refers to 
the ability of the heart, lungs, or blood vessels (vascular system) to deliver 
oxygen to the muscles to sustain physical activity.157 It is a well-established 
marker of physical fitness and a consistently strong marker of long-term 
health and longevity.158

Cardiorespiratory health can be assessed using indicators like resting heart 
rate (RHR) and blood pressure.159,160 Resting heart rate is the number of times 
one’s heart beats in one minute, usually while sitting or lying down, when 
feeling calm, and when not ill.160 It is accessible to measure and is associated 
with cardiorespiratory fitness and life expectancy (e.g., reduction in resting 
heart rate is associated with an increase in life expectancy).160, 161

Blood pressure (BP) is the pressure applied to one’s arteries by blood when 
the heart pumps.162 It is indicative of the overall health of the vascular system, 
which tends to harden with age, causing high blood pressure, or hypertension, 
in older adults.159 If your programme aims to improve the overall health of 
older adults, you can consider using blood pressure as an indicator for your 
main outcome. You can find more information, including how to understand 
blood pressure readings, in the American Heart Association’s guide to 
understanding blood pressure.

VO2max is the maximum amount of oxygen consumed per minute when 
someone engages in strenuous exercise159,163, and can also be used as a 
measure of cardiorespiratory health. Because this measure requires intensive 
physical activity, blood pressure is usually used as an alternative, especially 
among older adults. You can find more information in Harvard’s explainer on 
VO2max.

Cardiorespiratory fitness

MOTOR FUNCTION
You may also be interested in evaluating how arts engagement affects 
participants’ motor function when it comes to movement-based programmes. 
Physical fitness refers to one’s overall physical condition, how well an individual 
performs physically, and their level of muscle endurance.150 Motor function, 
on the other hand, focuses on assessing how effectively an individual is 
able to control their movements.164 Motor function, especially combined 
with physical fitness, has been found to be a strong predictor of longevity.165 
Here is an example of how you may evaluate these two outcomes using a 
hypothetical scenario:

Suppose you are interested in evaluating the health effects of a 
3-month dance program on a community of older adults.

1. �If you are interested in the changes in participants’ physical fitness 
levels, you can compare participants’ blood pressure before 
and after the dance programme to evaluate whether the dance 
programme improved their capacity to handle sustained physical 
activity. 

2. �If you are interested in the changes in participants’ motor function, 
you can compare participants’ performance on the Timed Up and 
Go test before and after the dance programme to evaluate whether 
the dance programme has improved their coordination and control 
of their movements.

Motor function assessments tend to be more relevant for middle-aged and 
older adults. Therefore, if your programme is interested in studying how 
arts-based interventions can improve coordination, strength or help older 
adults move better, consider measuring this outcome. Here are a couple of 
accessible ways of assessing motor functions:

3 METERS

1.  �Timed Up and Go (TUG)166 is a simple and widely used test of motor function, 
especially in assessing extremity function, mobility, and predicting fall risk 
for older adults. It has been validated for older adults with good reliability 
and the ability to detect subtle changes.166,167 We also recommend that 
you run the test multiple times to prevent skewed results (inaccurate 
representation of how participants normally perform).168 You can consult 
the Centers for Disease Control and Prevention’s resource for a guide to 
using TUG.
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2.  �The Berg Balance Scale (BBS)169 is another commonly used test for balance 
and predicting fall risk. Like TUG, it is performance-based and has good 
validity and reliability.169 BBS is less sensitive to changes in balance among 
healthy adults.170 It is, however, good at identifying balance issues in adults 
and serves as a strong predictor of multiple fall risks.170 You can find more 
information on using BBS on Brandeis University’s data collection form.

If your intervention includes full-body movements (e.g., dance, theatre 
performance), TUG and BBS are useful tools to measure your 
programme’s effects on improving coordination and balance.

3.  �Grip strength is another validated and widely used indicator of motor 
function, and has been linked to mortality and overall physical health.171,172 
It is commonly measured using a device called the handgrip dynamometer, 
and the Jamar handgrip dynamometer is a validated device for testing grip 
strength in middle-aged and older adults.171,173 To conduct a grip strength 
test, participants are asked to hold the dynamometer (as shown above) 
at a comfortable position and squeeze the dynamometer as tightly as 
possible.

If your intervention is targeted at movements (e.g., drumming, 
painting), consider grip strength assessment to measure your 
programme’s effects on improving overall strength and health.

SLEEP
Sleep has been established as an important indicator of overall physical 
health, with decades of research showing the harmful consequences of 
lacking or disrupting sleep.174 Sleep is a well-recognised contributor to many 
aspects of health, including boosting immune functions175 and ensuring 
good metabolism176, as well as a strong predictor of mortality177. Although a 
relatively new research area, arts activities (e.g., listening to music or dance 
movement therapy) have been shown to improve different aspects of sleep, 
including sleep duration (the length of one sleep period) and sleep quality (how 
well an individual sleeps).178

While sleep can be measured subjectively using self-report questionnaires 
such as the Pittsburgh Sleep Quality Inventory (PSQI)178, the reported 
results are often prone to biases.179 Objective measures of sleep also face 
challenges of capturing and interpreting the complex data of sleep.178

Polysomnography (PSG) is a well-established method of measuring sleep. 
PSG is conducted in sleep labs using specialised equipment to assess sleep 
comprehensively and is considered to be the ‘gold standard’ for analysing 
various aspects of sleep, including sleep duration and quality.180 If you 
wish to gain detailed insights into sleep and have adequate resources, we 
recommend collaborating with a domain expert in conducting sleep-related 
studies or PSG.

Practical alternatives, such as wearable sensors and actigraphy, that have 
been validated against PSG for both clinical and non-clinical populations are 
also available.180,160 While they are more accessible, depending on the model, 
they may have lower reliability than PSG.

STRESS RESPONSE
Stress response, or stress level, is part of one’s emotional health, but is also a 
risk factor for mental health and many other aspects of health.181 Stress can 
be measured using self-report scales such as DASS-21, but there are also 
physiological markers of stress, such as hormone levels and heart-related 
measures.

Cortisol is a steroid hormone that is involved in regulating the body’s 
stress response. It is often used as an indicator of stress level,182 although 
this measure is more sensitive to certain types of stressors than others  
(specifically, it is most sensitive to physical stressors such as an injury or 
illness, and psychosocial stressors such as public speaking or exams). 
Salivary cortisol is collected non-invasively and can be incorporated in a 
pre-post design to evaluate how arts engagement affects participants’ level 
of stress.183 A study by Kaimal and colleagues184 is a good example of this. 
Common methods of collecting saliva samples include:185 

Cortisol
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a) Passive drooling: participants pool 
and drool saliva into a collection tube

b) Swab use: an absorbent swab 
is placed in a participant’s mouth; 
a syringe is then used to squeeze 
saliva out of the swab

Saliva samples must be collected hygienically and stored properly. For more 
information, please consult the Salimetrics guide to saliva collection and 
handling. We also encourage you to consult a domain expert, as cortisol 
concentrations can vary throughout the day186, to ensure that your saliva 
samples are collected at the appropriate times, given your study. You might 
also require help from the domain expert to extract and analyse results. 

Heart-related measures, such as heart rate and blood pressure, are commonly 
used as indicators of stress.187, 188 Heart rate (HR) measures the number of 
times the heart beats per minute and can reflect changes in stress response, 
e.g., an increase in stress is often associated with an increase in HR.187 
However, because HR can change for many reasons, we recommend not 
measuring HR on its own. It’s more useful to combine HR with other measures 
to better understand a person’s stress levels. 

Blood pressure (BP) is another indicator of stress.189 Elevated BP often 
signals stress, and the relationship between the two is especially strong in 
older adults.190 Mastandrea and colleagues’ study191 of the effects of viewing 
artwork on stress reduction is a good example of using blood pressure to 
measure stress. 

This table provides an overview of outcomes and potential tools that may be 
used for assessing overall physical health and stress response:

Heart-related measures

Measures Validated Tools/
Methods

Noteworthy Characteristics
of Tools/Methods

Considerations

Physical activity Pedometer, or 
step counter

•	 Indicator of physical 
fitness

•	 Generally an accurate 
and accessible measure 
(training often not 
required for data 
collection)

•	 Pedometers vary in accuracy 
based on where they are 
worn on the body (wrist or 
ankle-worn ones tend to 
have the most accurate and 
reliable measurements154)

•	 May require domain 
expertise to analyse data

Smart watch •	 Accessible measure 
of step counts with 
generally high reliability

•	 Convenient to collect 
and analyse data

•	 Reliability may vary 
depending on the device

Cardiorespiratory 
fitness

Smart watch •	 Measures resting heart 
rate, which is associated 
with life expectancy

•	 Convenient to collect 
and analyse data

•	 Participants should be 
resting (sitting up or lying 
down) during measurement 
period

Blood pressure 
monitor, or sphyg-
momanometer

•	 BP is strongly correlated 
with age

•	 Easy to measure and 
analyse

•	 May consult domain experts 
for a more detailed analysis

•	 More applicable to older 
adults

VO2max lab (e.g., 
exercise medicine 
lab) 

•	 Considered the “gold 
standard” for measuring 
cardiorespiratory fitnes

•	 Requires going through 
intense physical activity 
to ensure measurement 
accuracy (not practical for 
older adults)

•	 Requires specialised 
equipment and domain 
expertise to collect and 
analyse data
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Measures Validated Tools/
Methods

Considerations

Mobility, 
extremity 
function, balance

Timed Up and Go 
(TUG)

•	 May require running the test 
multiple times and using an 
average score to prevent 
inaccurate results

Noteworthy Characteristics
of Tools/Methods

•	 Indicator of motor 
function

•	 Predictor of fall risks and 
mortality  

•	 Validated for older 
adults with good validity 
and reliability

•	 Easy to measure and 
analyse data without 
extensive training

Berg Balance 
Scale (BBS)

•	 Less sensitive to subtle 
changes in healthy or 
younger adults

•	 Particularly strong for 
predicting multiple fall 
risk in older adults 

•	 Easy to measure and 
analyse data without 
extensive training

Grip strength Handgrip 
dynamometer

•	 Strong measure of 
motor function 

•	 Predictor of longevity
•	 Validated for middle-

aged and older adults
•	 Easy to measure and 

analyse data without 
extensive training

•	 May require domain 
expertise to analyse data

Measures Validated Tools/
Methods

Considerations

Sleep duration Wrist-worn 
wearable

•	 Recommended to consult 
domain expert for detailed 
analysis

•	 Indicator of overall 
health

•	 Linked to mortality risk

Noteworthy Characteristics
of Tools/Methods

Sleep quality Polysomnog-
raphy (PSG) or 
sleep lab

•	 Requires domain expertise 
and lab to collect and 
analyse data

•	 Indicator of overall 
health

•	 Provides accurate 
insights into sleep

Smart watch or 
ring for sleep 
tracking

•	 Measurements tend to be 
less reliable than PSG

•	 Easy to measure and 
analyse data

•	 Does not require 
specialised lab 
equipment

Stress response Saliva cortisol 
test

•	 Requires proper data 
collection procedures, 
minding hygiene and 
temperature control

•	 Requires lab and domain 
expertise to analyse data

Smart watch •	 Not recommended as a 
standalone measure for 
stress

•	 Does not require 
extensive training or 
expensive equipment to 
collect data

•	 Easy to collect and 
analyse

•	 Can be monitored in real 
time

Blood pressure 
monitor, or sphyg-
momanometer 

•	 Particularly strong 
measure for indicating 
stress in older adults

•	 May require domain 
expertise for more detailed 
analysis
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It’s important that you carry out Arts and Health activities in an ethical way, even if 
you don’t need to apply for a formal ethics application. Here we flesh out important 
ethical considerations from Chapter 3:

1.	 Person-centered practice: For instance, co-creating programmes with the target 
audience can empower communities, enhance participant engagement, and 
contribute to long-term social change.33

APPENDIX A: IMPORTANT ETHICAL 
CONSIDERATIONS

Example: Collaborating with seniors at Active Ageing Centres to 
co-create music programmes that resonate with their interests (e.g. 
performing music genres that they enjoy listening to, traditional 
songs, etc). could increase seniors’ participation in community 
music activities that promote social interaction and bonding.

2.	 Equity: This is especially if your project involves ‘vulnerable’ populations 
(e.g., people with disabilities, illnesses, etc.). Perceptions of vulnerability may 
unintentionally reinforce stigmas or unequal social and power dynamics.30 Thus, 
it is important to practice social responsibility, sensitivity and awareness for 
arts-based ventures in health.30 

Example: Music projects for people with dementia should respect 
individual differences and needs, while ensuring that dementia 
clients are not belittled for their health condition. This would allow 
music-making to be more accessible and enjoyable for different 
profiles of people. 

For project staff and external collaborators, any conflict of interest should 
be declared, and fair policies and practices (e.g., clear contracts for various 
stakeholders) should be implemented.33 

3.	 Safety: This can be done through setting ground-rules and having staff who 
are equipped with the knowledge and skills to handle any risks or unintended 
consequences encountered in a project.33 

Example: Ensure that sufficient and proper warm-ups are conducted 
before dance therapy sessions to prevent injuries. 

Appendix
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APPENDIX B: VALIDATED LANGUAGES  
OF SCALES
In Chapters 5-7, we recommended scales for evaluating various outcomes relevant to Arts and Health. In the table below, we list 
which of the four official languages of Singapore each scale has been validated in:

Scale TamilMalayMandarinEnglish

Beck Depression Inventory (BDI)

Mental Health

Center for Epidemiologic Studies Depression Scale 
(CES-D)

Hospital Anxiety and Depression Scale (HADS)

Patient Health Questionnaire-9 (PHQ-9)

Depression, Anxiety, and Stress Scale-21 (DASS-21)

Beck Anxiety Inventory (BAI)

Generalized Anxiety Disorder Scale (GAD-7)

State-Trait Anxiety Inventory

Quality of life, Life satisfaction, and Wellbeing

EuroQol five-dimensional instruments (EQ-5D-
3L/5L)

36-Item Short Form Survey (SF-36)

12-Item Short Form Survey (SF-12)

WHO Quality of Life-BREF (WHOQOL-BREF)

Quality of Life Inventory(QOLI) 

Satisfaction with Life Scale 

Scale TamilMalayMandarinEnglish

Quality of life, Life satisfaction, and Wellbeing

Warwick-Edinburgh Mental Well-being Scale 
(WEMWBS)

WHO-5 Well-being Index (WHO-5)

Personal Wellbeing Index-Adult (PWI-A)

18-item Ryff’s Psychological Well-Being Scales 
(PWBS)

PERMA-Profiler 

Social Connectedness Scale-Revised (SCS-R)

Social Connection, Loneliness, and Social Isolation

Multidimensional Scale for Perceived Social 
Support (MSPSS)

Social Provision Scale (SPS-10)

Duke Social Support Index (DSSI-11)

UCLA Loneliness Scale (Version 3; UCLA-LS3)

De Jong Gierveld Loneliness Scale (DJGLS-6)

Lubben Social Network Scale (LSNS-6)
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APPENDIX C: METHODS FOR IDENTIFYING 
SCALES
In Section 2, we recommended scales for practitioners to use. 
In this Appendix, we describe how we chose these scales. 
For each outcome, a two-stage process was used to identify 
the best scales to recommend for use by Arts and Health 
practitioners. The first stage included a literature review, and 
the second stage involved investigating whether the identified 
scales met our inclusion criteria (see the Introduction to 
Section 2 for details). The literature review search process 
differed based on the outcome, as described below.

I. Mental Health

A. Depression and anxiety:  
Review papers covering scales for measuring mental health 
outcomes were retrieved from the PubMed database, resulting 
in 46 review papers on depression and 38 for anxiety. A 
combined total of 34 papers were considered to be relevant 
and included in our review. From these 34 papers, 44 scales 
measuring depressive symptoms and 81 scales measuring 
anxiety symptoms were identified. The most commonly cited 
scales for each outcome were checked in relation to our 
inclusion criteria and the top 5 scales for each outcome were 
identified. For a more detailed description of the methods 
used, please see Ilya and colleagues192.

II. Wellbeing and related outcomes

A. Quality of life and life satisfaction:  
Review papers for scales measuring quality of life and life 
satisfaction were retrieved from PubMed and Scopus. A 
combined 151 review papers were retrieved from these 
searches and 67 papers were deemed relevant and included in 
our literature review. Based on the 67 retrieved review papers 
and the inclusion criteria stated in the Introduction to Section 
2, the top 5 most commonly cited scales for assessing quality 
of life and life satisfaction were included in Chapter 6.

B. Wellbeing: 
For wellbeing, a focused literature review was conducted on 
PubMed and Google Scholar, using the terms: “wellbeing”, 
“well-being”, “measure”, “measurement”, “systematic review”, 
“meta-analysis”, “scoping review”, “integrative review”, and 
“review”. From the review papers retrieved, we identified the 
most commonly-used scales, and recommended the 5 most 
prevalent scales for measuring wellbeing that satisfied our 
inclusion criteria.

III. Social connection, loneliness, and social isolation

To find review papers on measures of social connection, 
we searched the PubMed and Google Scholar databases 
using the terms: “social connection”, “social connectedness”, 
“social isolation”, “loneliness”, “social support”, “measure”, 
“measurement” “systematic review”, “meta-analysis”, “scoping 
review”, “integrative review”, and “review”. The most commonly 
cited scales were identified from the review papers, and the 
scales were then vetted based on our inclusion criteria. We 
recommended 4 widely-used scales for social connection, 2 
scales for loneliness, and 1 for social isolation along with a 
subscale from a social connection scale.
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