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Question 

 

‘In an adult psychiatric population how effective is the use of sensory rooms / sensory integration / 

Snoezelen® when compared to self regulation in reducing distress and anxiety?’  

 

Clarification of question using PICO structure  

 

Patients: Adult psychiatric population 

Intervention: Sensory rooms / sensory integration / Snoezelen®  

Comparator: Self regulation / no treatment  

Outcome: Reducing distress and anxiety 

 

Clinical and research implications 

 

The studies identified by this evidence summary do not provide sufficient data to support the clinical 

effectiveness of Snoezelen® or other multi-sensory interventions for reducing stress and anxiety in 

adult psychiatric populations. The majority of studies identified concluded that more research is 

needed in order to draw firm conclusions. One, very small, poor quality RCT reported improvements 

in agitation and apathy levels associated with the addition of multi-sensory behavioural therapy to 

standard psychiatric care in elderly psychiatric inpatients. However, no evidence was reported on 

whether these effects extend beyond the short term duration of study treatment. This study was 

intended as a pilot and could be viewed as supporting the need for further research. 

 

What does the evidence say? 

Number of included studies/reviews (number of participants) 

We identified two systematic reviews1,2 and two randomised controlled trials (RCTs),3,4 which met 

the inclusion criteria for this evidence summary. One systematic review aimed to assess the efficacy 

of Snoezelen® in older people with dementia and included only RCTs which compared Snoezelen® or 

multi-sensory stimulation programmes with other types of activity that did not have a multiple 

sensory component, or no treatment.1 This systematic review included four publications of two 

randomised controlled trials, with a total of 246 participants and reported effects on behaviours, 

mood, cognition and communication.1 The second systematic review aimed to assess the 

effectiveness of Snoezelen® (CMSE) in people with intellectual disability and included mainly non-

comparative studies.2 Four of the studies included in this review were reported as including a control 

group and therefore met the criteria for inclusion in this evidence summary; these studies included a 

total of 34 participants and the nature of the control groups was not specified.2 Outcome measures 



included behaviour, concentration and responsiveness, engagement and balanced heart rate  and 

overall effect sizes were reported as Hedge’s g.2 Both RCTs were very small (n = 20 and n = 24). The 

first RCT was a crossover trial comparing Snoezelen® with reminiscence therapy and assessing change 

in frequency of agitated behaviour, change in heart rate and the number of Interact items rated as 

positive, negative or no change.3 The second RCT compared the addition of multi-sensory 

behavioural therapy (MSBT) to standard inpatient psychiatric care with standard inpatient 

psychiatric care alone and asessed levels of agitation and apathy and activities of daily living (ADLs).4 

 

Main Findings 

The two RCTs included in the first systematic review compared a session-based 

Snoezelen® programme with a one-to-one activity programme with no provision of obvious sensory 

inputs and an individualised Snoezelen®, integrated into 24-hour daily care, with usual activity.1 

Neither trial found any significant difference between the Snoezelen® and control groups in 

behaviours, mood, cognition or communication.1 The second systematic review was poorly reported 

and did not include any details of control groups.2 This review reported two effect sizes, without 

confidence intervals, for the comparison ‘between group, Snoezelen® versus active intervention, 

non-generalised’ (2 studies, n = 11, effect size = 1.97) and for the comparison ‘between group, 

Snoezelen® versus non-active intervention, non-generalised’ (3 studies, n = 31, effect size = 2.63).2 

The crossover RCT was conducted in patients with dementia and agitation and found a high level of 

variation between participants in their response to both interventions and no statistically significant 

difference between the interventions in change in frequency of agitated behaviour, change in heart 

rate, or the number of Interact items rated as positive, negative or no change.3 The final RCT was 

conducted in a geriatric psychiatry in-patient setting and found that the addition of MSBT to 

standard psychiatric care and found a significant improvement, over six sessions, in agitation and 

levels of apathy, but not overall ADL scores, in the MSBT group compared to the control group.4 

However, the time period over which the six sessions were delivered was unclear and it was not 

clear whether the observed treatment effect would be maintained in the longer term.4 

 

Authors Conclusions 

Both systematic reviews concluded that the current evidence base is insufficient to draw firm 

conclusions about the effectiveness of Snoezelen® and MSBT and there is a need for more, better 

quality research in this area. The randomised crossover trial concluded that people with severe 

dementia may derive more benefit from Snoezelen® than reminiscence therapy but that further 

research is needed as the study was underpowered. The final RCT concluded that adding MSBT to 

standard psychiatric inpatient care may reduce apathy and agitation and improve activities of daily 

living in hospitalised people with moderate to severe dementia more than standard care alone. 

 

Reliability of conclusions/Strength of evidence 

One systematic review was a high quality Cochrane review and the other was a poorly reported 

review, with a number of methodological weaknesses, from which only a small proportion of the 

reported data were applicable to this evidence summary. The overall conclusion of these reviews, 

that there is currently insufficient evidence to determine the effectiveness of Snoezelen® and MSBT 

and further research is needed, would seem appropriate. Both RCTs were very small studies with a 

number of methodological flaws. Their conclusions appear optimistic, given the data reported. The 

results of the two RCTs did not provide evidence of a significant treatment effect for Snoezelen® 

compared to reminiscence therapy or for the addition of MSBT to standard psychiatric care, which 

extend beyond the short-term duration of the study treatment period. 



What do guidelines say? 

 

SIGN guideline 86 for the management of patients with dementia outlines the findings of a 

systematic review (Chung, 2009), in that no significant effect has been found in favour of the use of 

the intervention with this population. The guideline also states  

 

‘Snoezelen® has a significant capital cost and is intensive with regard to staff time. Studies over a 
longer duration and with more carefully matched intervention and control groups would be required 
to assess any effect on concomitant resource utilisation such as medication or institutional care.’ 
 
The findings of this evidence summary are consistent with the lack of evidence identified by SIGN 
guideline 86. 
 

Date question received: 27/02/2013 

Date searches conducted: 07/03/2013 

Date answer completed: 25/03/2013 
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Results 

Systematic Reviews 

Author 

(year) 

Search Date Inclusion criteria Number of 

included 

studies 

Summary of results Risk of bias 

Chung 

et al 

(2002) 

23/03/2013 Randomised controlled trials in which 

Snoezelen® or multi-sensory stimulation 

programmes were used as an intervention 

for dementia were included in this review. 

 

Participants were over 60 years old, 

suffering with any form of dementia based 

upon DSM-IV, ICD-10 or NINCDS-ADRDA 

criteria.  

 

The review considered outcomes including 

behaviour, mood, cognition, physiological 

indices, and client carer communication.  

 

Control groups were other types of activity 

that did not have a multiple sensory 

component, or no treatment. Comparison 

with any other form of therapeutic activity 

was not considered. 

4 publications 

of 2 trials (n = 

246, 122 

experimental 

group & 126 in 

the control 

group) 

This review aimed to assess the efficacy of 

Snoezelen® in older people with dementia. 

 

One trial included 136 participants with 

moderate to severe dementia and compared 

a session-based 

Snoezelen® programme with a one-to-one 

activity programme with no provision of 

obvious sensory inputs. Both groups 

received 30 minute sessions, twice weekly, 

for four weeks. Outcomes assessed were 

behaviours, mood, cognition and 

communication. 

 

Immediate effects on behaviours (within 

session and immediately post- sessions) 

were measured using 

INTERACT (22-item) and INTERACT (12-item), 

respectively. Generalization effects were 

measured using the General Behaviour and 

Community Skills 

sub-scales of REHAB, and the Behaviour and 

Mood Disturbance Scale (BMD) and the 

Behaviour Rating Scale (BRS) of the Clifton 

An objective 

was clearly 

stated and 

inclusion 

criteria were 

defined.  

 

Searches were 

wide ranging 

and included 

measures to 

identify un-

published 

studies. 

 

The review 

process 

included 

measures to 

minimise error 

and/or bias. 

 

The risk of bias 

in included 



Assessment Procedures for the Elderly 

(CAPE). The maintenance effect (one-month 

post-intervention follow-up) on behaviours 

and cognition were measured by REHAB, 

BMD, the Cognitive Assessment Scale (CAS) 

of CAPE and MMSE. 

 

The mean age of participants in the 

Snoezelen® group was 81 years and the 

mean age of participants in the control 

group was 83 years. There was evidence of a 

significant difference in baseline Mini Mental 

State Examination (MMSE) scores between 

the groups (mean MMSE score was higher in 

the Snoezelen® group). 

 

In comparison with the controls, session-

based Snoezelen® did not show any 

significant effect on behaviours, mood, 

cognition, or communication during 

sessions, immediately after sessions, or at 

longer term follow-up follow-up. 

 

The second trial included 125 nursing home 

residents with dementia and compared 

individualised Snoezelen®, integrated into 

24-hour daily care, with usual activity. 

Outcome measures were behaviour, mood 

and communication and the minimum 

intervention period was three months for 

studies was 

assessed using 

standard 

Cochrane 

collaboration 

criteria.  

 

Differences in 

the methods of 

implementation 

used for the 

intervention 

mean that the 

choice of a 

narrative 

synthesis was 

appropriate. 



both groups. 

 

Short-term effects were measured using a 

modified version of INTERACT. 

Long-term effects were assessed at the 18-

month follow-up using eight items of GIP, 

the Dutch version of CMAI, the Cornell Scale 

for Depression, and a three-face diagram 

(FACE). 

 

The mean age of participants in the 

Snoezelen® group was 84 years and the 

mean age of participants in the control 

group was 83 years. 

 

The 24-hour integrated Snoezelen® care 

programme was associated with significant 

improvements in behaviour, mood and 

cognition during sessions. No longer-term 

treatment effects were observed for any 

outcome. 

Lotan 

et al 

(2009) 

Not 

reported 

This review included a variety of study 

designs, all of which were not randomised. 

The participants in the included trials had 

moderate to profound levels of intellectual 

disability. In some studies the participants 

had a dual diagnosis of autistic tendency 

together with intellectual and 

developmental disabilities.  

13 studies (n = 

121) 

4 studies 

(n=34) included 

a between 

group 

comparison 

This review aimed to assess the 

effectiveness of Snoezelen® (CMSE) in people 

with intellectual disability. 

 

Four studies were described as including a 

control group and were therefore relevant 

to this evidence summary. These studies 

included between 3 and 20 participants. 

Intervention sessions ranged from 20-30 

An objective 

was clearly 

stated, but 

inclusion 

criteria were 

only defined 

with respect to 

the 

intervention. 



minutes, 2-5 times weekly, with a total 

number of sessions between 4 and 27. 

Outcome measures included behaviour, 

concentration and responsiveness, 

engagement, and balanced heart rate. 

Details of the interventions and control 

groups were not reported. 

 

Data from all studies were transformed into 

effect sizes (Hedge’s g). When several 

measures were available for the same 

outcome, the average of all measures was 

used in the meta-analysis. Studies were 

polled using a random effects model and 

heterogeneity was quantified using the I2 

statistic. 

 

Effect sizes were reported, without 

confidence intervals, for the comparison 

‘between group, Snoezelen® versus active 

intervention, non-generalised’ (2 studies, n = 

11, effect size = 1.97) and for the 

comparison ‘between group, Snoezelen® 

versus non-active intervention, non-

generalised’ (3 studies, n = 31, effect size = 

2.63). 

 

Searches 

included a 

number of 

relevant 

sources and 

incorporated 

attempts to 

identify un-

published 

studies. 

 

No measures to 

minimise error 

and/or bias in 

the review 

process were 

described. 

 

No formal 

assessment of 

the risk of bias 

in the included 

studies was 

reported. 

 

The meta-

analyses 

reported were 

of questionable 



validity and 

limited utility, 

given the 

apparent 

clinical and 

statistical 

heterogeneity 

between 

studies. 

 

RCTs 

Author 

(year) 

Inclusion criteria Number of 

participants 

Summary of results Risk of bias 

Baillon 

(2005) 

Participants: patients were considered for inclusion if 

they had a diagnosis of dementia, and were rated by the 

staff as having significant agitation. Exclusion criteria 

were: pacemaker; significant hearing impairment; visual 

acuity of less than 3/6; not an English speaker. 

 

Intervention: Snoezelen® 

 

Comparison: reminiscence therapy  

 

Outcome: Outcomes were measured with the Agitation 

Behaviour Mapping Instrument (ABMI), heart rate and a 

modified version of the Interact Short Scale.  

N = 20 (an 

additional 5 

participants 

did not 

complete 

the study 

and were 

excluded 

from 

ananlyses) 

This article appears to report a randomised, 

crossover study comparing Snoezelen® 

reminiscence therapy; no clear objective was 

stated. 

 

Participants were randomly allocated to 

receive three Snoezelen® sessions over the first 

2 weeks, followed-by a 1 week wash out 

period, and then three 

reminiscence sessions over 2 weeks, or 

reminiscence sessions over the first 2 weeks, 

followed-by a 1 week wash out period, and 

then three Snoezelen® sessions over 2 weeks. 

Both interventions were 1-to-1 and sessions 

lasted fro 40 minutes. 

 

Agitated behaviour was assessed using ABMI. 

No details of 

the 

randomisation 

procedure or 

allocation 

concealment 

were 

reported. 

 

Participants 

and study 

personnel 

were not 

blinded, due 

to the nature 

of the 

interventions. 



The frequency of agitated behaviour was 

observed 

at four time points and summary variables 

were calculated for the change in mean ABMI 

score between the time points (e.g., pre-post). 

Heart rate data were recorded using a monitor 

and were analysed by calculating the mean 

heart rate over 5 minute periods before the 

session, 5 minutes before the end of a session 

and 5 minutes after the end of a session; 

change from before to during and from before 

to after were then calculated. Analysis of the 

Interact scale was limited the number of 

Interact items rated as showing positive 

change, no change or negative change for each 

intervention. 

 

The Mini Mental State Examination (MMSE), 

and the Clinical Dementia Rating (CDR) were 

used to assess participants at baseline. The 

two groups appeared to differ in terms of age, 

gender distribution and baseline MMSE and 

CDR scores. Overall, the mean age of 

participants was 72.6 years, there were 12 

females and the mean MMSE and CDR scores 

of participants were 5.2 and 15.7. 

 

Participants varied greatly in their response to 

the two interventions. 14 participants showed 

a decrease in agitated behaviour following 

It was not 

clear how 

outcomes 

were 

assessed. 

 

All specified 

outcomes 

appear to 

have been 

reported. 

 

5/25 

participants 

did not 

complete the 

study and 

were 

excluded from 

the analysis. 

 

 



Snoezelen® and 6 showed a decrease following 

reminiscence therapy. 6 Participants showed 

increased agitation following Snoezelen® and 

11 showed an increase following reminiscence 

therapy. 6 participants showed a decrease in 

agitation after both interventions and 4 

showed an increase in agitation after both 

interventions. The analysis of the summary 

variables did not show any statistically 

significant difference between the two either 

immediately after or 15 minutes after the 

sessions. 

 

For both interventions, there was a decrease 

in the mean heart rate from before to after 

the session. There was no significant 

difference between the interventions. 

 

Analysis of the number of Interact items rated 

as positive, negative or no change showed no 

significant difference between the two 

interventions. 

Staal 

(2007) 

Participants: Participants were required to have a 

diagnosis of moderate to severe dementia with 

behavioural disturbances and were inpatients in a 

geriatric psychiatry unit..  

 

Intervention: multi-sensory behavioural therapy (MSBT) 

in addition to standard inpatient psychiatric care. 

 

N = 24 This study aimed to assess whether a 

combined treatment (standard psychiatric 

inpatient care and  multi-sensory behaviour 

therapy (MSBT), reduces agitation and apathy 

and improves activities of daily living (ADLs) in 

people with dementia compared to standard 

psychiatric inpatient care alone. 

 

No details of 

the 

randomisation 

procedure or 

allocation 

concealment 

were 

reported. 



Comparison: standard inpatient psychiatric care control 

group. 

 

Outcome: The Global Deterioration Scale (GDS), The 

Pittsburgh Agitation Scale (PAS), From the Multi-level 

Assessment Instrument, one subscale (Physical Health), 

The Scale for the Assessment of Negative Symptoms in 

Alzheimer’s Disease (SANS-AD)  The Katz Index of 

Activities of Daily Living (KI-ADL), The Refined Activities of 

Daily Living Assessment Scale (RADL) assess ADLs, The 

Beck Dressing Performance Scale BDP, and The Mini 

Mental Status Exam (MMSE)  

Participants were randomly allocated to 

receive standard care (n = 12) or MSBT + 

standard care (n = 12). Standard care included 

pharmacological therapies and occupational 

therapy involving all participants in the 

following group activities: movement 

awareness; grooming; crafts; reality 

orientation. MSBT comprised 6 sessions of 

between 15 and 30 minutes. 

 

The study included 8 male and 16 female 

participants. The MSBT group was significantly 

older than the control group (mean age 80 

versus 72 years) and the overall health score 

(Multi-level Assessment Instrument (MAI)) was 

significantly higher in the mean MSBT group 

(4.17) than the control group (2.83); there 

were no other significant differences in 

baseline characteristics between the groups. 

 

A 2 (group) × 6 (time) repeated measures 

analysis of covariance (ANCOVA) was used to 

assess the effect of MSBT on apathy and 

agitation and ADLs, covarying out physical 

health and age. 

 

The MSBT group improved significantly, in 

terms of agitation, compared to the control 

group (F(6, 120) = 3.56, p = 0.003). Levels of 

apathy were also significantly improved in the 

 

Participants 

and study 

personnel 

were not 

blinded, due 

to the nature 

of the 

interventions.  

 

Outcomes 

were assessed 

blinded. 

 

All 

participants 

appear to 

have 

completed 

the study. 

 

Data were 

only reported 

for some of 

the outcomes 

listed. 

 

 



MSBT group compared to the control group 

(F(1, 20) = 4.47, p = 0.04); only participants in 

the MSBT group experienced improvement in 

apathy from baseline to session six. There 

were no significant differences, between the 

treatment and control groups, in overall ADLs  

(KI-ADL, RADL, or BDP score); MSBT 

significantly improved levels of independence 

in ADLs on the KI-ADL score compared with 

controls (F(1, 20) = 4.72, p = 0.04). 

 

 

Risk of Bias:  

SRs 

Author (year) Risk of Bias 

Inclusion 

criteria 

Searches Review 

Process 

Quality 

assessment 

Synthesis 

Chung et al 

(2009) 
     

Lotan et al 

(2009) 
    ?   

 

 

 

 

 

 



RCTs 

Study RISK OF BIAS 

Random 

allocation 

Allocation 

concealment 

Blinding of 

participants 

and personnel 

Blinding of 

outcome 

assessment 

Incomplete 

outcome data 

Selective 

Reporting 

Baillon (2005) 
  ?   ?    ?   

Staal (2007) 
  ?   ?     

Low Risk High Risk   ? Unclear Risk  

 

 

Search Details 

Source Search Strategy Number 

of hits 

Relevant evidence 

identified 

SRs and Guidelines 

NHS 

EVIDENCE 

snoezelen OR "sensory rooms" or "sensory integration" 4 1 

DARE  1 (sensor*) IN DARE  222  
 2 (sensor* adj5 stimulat*) IN DARE  27  
 3 (brushing) IN DARE  22  
 4 ((vestibular OR proprioceptive) adj4 stimulation) IN DARE   
 5 #1 OR #2 OR #3 OR #4 246  

 

246 2 

CDSR    

Primary studies 

CENTRAL  
  #1 Enter terms for search ""sensory integration"   69          
  #2 Enter terms for search ""sensory room*"   1          
  #3 Enter terms for search  snoezelen   48          
  #4 Enter terms for search ""sensory based"   4          

2  



  #5 Enter terms for search """multisensory stimulation"   20          
  #6 MeSH descriptor: [Anxiety] explode all trees 
  4457    
  #7 MeSH descriptor: [Anxiety Disorders] explode all trees 
  4301    
#8Enter terms for search agitation1585  
#9Enter terms for search  stress20303  
#10Enter terms for search distress7777  
#11Enter terms for search psychiatric18060  
#12Enter terms for search "mental health"7445  
#13Enter terms for search #1 or #2 or #3 or #4 or #5133  
#14Enter terms for search #6 or #7 or #8 or #9 or #1034121  
#15Enter terms for search #11 or #1223137  
#16Enter terms for search #13 and #14 and #15  = 13 
Central only 2 

PsycINFO 1. PsycINFO; SENSORY INTEGRATION/; 2200 results.  
2. PsycINFO; "sensory room*".ti,ab; 10 results.  
3. PsycINFO; ANXIETY/ OR AGITATION/ OR STRESS [+NT]/; 
78792 results.  
4. PsycINFO; DISTRESS/; 13746 results.  
5. PsycINFO; "self perceived distress".ti,ab; 4 results.  
6. PsycINFO; distress.ti,ab; 37757 results.  
7. PsycINFO; 3 OR 4 OR 5 OR 6; 113538 results.  
8. PsycINFO; exp PERCEPTUAL STIMULATION/; 53837 results.  
9. PsycINFO; snoezelen.ti,ab; 64 results.  
10. PsycINFO; "multisensory stimulation".ti,ab; 68 results.  
11. PsycINFO; "multisensory environment".ti,ab; 21 results.  
12. PsycINFO; THERAPEUTIC ENVIRONMENT/; 555 results.  
13. PsycINFO; "sensory based".ti,ab; 84 results.  
14. PsycINFO; 1 OR 2 OR 8 OR 9 OR 10 OR 11 OR 12 OR 13; 
56400 results.  
15. PsycINFO; 7 AND 14; 753 results.  
16. PsycINFO; psychiatric.ti,ab; 140094 results.  

16  



17. PsycINFO; 15 AND 16; 16 results.  
18. PsycINFO; PSYCHIATRIC HOSPITALIZATION/; 5988 results.  
19. PsycINFO; 16 OR 18; 142049 results.  
20. PsycINFO; 15 AND 19; 16 results.  

EMBASE 1. EMBASE; SENSORY INTEGRATION/; 32 results.  
2. EMBASE; "sensory room*".ti,ab; 8 results.  
3. EMBASE; ANXIETY/ OR AGITATION/ OR STRESS [+NT]/; 
203165 results.  
4. EMBASE; DISTRESS/; 17546 results.  
5. EMBASE; "self perceived distress".ti,ab; 4 results.  
6. EMBASE; distress.ti,ab; 80860 results.  
7. EMBASE; 3 OR 4 OR 5 OR 6; 279987 results.  
9. EMBASE; snoezelen.ti,ab; 85 results.  
10. EMBASE; "multisensory stimulation".ti,ab; 87 results.  
11. EMBASE; "multisensory environment".ti,ab; 24 results.  
13. EMBASE; "sensory based".ti,ab; 90 results.  
14. EMBASE; 1 OR 2 OR 8 OR 9 OR 10 OR 11 OR 12 OR 13; 303 
results.  
15. EMBASE; 7 AND 14; 20 results.  
16. EMBASE; psychiatric.ti,ab; 161548 results.  
17. EMBASE; 15 AND 16; 3 results.  
19. EMBASE; 16 OR 18; 161548 results.  
20. EMBASE; 15 AND 19; 3 results.  
21. EMBASE; (perceptual AND stimulation).ti,ab; 1458 results.  
22. EMBASE; exp SENSORY STIMULATION/; 68110 results.  
23. EMBASE; 1 OR 2 OR 9 OR 10 OR 11 OR 13 OR 22; 68309 
results.  
24. EMBASE; 7 AND 23; 1360 results.  
25. EMBASE; MENTAL PATIENT/; 16593 results.  
26. EMBASE; 16 OR 25; 171203 results.  
27. EMBASE; 24 AND 26; 41 results.  
________________________________________ 

41 

 

 

MEDLINE 21. MEDLINE; SENSORY INTEGRATION/; 0 results.  76  



22. MEDLINE; "sensory room*".ti,ab; 6 results.  

23. MEDLINE; ANXIETY/ OR AGITATION/ OR STRESS [+NT]/; 

51377 results.  

24. MEDLINE; DISTRESS/; 0 results.  

25. MEDLINE; "self perceived distress".ti,ab; 4 results.  

26. MEDLINE; distress.ti,ab; 64096 results.  

27. MEDLINE; 23 OR 24 OR 25 OR 26; 112532 results.  

28. MEDLINE; exp PERCEPTUAL STIMULATION/; 0 results.  

29. MEDLINE; snoezelen.ti,ab; 73 results.  

30. MEDLINE; "multisensory stimulation".ti,ab; 76 results.  

31. MEDLINE; "multisensory environment".ti,ab; 20 results.  

32. MEDLINE; THERAPEUTIC ENVIRONMENT/; 0 results.  

33. MEDLINE; "sensory based".ti,ab; 76 results.  

34. MEDLINE; 21 OR 22 OR 28 OR 29 OR 30 OR 31 OR 32 OR 

33; 231 results.  

35. MEDLINE; 27 AND 34; 11 results.  

36. MEDLINE; psychiatric.ti,ab; 126462 results.  

37. MEDLINE; 35 AND 36; 4 results.  

38. MEDLINE; PSYCHIATRIC HOSPITALIZATION/; 0 results.  

39. MEDLINE; 36 OR 38; 126462 results.  

40. MEDLINE; 35 AND 39; 4 results.  

41. MEDLINE; *SENSORY ART THERAPIES/mt [Methods]; 17 

results.  

42. MEDLINE; exp SENSORY ART THERAPIES/; 36937 results.  

43. MEDLINE; 34 OR 42; 37125 results.  

44. MEDLINE; 27 AND 43; 956 results.  

45. MEDLINE; exp MENTAL DISORDERS/; 884296 results.  

46. MEDLINE; 36 OR 45; 926284 results.  

47. MEDLINE; 44 AND 46; 210 results.  

48. MEDLINE; "randomized controlled trial".pt; 343369 



results.  

49. MEDLINE; "controlled clinical trial".pt; 85407 results.  

50. MEDLINE; randomized.ab; 260855 results.  

51. MEDLINE; placebo.ab; 141836 results.  

52. MEDLINE; "drug therapy".fs; 1586548 results.  

53. MEDLINE; randomly.ab; 190204 results.  

54. MEDLINE; trial.ab; 269053 results.  

55. MEDLINE; groups.ab; 1229267 results.  

56. MEDLINE; 48 OR 49 OR 50 OR 51 OR 52 OR 53 OR 54 OR 

55; 3068111 results.  

57. MEDLINE; 47 AND 56; 76 results. 

Summary NA NA  
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