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Abstract

Objective: To develop a comparative, implementation, and field-building framework for cre-
ative arts therapies in medical and health services, focusing on art therapy, music therapy, and
dance/movement therapy. The article clarifies conceptual boundaries, mechanisms of action, clin-
ical indications, evidence profiles, outcome evaluation, professional training, ethical risks, digital
documentation, and service design. Methods: A narrative review and framework synthesis were
conducted. Professional definitions, international arts-and-health reports, systematic reviews, meta-
analyses, clinical practice literature, public health frameworks, and foundational texts were exam-
ined. Evidence and concepts were organized across ten dimensions: therapeutic medium, sensory
channel, mechanism, population, setting, service level, outcome domain, resource requirement,
therapist competency, and risk management. Results: The article proposes the Creative Arts Ther-
apies in Medical and Health Services framework (CAT-MHS). Art therapy uses visual images, art
materials, symbolic representation, and creative process to support emotional externalization, trauma
processing, identity reconstruction, illness adaptation, and communication when verbal expression
is insufficient. Music therapy uses listening, singing, playing, songwriting, rhythm, improvisa-
tion, and therapeutic musical interaction to influence affect regulation, pain, anxiety, physiologi-
cal arousal, memory, social engagement, and rehabilitation. Dance/movement therapy uses body
movement, posture, rhythm, breath, spatial relationship, and kinesthetic awareness to promote emo-
tional, cognitive, social, and physical integration. The CAT-MHS framework includes a compar-
ative modality map, a clinical decision matrix, a layered service model, implementation templates,
documentation guidance, a research agenda, and an author reporting checklist. Conclusion: Art
therapy, music therapy, and dance/movement therapy should not be treated as interchangeable well-
ness activities. In medical and health services, they should be introduced through a layered model
that distinguishes arts-based health promotion, supportive psychosocial intervention, and specialist
clinical therapy. As a field-building framework, CAT-MHS can support clinical program design,
journal development, research reporting, professional education, digital platform construction, and
policy discussion.
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1 Introduction and Methods

Contemporary health care is no longer adequately explained by a narrowly biomedical model. Across
oncology, rehabilitation, psychiatry, pediatrics, geriatrics, palliative care, nursing, community health, and
health education, patients and families encounter forms of suffering that are not reducible to laboratory
values, imaging findings, surgical outcomes, or medication adherence. A cancer patient may experience
fear, loss of bodily integrity, uncertainty, fatigue, and existential distress. A child in hospital may not
have the language to describe pain or medical trauma. A person with dementia may lose ordinary verbal
communication while retaining musical memory and emotional responsiveness. A patient recovering from
stroke may need not only motor training but also a reconstructed sense of self. A nurse working under
sustained pressure may experience emotional exhaustion, moral distress, and compassion fatigue. These
experiences require clinical attention, yet they are often difficult to address through conventional medical
communication alone.

Creative arts therapies have emerged in this context as structured, relational, and clinically oriented ap-
proaches that use artistic media to support health, adaptation, rehabilitation, and psychological integration.
Art therapy, music therapy, and dance/movement therapy are among the most established forms. Each uses
a different primary medium: visual art, music, and movement. Each draws upon distinct professional tradi-
tions, theoretical models, assessment methods, and intervention techniques. At the same time, all three are
connected by several shared assumptions: human experience is embodied and symbolic; health is shaped by
emotion, relationship, environment, and meaning; nonverbal expression can reveal and reorganize distress;
and creative activity can support agency, communication, and social connection.

Interest in arts and health has increased globally. A scoping review commissioned by the World Health
Organization Regional Office for Europe summarized a broad body of evidence on the role of the arts in
improving health and well-being, covering both prevention and management across the life course[1].
Policy reports and public health frameworks have also argued that arts-based approaches can contribute to
prevention, health promotion, social connection, and cross-sector collaboration[31–36]. This growing at-
tention has created opportunities for medical institutions, universities, mental health services, rehabilitation
centers, aged-care facilities, schools, and community organizations. However, it has also produced con-
ceptual confusion. In public discourse, art therapy may be confused with drawing lessons, music therapy
with playing relaxing background music, and dance/movement therapy with dance fitness or recreational
choreography. These activities can be valuable, but they are not equivalent to professional therapy.

The distinction matters in medical and health services. When an activity is called therapy, it implies
assessment, indication, clinical responsibility, ethical accountability, documentation, risk management,
and evaluation. If these requirements are ignored, patients may be exposed to unrecognized psychological
risks, confidentiality breaches, inappropriate claims, and ineffective services. Conversely, if the expressive
and creative dimensions of care are dismissed as merely recreational, health systems may overlook useful
non-pharmacological and psychosocial resources.

This article therefore provides a comparative study of art therapy, music therapy, and dance/movement
therapy in medical and health services. It aims to support clinicians, educators, researchers, administrators,
and policy planners who are considering the introduction of creative arts therapy programs. The article
addresses four questions. First, how should art therapy, music therapy, and dance/movement therapy be
defined and distinguished from general arts activities? Second, what mechanisms may explain their rel-
evance to medical and health services? Third, in which clinical and community settings are they most
applicable? Fourth, what implementation, training, ethical, and digital documentation frameworks are
needed for responsible development?

The main contribution of this article is the Creative Arts Therapies in Medical and Health Services
framework (CAT-MHS). The framework is designed as a field-building reference rather than a modality-
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specific treatment manual. It has six intended uses. First, it clarifies terminology so that professional ther-
apy, arts-based health promotion, medical humanities, recreational arts, and commercial wellness activities
are not confused. Second, it compares the three core modalities through media, mechanisms, populations,
settings, outcomes, risks, and documentation needs. Third, it offers a clinical decision logic for select-
ing a modality according to patient goals, medical condition, sensory tolerance, cultural preference, and
institutional capacity. Fourth, it proposes implementation tools for hospitals, universities, community or-
ganizations, and digital platform developers. Fifth, it identifies a research agenda that can guide future
systematic reviews, trials, mixed-methods studies, implementation research, and health economic evalua-
tion. Sixth, it supports journal and field development by proposing reporting standards, editorial sections,
special issue themes, and policy stages.

For citation and reuse, CAT-MHS can be understood as a seven-part framework: conceptual boundary,
modality comparison, mechanism mapping, clinical decision-making, institutional implementation, digi-
tal documentation, and field development. This structure allows later authors to cite the framework when
discussing creative arts therapy service design, cross-modality comparison, non-pharmacological support-
ive care, arts-in-health policy, digital records for creative processes, or the establishment of journals and
research networks in emerging interdisciplinary fields.

Person in illness
symptoms, story, body, family

Biological
pain, fatigue, mobility

Psychological
fear, grief, identity

Social-cultural
role, meaning, belonging

Creative arts therapies
structured, relational, ethical

Art therapy
image + material

Music therapy
sound + rhythm

Dance/movement therapy
body + space

Health service outcomes
regulation, communication, rehabilitation, participation, dignity, quality of life

Figure 1: A biopsychosocial map of creative arts therapies in medical and health services. The figure
frames art therapy, music therapy, and dance/movement therapy as structured clinical pathways between
biological symptoms, psychological adaptation, social meaning, and health service outcomes.
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1.1 Methods

This article adopts a narrative review and comparative analysis design. The purpose is not to conduct a
new meta-analysis or provide a definitive ranking of effectiveness across therapies, but to synthesize key
concepts and develop an applied framework for medical and health service settings.

The analysis drew on four types of literature. First, professional definitions and standards from major
associations were used to clarify conceptual boundaries, including the American Art Therapy Association,
the American Music Therapy Association, and the American Dance Therapy Association[2–4]. Second,
international reviews, policy reports, and public health frameworks on arts and health were considered to
situate creative arts therapies within broader health promotion and clinical care[1,31–36]. Third, systematic
reviews and meta-analyses were used to summarize evidence profiles in cancer care, depression, autism
spectrum disorder, schizophrenia, mental health, and health-related quality of life[5–15]. Fourth, founda-
tional texts and practice-oriented literature were used to interpret mechanisms, training needs, and clinical
models[16–23].

The comparative framework was constructed around the following dimensions: (1) primary thera-
peutic medium; (2) dominant sensory and expressive channels; (3) theoretical mechanisms; (4) common
clinical settings; (5) target populations; (6) assessment and outcome measures; (7) therapist competencies;
(8) implementation resources; (9) contraindications and risks; and (10) digital documentation and research
infrastructure.

The framework synthesis proceeded in three steps. The first step was boundary clarification: pro-
fessional definitions and evidence reviews were used to distinguish therapy from education, recreation,
health promotion, and medical humanities. The second step was cross-modality mapping: art therapy,
music therapy, and dance/movement therapy were compared across medium, mechanism, clinical indica-
tion, setting, evidence profile, and risk. The third step was field-building translation: the comparison was
converted into reusable outputs, including decision matrices, service layers, protocol concepts, institutional
governance elements, data dictionary items, research priorities, and journal development recommenda-
tions.

This approach is appropriate for an emerging interdisciplinary field because it combines evidence syn-
thesis with conceptual consolidation and implementation planning. In such fields, citation value often
depends not only on pooled effect sizes, but also on whether a paper creates shared language, reusable
categories, practical models, and research questions that later studies can adopt or test. The CAT-MHS
framework is therefore presented as a provisional organizing model that should be refined through em-
pirical research, professional consensus, cross-cultural adaptation, and institutional evaluation.

Because creative arts therapy research is highly heterogeneous, this article avoids overstating causal
claims. Differences in intervention dose, therapist training, participant characteristics, setting, control
condition, and outcome measurement make direct comparison difficult. The article therefore emphasizes
clinical reasoning, service design, and responsible integration rather than simplistic claims that one modal-
ity is universally superior to another.

2 Conceptual Foundations and Comparative Mechanisms

This part establishes the conceptual base for comparing art therapy, music therapy, and dance/movement
therapy. It begins by clarifying professional boundaries, then examines the shared theoretical assumptions
and distinctive mechanisms that connect creative media with regulation, relationship, communication,
agency, and meaning-making.

2.1 Conceptual Definitions and Professional Boundaries
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2.1.1 Art Therapy

Art therapy is a mental health and human services profession that uses art-making, creative process, psy-
chological theory, and therapeutic relationship to support emotional, cognitive, social, and psychological
goals[2]. In clinical settings, art therapy may involve drawing, painting, collage, clay work, sculpture, pho-
tography, printmaking, mixed media, or digital art. The artwork is not treated as a decorative product
alone; it is part of a process through which experience becomes visible, shareable, and open to reflection.

The central features of art therapy include visual symbolization, material engagement, sensory-motor
experience, metaphor, image-based narrative, and the containment of difficult affect within a tangible
form. A patient who cannot directly say ”I am afraid of dying” may draw a dark room, a broken bridge,
or a body without boundaries. A child who is frightened by surgery may create an image of a monster-
machine. A patient with chronic illness may repeatedly depict fragmented body parts. The therapeutic
value does not lie in mechanically interpreting these images, but in creating a safe process in which the
patient can explore, modify, narrate, and integrate them.

Art therapy must be distinguished from art education, craft activity, recreational art, and commercial
wellness products. Art education primarily aims to teach artistic skills or aesthetic knowledge. Recreational
art may promote relaxation and pleasure. Art therapy, by contrast, is guided by clinical assessment, ther-
apeutic goals, ethical boundaries, and trained professional judgment. In medical and health services, this
distinction is essential because images may contain sensitive personal, bodily, family, or trauma-related
material.

2.1.2 Music Therapy

Music therapy is the clinical and evidence-informed use of music interventions by a qualified professional
within a therapeutic relationship to accomplish individualized goals[3]. It may include receptive music lis-
tening, active music-making, singing, improvisation, songwriting, lyric analysis, rhythm training, guided
imagery with music, music-assisted relaxation, and music-supported movement or rehabilitation.

Music therapy should be distinguished from music medicine and general music listening. Music
medicine often refers to the use of pre-recorded music by medical personnel for symptom relief, such
as reducing anxiety before surgery. This can be useful, but it is not the same as music therapy, where a
trained therapist assesses the individual, adapts the musical process, responds in real time, and works within
a therapeutic relationship[5]. The difference is not merely semantic. It affects professional responsibility,
intervention design, documentation, and research interpretation.

Music has unique clinical properties. It unfolds over time, organizes rhythm and expectation, evokes
memory, modulates physiological arousal, supports social synchronization, and allows emotional expres-
sion without requiring visual or verbal production. It can be highly accessible for patients with limited
mobility, fatigue, or speech impairment. At the same time, music can also evoke painful memories, cul-
tural dissonance, overstimulation, or emotional flooding. Clinical use therefore requires careful selection,
monitoring, and adaptation.

2.1.3 Dance/Movement Therapy

Dance/movement therapy is the psychotherapeutic use of movement to promote emotional, social, cogni-
tive, and physical integration[4]. Its focus is not performance, choreography, or dance technique. Rather,
it uses movement, posture, gesture, breath, rhythm, body awareness, spatial relationship, and kinesthetic
empathy as pathways to psychological and relational work.

Dance/movement therapy is especially relevant where distress is experienced through the body.
Trauma may be held in posture, freezing, avoidance, collapse, or hypervigilance. Depression may involve
reduced movement, heaviness, and withdrawal. Anxiety may be reflected in tension, shallow breathing,



Changkui Li 85

and repetitive motion. Body image disturbance may involve dissociation from or hostility toward the
body. Dance/movement therapy addresses such issues by creating structured movement experiences that
support safety, embodiment, agency, and relational attunement.

It must be distinguished from dance fitness, recreational dance, physical exercise, and stage dance
training. These may improve mood, social connection, and physical function, but they do not nec-
essarily include psychotherapeutic assessment, treatment planning, or processing. In medical settings,
dance/movement therapy also requires physical risk assessment, especially for older adults, neurological
patients, people with cardiovascular risk, and those at risk of falls.

2.2 Shared Theoretical Foundations

2.2.1 The Biopsychosocial Logic of Creative Arts Therapies

The biopsychosocial model provides a broad rationale for creative arts therapies in health services. Illness
affects biological functioning, psychological adaptation, social roles, identity, family relationships, and
meaning. Medical treatment may cure disease without fully addressing fear, loss, isolation, shame, pain,
and uncertainty. Creative arts therapies do not replace medical treatment. Rather, they provide comple-
mentary pathways for coping, communication, self-regulation, rehabilitation, and psychosocial care.

Art, music, and movement engage sensory systems, attention, emotion, memory, motor processes,
interpersonal communication, and symbolic meaning. These domains are not peripheral to health. They
influence treatment experience, adherence, quality of life, pain perception, stress response, rehabilitation
participation, and family communication. In this sense, creative arts therapies are not merely pleasant
additions to care; they can address dimensions of health that are otherwise under-served.

2.2.2 Nonverbal Expression and Symbolic Transformation

A common function of art therapy, music therapy, and dance/movement therapy is nonverbal expres-
sion. Many clinical experiences exceed ordinary language. A patient may be silent not because nothing is
happening, but because the experience is too complex, painful, early, embodied, or shame-laden to speak
directly. Creative media provide indirect routes into such experience.

In art therapy, visual symbols can externalize internal states. In music therapy, sound can carry affec-
tive intensity and temporal movement. In dance/movement therapy, the body can reveal and transform
patterns of tension, avoidance, collapse, expansion, and relational distance. The expressive act can cre-
ate psychological distance: the fear is not only inside the patient; it is also in the image, the song, or the
movement pattern. This distance can support reflection and change.

Symbolic transformation is particularly important. The patient may first depict chaos, then add bound-
aries; first play disorganized sounds, then find rhythm; first move with constriction, then discover expan-
sion. These changes are not automatically equivalent to clinical recovery, but they can mark shifts in
agency, emotional regulation, and meaning-making.

2.2.3 Embodiment and Regulation

Creative arts therapies are embodied. Even visual art-making involves posture, hand movement, pressure,
rhythm, and sensory contact with materials. Music involves breathing, auditory processing, vocalization,
motor timing, and physiological entrainment. Dance/movement therapy explicitly works with the body
as the primary site of experience. This embodied quality is relevant to health because stress, trauma, pain,
and illness are also embodied.

Regulation occurs through multiple channels. Slow music may reduce arousal for some patients; rhyth-
mic drumming may organize attention and movement; clay work may provide grounding; drawing repet-
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itive patterns may support containment; gentle movement may restore breath and body awareness. Regu-
lation is not always relaxation. Sometimes the therapeutic task is to increase vitality, support expression of
anger, mobilize energy, or reconnect with pleasure and play.

2.2.4 Relationship and Witnessing

The therapeutic relationship is central. The image, song, or movement is witnessed by another person
who is trained to respond safely. This witnessing differs from casual observation. The therapist notices
process, affect, avoidance, changes in participation, symbolic themes, and relational patterns. The therapist
also helps maintain boundaries so that expression does not become overwhelming.

In medical settings, witnessing can be especially powerful because patients often feel objectified by
procedures, diagnosis, and institutional routines. A creative arts therapy session can communicate that the
patient is more than a diagnosis. The person is seen as a creator, narrator, mover, singer, listener, and
meaning-maker. This restoration of personhood is clinically significant, even when symptom changes are
modest.

2.3 Comparative Mechanisms of Action

2.3.1 Sensory Modulation

One pathway through which creative arts therapies may influence health is sensory modulation. Illness
and medical treatment often disrupt sensory experience. Hospital light, noise, pain, invasive procedures,
unfamiliar smells, and loss of privacy can produce sensory overload. Conversely, depression, fatigue, de-
mentia, and long-term institutional living may lead to sensory deprivation. Art therapy, music therapy,
and dance/movement therapy can provide structured sensory input that is more predictable, meaningful,
and personally controllable than the ordinary sensory environment of medical care.

Art therapy offers tactile, visual, and proprioceptive input through paper, clay, paint, pencil pressure,
cutting, tearing, layering, and arranging. These sensory qualities can be calming, stimulating, ground-
ing, or exploratory depending on the patient’s need. Music therapy modulates auditory and temporal in-
put. Rhythm, tempo, melodic contour, volume, and harmonic structure may influence arousal, attention,
breathing, and emotional tone. Dance/movement therapy modulates vestibular, proprioceptive, kines-
thetic, and spatial experience. Gentle rocking, stretching, mirroring, grounding through the feet, or
coordinated group movement can alter bodily awareness and regulation.

Sensory modulation must be individualized. The same medium may soothe one patient and overwhelm
another. Clay may feel grounding to one person and dirty or threatening to another. A familiar song may
provide comfort or trigger grief. Movement may create vitality or embarrassment. A central clinical skill
is therefore matching sensory intensity to the patient’s tolerance window.

2.3.2 Affect Regulation

Affect regulation refers to the capacity to recognize, tolerate, modulate, and express emotional states. Many
medical and psychological conditions involve dysregulation: panic, numbness, irritability, despair, agita-
tion, or emotional constriction. Creative arts therapies support affect regulation by offering graded forms
of expression. A patient can begin with color before words, humming before speech, or small gestures
before full movement. The medium provides a container that allows emotion to be approached indirectly.

Art therapy may help patients locate emotion in an image, transform it through visual modification,
or place it at a manageable distance. Music therapy may help patients match, shift, or regulate mood
through musical structure. Dance/movement therapy may help patients notice bodily signs of emotion
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and experiment with alternative movement patterns. Regulation in these therapies often occurs through
rhythm, repetition, containment, choice, and therapist attunement.

2.3.3 Agency and Control

Illness frequently reduces agency. Patients are told when to eat, sleep, take medication, undergo tests, and
receive procedures. Creative activity can restore small but meaningful forms of choice: choosing colors,
selecting songs, deciding movement range, controlling tempo, shaping materials, or determining whether
a work is shared. These choices may appear minor, but in medical environments they can support dignity
and self-efficacy.

Agency is also visible in transformation. The patient changes the image, changes the music, changes
the movement, and experiences themselves as capable of affecting something. This is clinically relevant for
patients who feel passive, helpless, or defined by disease. In rehabilitation, agency can support motivation.
In palliative care, agency can support dignity even when physical control is diminishing.

2.3.4 Social Synchrony and Belonging

Many illnesses produce isolation. Patients may withdraw from peers, lose social roles, or feel misunderstood
by family. Music therapy and dance/movement therapy have especially strong group synchrony potential.
Singing together, drumming together, moving in rhythm, or mirroring another person’s gesture can
create embodied belonging. Art therapy can also support belonging through group studio processes, shared
exhibitions with consent, collaborative murals, or collective reflection.

Social synchrony does not require verbal disclosure. This is important for patients who are shy, cogni-
tively impaired, culturally restrained, or emotionally guarded. A group may first connect through rhythm
or shared materials before personal stories are spoken. In health services, such nonverbal social connection
can reduce loneliness and enhance participation.

2.3.5 Meaning-Making and Narrative Reconstruction

Serious illness can fracture life narrative. Patients may ask why the illness happened, what the body now
means, whether the future still exists, and how to explain the experience to family. Creative arts therapies
help construct narratives that are not limited to medical chronology. The story can be visual, musical,
embodied, symbolic, fragmented, or poetic.

Art therapy may support life maps, illness timelines, body maps, mandalas, or symbolic self-portraits.
Music therapy may support songwriting, lyric substitution, playlist autobiography, or legacy recordings.
Dance/movement therapy may support movement stories, gestures of transition, or embodied rituals.
These processes can help patients integrate illness into a broader sense of life rather than experience it
as total identity collapse.

2.4 Differences in Therapeutic Media

Table 1 shows that the three therapies cannot be responsibly merged into a single generic category of ”arts
healing.” Medium determines clinical process. A visual image can be held, returned to, hidden, revised,
destroyed, or displayed. Music moves through time and can quickly alter mood, breathing, and group
atmosphere. Movement directly engages the body and may reveal patterns that patients cannot verbalize.
These differences affect the type of patient who may benefit, the setting in which the intervention is
feasible, and the risks that must be managed.
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Table 1: Core Media and Clinical Logic of Three Creative Arts Therapies
Dimension Art Therapy Music Therapy Dance/Movement Therapy

Primary medium Visual images and art materials Sound, music, rhythm, voice,
and musical interaction

Body movement, posture, ges-
ture, breath, rhythm, and space

Dominant chan-
nel

Visual, tactile, sensory-motor,
symbolic

Auditory, temporal, emo-
tional, relational, physiological

Kinesthetic, proprioceptive,
spatial, relational, embodied

Clinical trace Artwork can be preserved, re-
viewed, and compared over
time

Musical experience is temporal
but can be recorded or docu-
mented

Movement is ephemeral but
can be described, scored, or
video-recorded with consent

Typical strength Externalization, metaphor,
trauma expression, identity
work

Arousal regulation, memory,
pain/anxiety support, social
synchronization

Body awareness, movement
activation, trauma embodi-
ment, body image repair

Typical con-
straint

Requires materials, storage,
and privacy protection

Requires attention to prefer-
ence, sound environment, and
overstimulation

Requires safe space, mobility
screening, and fall prevention

Art therapy
visual symbol
material trace

Music therapy
temporal sound

rhythmic relation

Dance/movement
embodied motion
spatial relation

Creative clin-
ical process

expression + rela-
tion + regulation

externalization
image review
identity work

body awareness
agency

movement
confidence

arousal modulation
memory

social synchrony

Figure 2: Three-modality structure of creative arts therapies. The figure illustrates that the modalities
overlap in clinical purpose but differ in primary medium, documentation trace, and therapeutic route.

3 Evidence, Clinical Applications, and Evaluation

This part connects evidence with practice. Because creative arts therapy research differs across modalities,
populations, and outcomes, the clinical value of each approach is best understood through an integrated
reading of evidence quality, indication, setting, decision-making criteria, and evaluation strategy.

3.1 Evidence Profiles

3.1.1 A Cautious Interpretation of Evidence

Creative arts therapy evidence is promising but uneven. Some areas have multiple randomized trials and
systematic reviews, while others rely heavily on small studies, qualitative research, clinical reports, and
practice wisdom. This unevenness should not lead to either overstatement or dismissal. Many psychoso-
cial and rehabilitative interventions are difficult to standardize because they depend on context, therapist
skill, patient preference, and relational process. However, health services still require credible evidence,



Changkui Li 89

transparent documentation, and realistic claims.
Three cautions are necessary. First, different studies use different definitions. A study of music listening

may be grouped with music therapy, although the two are not identical. Second, outcomes differ widely,
including anxiety, depression, pain, fatigue, quality of life, physiological indicators, social engagement,
and functional ability. Third, creative arts therapies may produce benefits that are not fully captured by
symptom scales, such as meaning, dignity, agency, family communication, and participation.

3.1.2 Art Therapy Evidence

Art therapy has been studied in oncology, mental health, trauma, pediatric care, palliative care, and com-
munity health. Reviews in adult cancer care suggest that art therapy may help with anxiety, depression,
emotional expression, coping, and quality of life, although study quality and sample size vary[8,9]. In men-
tal health, group art therapy has been evaluated for non-psychotic mental health disorders, with findings
that point to potential value but also highlight uncertainty in cost-effectiveness and evidence strength[14].
In schizophrenia, early Cochrane evidence concluded that available trials were insufficient for strong con-
clusions[10].

The strength of art therapy may be most visible in populations where verbal expression is difficult:
children, trauma survivors, patients with complex illness experiences, and people facing identity disruption.
Art therapy also lends itself to qualitative research because artworks and narratives provide rich process
data. The challenge is to combine this richness with rigorous outcome design. Future studies should
specify therapist qualifications, intervention dose, art materials, theoretical model, comparison condition,
and follow-up period.

3.1.3 Music Therapy Evidence

Music therapy and music interventions have a relatively strong evidence presence in medical settings. A
Cochrane review on music interventions for people with cancer reported potential benefits for anxiety,
depression, pain, fatigue, hope, heart rate, and blood pressure, while also noting limitations in evidence
quality[5]. Music therapy for depression has been reviewed by Cochrane and appears to have beneficial
effects when added to treatment as usual, though more research is needed regarding long-term outcomes
and mechanisms[12]. Music therapy has also been examined in autism spectrum disorder, where social
communication and interaction are key targets[13].

Music is clinically versatile because it can be delivered at different levels of intensity. A patient can
listen passively, sing softly, play simple percussion, compose lyrics, improvise with a therapist, or partic-
ipate in group music-making. This flexibility allows adaptation to fatigue, cognitive level, mobility, and
cultural preference. However, evidence interpretation must distinguish individualized music therapy from
generalized music exposure. The active role of a trained therapist may be a major ingredient.

3.1.4 Dance/Movement Therapy Evidence

Dance/movement therapy has been studied in depression, anxiety, trauma, Parkinson’s disease, demen-
tia, chronic illness, and health promotion. Systematic reviews suggest potential benefits for psychological
outcomes, including depression and quality of life, but the field continues to face limitations in sample
size, methodological heterogeneity, and intervention standardization[6,7,15]. Dance and dance/movement
therapy are sometimes mixed in reviews, which complicates interpretation. Recreational dance may im-
prove physical activity and mood, but dance/movement therapy includes psychotherapeutic processing and
movement-based assessment.

The distinctive contribution of dance/movement therapy lies in embodiment. For conditions involving
bodily disconnection, movement inhibition, trauma-related somatic symptoms, or body image disturbance,
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verbal treatment may be insufficient. Movement can provide a direct route to restoring agency and bodily
trust. At the same time, this directness requires caution. Patients with trauma histories, eating disorders,
mobility limitations, or severe anxiety may need gradual, carefully contained movement experiences.

Table 2: Evidence-Oriented Map of Creative Arts Therapies by Health Service Domain
Domain Art Therapy Music Therapy Dance/Movement

Therapy

Oncology Anxiety, body image, illness
narrative, emotional expression;
evidence promising but
heterogeneous

Relatively stronger review base
for anxiety, pain, fatigue, mood,
and physiological arousal

Useful for body
reconnection, fatigue,
vitality, and survivorship
groups; evidence
developing

Depression and
anxiety

Useful where verbal expression is
difficult; group models and
mixed-methods studies common

Evidence supports adjunctive role
in depression and affect
regulation; dose and model vary

Meta-analytic evidence
suggests potential effects
on depression and
psychological outcomes

Neurological
rehabilitation

Supports adaptation, fine motor
engagement, visuospatial process,
and identity reconstruction

Strong fit for rhythm, gait,
speech, breathing, and
attention-oriented rehabilitation

Strong fit for balance,
coordination, body
awareness, confidence,
and participation

Dementia and
aged care

Supports life review, sensory
engagement, identity, and social
participation

Strong fit because familiar music
can activate memory, mood, and
relational contact

Supports gentle activity,
embodied connection,
group rhythm, and
fall-aware movement

Pediatrics Strong fit for symbolic expression,
play, medical fear, trauma, and
family communication

Strong fit for procedural support,
communication, regulation, and
parent-child bonding

Useful for
developmental
movement, regulation,
and body awareness
when adapted safely

Palliative care Legacy artwork, symbolic closure,
dignity, and family
communication

Preferred songs, life review,
legacy recordings, spiritual
support, and bedside comfort

Breath, gesture,
presence, and gentle
relational movement
when medically feasible

Staff well-being Reflective practice, moral distress
processing, team identity

Group cohesion, relaxation,
memorial rituals, voice and
rhythm work

Stress release, body
boundaries, grounding,
and embodied peer
support

3.2 Clinical Applications in Medical and Health Services

3.2.1 Oncology and Cancer Supportive Care

Cancer care is one of the most important fields for creative arts therapies. Patients may undergo surgery,
chemotherapy, radiotherapy, immunotherapy, and long periods of surveillance. Alongside physical symp-
toms, they often experience fear of recurrence, fatigue, pain, altered body image, sexual concerns, family
role disruption, and existential distress. Art therapy can help patients represent the illness experience, exter-
nalize fear, reconstruct body image, and explore hope. Music therapy can reduce anxiety during treatment,
support relaxation, address pain, and offer a space for memory and meaning. Dance/movement therapy
can support gentle reconnection with the body after invasive treatment, particularly when body image
and vitality have been affected.

The three approaches can be used at different points in the cancer trajectory. During diagnosis, brief
art or music sessions may support emotional containment. During active treatment, music therapy may be
especially feasible because it can occur at bedside or during infusion. During survivorship, art therapy and
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dance/movement therapy may support identity reconstruction and body re-engagement. In palliative care,
music therapy and art therapy can support life review, legacy work, family communication, and dignity.

Implementation should be sensitive to fatigue, infection control, privacy, and prognosis. For immuno-
compromised patients, art materials must be safe and cleanable. For patients with neuropathy or weakness,
fine motor tasks may need adaptation. For patients in advanced illness, the goal may shift from symptom
reduction to presence, connection, and meaning.

3.2.2 Mental Health and Psychiatry

Creative arts therapies are highly relevant to mental health services because they allow patients to com-
municate through multiple channels. Art therapy may be used with depression, anxiety, trauma, psy-
chosis, personality difficulties, eating disorders, and self-harm risk, often as part of a broader treatment
plan. Music therapy may support mood regulation, motivation, social interaction, and emotional expres-
sion. Dance/movement therapy may address body awareness, dissociation, emotional activation, and social
withdrawal.

In psychiatric settings, clinical boundaries are especially important. Creative work can lower defenses
and bring unconscious or avoided material to the surface. This can be therapeutic, but it can also destabilize
patients if not held safely. For example, a trauma survivor may become overwhelmed by an image; a
patient with psychosis may incorporate art materials into delusional meaning; a group music session may
become overstimulating; a movement session may activate shame or panic. Therefore, therapist training,
supervision, and integration with the treatment team are essential.

Outcome evaluation in mental health should include symptom measures, functioning, engagement,
therapeutic alliance, emotion regulation, and patient-reported recovery. For many patients, the first sign
of benefit may not be a large change in standardized symptom scores but increased participation, reduced
isolation, improved self-expression, or greater willingness to seek help.

3.2.3 Pediatric Health Services

Children often express distress through play, image, sound, and movement before they can explain it ver-
bally. Medical procedures, hospitalization, separation from parents, pain, and chronic illness can produce
fear and helplessness. Art therapy can help children draw medical experiences, create coping images, or use
symbolic stories. Music therapy can support procedural coping, relaxation, communication, and parent-
child bonding. Dance/movement therapy can help children regulate energy, develop body awareness, and
process fear through safe movement.

For children with developmental differences, the three modalities offer different entry points. A child
with limited speech may respond to rhythm or visual choice-making. A child with sensory sensitivities
may prefer certain materials or sounds and reject others. A child with motor challenges may need adapted
movement or assistive devices. Family involvement is often important because parents also require support
and may learn ways to communicate with the child through creative media.

Pediatric practicemust include safeguarding, parental consent, child assent where appropriate, infection
control, developmental adaptation, and careful documentation. Artworks made by children should not be
displayed publicly without explicit permission, because they may contain private emotional or medical
content.

3.2.4 Rehabilitation Medicine and Neurological Conditions

Rehabilitation aims to improve function, participation, and quality of life. Creative arts therapies can
support rehabilitation by increasing motivation, emotional adaptation, and embodied learning. Music
therapy has particular relevance in neurological rehabilitation because rhythm can support motor timing,
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gait training, speech, and attention. Singing may support respiratory control and vocalization. Rhythmic
auditory stimulation has been studied in movement disorders and stroke rehabilitation.

Art therapy can support fine motor engagement, visuospatial processing, planning, sequencing, and
emotional adjustment after injury or illness. For a person after stroke, the image may become a place to
process frustration and identity loss. For a patient with traumatic brain injury, structured art-making can
support attention and organization while also allowing self-expression.

Dance/movement therapy can contribute to balance, coordination, body awareness, and confidence.
In Parkinson’s disease, dance-based interventions have been associated with improvements in balance, mo-
bility, and quality of life in some studies, although dance/movement therapy and dance exercise should be
distinguished. In rehabilitation settings, movement interventions require close coordination with physi-
cians and physical therapists to manage fall risk, fatigue, cardiovascular load, and mobility aids.

3.2.5 Geriatric Care and Dementia

Older adults may experience loneliness, cognitive decline, bereavement, reducedmobility, sensory loss, and
institutional living. Creative arts therapies can support dignity, memory, social connection, and emotional
expression. Music therapy is especially important in dementia care because familiar songs may remain
meaningful even when other forms of memory decline. Music can support orientation, mood, group
participation, and caregiver connection.

Art therapy can support life review, sensory engagement, self-expression, and preserved identity.
The artwork does not need to be technically skilled to be meaningful. Clay, collage, simple paint-
ing, and reminiscence-based image work may help older adults communicate memories and preferences.
Dance/movement therapy can support gentle movement, balance awareness, social interaction, and em-
bodied vitality.

Risk management is essential. Art materials should be non-toxic and safe for people with cognitive im-
pairment. Music volume and content should be adapted to hearing ability and emotional history. Move-
ment activities should consider fall risk, arthritis, cardiovascular disease, dizziness, and fatigue. Outcomes
should include not only cognitive scores but also affect, agitation, participation, social connection, and
caregiver observations.

3.2.6 Palliative Care and End-of-Life Services

Palliative care attends to suffering, dignity, family communication, and quality of life. Creative arts thera-
pies are well suited to this field because they can support meaning-making when cure is no longer possible.
Art therapy may involve legacy projects, memory boxes, images of life stories, or symbolic representations
of fear and hope. Music therapy may involve preferred songs, life review, songwriting, relaxation, spiritual
support, or family singing. Dance/movement therapy may be more limited by physical condition but can
still involve breath, gesture, gentle touch with consent, and embodied presence.

The goals in palliative care are often different from those in acute medicine. Success may mean a
peaceful moment, a shared song with family, a drawing left for a child, a reduction in fear, or the ability
to express unfinished feelings. Documentation should respect privacy and avoid reducing such work to
narrow symptom metrics alone.

3.2.7 Health Care Worker Well-being

Medical staff experience stress, moral distress, grief, violence exposure, and burnout. Creative arts therapies
and arts-based reflective programs may support staff well-being, communication, and resilience. Art-
based groups can help staff externalize difficult experiences and reflect on professional identity. Music-
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based sessions can support relaxation, group cohesion, and emotional release. Movement-based sessions
can address bodily tension, fatigue, and stress patterns.

However, staff programs should not be used as substitutes for organizational reform. If workload,
staffing, safety, and compensation problems remain unaddressed, arts-based programs may be experienced
as superficial. The best approach is to place creative interventions within a broader staff support strategy
that includes supervision, peer support, reasonable workload, safety culture, and leadership accountability.

3.2.8 Maternal, Perinatal, and Family Health

Maternal and perinatal health services provide another important application area. Pregnancy, child-
birth, infertility treatment, miscarriage, neonatal intensive care, and postpartum adjustment involve bodily
change, uncertainty, family expectation, and emotional vulnerability. Art therapy can support body image,
birth fear, grief after pregnancy loss, and visual narration of maternal identity. Music therapy can support
relaxation during pregnancy, parent-infant bonding, lullaby work, and emotional support in neonatal care.
Dance/movement therapy can support gentle embodiment, breathing, pelvic awareness, and reconnection
with the changing body when medically appropriate.

Family health is also relevant. In pediatric illness, dementia care, cancer care, and palliative care, the
patient is embedded in a family system. Creative arts therapies can provide shared activities that reduce the
pressure of direct conversation. A parent and child may draw together. A family may sing a meaningful
song at bedside. A caregiver and older adult may move hands together in rhythm. Such moments can
support communication when ordinary words are exhausted.

3.2.9 Chronic Pain and Somatic Symptom Conditions

Chronic pain and somatic symptom conditions often involve complex interactions among nociception,
attention, emotion, memory, stress, sleep, identity, and social response. Creative arts therapies do not
eliminate the need for medical assessment, pain medicine, physiotherapy, or psychological care, but they
may contribute to multimodal pain management.

Art therapy can help patients externalize pain, map body sensations, distinguish pain from selfhood,
and explore coping metaphors. Music therapy can support relaxation, distraction, breathing, and emotional
modulation. Dance/movement therapy can support graded movement, body awareness, pacing, and the
rebuilding of trust in movement. The therapeutic goal is not to tell patients that pain is ”imaginary,” but
to help them develop additional ways to live with, communicate, and regulate pain experience.

3.2.10 Disability, Special Education, and Developmental Support

Creative arts therapies are also relevant to disability and special education services. For individuals with
intellectual disability, autism spectrum disorder, communication disorders, sensory processing differences,
or motor impairment, art, music, and movement may provide accessible channels for participation. Music
therapy has a substantial literature in autism spectrum disorder, particularly regarding social communica-
tion and interaction[13]. Art therapy may support visual communication, sensory exploration, and emo-
tional expression. Dance/movement therapy may support body awareness, imitation, social timing, and
spatial boundaries.

In these settings, the language of deficit should be avoided. Creative arts therapies should not aim
merely to normalize behavior, but to support communication, agency, participation, and quality of life.
Adaptations may include alternative materials, simplified instruments, assistive technology, visual schedules,
predictable session structure, sensory breaks, and collaboration with families and teachers.
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3.2.11 Community Health and Public Health

Beyond hospitals, creative arts therapies and arts-based health programs can contribute to community
health. Community art projects, singing groups, movement circles, and participatory arts programs may
reduce isolation, support mental health literacy, strengthen social cohesion, and create culturally mean-
ingful spaces for health promotion. These programs are especially relevant in aging communities, migrant
communities, post-disaster settings, and neighborhoods with limited access to formal mental health care.

However, community programs should be honest about their level of service. A community mural
project may be therapeutic in a broad sense, but it is not necessarily clinical art therapy. A singing group
may improve well-being, but it is not automatically music therapy. Clear naming protects both participants
and professionals. It also allows different programs to cooperate rather than compete: community arts can
promote inclusion, while specialist creative arts therapists can support participants with more complex
needs.

3.3 Comparative Framework for Clinical Decision-Making

Table 3: Clinical Decision-Making Matrix for Selecting a Creative Arts Therapy
Clinical Need Art Therapy Music Therapy Dance/Movement Ther-

apy

Difficulty verbalizing
illness experience

Strong fit: image and
metaphor support external-
ization

Moderate fit: song and lyric
can support expression

Moderate fit: movement can
express what cannot be spo-
ken

Acute anxiety during
procedure or treat-
ment

Moderate fit if time and ma-
terials allow

Strong fit: feasible at bedside
and during procedures

Limited fit unless movement
is possible and safe

Pain and physiologi-
cal arousal

Moderate fit through
grounding and attention
shift

Strong fit through relaxation,
rhythm, and emotional regu-
lation

Moderate fit through breath
and gentle movement

Body image distur-
bance

Strong fit through visual
body representation

Moderate fit through songs
and self-narrative

Strong fit through embod-
ied exploration and move-
ment agency

Neurological rehabil-
itation

Moderate fit for fine motor
and emotional adaptation

Strong fit for rhythm, speech,
and gait-related work

Strong fit for balance, coor-
dination, and body awareness

Advanced dementia Moderate fit through sensory
art and reminiscence

Strong fit through familiar
music and memory

Moderate fit through gentle
group movement

Trauma-related dis-
sociation or somatic
symptoms

Strong fit if carefully con-
tained

Moderate fit, depending on
triggers and preference

Strong fit, but requires care-
ful pacing and safety

Low mobility or se-
vere fatigue

Moderate fit with adapted
materials

Strong fit because active
movement is not always
required

Limited to breath, gesture, or
very gentle movement

Table 3 offers a practical framework rather than rigid rules. Patient preference, cultural background,
available therapists, medical safety, and setting constraints remain decisive. A patient with strong music
aversion may benefit more from art therapy even if music therapy is generally feasible. A patient with body
shame may initially avoid movement but later find dance/movement therapy transformative. A child may
move fluidly among drawing, singing, and movement within an integrated expressive therapy model.

3.4 Outcome Evaluation
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3.4.1 Symptom Measures

Medical institutions often require measurable outcomes. Common symptom measures include anxiety,
depression, pain, fatigue, sleep, distress, agitation, and quality of life. These may be assessed using validated
scales appropriate to the population. In oncology, distress thermometers, anxiety and depression scales,
fatigue scales, and quality-of-life instruments are common. In mental health, symptom-specific scales may
be used. In dementia care, agitation, mood, and participation measures may be more appropriate.

Symptom measures are useful but incomplete. Creative arts therapies may produce changes in ex-
pression, self-understanding, social connection, and dignity that are not fully captured by symptom scales.
Overreliance on symptom reduction may undervalue interventions that support meaning and participation.

3.4.2 Functional and Behavioral Measures

Functional outcomes are particularly relevant in rehabilitation, geriatric care, and chronic illness. Music
therapy may be linked to gait, speech, breathing, and motor timing. Dance/movement therapy may be
linked to balance, mobility, endurance, body awareness, and activity participation. Art therapy may be
linked to fine motor use, attention, executive organization, and activity engagement.

Behavioral measures include participation rate, session attendance, initiation, social interaction, verbal-
ization, affective range, and completion of creative tasks. For children and people with cognitive impair-
ment, caregiver and staff observations may be essential.

3.4.3 Process Measures

Creative arts therapies are process-rich. Important process indicators include changes in image themes, use
of space, material choice, musical responsiveness, rhythmic organization, movement range, posture, group
synchrony, and therapist-patient attunement. These indicators should not be treated as simple diagnostic
signs. Rather, they provide clinical information that can guide treatment.

Process documentation supports supervision and research. For art therapy, image archives can show
longitudinal changes. For music therapy, session notes can record musical choices, participation, affect, and
interaction. For dance/movement therapy, movement observations can be documented using structured
frameworks, and video may be used only with explicit consent and strict privacy protection.

3.4.4 Patient-Reported Experience

Patient-reported experience is central. Patients can describe whether sessions helped them feel calmer,
understood, hopeful, connected, or more able to face treatment. They can also report discomfort, cultural
mismatch, embarrassment, or unwanted emotional activation. Such feedback is especially important be-
cause creative arts therapies are preference-sensitive. A technically well-designed intervention may fail if
it does not fit the patient’s history, taste, body condition, or cultural context.

4 Implementation, Ethics, Training, and Digital Infrastructure

Responsible implementation requires more than adding arts activities to a hospital schedule. It involves
referral rules, documentation, professional training, supervision, confidentiality, cultural sensitivity, tech-
nology governance, and a clear distinction between supportive arts participation and specialist therapy.

4.1 Implementation Model in Medical Institutions
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4.1.1 Layered Service Design

Medical institutions should use a layered service model. The first layer is arts-based health promotion.
This includes open workshops, music relaxation sessions, bedside arts activities, gentle movement groups,
and community engagement. These programs promote well-being but should not claim to treat specific
disorders unless clinically designed and evaluated.

The second layer is supportive psychosocial intervention. This includes structured groups for cancer
patients, staff burnout support, pediatric coping programs, chronic illness adaptation groups, and reha-
bilitation support. These programs require trained facilitators, screening, documentation, and outcome
evaluation.

The third layer is specialist clinical therapy. This includes individual or group art therapy, music ther-
apy, or dance/movement therapy delivered by qualified therapists for patients with defined clinical needs.
This layer requires assessment, treatment planning, informed consent, risk management, interdisciplinary
communication, and supervision.

4.1.2 Referral Pathways

Clear referral pathways are necessary. Physicians, nurses, psychologists, social workers, rehabilitation ther-
apists, and case managers should know which patients may benefit and which patients require caution.
Referral forms should include diagnosis, medical limitations, psychological risks, communication needs,
infection control issues, mobility status, sensory impairments, and patient preference.

Self-referral may be appropriate for health promotion programs, but clinical therapy referrals should
include screening. Red flags include active suicidal intent, severe psychosis, uncontrolled mania, acute
medical instability, high fall risk, severe dissociation, recent trauma activation, and inability to provide
consent. These conditions do not always exclude creative arts therapy, but they require specialist assessment
and careful planning.

4.1.3 Team Integration

Creative arts therapists should be integrated into the health care team rather than positioned as entertainers.
They should attend relevant case discussions, document clinically meaningful observations, communicate
risk concerns, and coordinate goals with other professionals. At the same time, they must protect patient
privacy and avoid unnecessary disclosure of artwork, lyrics, or movement content.

In oncology, the therapist may coordinate with nurses regarding fatigue and treatment schedule. In
rehabilitation, the therapist may coordinate with physical and occupational therapists. In psychiatry, the
therapist may coordinate with psychologists and psychiatrists regarding risk and treatment themes. In
palliative care, the therapist may coordinate with social workers and chaplains.

4.1.4 Session Dose and Format

Programs should define session length, frequency, duration, group size, and termination process. A brief
bedside music session may last 15 minutes. A structured art therapy group may last 60 to 90 minutes. A
dance/movement therapy group may require warm-up, main exploration, integration, and closure. Pa-
tients with fatigue or cognitive impairment may need shorter sessions.

Dose should match goals. A single session may provide immediate support, but deeper psychologi-
cal work requires continuity. Research studies should report dose clearly, including number of sessions,
therapist qualifications, materials, setting, and adherence.
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4.2 Ethical and Safety Considerations

4.2.1 Informed Consent

Informed consent should explain the nature of the therapy, expected activities, potential benefits, possible
discomfort, confidentiality, documentation, and the right to withdraw. For children, parental consent and
child assent should be sought when appropriate. For cognitively impaired adults, legal and ethical standards
for consent should be followed.

Consent is especially important when creative products are recorded. Artwork, songs, lyrics, audio
recordings, videos, and movement images may contain sensitive personal information. Patients should
decide whether these materials can be stored, shared with the care team, used for teaching, or used for
publication.

4.2.2 Confidentiality and Creative Products

Creative products require privacy protection. An artwork may reveal trauma, family conflict, body expe-
rience, or spiritual concerns. A song may contain names, memories, or wishes. A movement video may
reveal bodily vulnerability. Institutions should treat these materials as confidential health-related records
when created in a therapeutic context.

Storage policies should specify who owns the artwork, where it is kept, how long it is retained, whether
digital copies are made, and how materials are destroyed or returned. Public exhibition of patient artwork
should never occur without explicit permission and careful discussion of potential consequences.

4.2.3 Avoiding Overinterpretation

A common risk in art therapy and related fields is overinterpretation. No single color, shape, sound, or
movement pattern has a universal meaning. A red image does not automatically mean anger; a minor
key song does not automatically mean depression; closed posture does not automatically mean trauma.
Meaning must be explored with the patient and interpreted in context.

Overinterpretation can damage trust, stigmatize patients, and produce false clinical conclusions. Ther-
apists should use tentative, collaborative language and prioritize the patient’s own meaning-making.

4.2.4 Cultural Sensitivity

Art, music, and movement are culturally embedded. A material, song, rhythm, gesture, or body posture
may carry different meanings across communities. Music preference is deeply personal and may be shaped
by generation, religion, ethnicity, language, political memory, and family history. Movement norms are
influenced by gender, modesty, disability, and social context.

Cultural sensitivity requires more than adding local materials. It requires asking patients what feels
meaningful or uncomfortable, avoiding assumptions, and adapting interventions to local values. In Chi-
nese and broader Asian contexts, for example, family roles, educational expectations, respect for authority,
modesty around emotional disclosure, and stigma toward mental illness may influence participation. Cre-
ative arts therapies can provide indirect expression, but they must not force disclosure.

4.3 Digital Infrastructure and Software Support

4.3.1 Why Digital Tools Matter

The development of creative arts therapies in medical and health services requires documentation, quality
control, teaching resources, research data, and service management. Digital platforms can support these
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needs if designed ethically. They can help institutions record sessions, manage referrals, store outcome
measures, build case libraries, monitor progress, and support supervision.

Digital tools are particularly useful because creative arts therapies generate multimodal data: images,
audio, lyrics, movement notes, therapist observations, patient ratings, physiological measures, and follow-
up outcomes. Without structured documentation, this information may remain fragmented and difficult
to evaluate.

4.3.2 Art Therapy Documentation

For art therapy, a digital platform may include patient profiles, consent forms, session notes, artwork pho-
tographs, material records, patient reflections, therapist observations, theme tags, and longitudinal com-
parison. It may allow the therapist to view changes over time, such as increased use of space, changes in
color range, emergence of body imagery, or movement from chaos to structure.

However, the platform must avoid crude symbolic interpretation. It should not automatically label a
drawing as depression, trauma, or personality disorder. Instead, it should support careful clinical docu-
mentation and patient-centered reflection.

4.3.3 Music Therapy Documentation

For music therapy, software may record musical preferences, session goals, song choices, improvisation
notes, participation level, affective response, physiological indicators, and patient feedback. It may help
therapists design playlists, track responses to differentmusical elements, and coordinate withmedical sched-
ules.

Audio recording should be used only when clinically necessary and consented to. Songs and recordings
can contain private memories and should be protected accordingly.

4.3.4 Dance/Movement Therapy Documentation

For dance/movement therapy, software may include movement observation forms, body awareness ratings,
fatigue and pain scores, fall risk notes, movement range, group participation, and session summaries. Video
can be useful for supervision and research, but it is highly sensitive. It should require explicit consent, secure
storage, limited access, and clear deletion rules.

Wearable devices may eventually support movement intensity and physiological monitoring, but these
data should not replace clinical observation. Movement meaning cannot be reduced to steps, heart rate, or
acceleration.

4.3.5 Artificial Intelligence: Opportunities and Risks

Artificial intelligence may assist in organizing data, identifying patterns, summarizing session notes, in-
dexing images, analyzing audio features, or supporting research databases. It may help teachers build case
libraries and help institutions monitor service quality. However, AI use in creative arts therapy carries ma-
jor risks. Algorithms may misinterpret culturally specific images, pathologize normal expression, expose
private data, or create false diagnostic confidence.

The appropriate role of AI is assistive, not determinative. AI may help manage information, but it
should not diagnose mental disorders from drawings, songs, or movements. Any AI-supported platform
must include transparency, consent, human oversight, data minimization, security, and the right to opt
out.
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4.4 Education and Professional Training

4.4.1 Core Curriculum Needs

Training in creative arts therapies should include more than artistic technique. A responsible curricu-
lum should cover psychology, developmental theory, psychopathology, medical basics, ethics, research
methods, assessment, group work, cultural competence, trauma-informed care, supervision, and clinical
placement. For medical and health services, students should also learn infection control, hospital commu-
nication, palliative care principles, rehabilitation goals, risk assessment, and interdisciplinary teamwork.

Art therapy students need training in materials, image process, symbolic meaning, studio safety, and
artwork confidentiality. Music therapy students need training in musicianship, improvisation, clinical
music skills, voice, rhythm, repertoire, and adaptation for medical conditions. Dance/movement therapy
students need training in movement observation, body awareness, anatomy, group movement, trauma
sensitivity, and physical safety.

4.4.2 Interdisciplinary Education

Medical students, nurses, psychologists, rehabilitation therapists, social workers, and educators should re-
ceive introductory education on creative arts therapies. They do not need to become therapists, but they
should understand indications, referral criteria, and boundaries. Such education can prevent misuse and
improve collaboration.

For example, nurses in oncology units may learn when to refer a patient for music therapy rather
than simply playing background music. Rehabilitation therapists may learn how dance/movement therapy
differs from exercise class. Psychologists may learn how art therapy can support patients who are not ready
for verbal trauma processing.

4.4.3 Supervision and Competency

Supervision is essential because creative processes can evoke powerful emotional material. Therapists need
support in understanding transference, countertransference, risk, cultural meaning, and ethical dilemmas.
Institutions should not assume that artistic talent equals therapeutic competence. Competency must be
demonstrated through training, supervised practice, ethical knowledge, and continuing education.

5 Research, Governance, Program Design, and Field Development

This part expands the article from clinical comparison to field construction. It brings together research
design, institutional governance, program templates, economic planning, software data standards, editorial
strategy, and professional development pathways so that creative arts therapies can move from isolated
projects toward sustainable systems.

5.1 Implications for Research and Journal Development

The growth of art therapy and related fields creates a need for specialized academic platforms. A journal
in this area should not limit itself to inspirational reports or general wellness narratives. It should pub-
lish rigorous research, systematic reviews, clinical protocols, case studies, service evaluations, educational
research, ethical analyses, and digital health studies.

Several research priorities are especially important. First, studies should clarify whether they examine
professional therapy, arts-based health promotion, or recreational activity. Second, interventions should
be described in sufficient detail to allow replication. Third, therapist qualifications should be reported.
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Fourth, studies should include both quantitative and qualitative outcomes when appropriate. Fifth, cul-
turally grounded models should be developed rather than simply importing Western frameworks. Sixth,
digital documentation and software-supported evaluation should be studied carefully.

A bilingual or multilingual publication model may be valuable in regions where professional develop-
ment is emerging. English publication supports international visibility, while Chinese or local-language
publication supports education, clinical adoption, and policy translation. For fields such as art therapy,
where practice is culturally embedded, local language scholarship is not secondary. It is necessary for
building concepts, training materials, and service standards that fit local contexts.

5.2 Modality-Specific Clinical Models

5.2.1 A Clinical Model for Art Therapy

A mature art therapy service in medical and health settings requires more than a supply of art materials.
It requires a clinical model that links assessment, material selection, therapeutic process, documentation,
and outcome evaluation. A useful model can be described in five stages: engagement, externalization,
exploration, transformation, and integration.

In the engagement stage, the therapist establishes safety and observes the patient’s relationship with
materials. Some patients immediately choose color andmovement; others hesitate, ask whether the product
must be beautiful, or fear being judged. This early behavior is already clinically meaningful. It may reveal
perfectionism, shame, fear of failure, avoidance, rigidity, or eagerness for play. The therapist responds by
lowering performance pressure and emphasizing process rather than artistic skill.

In the externalization stage, internal experience becomes visible. The patient may draw pain as a shape,
represent illness as an animal or landscape, map family roles, create a body image, or use abstract color to
show emotion. Externalization allows a patient to relate to experience rather than be engulfed by it. A
patient can point to the image and say, ”This is the heavy part,” or ”This is what I cannot explain to my
family.”

In the exploration stage, the therapist and patient examine the image, process, and emotional response.
The therapist does not impose fixed meanings. Instead, the therapist may ask what part of the image draws
the patient’s attention, what the patient might change, where the image feels safe or unsafe, and how the
image relates to current life. Exploration may include verbal reflection, further art-making, writing, or
silent observation.

In the transformation stage, the patient experiments with change. The patient may add boundaries,
alter color, repair a torn image, create a companion image, reshape clay, or make a series that shows
movement from one state to another. Transformation in the artwork can support psychological rehearsal:
the patient experiences that something can be changed, contained, protected, or reimagined.

In the integration stage, the patient connects the art process to daily life, treatment decisions, relation-
ships, or coping strategies. Integration prevents the session from remaining an isolated expressive event. It
may involve choosing a title, writing a reflection, sharing the work with a family member, photographing
the image for personal use, or developing a plan for managing distress.

5.2.2 Art Therapy Materials and Clinical Meaning

Materials matter. A pencil offers control, precision, and reversibility. Paint offers flow, color intensity, and
less control. Clay offers touch, pressure, three-dimensional form, and embodied manipulation. Collage
allows selection and arrangement without requiring drawing skill. Digital art allows editing, layering, and
privacy but may reduce tactile engagement. Medical institutions should not assume that any material is
suitable for any patient.
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Highly fluid materials may be helpful for patients who need emotional release, but they may overwhelm
patients who require containment. Structured materials may support anxious patients, but they may frus-
trate those needing expressive freedom. Sharp tools require safety assessment. Toxic materials should be
avoided. Infection control matters in hospital settings. For immunocompromised patients, materials should
be clean, disposable, or easy to disinfect.

The artwork also raises ownership questions. In art education, a product may naturally belong to the
student. In clinical art therapy, the artwork may be part of a therapeutic record, but it is also deeply per-
sonal. Institutions should establish policies regarding storage, return, photography, exhibition, publication,
and destruction. Patients should be informed that they may choose whether to keep, leave, or destroy their
work, subject to legal and institutional requirements.

5.2.3 A Clinical Model for Music Therapy

A clinical music therapy model can be organized around assessment, musical engagement, modulation,
meaning, and transfer. Assessment includes musical preference, hearing ability, cultural background, cog-
nitive status, emotional state, medical limitations, and treatment goals. Musical preference is not a super-
ficial matter. A song may be tied to childhood, grief, religion, romance, national memory, trauma, or
identity.

Musical engagement can be receptive or active. Receptive approaches include listening, music-assisted
relaxation, guided imagery, and lyric discussion. Active approaches include singing, playing instruments,
improvisation, songwriting, chanting, rhythmic entrainment, and music-supported movement. The ther-
apist chooses methods based on clinical goals. For anxiety reduction, slow tempo and predictable structure
may help some patients. For depression, more activating musical engagement may be appropriate. For
neurological rehabilitation, rhythm and repetition may support motor planning and timing.

Modulation is central. Music can match a patient’s mood and then gradually shift it. This is sometimes
more effective than immediately imposing cheerful music. A depressed patient may feel unseen if asked to
listen to bright music too early. A therapist may begin with music that acknowledges heaviness and then
gradually introduce movement, warmth, or resolution.

Meaning emerges through personal and cultural associations. A song can carry memory, identity,
love, regret, faith, and loss. In palliative care, songwriting or preferred music may become legacy work.
In dementia care, familiar songs may re-open relational contact. In adolescent mental health, lyric analysis
may provide a safer route into emotional discussion than direct questioning.

Transfer refers to carrying the therapeutic effect beyond the session. Patients may develop personalized
playlists, breathing routines with music, family singing rituals, or strategies for using rhythm during reha-
bilitation exercises. Transfer is important because music is available outside the therapy room, but clinical
guidance is needed to avoid using music in ways that intensify rumination or avoidance.

5.2.4 A Clinical Model for Dance/Movement Therapy

A dance/movement therapy model can be organized around grounding, body awareness, movement ex-
ploration, relational movement, symbolic movement, and integration. Grounding establishes physical and
psychological safety. It may involve breath, contact with the floor, awareness of the room, small gestures,
or seated movement. This stage is essential because movement can quickly activate vulnerability.

Body awareness helps patients notice sensation, tension, posture, breath, weight, and boundaries. Many
patients with trauma, chronic pain, depression, or severe illness become disconnected from the body. Re-
connection must be gradual. The therapist may invite the patient to notice the hands, shoulders, breath,
or contact with the chair rather than begin with large movement.
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Movement exploration allows patients to experiment with range, rhythm, direction, speed, weight,
and space. A patient may explore pushing, reaching, shrinking, expanding, turning away, or moving
toward. These movement qualities can relate to psychological themes, but they should not be interpreted
mechanically. The therapist observes and supports curiosity.

Relational movement includes mirroring, leading and following, group rhythm, spatial distance, and
shared gesture. This can support social connection and boundary awareness. For patients who feel isolated,
synchronized movement may create belonging. For patients who have difficulty asserting boundaries,
movement can provide practice in saying yes, no, closer, farther, faster, or slower without relying only on
words.

Symbolicmovementmay involve creating a gesture for pain, hope, protection, grief, or transition. Such
gestures can become portable coping tools. A patient may develop a small grounding movement to use
before a medical procedure, or a family may create a shared gesture in palliative care. Integration connects
movement experience to daily life, emotion regulation, rehabilitation goals, or interpersonal patterns.

5.3 Population-Specific Protocol Concepts

5.3.1 Protocol Concept for Oncology Patients

An oncology creative arts therapy program can be structured across the treatment trajectory. At diagnosis,
the goal is containment and orientation. Patients may receive brief individual sessions focused on fear,
uncertainty, and communication. Art therapy may use ”illness map” drawing; music therapy may use
preferred music for grounding; dance/movement therapy may use breath and small gestures to restore
bodily safety.

During active treatment, the goal is symptom support and emotional endurance. Music therapy may be
integrated into chemotherapy or radiotherapy waiting areas. Art therapy may be offered in small groups
for emotional expression and peer support. Movement therapy may be offered to medically stable patients
as gentle body reconnection. During survivorship, the goal shifts to identity reconstruction, body image,
fatigue management, and return to social roles. During palliative care, the goal includes dignity, life
review, legacy, family communication, and comfort.

Table 4: Example Creative Arts Therapy Pathway Across the Cancer Care Trajectory
Treatment Stage Art Therapy Focus Music Therapy Focus Dance/Movement Therapy

Focus

Diagnosis Illness image, fear externaliza-
tion, family communication

Grounding music, emotional
support, preparation for treat-
ment

Breath, seated grounding,
bodily safety

Active treatment Coping images, fatigue ex-
pression, group support

Anxiety reduction, pain sup-
port, treatment accompani-
ment

Gentle movement, tension re-
lease, safe stretching

Survivorship Body image, identity recon-
struction, future mapping

Playlist for coping, songwrit-
ing, group music

Body confidence, vitality,
gradual movement expansion

Recurrence Uncertainty, anger, grief, re-
newed coping

Emotional containment, fam-
ily songs, spiritual music

Grounding, containment,
body boundary work

Palliative care Legacy artwork, memory im-
ages, symbolic closure

Life review, preferred songs,
family singing, legacy record-
ing

Gesture, breath, presence,
gentle relational movement
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5.3.2 Protocol Concept for Nurses and Medical Staff

A staff support protocol should avoid implying that burnout is simply an individual coping failure. The
program should be framed as reflective practice and occupational well-being within a larger organizational
responsibility. A six-session art-based group for nurses might include: visual mapping of work stress, image
ofmoral distress, collage of professional identity, groupmural of team support, symbolic container for grief,
and future-oriented resilience image. A music-based group might include breath and voice work, rhythm
for group cohesion, lyric reflection on care, and songs of remembrance. A movement-based group might
include grounding after shift work, tension release, boundary gestures, and group synchrony.

Outcome measures can include burnout, perceived stress, moral distress, sleep quality, team climate,
and qualitative feedback. However, evaluation should also document organizational issues raised by staff.
If participants repeatedly depict understaffing, violence, moral injury, or lack of support, the institution
should treat these as system signals rather than merely emotional expressions.

5.3.3 Protocol Concept for School and University Mental Health

In school and university settings, creative arts therapies can be integrated into stepped care. The universal
level may include arts-basedmental health literacy, music relaxation, andmovement for stress management.
The selective level may include small groups for students with anxiety, grief, social isolation, or adjustment
difficulties. The indicated level may include referral to qualified therapists for students with trauma, self-
harm risk, severe depression, eating disorders, or complex family issues.

For university students, digital platforms may support mood check-ins, creative journaling, secure sub-
mission of reflective artwork, and referral pathways. However, universities must avoid collecting sensitive
creative data without clear consent and support resources. A drawing of despair or a song lyric about death
may require risk assessment. Automated systems should not be the only response.

5.3.4 Protocol Concept for Older Adults in Long-Term Care

Long-term care facilities can develop weekly creative arts programs with three layers: open participation,
targeted small groups, and individual therapy. Open participation may include singing familiar songs,
simple art-making, and seated movement. Targeted groups may support residents with depression, grief,
agitation, or social withdrawal. Individual therapy may support residents with complex trauma, end-of-life
distress, or severe adjustment problems.

Documentation should include participation, affect, interaction, agitation, sleep, appetite, family con-
tact, and staff observations. For residents with dementia, success may be measured by moments of recog-
nition, reduced distress, increased engagement, or improved caregiver connection rather than cognitive
improvement alone.

5.4 Institutional Governance and Quality Assurance

5.4.1 Credentialing and Scope of Practice

Medical institutions should develop credentialing policies before launching creative arts therapy services.
Credentialing should consider education, supervised clinical hours, professional registration where avail-
able, clinical experience, continuing education, and competence in the relevant medical setting. A therapist
trained for school settings may need additional preparation before working in oncology or palliative care.
A musician without therapy training should not be credentialed as a music therapist.

Scope of practice should be defined. Creative arts therapists may provide assessment related to their
modality, design and implement interventions, document sessions, communicate with the care team, and
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contribute to psychosocial care planning. They should not diagnose medical conditions outside their com-
petence, replace psychiatric assessment, or make unsupported claims about curing disease.

5.4.2 Clinical Documentation Standards

Documentation should be concise, clinically relevant, and respectful. Notes may include referral rea-
son, session goal, intervention type, patient response, risk concerns, patient-reported outcome, plan, and
communication with the team. For art therapy, notes may reference the artwork without exposing un-
necessary private content. For music therapy, notes may include musical methods and patient response.
For dance/movement therapy, notes may include movement quality, participation, safety issues, and inte-
gration.

Documentation should avoid speculative interpretation. A clinical note should not state that a patient’s
use of black proves depression. A better note might state that the patient used dark colors to represent fear
and described the image as ”a place where I feel trapped.” This preserves the patient’s meaning and avoids
false inference.

5.4.3 Risk Management

Risk management should include psychological, physical, social, and privacy risks. Psychological risks in-
clude emotional flooding, trauma activation, shame, group conflict, and increased distress after expression.
Physical risks include falls, fatigue, pain exacerbation, infection, allergic reactions, and hearing discom-
fort. Social risks include unwanted disclosure in groups or family conflict after sharing creative material.
Privacy risks include unauthorized images, recordings, or public display.

Institutions should create incident procedures. If a patient becomes distressed during a session, the
therapist should have a plan for grounding, support, documentation, and referral. If a patient reveals self-
harm intention through artwork or lyrics, risk protocols should be activated. If a movement session results
in physical injury, medical evaluation and safety review are required.

5.4.4 Quality Indicators

Quality indicators can include referral appropriateness, waiting time, session completion, patient satisfac-
tion, adverse events, documentation completeness, outcome measure completion, interdisciplinary com-
munication, supervision frequency, and staff training. For program evaluation, institutions may track
changes in distress, pain, participation, quality of life, or functional goals, depending on the service.

Quality assurance should not reduce therapy to administrative numbers. Narrative case summaries,
patient feedback, and reflective supervision are also important. The goal is to ensure safety and learning
while preserving the relational and creative nature of the work.

5.5 Research Design Recommendations

5.5.1 Clarifying the Intervention

Future studies should clearly describe the intervention. The term ”art therapy” should not be used if the
intervention is only coloring without a therapist. The term ”music therapy” should not be used if the in-
tervention is only background music selected by researchers. The term ”dance/movement therapy” should
not be used if the intervention is only aerobic dance exercise. If the study examines arts-based health
promotion, it should say so.

Descriptions should include therapist qualifications, theoretical orientation, session number, session
length, group size, setting, materials, structure, adaptation, supervision, and treatment fidelity. Without
such detail, findings cannot be interpreted or replicated.
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5.5.2 Selecting Comparison Conditions

Comparison conditions should match the research question. If the aim is to test whether professional music
therapy adds benefit to usual care, treatment as usual may be appropriate. If the aim is to test whether music
therapy has effects beyond attention and social contact, an active control may be needed. If the aim is to
compare art therapy with recreational art, the distinction must be carefully designed.

Waitlist controls are common but may inflate effects because participants know they are waiting for
an attractive intervention. Active controls can be more rigorous but harder to design. Researchers should
also consider pragmatic trials that evaluate real-world service implementation.

5.5.3 Mixed-Methods Designs

Mixed-methods research is well suited to creative arts therapies. Quantitative measures can assess symptom
change, function, quality of life, and physiological indicators. Qualitative interviews can explore meaning,
experience, acceptability, and perceived change. Creative products and process notes can provide additional
data if consent and privacy protections are strong.

For example, an oncology art therapy study might measure anxiety and quality of life while also ana-
lyzing patient interviews about body image and illness meaning. A music therapy dementia study might
measure agitation and caregiver burden while documenting moments of recognition and relational con-
nection. A dance/movement therapy depression study might measure symptom severity and activity level
while exploring changes in body trust.

5.5.4 Longitudinal Follow-Up

Many studies measure immediate post-session or post-program effects. Longitudinal follow-up is needed to
determine whether benefits persist. Follow-up periods may include one month, three months, six months,
or longer depending on the condition. For palliative care, long follow-up may not be appropriate, and
family bereavement outcomes may be more relevant. For rehabilitation, functional maintenance may be
important. For staff well-being, repeated assessment can show whether programs support sustained change
or only temporary relief.

5.5.5 Implementation Science

Implementation science can help explain how creative arts therapies become sustainable in health systems.
Questions include: What barriers prevent referral? Which departments are most ready? How do staff
understand the therapy? What training is needed? What documentation fits workflow? What costs are
involved? What outcomes persuade administrators? What adaptations are needed for local culture?

Implementation outcomes may include acceptability, adoption, appropriateness, feasibility, fidelity,
cost, penetration, and sustainability. These outcomes are as important as clinical outcomes when a new
service is being developed.

5.6 Economic and Administrative Considerations

5.6.1 Cost Categories

Creative arts therapy services require financial planning. Costs include therapist salaries, supervision, train-
ing, materials, instruments, room preparation, storage, documentation systems, evaluation, insurance, and
administrative support. Music therapy may require instruments and sound equipment. Art therapy re-
quires consumable materials and storage. Dance/movement therapy requires safe space and sometimes
flooring adaptations.
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Costs should be compared with intended benefits. A program that reduces distress, improves patient
satisfaction, supports rehabilitation participation, or reduces staff burnout may have indirect economic
value. However, claims of cost savings should be supported by data rather than assumed.

5.6.2 Service Sustainability

Many arts-in-health programs begin as short-term projects, donations, or volunteer efforts. Sustainability
requires integration into institutional planning. This includes stable funding, referral pathways, staffing,
documentation, outcome reporting, and leadership support. If a program depends entirely on one enthu-
siastic individual, it may disappear when that person leaves.

Sustainability also requires realistic scope. A small hospital may begin with one part-time therapist
and a focused program, such as oncology music therapy or pediatric art therapy. A larger medical center
may develop a creative arts therapy department serving multiple units. The service should grow through
evaluation rather than publicity alone.

5.6.3 Public Communication

Public communication should be accurate. Promotional materials should avoid claims such as ”art cures
cancer,” ”music heals all disease,” or ”dance eliminates depression.” Appropriate language includes ”supports
coping,” ”may reduce anxiety,” ”promotes emotional expression,” ”complements medical care,” and ”is
delivered by trained professionals.” Accurate communication protects patients and strengthens academic
credibility.

5.7 A Proposed Integrated Creative Arts Therapy Center

5.7.1 Mission and Scope

A medical institution or academic organization could develop an Integrated Creative Arts Therapy Center
with a mission to provide clinical services, education, research, digital documentation, and community
outreach. The center would not collapse art therapy, music therapy, and dance/movement therapy into
one undifferentiated service. Instead, it would coordinate distinct modalities under a shared governance
and research framework.

The scope may include oncology, pediatrics, rehabilitation, mental health, geriatric care, palliative care,
staff well-being, and community health. The center could also support professional training, textbook
development, clinical guidelines, and software tools.

5.7.2 Core Departments

The center could include an Art Therapy Unit, Music Therapy Unit, Dance/Movement Therapy Unit,
Research and Evaluation Unit, Education and Training Unit, and Digital Health Unit. The Art Therapy
Unit would manage materials, studio space, artwork storage, and clinical art records. The Music Ther-
apy Unit would manage instruments, music libraries, recording policies, and sound environment. The
Dance/Movement Therapy Unit would manage movement space, safety protocols, and body-based assess-
ment tools.

The Research and Evaluation Unit would design studies, collect outcomes, support ethics applications,
and publish findings. The Education and Training Unit would develop courses for therapists, medical staff,
students, and community workers. The Digital Health Unit would build secure platforms for documen-
tation, consent, outcome tracking, and case libraries.
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5.7.3 Clinical Workflow

A typical workflow would include referral, screening, assignment to modality, informed consent, baseline
assessment, treatment planning, sessions, periodic review, discharge summary, and follow-up. Patients
could be referred to one modality or to an integrated plan. For example, a cancer survivor with body
image distress may begin with art therapy and later join a movement group. A child with anxiety before
procedures may receive music therapy and later use art therapy for medical trauma processing.

5.7.4 Academic Output

The center could generate academic output through clinical studies, case reports, practice guidelines, sys-
tematic reviews, training manuals, digital tool evaluations, and interdisciplinary conferences. Such output
would support journal development and professional recognition. It would also create a bridge between
textbook, software, clinical service, and research publication.

5.8 Comparative Strengths, Weaknesses, Opportunities, and Threats

Table 5: SWOT Analysis of Three Creative Arts Therapies in Medical and Health Services
Category Art Therapy Music Therapy Dance/Movement Therapy

Strengths Tangible products, strong
symbolic expression, useful for
trauma and identity work

High accessibility, strong evi-
dence in some medical settings,
useful for arousal and memory

Direct embodiment, useful for
body image, movement acti-
vation, trauma and relational
work

Weaknesses Requires materials and privacy
management; evidence base
uneven in some areas

Risk of preference mismatch;
distinction from music listening
often blurred

Requires safe space and physical
screening; may be intimidating
for some patients

Opportunities Digital artwork archives, med-
ical humanities, pediatric and
oncology programs

Bedside care, dementia care, re-
habilitation, palliative care, dig-
ital playlist tools

Aging health, rehabilitation,
trauma-informed care, group
cohesion, body-based mental
health

Threats Commercialized ”drawing di-
agnosis” and overinterpretation

Overuse of generic background
music under the name of ther-
apy

Confusion with fitness dance
and underestimation of psycho-
logical risk

The SWOT analysis in Table 5 highlights a central theme: each modality’s strength can become a
weakness if professional boundaries are ignored. Art therapy’s visible products support reflection, but
they also create privacy risks. Music therapy’s accessibility supports bedside use, but it can be reduced to
generic sound. Dance/movement therapy’s embodied power supports deep work, but it requires careful
safety management.

5.9 Cultural and Regional Development

5.9.1 The Need for Local Concepts

Creative arts therapies developed significantly in Western professional contexts, but their future in Asia and
Chinese-speaking regions should not be a simple translation of Western models. Local concepts of body,
emotion, family, education, aging, illness, and healing must be considered. For example, patients may
prefer indirect emotional expression, family-centered decision-making, or culturally familiar artistic forms.
Calligraphy, ink painting, paper cutting, folk songs, opera, traditional instruments, martial arts movement,
qigong-related body awareness, and festival rituals may all provide culturally meaningful resources.
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However, cultural resources should be used carefully. A traditional art form is not automatically ther-
apeutic, and cultural familiarity does not remove the need for consent or professional skill. The clinical
question remains: how does this medium serve this patient’s goal in this setting?

5.9.2 Family-Centered Practice

In many Chinese and Asian contexts, illness is experienced through family systems. Family members
often participate in decision-making, caregiving, emotional protection, and financial support. Creative
arts therapies can help families communicate without direct confrontation. A family collage, shared song,
or simple movement ritual may open conversation about fear, gratitude, apology, or hope.

Family-centered practice must also protect the patient’s autonomy. Some patients may not want to
share artwork or songs with family. Some family members may dominate the session. Therapists need to
balance cultural respect with individual privacy and consent.

5.9.3 Education and Stigma

Mental health stigma remains a barrier in many communities. Creative arts therapies may provide a less
stigmatizing entry point because participation can be framed around expression, adjustment, rehabilitation,
or well-being. This can improve access, especially for children, older adults, and patients reluctant to seek
psychotherapy. Yet the less stigmatizing language should not become misleading. If a patient requires
psychiatric care, the therapist should support referral rather than hide clinical need under the language of
art.

5.10 Detailed Recommendations

5.10.1 For Hospitals

Hospitals should begin with a needs assessment. Which departments have unmet psychosocial needs?
Which patient groups are medically stable enough to participate? What staff are available? What spaces
can be used? What outcomes matter to the hospital? Based on these answers, the hospital can pilot a
focused program rather than launching a broad but shallow service.

Recommended first pilots include music therapy for oncology infusion or palliative care, art therapy
for pediatric hospitalization or cancer survivorship, and dance/movement therapy for rehabilitation or
staff well-being. Each pilot should include referral criteria, consent forms, session records, adverse event
procedures, and outcome measures.

5.10.2 For Universities

Universities developing art therapy-related programs should build interdisciplinary curricula. Courses
should include psychology, medicine, arts practice, ethics, research, digital documentation, and super-
vised practice. Students should learn the differences among art therapy, music therapy, dance/movement
therapy, expressive arts therapy, arts education, and arts-based health promotion.

Universities can also develop teaching clinics and community partnerships. These provide training
opportunities while serving local needs. However, student-led services must be supervised and should not
be presented as specialist therapy beyond student competence.

5.10.3 For Community Organizations

Community organizations can play a major role in arts-based health promotion. They can reduce lone-
liness, support caregivers, engage older adults, and promote mental health literacy. Partnerships with
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qualified therapists can create referral pathways for participants who need deeper support. Community
programs should be inclusive, culturally meaningful, and careful in their claims.

5.10.4 For Digital Platform Developers

Digital platform developers should build tools with clinicians, not merely for clinicians. Useful functions
include consent management, secure media storage, session templates, outcome measures, referral track-
ing, supervision notes, de-identified research export, and multilingual interfaces. Risky functions include
automatic diagnosis from images, emotion scoring without validation, public sharing defaults, and unclear
data ownership.

Privacy-by-design should be mandatory. Creative data are not ordinary user content. A patient’s
drawing, song, or movement video may reveal illness, trauma, body image, family conflict, or spiritual
struggle. Encryption, access control, audit logs, deletion rights, and data minimization are essential.

5.11 A Field-Building Agenda

The development of creative arts therapies in medical and health services requires a field-building agenda.
This agenda should include terminology, education, clinical service, research, publication, digital infras-
tructure, and policy dialogue. Without shared terminology, public misunderstanding will persist. Without
education, services will depend on informal enthusiasm. Without research, institutions will hesitate to in-
vest. Without publication platforms, local knowledge will remain scattered. Without digital infrastructure,
process data will be lost. Without policy dialogue, professional boundaries and qualifications will remain
unclear.

A strong academic field should welcome multiple forms of evidence. Randomized trials are impor-
tant, but so are qualitative studies, case reports, implementation studies, health economics, ethics analyses,
cultural studies, and educational research. Creative arts therapies sit at the intersection of medicine, psy-
chology, art, education, sociology, technology, and humanities. The research ecosystem should reflect
that complexity.

For a new journal or special issue, flagship articles should do more than report isolated interventions.
They should define the field, clarify concepts, compare methods, propose standards, and connect local
practice with international scholarship. The present comparative framework can serve as one such foun-
dation by distinguishing art therapy, music therapy, and dance/movement therapy while showing how
they may cooperate within medical and health services.

5.12 Historical Development and Professionalization

5.12.1 From Healing Arts to Professional Therapies

Human societies have long used image, music, and movement in healing rituals, mourning, celebration,
education, and community cohesion. Before modern professional categories existed, people painted, sang,
danced, chanted, carved, and performed rituals to face illness, death, birth, conflict, and transformation.
These historical practices should not be romanticized as equivalent to contemporary therapy, but they
show that the relationship between creative expression and health is not new.

The modern professionalization of creative arts therapies occurred through the convergence of psychi-
atry, psychotherapy, education, rehabilitation, hospital care, and modern arts practice. Art therapy devel-
oped partly through psychiatric interest in patient artwork, progressive education, psychoanalysis, human-
istic psychology, and community mental health. Music therapy developed through hospital music, rehabil-
itation, special education, psychiatric care, and later neuroscience-informed approaches. Dance/movement



110 Medical Research Volume 8, Issue 2, 2026

therapy developed through modern dance, body psychotherapy, movement observation, group therapy,
and somatic psychology.

Professionalization brought both gains and tensions. It created training standards, ethical codes, clin-
ical methods, research programs, and professional identity. At the same time, it required distinguishing
therapy from art education, entertainment, spiritual ritual, and wellness practice. The distinction remains
contested because the arts naturally exceed institutional boundaries. A song can be art, memory, wor-
ship, entertainment, medicine, or therapy depending on context and relationship. A dance can be cultural
expression, exercise, ritual, performance, or psychotherapy. Professionalization does not eliminate this
richness; it clarifies responsibility when the work enters health care.

5.12.2 Medicalization and Humanization

Creative arts therapies occupy a delicate position between medicalization and humanization. If they are
excessively medicalized, they may lose their creative, cultural, relational, and existential power. If they are
insufficiently professionalized, they may be dismissed as entertainment or misused without safeguards. A
balanced approach recognizes that creative arts therapies can be clinically accountable while remaining
aesthetically, culturally, and personally meaningful.

Medicalization becomes problematic when every creative act is forced into diagnostic language. A
patient’s painting should not be treated only as a symptom. A song should not be reduced to a mood score.
A movement should not be viewed only as a sign of pathology. Humanization becomes vague when it
avoids accountability. A program cannot claim therapeutic effect while refusing to define goals, document
outcomes, or manage risk. The field needs both rigor and humility.

Referral Screening Consent Plan Intervention Evaluation

clinical need
patient

preference

risk, mobility
mental status

privacy
creative records

goal, modality
dose, setting

art, music
movement
process

outcomes
team feedback

Figure 3: A service pathway for creative arts therapies in medical institutions. The pathway emphasizes
that therapy begins before the session itself: referral, screening, consent, treatment planning, intervention,
evaluation, and feedback are all part of responsible clinical implementation.

5.12.3 Professional Identity in Emerging Regions

In regions where creative arts therapies are newly developing, professional identity must be built carefully.
Early development often involves artists, psychologists, doctors, educators, social workers, rehabilitation
therapists, and volunteers using similar language but different methods. This diversity can be productive,
but it can also create confusion. A profession develops when it defines its scope, training, ethics, supervision,
research standards, and public communication.

One risk in emerging regions is premature commercialization. Training programs may promise rapid
certification without sufficient clinical practice. Software products may claim diagnostic power from draw-
ings or music preferences. Public workshops may use the word therapy without screening or referral
capacity. Another risk is excessive dependence on imported models. Local scholarship should engage
international standards while developing culturally and institutionally appropriate practices.
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5.13 Intervention Technique Repertoires

5.13.1 Common Art Therapy Techniques

Art therapy includes a wide repertoire of techniques. A body map invites patients to represent sensations,
pain, illness, strength, or emotional zones on an outline of the body. This can be useful in oncology,
chronic pain, eating disorders, trauma, and rehabilitation. An illness timeline allows patients to represent
the course of diagnosis, treatment, crisis, support, and future hopes. A safe-place image can help patients
build internal resources. A mask-making exercise can explore public and private selves, especially for
patients who feel pressure to appear strong. A bridge drawing can represent transition, uncertainty, or life
change. A mandala can support containment, focus, and symbolic organization.

Collage is useful when patients fear drawing or need distance from direct expression. Selecting and ar-
ranging existing images allows emotional communication without the pressure to produce original forms.
Clay work can be grounding and embodied; it allows pressure, shaping, destruction, repair, and three-
dimensional exploration. Group mural work can support social connection and shared identity. Digital
art can support adolescents, remote sessions, and flexible editing, but it may reduce sensory materiality.

Technique selection should follow assessment. A trauma survivor may need grounding and contain-
ment before expressive imagery. A perfectionistic patient may benefit from non-dominant hand drawing
or process-based materials. A fatigued patient may need simple collage rather than intensive painting. A
patient with infection risk may require disposable materials. The technique is never neutral; it shapes the
psychological field.

5.13.2 Common Music Therapy Techniques

Music therapy techniques include receptive listening, live music at bedside, guided relaxation, lyric analy-
sis, songwriting, improvisation, instrument play, singing, rhythm work, music and imagery, and music-
supported rehabilitation. Receptive listening may reduce anxiety or support emotional reflection. Live
music allows the therapist to adjust tempo, volume, and phrasing in response to breathing, facial expres-
sion, and affect. Lyric analysis can help adolescents, adults, or groups discuss difficult topics indirectly.
Songwriting can support identity, grief work, legacy, and self-expression.

Improvisation is clinically rich because it allows spontaneous interaction. A patient may play loudly,
softly, repetitively, chaotically, or hesitantly. The therapist can meet, mirror, support, contrast, or structure
the music. Rhythm work can support group cohesion, motor timing, attention, and activation. Singing
can support breath, voice, memory, and emotional expression. Music-supported rehabilitation may use
rhythm to cue movement, speech, or breathing.

Technique selection must consider hearing, cognition, culture, preference, and medical status. A pa-
tient with migraine may not tolerate sound. A person with trauma may be triggered by certain songs.
A patient with respiratory illness may not be able to sing for long. A person with dementia may respond
strongly to music from youth. The therapist’s live responsiveness is a major part of clinical music therapy.

5.13.3 Common Dance/Movement Therapy Techniques

Dance/movement therapy techniques include mirroring, movement observation, body scan, grounding,
breath movement, gesture development, movement metaphor, rhythmic group movement, leading and
following, spatial exploration, authentic movement, and movement closure rituals. Mirroring can com-
municate empathy and support relational attunement. Grounding helps patients orient to the present.
Gesture development can transform a small movement into a symbolic resource. Spatial exploration can
address boundaries, approach, avoidance, and interpersonal distance.
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Movement metaphor allows psychological themes to be explored through the body. A patient may
create a movement for carrying weight, pushing away, reaching, hiding, or standing firm. Group rhythm
can build cohesion. Leading and following can explore trust and control. Authentic movement, when used
by trained practitioners, can support deep self-awareness, but it requires careful containment and may not
be appropriate for all patients.

Dance/movement techniques require attention to safety. The therapist must adapt for seated partici-
pants, mobility aids, fatigue, pain, balance, and medical restrictions. Psychological safety is equally impor-
tant. Patients should not be forced to perform, be watched in ways that increase shame, or move beyond
tolerance.

5.14 Composite Clinical Vignettes

5.14.1 Vignette 1: Art Therapy for a Young Adult with Cancer

A 29-year-old woman receiving chemotherapy for breast cancer reports that she feels detached from her
body and avoids looking in the mirror. She does not want to join a verbal support group because she fears
crying in front of others. She is referred to art therapy. In the first session, she creates a body outline
and fills the chest area with sharp black lines. She says, ”This is not me anymore.” The therapist does not
interpret the image but asks where the body still feels like hers. The patient adds small areas of blue in
the hands and face. Over several sessions, she creates a series of images showing scars, anger, fatigue, and
eventually clothing, movement, and future plans.

The clinical value lies not in making the patient feel positive immediately, but in allowing a fragmented
body experience to become visible and gradually reworked. Outcome evaluation may include body image
distress, anxiety, quality of life, and patient narrative. The artwork remains confidential and is shared with
her partner only after discussion and consent.

5.14.2 Vignette 2: Music Therapy for an Older Adult with Dementia

An 82-year-old man with moderate dementia is withdrawn in a long-term care facility. He speaks little
and becomes agitated during bathing. His daughter reports that he loved singing Cantonese opera when
younger. A music therapist assesses his response to familiar melodies. During sessions, he begins tapping
rhythm, then humming, then singing fragments. Staff notice that after music sessions he appears calmer
and more willing to engage. His daughter joins one session and sings with him, experiencing a moment
of recognition that ordinary conversation rarely provides.

The goal is not cure of dementia. The goals are emotional contact, reduction of distress, preservation
of identity, and family connection. Documentation includes songs used, response, affect, agitation, and
family feedback. The therapist also advises staff not to play music continuously, because constant sound
may become overstimulating.

5.14.3 Vignette 3: Dance/Movement Therapy for Depression

A 45-year-old man with recurrent depression describes his body as ”heavy” and ”stuck.” He has low mo-
tivation and avoids social contact. In a dance/movement therapy group, early sessions focus on seated
grounding and small gestures rather than dance steps. The therapist invites participants to explore move-
ments of weight and support. The patient initially moves only his hands. Later he experiments with
standing, shifting weight, and creating a gesture for ”pushing through.” The group mirrors his gesture,
and he reports feeling seen without needing to explain.

Outcome measures may include depression symptoms, activity level, body awareness, and group en-
gagement. The case illustrates how dance/movement therapy can address depressive embodiment without



Changkui Li 113

requiring performance.

5.14.4 Vignette 4: Music Therapy in Palliative Care

A patient with advanced lung disease is anxious about leaving messages for grandchildren but is too fatigued
to write letters. In music therapy, she chooses a familiar song and speaks memories between verses. The
therapist helps shape these into a simple recorded legacy piece with explicit consent. Family members
later listen with her at bedside. The intervention supports memory, family connection, and dignity. The
outcome cannot be fully captured by anxiety scales; its significance lies in relational and existential care.

5.14.5 Vignette 5: Art-Based Staff Support after a Critical Incident

After a traumatic resuscitation involving a child, a pediatric unit reports emotional distress among nurses.
An art therapist facilitates a staff group. Participants create abstract images of what they carried from the
event. Some images show fragmentation, others anger, others silence. The group discusses not patient
details but professional impact, support needs, and team communication. The session identifies both emo-
tional burden and system issues, including the need for post-incident debriefing. The art process functions
as reflective practice and organizational listening.

5.14.6 Vignette 6: Movement-Based Rehabilitation after Stroke

A 67-year-old stroke survivor has regained basic mobility but remains fearful of falling and avoids social
activity. A dance/movement therapist works with the rehabilitation team to design seated and standing
movement sequences. The sessions use rhythm, weight shifting, reaching, and partner mirroring. The
patient begins to experience movement as expressive rather than merely corrective. He later joins a small
group and reports greater confidence. Evaluation includes balance confidence, participation, mood, and
therapist observation.

5.15 Measurement Tools and Evaluation Domains

Evaluation should be proportionate to program level. A hospital-wide music relaxation program may use
brief satisfaction and distress measures. A specialist therapy service should use more detailed assessment.
A research trial should use validated instruments, predefined outcomes, and statistical analysis. A training
clinic should include supervision notes and competency assessment.

5.16 Reporting Checklist for Studies

Such a checklist would improve research quality and editorial decision-making. It would also help dis-
tinguish serious scholarship from loosely described wellness activity. Journals in the field can adapt the
checklist for author guidelines.

5.17 Ethical Scenarios and Responses

5.17.1 Scenario 1: A Drawing Suggests Self-Harm

A university student in an art therapy group creates an image that includes a bridge, a dark river, and
the words ”no exit.” The therapist should not assume imminent self-harm solely from the image, but the
content requires careful inquiry. The therapist can ask the student about the meaning of the image and
whether it relates to current safety. If risk is present, institutional crisis protocols must be followed. The
artwork should be documented respectfully and confidentially.
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Table 6: Examples of Evaluation Domains for Creative Arts Therapy Programs
Domain Possible Indicators Relevant Settings

Emotional symptoms Anxiety, depression, distress, fear,
anger, emotional regulation

Oncology, psychiatry, pediatrics, staff support

Physical symptoms Pain, fatigue, sleep, nausea, physi-
ological arousal

Oncology, palliative care, perioperative care, chronic
pain

Function Mobility, balance, speech, breath,
fine motor use, participation in re-
habilitation

Rehabilitation, neurology, geriatrics

Social connection Group participation, family com-
munication, loneliness, peer sup-
port

Community health, long-term care, oncology groups

Identity and meaning Body image, illness narrative, dig-
nity, hope, life review

Cancer care, palliative care, chronic illness

Process quality Engagement, creative risk-taking,
symbolic development, musical
interaction, movement range

All creative arts therapy settings

Safety Adverse events, emotional flood-
ing, falls, overstimulation, confi-
dentiality incidents

All clinical settings

Service implementa-
tion

Referral rate, attendance, comple-
tion, staff acceptance, cost, sus-
tainability

Institutional programs

Table 7: Recommended Reporting Checklist for Creative Arts Therapy Studies
Item Recommended Description

Terminology State whether the study examines professional therapy, arts-based health promotion,
music medicine, recreational arts, or another model.

Therapist qualifications Report education, credentialing, clinical experience, supervision, and role in the inter-
vention.

Participants Describe diagnosis, age, setting, inclusion criteria, exclusion criteria, risk screening,
and cultural context.

Intervention Describe medium, materials, techniques, session structure, frequency, duration, group
size, and adaptation.

Theoretical model Identify psychodynamic, humanistic, cognitive-behavioral, trauma-informed, neuro-
logic, community-based, or integrative framework.

Comparator Describe treatment as usual, waitlist, active control, recreational activity, or other com-
parison.

Outcomes Specify primary and secondary outcomes, measurement timing, and rationale.
Process data Report session attendance, engagement, adherence, therapist notes, and relevant qual-

itative data.
Safety Report adverse events, emotional distress, physical incidents, and privacy procedures.
Ethics Describe consent, confidentiality, creative product ownership, recording, and data

storage.
Analysis Explain quantitative, qualitative, or mixed-methods analysis.
Limitations Discuss sample size, bias, generalizability, therapist effects, and intervention hetero-

geneity.
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5.17.2 Scenario 2: A Song Triggers Traumatic Memory

A music therapist plays a song requested by a family member for an older patient. The patient becomes
tearful and agitated. The therapist stops, grounds the patient, and later learns the song is associated with
wartime loss. The lesson is that family preference does not always equal patient safety. Music history
should be assessed carefully, and real-time monitoring is essential.

5.17.3 Scenario 3: Movement Creates Shame

In a movement group, a participant with obesity and a history of bullying becomes silent when asked to
stand and move. The therapist offers seated alternatives and emphasizes choice. The group is reminded
that movement is not performance. The therapist later checks in privately. Dance/movement therapy must
protect participants from exposure, comparison, and body shame.

5.17.4 Scenario 4: Hospital Wants to Exhibit Patient Art

A hospital administrator proposes displaying patient artwork in a corridor to promote humanistic care.
This may be valuable if patients freely consent, understand the audience, and can decline without pressure.
However, artwork made in therapy may contain private material. The therapist should create a consent
process, offer anonymization, and avoid displaying clinically sensitive works. Patients should be able to
withdraw permission.

5.17.5 Scenario 5: Software Claims to Diagnose Depression from Drawings

A digital health company claims its algorithm can diagnose depression from color use and line pressure.
Such a claim is ethically risky unless supported by strong validation, regulatory review, and clinical over-
sight. A more responsible claim would be that the software supports structured documentation and may
assist therapists in organizing observations. Diagnostic decisions should remain with qualified professionals
using comprehensive assessment.

5.18 Extended Comparison with Related Fields

5.18.1 Creative Arts Therapies and Medical Humanities

Medical humanities use literature, history, philosophy, ethics, visual art, music, theater, and narrative to
deepen understanding of medicine. Creative arts therapies overlap with medical humanities in their con-
cern for meaning, personhood, and experience. However, medical humanities are often educational or
reflective, while creative arts therapies are clinical interventions delivered within therapeutic relationships.
A medical humanities seminar may help students reflect on suffering; art therapy may help a patient process
illness through image-making. Both are valuable, but their methods and responsibilities differ.

5.18.2 Creative Arts Therapies and Occupational Therapy

Occupational therapy may use art, craft, music, or movement to support function, participation, and daily
living. Art therapy may use similar materials but with a different clinical emphasis on psychological ex-
pression and symbolic process. Music therapy may support rehabilitation goals that overlap with speech
or physical therapy. Dance/movement therapy may overlap with physical therapy in movement practice.
Interdisciplinary cooperation is beneficial when roles are clear. Conflict arises when one profession claims
all uses of a medium or when institutions ignore specialized training.
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5.18.3 Creative Arts Therapies and Psychotherapy

Creative arts therapies are forms of psychotherapy or psychosocial therapy when used for clinical psycho-
logical goals. They share concerns with verbal psychotherapy, including alliance, transference, emotion
regulation, trauma, narrative, and meaning. Their distinctive feature is that the medium becomes a third
element in the therapeutic relationship. The patient and therapist relate not only to each other but also
to the image, music, or movement. This triangular structure can reduce direct confrontation and enrich
expression.

5.18.4 Creative Arts Therapies and Recreation

Recreation is valuable in health care. Patients need pleasure, social connection, and normal life activities.
Recreational art, music, and dance should not be devalued. The problem occurs only when recreation
is marketed as clinical therapy without assessment or professional responsibility. A well-designed health
system can include both recreation and therapy, with clear distinctions and referral pathways.

5.19 Proposed Consensus Statements

Because creative arts therapies are often misunderstood in public communication, a set of consensus state-
ments may help medical institutions, educators, editors, and researchers use terminology consistently.
These statements are not formal guidelines, but they summarize the position developed in this article.

Table 8: Proposed Consensus Statements for Creative Arts Therapies in Medical and Health Services
No. Statement

1 Art therapy, music therapy, and dance/movement therapy are related but distinct professional approaches;
they should not be treated as interchangeable forms of entertainment.

2 The defining feature of therapy is not the artistic medium alone, but the combination of assessment, ther-
apeutic relationship, clinical goal, ethical practice, and trained professional judgment.

3 Arts-based health promotion, recreational arts, medical humanities education, and specialist creative arts
therapy can coexist within health systems, but they require different claims, staffing, documentation, and
risk controls.

4 Creative arts therapies are complementary to medical care. They should not be presented as substitutes for
diagnosis, medication, surgery, psychotherapy, rehabilitation, or emergency intervention.

5 Patient preference, cultural meaning, sensory tolerance, medical status, psychological risk, and accessibility
should guide modality selection.

6 Creative products, including artworks, songs, lyrics, recordings, and movement videos, may contain sen-
sitive health information and should be protected as confidential clinical material.

7 No drawing, song, rhythm, color, posture, or movement pattern should be interpreted as a direct diag-
nostic sign without context and patient collaboration.

8 Digital platforms can support documentation, teaching, supervision, and research, but they should not
replace therapist judgment or make unvalidated diagnostic claims.

9 Research reports should describe therapist qualifications, intervention structure, theoretical model, dose,
setting, comparator, outcomes, safety, and ethics.

10 Field development requires coordinated work in education, clinical service, research, publication, software
infrastructure, and policy dialogue.

5.20 Contraindications, Precautions, and Adaptations

Creative arts therapies are generally perceived as gentle, but they are not risk-free. A major task for medical
integration is to define not only indications but also contraindications and precautions. Some contraindi-
cations are absolute in a specific moment, such as acute medical instability or immediate danger requiring
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emergency care. Others are relative, meaning that therapy may proceed with adaptation, specialist in-
volvement, or additional safeguards.

Table 9: Contraindications and Precautions by Modality
Risk Area Art Therapy Music Therapy Dance/Movement Therapy

Acute psychiatric
risk

Avoid uncontained trauma im-
agery; coordinate with men-
tal health team; use grounding
materials

Avoid emotionally intense mu-
sic; monitor agitation, mania,
psychosis, and dissociation

Avoid high-intensity body ex-
ploration; use grounding and
clear boundaries

Medical instabil-
ity

Use brief bedside work only if
medically cleared; avoid messy
or tiring materials

Use low-intensity receptive
methods if tolerated; monitor
fatigue and arousal

Usually defer active movement
until medically stable; consider
breath or micro-movement
only

Infection control Use disposable or disinfectable
materials; avoid shared porous
tools

Disinfect instruments; avoid
shared mouth instruments un-
less protocols are strict

Clean mats/chairs; avoid close
contact if infection risk is high

Sensory sensitiv-
ity

Avoid strong smells, textures,
and visual overload

Control volume, timbre, repe-
tition, and song associations

Avoid overwhelming vestibu-
lar input, touch, or spatial ex-
posure

Physical injury Manage tools, scissors, needles,
allergies, and posture fatigue

Manage instrument weight,
hearing discomfort, and respi-
ratory limits during singing

Screen fall risk, pain, cardio-
vascular status, joint limits, and
dizziness

Privacy risk Protect images and written
reflections; clarify ownership
and display rules

Protect recordings, lyrics,
playlists, and personal song
histories

Protect video, body images,
and movement observation
records

Cultural mis-
match

Avoid imposing symbolic
interpretations or unfamiliar
artistic norms

Assess language, religion, gen-
eration, and song meaning

Respect modesty, gender
norms, disability, and body-
related cultural values

These precautions should be read as clinical decision aids rather than as reasons to exclude patients from
creative engagement altogether. In practice, the question is often not whether a patient may participate, but
what level, format, medium, intensity, and documentation procedure are appropriate at a given moment.
A patient who cannot tolerate active movement may still benefit from seated breath awareness or carefully
paced receptive music. A patient who is overwhelmed by visual materials may begin with structured
choices rather than open-ended image-making. A patient whose cultural background makes bodily display
uncomfortablemay participate through private, small-scalemovement exploration rather than public group
activity.

Risk management therefore requires continuous adjustment. The therapist should review medical
status, emotional stability, sensory tolerance, privacy needs, family expectations, and institutional policy
before and during intervention. When uncertainty is high, the safest response is not necessarily cancella-
tion; it may be a shorter session, a lower-stimulation medium, a co-treatment arrangement, or a referral
back to the medical or mental health team. This adaptive logic helps preserve the humanizing value of
creative arts therapies while keeping them inside responsible clinical boundaries.

5.21 A Research Agenda for the Next Decade

The next decade of creative arts therapy research should move beyond the question of whether the arts
are generally good for health. The more important questions are specific: which modality, delivered by
whom, in what setting, for which population, at what dose, through what mechanism, compared with
what, and measured by which outcomes? The field needs precision without losing complexity.

The agenda in Table 10 also implies that future studies should be designed with stronger attention
to mechanism and context. A trial that reports a reduction in anxiety is useful, but it becomes more in-
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Table 10: Priority Research Questions for Art Therapy, Music Therapy, and Dance/Movement Therapy
Research Area Art Therapy Music Therapy Dance/Movement Therapy

Mechanisms How do image externaliza-
tion, material interaction, and
symbolic transformation sup-
port regulation and meaning?

How do rhythm, preference,
live responsiveness, and musi-
cal entrainment influence af-
fect and physiology?

How do movement qualities,
embodiment, mirroring, and
spatial boundary work influ-
ence emotion and agency?

Dose What frequency and duration
are needed for cancer coping,
trauma support, or pediatric
adjustment?

What session dose is needed
for anxiety, pain, depression,
dementia, or rehabilitation
outcomes?

What intensity and duration
are safe and effective for de-
pression, trauma, older adults,
and neurological conditions?

Comparators How does professional art
therapy differ from recre-
ational art or expressive
writing?

How does music therapy differ
from music medicine or pas-
sive listening?

How does dance/movement
therapy differ from dance ex-
ercise or physiotherapy?

Digital tools Can secure image archives
support outcome tracking
without overinterpretation?

Can preference-based digital
music systems improve per-
sonalization and continuity?

Can movement documenta-
tion tools support supervision
while protecting privacy?

Culture How do local visual traditions
shape therapeutic meaning?

How do language, religion,
and generational song mem-
ory affect outcomes?

How do cultural norms
around body, gender, and
space affect participation?

Training What competencies predict
safe and effective practice in
hospitals?

What level of musicianship
and clinical training is neces-
sary for different settings?

What movement observation
and medical safety competen-
cies are required?

Economics Are art therapy programs
cost-effective in oncology,
pediatrics, or staff support?

Can music therapy reduce
medication use, distress, or
length of stay in selected set-
tings?

Can movement-based therapy
improve function and reduce
care burden in aging services?

formative when it explains whether the change may be associated with sensory modulation, relational
attunement, symbolic expression, perceived control, social synchrony, or meaning reconstruction. Simi-
larly, an implementation study is more valuable when it identifies which staff roles, referral routes, consent
procedures, and documentation practices made the intervention feasible.

Research programs should also avoid forcing all creative arts therapies into a single evidence model.
Randomized trials are important for selected questions, especially when the target outcome is clearly de-
fined, the intervention can be manualized, and the comparison condition is ethically acceptable. However,
qualitative studies, process research, case series, realist evaluation, economic analysis, and mixed-methods
implementation research are also needed. These approaches can describe how patients experience the in-
tervention, how therapists make clinical decisions, why some participants do not respond, and how services
can be sustained in ordinary institutions.

5.22 Editorial Framework for a Flagship Journal

A specialized journal in art therapy and medical health should establish editorial standards from the begin-
ning. It should welcome conceptual articles, but it should also ask authors to distinguish therapy, education,
health promotion, and commercial practice. If the journal becomes a platform for vague healing narratives,
it will not build academic authority. If it becomes too narrow and excludes practice knowledge, it will fail
to reflect the field. The editorial challenge is to combine rigor, clinical relevance, cultural openness, and
methodological pluralism.

Such an editorial structure would allow the journal to serve multiple audiences: clinicians seeking
service models, researchers seeking evidence, educators building curricula, software developers needing
ethical frameworks, and policymakers considering professional standards. The journal should require En-
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Table 11: Proposed Section Architecture for a Journal of Art Therapy Research
Journal Section Suitable Article Types Editorial Emphasis

Original Research Clinical trials, cohort stud-
ies, surveys, mixed-methods
studies, service evaluations

Clear intervention definition, ethics, outcomes, therapist qual-
ifications, limitations

Systematic Reviews Systematic reviews, scoping
reviews, meta-analyses, evi-
dence maps

Transparent search strategy, quality appraisal, cautious conclu-
sions

Clinical Practice Case studies, protocol pa-
pers, service models, inter-
disciplinary pathways

Risk management, consent, clinical reasoning, transferability

Education and
Training

Curriculum design, com-
petency frameworks, place-
ment models, supervision
studies

Professional standards, assessment, interdisciplinary education

Digital Art Therapy Software evaluation, digi-
tal documentation, AI ethics,
telehealth models

Privacy, validation, human oversight, platform governance

Medical Humanities
and Ethics

Conceptual essays, ethical
analyses, cultural studies,
narrative medicine links

Conceptual clarity, relevance to health services, cultural sensi-
tivity

Policy and Stan-
dards

Position papers, terminol-
ogy guidelines, scope-of-
practice statements

Field-building value, stakeholder relevance, practical recom-
mendations

Letters and Debate Commentaries, responses,
methodological debates

Constructive scholarly dialogue and correction of terminology
misuse

glish metadata for Chinese articles and Chinese metadata for English articles if it aims to build both local
influence and international visibility.

Such a journal would need a clear editorial identity. It should not merely collect articles that mention
art, music, dance, or well-being; it should cultivate standards for describing therapeutic process, profes-
sional boundaries, cultural adaptation, and clinical accountability. Authors should be encouraged to state
whether their work concerns professional therapy, arts-based health promotion, education, community
practice, or medical humanities. This distinction would make the journal more useful to clinicians and
administrators who need to decide what kind of service they are actually reading about.

The journal could also serve as a bridge between regions with mature credentialing systems and regions
where creative arts therapies are still emerging. For emerging contexts, the most valuable publications may
include terminology papers, pilot protocols, supervision models, training frameworks, translation studies,
and reflective implementation reports. For established contexts, the journal can promote comparative ef-
fectiveness research, health economics, digital ethics, and cross-cultural replication. In both cases, editorial
policy should reward careful claims, transparent limitations, and practical relevance.

5.23 Figures as Field-Building Tools

In emerging interdisciplinary fields, figures are not merely decorative. A strong conceptual figure can sta-
bilize terminology, teach readers quickly, and make an article more citable. For a flagship article, figures
should do four things. First, they should clarify relationships that are often confused, such as the dis-
tinction between health promotion and therapy. Second, they should show clinical pathways, including
referral, screening, consent, intervention, and evaluation. Third, they should compare modalities without
reducing them to simplistic rankings. Fourth, they should help administrators see how a service could be
implemented.
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The figures in this article are therefore designed as conceptual infrastructure. Figure 1 situates creative
arts therapies within a biopsychosocial model. Figure 2 clarifies the triadic structure of the field. Figure 3
translates theory into serviceworkflow. Future articles could add disease-specific pathways, digital platform
architectures, and training competency maps.

Level 1: Arts-based health promotion
open access, low risk, broad well-being

Level 2: Supportive psychosocial intervention
targeted groups, screening, structured outcomes

Level 3: Specialist clinical creative arts therapy
qualified therapist, treatment plan, risk management

examples:
community art
singing group
gentle movement
examples:
cancer coping
group
staff burnout group
school anxiety
group
examples:
trauma therapy
palliative legacy
work
psychiatric care

claims:
well-being
participation
connectionclaims:
support
coping
symptom reliefclaims:
clinical goals
documented ther-
apy
team integration

Figure 4: A layered model distinguishing arts-based health promotion, supportive psychosocial interven-
tion, and specialist clinical creative arts therapy. This distinction is central to safe terminology, staffing,
claims, and evaluation.

5.24 Clinical Program Templates

5.24.1 Template 1: Hospital Art Therapy Program

A hospital art therapy program should begin with a clearly defined population. A broad statement such as
”all patients may benefit” is not operationally useful. A first-stage programmight target pediatric inpatients,
adult oncology patients, women receiving breast cancer treatment, patients in psychiatric rehabilitation,
or staff exposed to high emotional burden. Each population requires different materials, session length,
consent procedures, and outcome measures.

For pediatric inpatients, the program may include bedside art-making, medical play through image
and symbol, preparation for procedures, and family-supported drawing. Materials should be safe, wash-
able, non-toxic, and adaptable to bed position. The therapist should coordinate with nurses regarding
infection control and treatment schedules. Outcomes may include procedure anxiety, observed distress,
child engagement, parent satisfaction, and narrative reports from staff.

For adult oncology patients, a program may include individual sessions during treatment and small
groups during survivorship. Themes may include illness maps, body image, fatigue, anger, uncertainty,
family communication, and future orientation. The program should include private storage of artworks
and a clear policy on whether patients take work home. Outcomes may include distress, anxiety, quality
of life, body image, session attendance, and qualitative narratives of coping.

For psychiatric rehabilitation, art therapy may be integrated into a multidisciplinary plan. The fo-
cus may include emotional expression, social participation, identity, cognitive organization, and recovery
narrative. Group rules should address confidentiality, respectful viewing of artwork, and the right not to
share. Therapists should coordinate with psychiatrists and psychologists when artwork or process suggests
risk.

5.24.2 Template 2: Hospital Music Therapy Program

A hospital music therapy program can be designed for high feasibility because music can often be delivered
at bedside, in treatment rooms, or in groups. A first-stage program might focus on oncology infusion,
palliative care, neonatal or pediatric units, stroke rehabilitation, dementia care, or perioperative anxiety.
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In oncology infusion, the therapist may provide individualized receptive music, live music, breathing
with music, or brief lyric-based reflection. Sessions must respect the shared environment, headphones or
low-volume live music may be needed, and patient preference is essential. Outcomes may include anxiety,
pain, fatigue, perceived support, and treatment experience.

In palliative care, music therapy may include preferred songs, spiritual music, life review, songwriting,
family singing, and legacy recording. The therapist must be sensitive to prognosis, fatigue, breathlessness,
and family dynamics. A short session may be more appropriate than a standard-length session. Outcomes
may include comfort, family connection, dignity, anxiety, and qualitative family feedback.

In neurorehabilitation, music therapy may support rhythm-based movement, speech, attention, mo-
tivation, and emotional adaptation. Collaboration with rehabilitation therapists is essential. Goals should
be functional as well as psychological. Documentation should specify whether the session addressed gait,
upper-limb movement, vocalization, attention, or emotional support.

5.24.3 Template 3: Dance/Movement Therapy Program

A dance/movement therapy program requires the most explicit physical safety planning. The program
should define whether sessions are seated, standing, mixed, or individually adapted. The space should be
free of obstacles, with stable chairs, appropriate flooring, and emergency procedures. Participants should
be screened for fall risk, pain, dizziness, cardiovascular limitations, and trauma-related concerns.

For depression and anxiety groups, sessions may include grounding, breath, posture awareness, move-
ment expansion, mirroring, group rhythm, and verbal integration. The goal is not dance performance but
embodied regulation and social connection. Outcomes may include depression, anxiety, body awareness,
activity level, and group participation.

For older adults, sessions may focus on seated movement, gentle weight shifting, rhythm, memory,
social engagement, and balance confidence. The therapist should coordinate with nursing or rehabilitation
staff. Outcomes may include participation, mood, balance confidence, agitation, social interaction, and staff
observation.

For trauma-informed work, the program should emphasize choice, boundaries, orientation to the
room, and small movements. Touch should not be used unless clinically justified and explicitly consented
to. Participants should be able to stop, sit, observe, or choose alternative movements. The therapist should
avoid pushing participants toward cathartic expression without sufficient stabilization.

5.25 Policy Roadmap for Field Development

5.25.1 Stage 1: Terminology and Public Education

The first stage of field development is terminology. Public education should explain the difference between
art therapy and art class, music therapy and music appreciation, dance/movement therapy and dance ex-
ercise, health promotion and clinical treatment. This may seem basic, but terminology shapes funding,
service quality, training, and public trust. If terminology remains confused, weak programs may claim
professional authority while professional services struggle to explain their value.

Public education should use simple but accurate language. A possible statement is: ”Creative arts ther-
apies use art, music, or movement within a therapeutic relationship to support health goals. They are
delivered by trained professionals and complement medical, psychological, educational, or rehabilitation
services.” This language avoids exaggeration while establishing professional identity.
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Table 12: Minimum Program Components for Hospital-Based Creative Arts Therapy Services
Component Art Therapy Music Therapy Dance/Movement Ther-

apy

Target population Define diagnosis, age, set-
ting, communication needs,
and emotional goals

Define symptom target, mu-
sic access, cultural prefer-
ence, and hearing status

Define mobility level, psy-
chological goal, physical risk,
and group suitability

Space Studio, bedside cart, private
room, group room

Bedside, treatment room,
music room, group room

Safe movement room, chairs,
clear floor, accessible exits

Materials/equipment Paper, paint, clay, collage,
storage, cleaning supplies

Instruments, speaker, head-
phones, recording device,
cleaning protocol

Chairs, mats if needed,
movement props, safety
checklist

Consent Artwork ownership, pho-
tography, display, publica-
tion, storage

Recording, song use, family
participation, privacy

Video, touch, physical risk,
body privacy, group bound-
aries

Documentation Image process, patient mean-
ing, materials, risk, outcome

Music method, response,
preference, arousal, outcome

Movement quality, safety,
participation, integration,
outcome

Team communication Psychological concerns,
family issues, coping themes

Distress, preferences, proce-
dural support, family songs

Mobility concerns, trauma
triggers, fall risk, body con-
fidence

Evaluation Distress, body image, expres-
sion, quality of life

Anxiety, pain, fatigue, mood,
memory, participation

Mood, body awareness, mo-
bility confidence, participa-
tion

5.25.2 Stage 2: Training and Supervision Standards

The second stage is training. Emerging regions may not yet have full professional accreditation systems.
In that situation, institutions can begin by defining minimum competencies for different service levels.
Health promotion facilitators need basic safety, ethics, referral awareness, and group facilitation. Support-
ive intervention providers need more training in assessment, documentation, and population-specific risks.
Specialist therapists need graduate-level or equivalent professional preparation, supervised clinical hours,
and continuing education.

Supervision should be required in training programs and early clinical services. Supervisors help prac-
titioners recognize risk, avoid overinterpretation, manage emotional impact, and maintain ethical bound-
aries. Without supervision, practitioners may rely too heavily on intuition or artistic enthusiasm.

5.25.3 Stage 3: Pilot Services and Evaluation

The third stage is pilot service development. Rather than launching broad claims, institutions should pilot
focused services with measurable goals. A hospital might start with music therapy in palliative care, art
therapy in pediatric oncology, or movement therapy in rehabilitation. A university might start with art-
based stress support for students. A community organization might start with singing groups for older
adults and referral links to professional care.

Each pilot should include a short protocol, consent form, documentation template, outcome plan, and
review meeting. After three to six months, the institution can evaluate feasibility, acceptability, safety,
cost, and preliminary outcomes. This creates a learning system rather than a publicity event.

5.25.4 Stage 4: Research Networks and Publication

The fourth stage is research networking. Single-site studies are useful but limited. Multi-site networks can
build larger samples, comparemodels, and develop shared measures. Journals can support this by publishing
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protocols, negative findings, implementation reports, and methodological debates. A field grows stronger
when it publishes not only success stories but also lessons from failure and adaptation.

5.25.5 Stage 5: Professional Recognition and Regulation

The fifth stage is professional recognition. Regulation should protect the public without suffocating in-
novation. It should define titles, scope of practice, training requirements, ethical duties, and complaint
mechanisms. In regions where legal regulation is not yet possible, professional associations and institu-
tional credentialing can provide interim standards.

1
Terminology

2
Training

3
Pilot service

4
Research network

5
Recognition

public
education

scope clarity

curriculum
supervision

protocol
evaluation

multi-site data
publication

standards
credentialing

Figure 5: A five-stage policy roadmap for developing creative arts therapies in emerging medical and
health service systems.

5.26 Software Data Dictionary for Creative Arts Therapy

If digital infrastructure is developed for creative arts therapy services, a data dictionary should be established
before software design. Without a data dictionary, platforms may collect too much irrelevant information
while missing clinically important fields. A good data dictionary supports care, supervision, research,
privacy, and interoperability.

The platform should also define user roles. A therapist may access detailed session records. A physician
may need summary information relevant to care. A researcher may access de-identified data only after
ethics approval. An administrator may view service volume and quality indicators but not private artworks
or recordings. Role-based access is essential because creative records are intimate.

5.27 Special Issue Blueprint

A flagship journal issue on creative arts therapies in medical and health services could be organized as a
field-defining collection. The present article would serve as the conceptual anchor. Additional articles
could address modality-specific evidence, clinical protocols, digital infrastructure, ethics, education, and
local practice. Such an issue would help create a scholarly ecosystem rather than isolated papers.

5.28 Author Checklist for Future Submissions

For a new scholarly field, editorial consistency is a form of academic infrastructure. Authors may come
from medicine, psychology, art education, rehabilitation, nursing, social work, public health, software
engineering, and community arts. Their assumptions about evidence, ethics, and terminology may differ
substantially. A submission checklist can help align manuscripts before peer review and reduce avoidable
confusion.

This checklist can be adapted into author instructions for a future journal. It would also be useful for
institutional review boards and hospital departments evaluating proposed creative arts therapy studies. The
checklist does not force all manuscripts into one methodology. Instead, it asks every manuscript to make
its intervention, ethics, evidence, and claims visible.
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Table 13: Core Data Dictionary for a Creative Arts Therapy Digital Platform
Data Category Example Fields Purpose and Safeguard

Patient profile Age group, department,
referral source, commu-
nication needs, accessibil-
ity needs

Supports adaptation; should minimize identifiable data when
used for research

Consent Therapy consent, art-
work storage, audio
recording, video record-
ing, teaching use, publi-
cation use

Must be granular; refusal of recording should not prevent ordi-
nary care

Clinical screening Medical stability, mo-
bility risk, psychological
risk, sensory sensitivity,
infection precautions

Supports safety and modality selection

Session metadata Date, setting, therapist,
modality, session length,
individual/group, family
present

Supports service audit and continuity of care

Intervention content Materials, music meth-
ods, movement methods,
theme, session goal

Supports supervision and replication without exposing unneces-
sary private content

Creative record Artwork image, song list,
lyric, audio file, move-
ment note, video file

Highly sensitive; requires access control, encryption, and reten-
tion policy

Patient response Mood before/after, pain,
distress, engagement,
verbal reflection, adverse
response

Supports outcome monitoring and risk management

Outcome measures Scale scores, functional
goals, participation in-
dicators, quality-of-life
items

Supports research and clinical evaluation

Team communica-
tion

Referral feedback, risk
alerts, discharge sum-
mary, recommendations

Supports interdisciplinary care; should avoid speculative inter-
pretations

Research export De-identified variables,
consent status, study
code, missing data flags

Supports evidence generation while protecting identity

6 Discussion and Conclusion

The final part synthesizes the comparison and states the article’s main limitations and practical conclusion.
It emphasizes that the three modalities should be developed as related but distinct clinical resources rather
than as interchangeable arts activities.

6.1 Discussion

Art therapy, music therapy, and dance/movement therapy share a commitment to treating the person
as more than a body with symptoms. They create spaces in which patients can make images, sounds,
movements, and meanings. In doing so, they extend medical care into domains of experience that are
often present but under-addressed: fear, grief, shame, identity, memory, social connection, and bodily
trust.

The comparison in this article suggests that the three modalities are complementary rather than in-
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Table 14: Blueprint for a Special Issue on Creative Arts Therapies in Medical and Health Services
No. Article Title Concept Strategic Role

1 A Comparative Study of Art
Therapy, Music Therapy, and
Dance/Movement Therapy in
Medical and Health Services

Flagship conceptual framework and field map

2 Art Therapy in Oncology and Pal-
liative Care: Protocols, Outcomes,
and Ethical Issues

Builds a high-need medical application area

3 Music Therapy for Anxiety, Pain,
and Rehabilitation: Evidence and
Service Pathways

Connects stronger evidence base with hospital implementation

4 Dance/Movement Therapy for
Depression, Trauma, and Aging
Health

Positions embodiment within mental health and rehabilitation

5 Digital Documentation and AI
Ethics in Creative Arts Therapies

Links software development with privacy and clinical governance

6 Training Standards for Art Therapy
in Medical and Community Health
Contexts

Supports textbook, curriculum, and professionalization

7 Case Report Guidelines for Cre-
ative Arts Therapy Journals

Improves publication quality and editorial standards

8 Creative Arts Therapies in Chinese
Cultural Contexts: Local Resources
and Professional Boundaries

Builds regional identity and international contribution

9 Arts-Based Staff Support for Nurses
and Physicians: Beyond Individual
Resilience

Connects therapy with occupational health and system responsibility

10 A Research Agenda for Creative
Arts Therapies in Asia-Pacific
Health Systems

Opens multi-site collaboration and future submissions

terchangeable. Art therapy is especially strong where visual symbolization, material engagement, and
externalization are needed. Music therapy is especially strong where arousal regulation, memory, rhythm,
and accessible bedside intervention are needed. Dance/movement therapy is especially strong where em-
bodiment, body image, movement activation, and somatic integration are central.

The clinical question is therefore not ”Which therapy is best?” but ”Which medium fits this patient,
this goal, this setting, and this risk profile?” In a cancer center, music therapy may be easiest to integrate
into infusion rooms, while art therapy may be more suitable for survivorship groups and legacy work. In
a rehabilitation hospital, music therapy may support gait and speech, while dance/movement therapy may
support balance and body confidence. In a child mental health service, art therapy may support symbolic
play and trauma expression, while music therapy may support communication and regulation.

The article also highlights the importance of professional boundaries. The popularity of arts and well-
ness can help expand access, but it can also blur responsibility. Not every arts activity is therapy. Not every
artist is a therapist. Not every pleasant experience is a clinical intervention. Medical institutions must pro-
tect patients by establishing clear service levels, referral criteria, qualifications, consent procedures, and
evaluation standards.

At the same time, excessive medicalization should be avoided. Creative arts therapies should not be
reduced to symptom machines. Their value includes meaning, relationship, dignity, agency, beauty, play,
and cultural expression. A balanced model recognizes both evidence and humanity. It asks for measurable
outcomes where appropriate, but it also respects the subtle forms of healing that occur when a patient is
able to create, remember, move, sing, or be witnessed.
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Table 15: Pre-Submission Checklist for Manuscripts on Creative Arts Therapies
No. Checklist Item Editorial Rationale

1 The manuscript defines the
intervention accurately.

Prevents confusion among professional therapy, arts education, recreation,
health promotion, and commercial wellness.

2 The article identifies the
modality or modalities used.

Clarifies whether the work concerns art therapy, music therapy,
dance/movement therapy, expressive arts therapy, or an integrated model.

3 Therapist or facilitator qual-
ifications are reported.

Allows readers to judge scope, competence, replicability, and professional
accountability.

4 The clinical or community
setting is described.

Hospital, school, community, rehabilitation, palliative care, and online set-
tings have different risks and workflows.

5 Participants and inclusion
criteria are specified.

Population clarity is necessary for interpretation, comparison, and future ev-
idence synthesis.

6 Session dose is reported. Frequency, duration, number of sessions, group size, and intervention period
affect outcomes.

7 Materials, music methods, or
movement methods are de-
scribed.

The medium is not incidental; it is the active route of intervention.

8 Ethical approval or ethical
review status is stated where
applicable.

Creative products and clinical data may contain sensitive health information.

9 Consent for images, record-
ings, lyrics, or videos is de-
scribed.

Publication and teaching use require explicit permission beyond ordinary
participation.

10 Outcome measures are justi-
fied.

Measures should match goals rather than simply use convenient scales.

11 Adverse events or discomfort
are reported.

A responsible field reports risk, not only benefit.

12 Claims are proportionate to
evidence.

Avoids overstatement, diagnostic inflation, and unsupported therapeutic
promises.

13 Cultural adaptation is dis-
cussed when relevant.

Creative media carry local meanings that influence acceptability and inter-
pretation.

14 Digital tools or AI methods
are transparently described.

Software-supportedwork requires clarity about data, validation, privacy, and
human oversight.

15 Limitations are specific. Strong limitations improve trust and guide future research.

The CAT-MHS framework is intended to support this balance by giving future authors and institutions
a shared structure. Researchers can use it to classify interventions, compare modalities, identify mecha-
nisms, design outcome domains, and report therapist qualifications. Hospitals can use it to decide whether
a proposed program belongs to arts-based health promotion, supportive psychosocial intervention, or spe-
cialist therapy. Universities can use it to organize interdisciplinary curricula and supervision standards.
Journal editors can use it to separate conceptual essays, clinical studies, digital health papers, policy analy-
ses, and reporting guidelines. Software developers can use it to avoid designing generic wellness platforms
that ignore consent, privacy, creative products, clinical context, and professional accountability.

This field-building function is important because emerging interdisciplinary journals and research ar-
eas often become highly cited when they provide a vocabulary that others need. A useful framework
does not merely summarize existing studies; it creates categories that make future studies easier to write,
compare, review, and index. CAT-MHS is therefore positioned as a starting framework for creative arts
therapies in medical and health services. Its concepts can be tested in oncology, rehabilitation, psychi-
atry, pediatrics, geriatrics, palliative care, staff well-being, community health, digital health, and health
professional education.
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6.2 Limitations

This article is a narrative review, comparative study, and framework synthesis rather than a systematic
review or meta-analysis. It does not provide pooled effect sizes or a formal risk-of-bias assessment. The
evidence summarized here is selective and intended to support conceptual clarification, service design, and
field-building. In addition, research quality varies across modalities and clinical populations, making direct
comparison difficult. The CAT-MHS framework should therefore be treated as a provisional organizing
model rather than a final consensus statement. Future studies should use transparent search strategies,
standardized reporting, well-defined intervention models, cross-cultural validation, implementation eval-
uation, health economic analysis, and long-term follow-up.

6.3 Conclusion

Art therapy, music therapy, and dance/movement therapy are important creative arts therapies with
growing relevance in medical and health services. They share a biopsychosocial, relational, non-
pharmacological, and expressive orientation, but they differ in medium, mechanism, clinical fit, resource
requirements, and risk profile. Art therapy works primarily through visual and material expression; music
therapy through sound, rhythm, and musical relationship; dance/movement therapy through body move-
ment and embodied integration.

Medical institutions should introduce these therapies through theCAT-MHS layeredmodel, which dis-
tinguishes arts-based health promotion, supportive psychosocial intervention, and specialist clinical ther-
apy. Responsible implementation requires professional training, screening, referral pathways, informed
consent, confidentiality, cultural sensitivity, outcome evaluation, and interdisciplinary collaboration. Dig-
ital platforms may support documentation, teaching, supervision, and research, but they must be designed
with strict privacy protection and should not replace therapist judgment.

As health systems increasingly recognize the psychological, social, and existential dimensions of illness,
creative arts therapies can make a meaningful contribution. Their future development should be clinically
responsible, culturally grounded, research-informed, ethically careful, and institutionally sustainable. Used
well, the CAT-MHS framework can help medical care become not only more effective, but also more
humane.
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