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ABSTRACT
Objective: In recent years the health–arts nexus has
received increasing attention; however, the relationship
is not well understood and the extent of possible
positive, negative and unintended outcomes is
unknown. Guided by the biopsychosocial model of
health and theories of social epidemiology, the aim of
this study was to develop a framework pertaining to
the relationship between arts engagement and
population health that included outcomes, confounders
and effect modifiers. A health–arts framework is of
value to researchers seeking to build the evidence
base; health professionals interested in understanding
the health–arts relationship, especially those who use
social prescribing for health promotion or to
complement treatments; in teaching medical, nursing
and health-science students about arts outcomes, as
well as artists and health professionals in the
development of policy and programmes.
Design: A qualitative study was conducted.
Semistructured interviews were analysed thematically.
Setting: Western Australia.
Participants: 33 Western Australian adults (18+
years). Participants were randomly selected from a
pool of general population nominees who engaged in
the arts for enjoyment, entertainment or as a hobby
(response rate=100%).
Results: A thematic analysis was conducted using
QSR-NVivo10. The resulting framework contained
seven outcome themes and 63 subthemes. Three
themes specifically related to health, that is, mental,
social and physical health, while economic, knowledge,
art and identity outcomes were classified as health
determinants. Within each theme, positive, negative
and unintended outcomes (subthemes) were identified
and categorised as relating to the individual and/or to
the community. A list of confounding and/or effect
modifying factors, related to both the arts and health,
was identified.
Conclusions: Given the increasing pressure on health
resources, the arts have the potential to assist in the
promotion of health and healing. This framework
expands on current knowledge, further defines the
health–arts relationship and is a step towards the
conceptualisation of a causal health–arts model.

Strengths and limitations of this study

▪ In recent years the health–arts nexus has
received increasing attention from clinicians,
researchers, health/social care professionals and
policy-makers. However, evidence of the relation-
ship between arts engagement and population
health is in its infancy. Via a framework, out-
comes need to be systematically identified and
relationships scientifically demonstrated.3

▪ In this qualitative study, a framework to under-
stand the relationship between arts engagement
and population health was developed. The frame-
work contained seven outcome themes: mental
health, social health, physical health, economic,
knowledge, art and identity outcomes. Within
each theme, positive, negative and unintended
outcomes of public and individual consequence
were identified. The framework is of relevance to
those interested in understanding the relation-
ship between the arts and health, especially
doctors and health/social care professionals
involved in social prescribing for health promo-
tion or in conjunction with conventional therap-
ies and treatments.

▪ The strength of this study was that via a frame-
work, a comprehensive account of the health–
arts relationship was encapsulated in a clear,
concise and user-friendly format. A second
strength was that possible confounders and
effect-modifiers to the health–arts relationship
were identified and third, all participants invited
to take part in an interview did so (100%
response rate). To reduce selection bias and
increase sample credibility, interviewees were
randomly selected from general population nomi-
nees who engaged in the arts for enjoyment,
entertainment or as a hobby. The study was rep-
resentative of the Western Australian population
in terms of location and attendance of arts
events, however, as nominees were initially
recruited via purposive sampling, a limitation
was that there was an over representation of
females and people with a university or higher
degree.
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INTRODUCTION
In 2002, the editor of the BMJ wrote ‘Spend (slightly)
less on health and more on the arts—health would
probably be improved’.1 Smith’s1 contention was based
on the idea that diverting a small proportion of the
British health budget to the arts could potentially
improve the health of the general population, as true
efficiencies to healthcare were likely to come from doing
things differently, rather than quicker or at a lower cost.
Evidence of the benefits of arts engagement has been
mounting since the 1990s.2 However, the research has
focused on specific groups (eg, patients, prisoners,
youth) rather than the general population and on posi-
tive consequences rather than the variety of positive,
negative and unintended outcomes. The research has
also focused on art therapy or specific art programmes,
rather than the art people do in their everyday lives for
enjoyment, entertainment or as a hobby. In addition,
the relationship between arts engagement and popula-
tion health is largely unexplained, with a clear frame-
work and scientific approach needed if we are to move
the health and arts debate beyond anecdote and
opinion.3 For researchers to establish whether or not a
causal relationship exists between the arts and health
the following needs to occur (1) a plausible conceptual
framework of the relationship between arts engagement
and health needs to be developed; (2) within this frame-
work, possible confounders and effect modifiers to the
health–arts relationship need to be identified (possibly
via analogy from existing health–arts research or other
research fields); (3) good study designs, that consider
coherence and temporal order, need to be employed
and (4) the strength, consistency, specificity and dose–
response relationship between arts engagement and
health need to be considered.4 The development of a
health–arts framework is a step towards the conceptual-
isation of a causal arts and health model and of value in
(1) the design and analysis of research studies that seek
to build the health–arts evidence base; (2) health set-
tings that use social prescribing for health promotion, or
to complement conventional medicine; (3) teaching stu-
dents about the impact of the arts and (4) the develop-
ment of health–arts policy and practice.

Arts and health definitions
It is suggested that arts engagement has both individual
and community outcomes,5 as well as instrumental and
intrinsic benefits.6 ‘Arts engagement’ can be defined as
active (eg, making or creating art) or passive (eg, attend-
ing art events) involvement in creative events or activities
within a variety of artforms (eg, performing arts, visual
arts, literature).7 According to the WHO, ‘health’ is a
resource for living via a state of physical, mental and
social well-being and is more than the absence of
disease or infirmity,8 while ‘health determinants’ involve
the context of people’s lives that influence health.9 An
‘outcome’ refers to the consequent effect of an action,
programme, activity or event.10 In the health–arts

context, confounders are factors relating to arts engage-
ment that also affect health outcomes, while effect-
modifiers are factors that make the effect of arts engage-
ment on health smaller or larger.

Arts engagement and health outcomes
Clinical studies have found that arts engagement pro-
motes relaxation and mental health by reducing patient
stress, anxiety and depression.11 12 For people experien-
cing mental health issues, arts programmes increase con-
fidence, self-esteem and self-understanding.13 14 In the
general population, arts engagement improves psycho-
logical well-being and life satisfaction.15 16 The arts also
entail inclusive processes that act as a catalyst for creat-
ing connections between people who are similar (ie,
bonding social capital) and people who are different
(ie, bridging social capital) in terms of certain character-
istics, for example, socioeconomic status, age.17 As a
result, community arts programmes expand social net-
works and facilitate a sense of belonging.13 The arts
have also been used in urban renewal projects to
encourage community cohesion, identity and the devel-
opment of civically valuable behaviours such as tolerance
and respect.17–19 Research conducted in the UK,
America and Sweden suggest that after controlling for a
variety of factors, attending cultural events is positively
associated with general health and longevity.20–22 With
the exception of general health and longevity, few
studies have looked at the direct physical health out-
comes associated with arts engagement, for example,
health behaviours.23 In addition to health, engagement
in the arts has been found to impact health determi-
nants such as learning and skill development6 19 24 25

and enhances economic activity, by influencing the
income of arts organisations and artists, as well as indir-
ect spending in other areas of the economy (eg, trans-
port, tourism).18 19

Aim of this study
The arts, with its emphasis on self-expression, creativity
and understanding has a unique contribution to make
to health26; however, the health–arts relationship, is not
well understood and the extent of possible outcomes,
not immediately obvious. As guided by theories of social
epidemiology (eg, psychosocial, ecosocial)27 and the
biopsychosocial model of health,28 the aim of this quali-
tative study was to develop a framework pertaining to the
relationship between arts engagement and population
health by exploring the positive, negative and unin-
tended outcomes gained by members of the general
population and to identify possible confounders and
effect modifiers.

METHODS
Recruitment and sampling
Purposive random sampling was utilised in this study.29

First, to encourage a range of people from the general
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population to nominate, the study was advertised via the
email lists of two universities, two arts organisation and
one health organisation. It was possible for people
receiving the study email to on forward (snowball) the
email to their friends, family and colleagues.
Paper-based flyers were also posted on three arts-related
community notice boards. The nomination criteria
asked for (1) adults, aged 18 years or over who (2)
engaged in the arts for enjoyment, entertainment or as
a hobby. The art forms prompted in the email/flyer
were the visual arts, craft, performing arts, literature,
digital/electronic arts and community festivals. The
modes of arts engagement prompted included making/
creating art and attending events. Purposive sampling is
often used in qualitative research to gain access to
people who are able to answer a specific research ques-
tion due to predetermined criteria, such as their experi-
ences, knowledge or specific characteristics, and leads to
greater depth and richness of the data collected.29

Overall, 98 general population adults nominate for
inclusion in the study via the telephone (n=2) or by
completing an online form (n=96).
Second, to increase sample credibility29 and reduce

selection bias, of the 98 adults who nominated, 33
people were randomly selected for an interview using a
random number generator in Microsoft Excel 2010 (ie,
RANDBETWEEN[0,1] where 1 equals include).
Although there are no established cannons of qualitative
practice regarding sample size, the literature suggest
that 20–30 interviews is sufficient to reach data satur-
ation (ie, the point in a study where no new themes or
concepts relevant to the research question are evident in
the data).30 Of the 33 interviews conducted, data satur-
ation was reached at 27 interviews, but to increase study
quality and trustworthiness the extra six interviews
(20%) were conducted. All participants selected to take
part in an interview did so (response rate=100%).
Table 1 shows the demographic profile of nominees and
interviewees. Although, representativeness is not neces-
sarily the goal of purposive random sampling, for com-
parison purposes, the demographic profile of the 2011
Western Australian population has also been included.31

Data collection
A semistructured interview guide was developed by the
research team,32 reviewed by a panel of eight experts
with experience in market research, the arts or public
health and then piloted with two volunteers. The inter-
view guide contained a mix of questions including, but
not limited to, those shown in box 1. Question four
(box 1) was phrased in the third person to allow partici-
pants to speak freely, especially about negative experi-
ences or behaviours. The interviews took place between
August 2010 and January 2011. All interviews were con-
ducted by the first author (CD) at a time and place con-
venient to the participant. Handwritten notes were
made at the end of each interview to record emergent
thoughts and ideas. Interviews ran for approximately

1 h, were tape recorded and transcribed verbatim by an
audio typist. All participants answered all interview ques-
tions. Transcripts were checked against the tape record-
ings for accuracy and errors by the researcher who
conducted the interviews.

Data analysis
The qualitative software QSR-NVivo 1033 was used to
manage, code and analyse the data. In qualitative
research, computer packages such as QSR-NVivo 10,
increase analysis transparency, accuracy, efficiency,
rigour and trustworthiness.34 Using guidelines developed
by Braun and Clarke,35 a thematic analysis was con-
ducted to identify, analyse and report on patterns (ie,
themes) within the interview data. Based on the litera-
ture, theoretical nodes were identified by CD and PW
prior to coding. The 17 theoretical nodes that formed
the starting point for the analysis were learning, identity,
economic activity, income, mental health, relaxation,
stress reduction, reduced anxiety/depression, confi-
dence, self-esteem, self-understanding, self-expression,
social capital, networks, support, physical health and life
satisfaction.1 6 11–25

Interview transcripts were read several times. Concepts
relevant to the research question were coded into the
existing theoretical nodes, or as new concepts emerged,
coded into inductive nodes. By combining or separating
nodes, potential themes and subthemes were created
and defined by CD, PW, MK and MR, to establish
themes and subthemes that were coherent, consistent
and distinctive. As part of the analysis process, NVivo
‘word frequency queries’ were run to identify words and
word groups (eg, stem words, synonyms) that occurred
most often, as well as the relative and absolute frequency
of word/word groups within the data set.36 To ensure
the analysis was comprehensive in terms of data cover-
age, ‘text search queries’ were used to look for (1) spe-
cific themes and subthemes; (2) words with a shared
stem (eg, health, healthy) and (3) words with related
meanings (eg, healthy, well, fit).36 As guided by the lit-
erature,20–22 37 38 reference to possible confounders and
effect modifiers plausibly related to health and the arts
were identified via a text search query. Via a ‘matrix
coding query’, subthemes were identified as positive
(Q4A), negative (Q4B) and unintended (Q4C). A
matrix coding query enabled concepts to be cross-
tabulated across nodes and displayed in a row/column,
table format.36 The resulting table allowed for data
assessment and comparison. By ‘clicking’ within the
table, qualitative transcript data corresponding to each
cell of the matrix could be reviewed.36 Thematic maps
(tree maps) and word clouds were modelled in NVivo to
visually represent the relationships between themes and
subthemes. Finally, themes were named, defined and
then classified as either a ‘health’ or ‘health determin-
ant’ outcome. On the basis of whether a subtheme was
of private and/or public consequence, it was categorised
as relating to the ‘individual’, ‘community’ or both
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‘individual and community’. Frequent meetings and dis-
cussions between CD, PW, MK and MR ensured thor-
ough coding, agreement in the development of
framework themes and subthemes, as well as the selec-
tion of appropriate transcript extracts.

Ethics
All nominees consented to inclusion in the study and
granted permission for research staff to contact them via
the telephone if they were randomly selected for an
interview. All interviewees were provided with an infor-
mation sheet that outlined the study purpose, confiden-
tiality and data use. Participation in the study was
voluntary, including the option to decline to answer
questions or to stop the interview at any time. Informed
consent (verbal and written) to participate and for inter-
views to be recorded was obtained from all interviewees.
Participant data were deidentified during the transcrip-
tion process.

RESULTS
The thematic analysis resulted in 850 individual
coded-statements from which seven primary outcome
themes were identified: mental health, social health,
physical health, economic factors, knowledge, art and
identity. Mental health outcomes (330 of 850
coded-statements) were mentioned seven times more
frequently and social health outcomes (251 of 850
coded-statements) five times more frequently than other
outcomes. Physical, mental and social factors were classi-
fied as ‘health’ outcomes, while art, economic, knowl-
edge and identity factors were classified as ‘health
determinant’ outcomes. Within each of the seven
primary themes were both positive/negative and
individual/community outcomes.

Health outcomes
Mental health
Mental health is the foundation for individual well-being
and the effective functioning of a community.39 In this

Table 1 The demographic profile of the Western Australian population, study nominees and interviewees

Demographic
2011 Western Australian population
(N=2.39 million) (%)

Nominees (n=98)
(%)

Interviewees (n=33)
(%)

Gender

Male 50 29 39

Female 50 71 61

Location

Metropolitan 78 78 79

Rural 22 22 21

Education

High school or less 51 16 15

Trade certificate or diploma 7 18 9

University or post graduate degree 14 65 76

Other or not stated 28 0 0

Age group (years)

≤19 26 4 6

20–29 15 36 33

30–39 14 13 16

40–49 15 13 12

50–59 13 21 21

60+ 17 12 12

Art form*

Visual arts, design and craft † 65 64

Performing arts † 67 58

Literature † 46 36

Electronic, online and digital arts † 19 15

Festivals and fairs † 55 45

Mode of engagement*

Make or create art † 72 79

Attend events † 88 88

Member of an arts organisation † 52 58

Work or volunteer in the arts

(non-professional)

† 37 33

Completing an arts course (formal

or informal)

† 26 21

*Multiple response question—some respondents participated in more than one art form or mode of engagement.
†Information not available.
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study 20 mental health subthemes were identified of
which half were positive and most related to the individ-
ual (figure 1). Overall, arts engagement made people
feel happy, was enjoyable, satisfying and resulted in the
creation of good memories. Most study participants felt
the arts made them more mentally resilient. Some parti-
cipants felt the arts energised them, while others sug-
gested it was relaxing and ‘reduced their stress’. Arts
engagement increased participant’s self-efficacy (eg,
confidence, self-esteem) and was a means of self-
expression and self-reflection. Participants liked that cre-
ating art sometimes resulted in compliments and recog-
nition which in turn made them feel valued and
respected, for example,

It encourages you to be yourself and be happy. It makes
you a more confident person, especially if you are good
at what you do and then you get compliments so you feel
good about yourself. (Female, 20–29 years, Performing
Arts)

On the negative side, arts engagement occasionally
made participants feel marginalised for being ‘arty’ and
sometimes led to undesirable emotions such as frustra-
tion, disappointment and anxiety.

Social health
Social health is influenced by the strength of a person’s
network, their understanding of intersubjective norms
and capacity to make their own choices. Overall, 11
social subthemes were identified, of which all were posi-
tive (figure 1). Three-quarters of those interviewed sug-
gested that the arts increased their network, as it was a
way of meeting people of similar and diverse back-
grounds, for example,

You build a network without even realising. You’ve got
such a range of people who you would never in your
normal life meet. They might only see each other once a
week but, it’s like you are the oldest friends because you

have this really strong love of something that connects
you. (Female, 40–49 years, Visual Arts)

Arts engagement reduced feelings of isolation,
increased feelings of support and resulted in positive
shared experiences. As the arts are a form of entertain-
ment, it was a means of staying in touch with friends
and family (eg, attending a concert together).
Interviewees also obtained enjoyment from giving and
receiving art. Through arts engagement, interviewees
felt they were part of their community. They felt they
were more community minded, that the arts gave them
a wider appreciation of society and broadened their
ideas/beliefs (eg, the arts helped them see other
people’s perspectives and made them question social
norms and stereotypes). Overall, the arts made some
study participants feel they were more ‘interesting’,
‘worldly’ and ‘cultured’.

Physical health
Eight physical health subthemes were identified of
which half were positive and most related to the individ-
ual (figure 1). Interviewees indicated their arts engage-
ment resulted in physical activity such as walking,
standing for long periods of time, warm-ups and
performance-based movement such as dancing, for
example,

I walk around looking for a good [photographic] shot.
Sometimes I’ve walked for an hour. (Male, 40–49 years,
Visual Arts)

On the negative side, participants also discussed how
arts engagement could result in physical pain or injury
(eg, discomfort from repetitive movements, hearing
damage from loud concerts) and that particularly in the
visual arts, some materials are poisonous (eg, solvents,
glazes). As arts events are often at night, some partici-
pants experienced tiredness. It was also suggested that

Box 1 Interview questions and visual prompts

1. Tell me about your most recent experience of engaging in the arts?
2. Tell me about the type of art you do the most?
3. If you were to describe to a friend or family member why you <attend>/<participate>

in __________, what would you say?
4. I’d like to introduce you to two different people (show stick people card). Like you, <Laura>/<John>

(name matched to gender of the interviewee) <attends>/<participates> in ________ (activity matched to
interviewee’s activity), whereas <Jane>/<Tim> (name matched to gender of the interviewee) never
<attends>/<participates> in the arts.
A. How do you think arts engagement positively effects <Laura’s>/<John’s> life?
B. How do you think arts engagement negatively effects <Laura’s>/<John’s> life?
C. Do you think <Laura>/<John> would experience any unintended outcomes or consequences as a

result of engaging in the arts? What would they be?
D. How do you think arts engagement makes <Laura>/<John> feel?
E. If <Jane>/<Tim> was to start engaging in the arts how would <his>/<her> life change?
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Figure 1 Arts and health framework.

6 Davies CR, Knuiman M, Wright P, et al. BMJ Open 2014;4:e004790. doi:10.1136/bmjopen-2014-004790

Open Access



arts events could have negative health outcomes, as in
some instances people drank too much alcohol, took
drugs, smoked and breathed in second-hand smoke, for
example,

There is a negative effect of being in the arts. You might
not realise how much more you start drinking. (Male,
20–29 years, Performing Arts & Literature)

Health determinant outcomes
Art
Art-specific outcomes occur via the expression and
appreciation of the aesthetic through the process of
making and/or experiencing art. In this study, nine art
subthemes were identified, the majority of which were
positive (figure 1). Overall, most participants thought
they had a talent for art. They liked that the arts were
non-competitive and allowed them to interact with and
support artists and arts organisations. Interviewees also
discussed the importance of arts participation, appreci-
ation and creativity in their lives, but felt that arts
engagement was very time consuming, for example,

It can be quite time consuming and you can lose track of
things …so, with a CD, you mean to sit there for five
minutes in between other tasks and half an hour later
you are still sitting there. (Female, 19 years or less,
Festivals)

Economic factors
Economic factors are key determinants of health9 and
relate to the resources available to a person. In this study,
five economic subthemes were identified (figure 1), with
most participants discussing how expensive arts engage-
ment can be, for example,

It can be cost prohibitive and that’s not just for the
ticket. It could also be for the transport, babysitter, the
cost of food. (Female, 20–29 years, Festivals)

The ability to create art gave participants potential
career options and opportunities (eg, amateur exhibi-
tions, travel). Performing or making art was seen as a
potential source of income; however, participants felt
the community was not willing to remunerate highly for
amateur artworks and performances. Making art also
allowed some interviewees to save money, as they could
create artworks for themselves and others, for example,

There is a practical outcome for presents and for myself
to put on the wall. You don’t have to go to the shops. You
can make it yourself. (Female, 20–29 years, Visual Arts)

Knowledge
Knowledge outcomes relate to the process of formal,
informal or unintentional learning and are a key deter-
minant of health.9 Overall, eight knowledge subthemes
were identified, of which all were positive and most
related to the individual and community (figure 1).

Study participants described the arts as intellectually
stimulating. They discussed how the arts developed their
capacities and capabilities, especially the development of
general knowledge and skills (eg, art, business, team
work, problem-solving, social, communication and
literacy).

I guess there is a learning process … It [art] expands
your realms of knowledge, vocabulary and your spelling.
(Male, 20–29 years, Literature)

Identity
Identity relates to how a person sees him or herself and
how they are viewed by others. Identity is influenced by
a person’s characteristics, thoughts and beliefs. Overall,
two identity subthemes were identified (figure 1). Both
subthemes were positive, with interviewees indicating
that the arts enhanced their connection to self and gave
their life more meaning:

Who I am, is about who I am when I am doing my art.
Art gives you something that is totally yours, beyond
family, commitments, work. You have a greater under-
standing of yourself and your life…creating art gives you
that chance to express meaning for yourself and life.
(Female, 50–59 years, Electronic/Digital Art)

Unintended outcomes
Study participants were asked about the unintended out-
comes resulting from engagement in the arts.
Participants agreed that some outcomes were unin-
tended, especially social outcomes, such as the ability of
the arts to increase a person’s network. Participants also
mentioned that the development of business skills and
arts related physical activity was unexpected. Other unin-
tended outcomes included feelings of achievement, con-
fidence, self-esteem, happiness, unexpected
compliments and recognition. On the negative side, a
few participants talked about injuries, increased alcohol
consumption, smoking and tiredness being uninten-
tional outcomes of arts engagement.

Confounders and effect modifiers
On one or more occasions, interviewees made reference
to age, gender, location, ethnicity, education, income,
occupation, marital status, children, general health,
health behaviours and engagement in other events/
activities in relation to arts engagement or both arts
engagement and health. Factors that emerged as par-
ticularly important were income, engagement in other
activities (especially sport) and location.

DISCUSSION
The aim of this qualitative study was to develop a frame-
work pertaining to the relationship between arts engage-
ment (for enjoyment, entertainment or as a hobby) and
population health that would be useful to doctors,
researchers, teachers, health/social care professionals,
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policy-makers and artists. The findings of this study are
represented in a conceptual framework (figure 1).
Within the framework, three themes specifically related
to health, these being mental, social and physical health,
while art, economic, knowledge and identity outcomes,
were classified as health determinants. Mental health
and social health were shown in larger font (in the
framework) as participants mentioned them more fre-
quently than other outcomes. This could suggest that
arts engagement had a greater impact on mental and
social health than other outcomes; however, this assump-
tion requires further investigation. As previously stated,
for the health–arts field to ascertain whether or not a
causal relationship exists between health and the arts,
(1) a plausible health–arts framework needs to be devel-
oped and (2) health–arts confounders and effect modi-
fiers need to be identified and accounted for when
analysing data. Cross-sectional studies can be used for
establishing associations, but to establish causality the
field needs to move to randomised interventions and
longitudinal studies. Our paper addresses the need for a
framework and identifies possible health–arts confoun-
ders/effect modifiers. Factors shown in the framework
may be both confounders and effect-modifiers, but this
requires further investigation. Acknowledging the exist-
ence of confounders and effect-modifiers and account-
ing for them in future analyses, enhances our ability to
avoid spurious conclusions about the health–arts rela-
tionship and assists us to more accurately quantify the
magnitude of this relationship.
In this study we chose to focus on the general popula-

tion, and the art they do in their everyday lives, rather
than the more common practice of focusing on particu-
lar target groups or specific arts programmes, as it is our
view that the arts can make a difference to the overall
health of the community, not just specific subgroups.
The significance of a population-based health–arts
framework is that a population health approach to
research and practice can now occur and be guided by
this framework. This is not to say that the framework is
only relevant to the general population. Many of the
outcomes included in the framework are also found in
the arts programme literature.40 41 Therefore, although
members of the general population were interviewed we
believe that the framework equally applies to demo-
graphic subgroups and should also be useful when
evaluating the outcomes of arts programmes, but that
the effect of arts engagement on specific mental health,
social, physical, economic, knowledge, arts-specific and
identity outcomes may vary (ie, be larger or smaller) for
specific groups due to effect modification, a list for
which is provided in the framework.

Comparison with other studies
The outcomes associated with arts engagement are inter-
connected, iterative, relational and temporally bound.40 As
postulated by Iyengar et al,5 arts engagement was found to
have a number of outcomes of individual and public

consequence. In this study, the relationship between arts
engagement and population health was also found to be a
composite of positive and negative outcomes. Overall, inter-
viewees more frequently mentioned individual rather than
community outcomes, and positive rather than negative
outcomes. Given the qualitative nature of this study, this is
to be expected as memory about self-events is superior to
other-events, and pleasant events recalled better than
unpleasant.42 These findings are also interesting as they
highlight the mismatch between why people participate in
the arts (ie, mostly for subjective reasons) as compared to
why the arts are valued and funded (ie, due to the benefits
they provide to the community).6

In 2009–2010, 86% of Australian adults and 88% of
Western Australian adults attended at least one cultural
event or venue in the previous 12 months.43 44 Given the
numerous positive outcomes associated with arts engage-
ment found in this and other studies, it is not surprising
that the arts are a popular pastime. Nonetheless, the
identification of negative outcomes, such as excessive
alcohol consumption and exposure to second-hand
smoke may reduce some of these positive benefits. It is
beyond the scope of this study to explore whether nega-
tive outcomes are caused by arts engagement, or are a
reflection of those who engage in the arts. However, if
arts events are places where negative health behaviours
occur, then health organisations should sponsor the arts
to encourage healthy environments and promote health
to audiences and participants, that is, ‘Health in Arts’.37

In Australia, health–arts sponsorship agreements to advo-
cate physical activity, antismoking, sun protection, nutri-
tion and safe alcohol consumption have been found to
be effective.37 38 45 In addition to negative health out-
comes, study participants also acknowledged that some
outcomes were unintended, particularly social benefits.
This finding should be of interest to those conducting
health–arts programme evaluations, as evaluations are
often based on predetermined aims and objectives;
however, this study suggests that arts outcomes can
extend beyond what is anticipated or planned.

Implications for clinical practice
As the pressure on health systems, resources and provi-
ders grows, many are calling for a demedicalisation of
people’s lives and the search for more holistic solutions
that encourage patient learning, autonomy and self-
care.46 The arts have the potential to become an import-
ant form of health promotion and healing, therefore,
this study suggests four important points for clinicians
and health/social care professionals. First, engagement
in the arts has the potential to positively influence mental
health, social health, physical activity and health determi-
nants in the general population. Second, the framework
increases understanding of the possible outcomes of
social prescribing, especially Arts on Prescription.47

Third, arts-related outcomes can be both positive and
negative and this should be considered when suggesting
or prescribing creative events and activities. Finally, the
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majority of patients may not realise the potential impact
of arts engagement for health promotion and/or recov-
ery, therefore if the arts are prescribed to a patient, the
framework could be used to explain and increase their
understanding of arts-related outcomes.

Strengths and limitations of the study
Strengths of this study include the development of a succinct
and comprehensive health–arts framework, including pos-
sible confounders and effect-modifiers. To reduce selection
bias and increase sample credibility, interviewees were ran-
domly selected from a pool of nominees. In addition, all par-
ticipants invited to take part in an interview did so. Overall,
nominees and interviewees reported similar levels of arts
attendance (88%) to those reported for the general popula-
tion in 2009–2010 by the Western Australian Department of
Culture and the Arts.44 The sample was also representative
of the Western Australian population in terms of metropol-
itan or rural location, however, a limitation was that there
was an over representation of women and people with a uni-
versity or higher degree. This is likely the result of the pur-
posive sampling technique employed to recruit nominees,
especially via university email lists. A further limitation of this
study was that interviewees were specifically asked how arts
engagement makes people feel, possibly causing an informa-
tion bias towards mental health outcomes.

Conclusion
If health is more than the absence of disease, pain and
sickness and is more about adaptation, understanding
and acceptance, then the arts may be more powerful
than anything medicine has to offer.1 This study
expands on current knowledge and brings us closer to
the development of a causal health–arts theory. To
develop the framework into a theory, future research
would need to identify and quantify the strength of the
relationship between the arts and each outcome sug-
gested in the framework as well as direct and indirect
mechanisms of action. Enablers and barriers to arts
engagement should be considered and added to
the framework, as well as conditions under which the
health–arts relationship does or does not occur. The
framework could also be enhanced by identifying add-
itional subthemes and determining if a threshold level
of arts engagement (eg, hours per week) is needed
before outcomes start to accrue, and once initiated, the
manner in which outcomes are produced (eg, slowly,
quickly, does this change with time). Future research
could also look at how outcomes are influenced by
mode of engagement (eg, making vs experiencing art),
type of artform (eg, visual arts vs literature) and whether
engaging in single or multiple types of artforms differen-
tially affects health outcomes. Overall, this framework
should be viewed as a starting point and should provoke
conversation, debate and further research. It is expected
that in time, the framework will need to be reviewed as
we learn more about the relationship between arts
engagement and general population health.
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