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Creative, Artistic, and Expressive Therapies for PTSD
having to verbalize the trauma, share this verbalizing with others,
or directly confront the trauma, if they are not ready. Alternative
therapies, in general, also focus on creating an environment in
which the patient feels safe, and then providing an expressive
medium that does not threaten that feeling of safety.

By Joshua Smyth, PhD
Pennsylvania State University
Jeremy Nobel, MD, MPH
Adjunct Lecturer, Harvard School of Public Health
President, Foundation for Art and Healing

The Current State of Research
Successful treatment of post-traumatic psychological symptoms,
including Post-Traumatic Stress Disorder (PTSD), is difficult.
Individuals suffering with PTSD re-experience the traumatic
event(s) years and even decades later, reliving their helplessness,
fear, and horror (e.g., through flashbacks or nightmares)
associated with the traumatic event. Such strong, negative
reactions can create a motivation to avoid any environment in
which re-living the anxiety of the trauma could be triggered.
Although avoidance may prevent the onset of intense anxiety, it
also results in social isolation and withdrawal from experiences
that were previously enjoyed. For example, many individuals
with PTSD describe years of declining invitations to social and
family events to avoid anxiety and anger. In extreme cases,
individuals endorse fear and discomfort about leaving the house
at all, which they characterize as shameful and demoralizing.
Thus, many individuals with PTSD perceive themselves as
trapped in a cycle that reinforces avoidance of situations that may
trigger anxiety, without a way out.
Fortunately, there are effective behavioral treatments for PTSD.
But the most successful ways to treat PTSD, including exposurebased therapies, typically require individuals to gradually
confront the anxiety associated with their traumas. In other
words, exposure-based therapies operate in stark contrast to
patients’ motivation to avoid any environment that could trigger
anxiety. For instance, a patient currently experiencing distress,
such as from an abusive relationship, may not engage in such
therapy, or respond poorly to exposure. Patients frequently begin
these treatments and terminate them before they experience
benefits, leaving some patients even more hopeless than they
were when they began. More generally, a variety of social
processes, including the stigma of mental illness, also can keep
individuals from seeking traditional treatment. Thus, over the
last two decades, researchers and clinicians have explored the
effectiveness of a series of alternative or supplemental therapies
for individuals with PTSD that do not necessitate exposure
to the facts of the trauma, and/or may avoid the stigma of
receiving mental health treatment. Such therapeutic approaches
include expressive writing and expressive group therapy, a
range of creative therapies (e.g., art, music, body-oriented), and
mindfulness training.

A number of non-traditional creative/expressive therapies has
demonstrated at least preliminary effectiveness in reducing
PTSD symptoms, reducing the severity of depression (which
often accompanies PTSD), and/or improving quality of life.
This evidence ranges from the results of full-scale clinical trials
where a treatment group is compared to a control condition, to
descriptive case studies where results from the treatment of one
or a few individuals are presented in great detail.
Expressive Writing (EW) is a brief intervention that instructs
individuals to write about their deepest thoughts and feelings
about a stressful event without regard to the structure of the
writing (see Box 1). Writing is typically done in 3-5 sessions of
15-20 minutes over the course of hours, days, or weeks. This
approach is thus highly personal, emotional, and based on the
individual being willing and able to express themselves through
language and writing. A number of clinical trials examining
the effectiveness of alternative therapies on PTSD have been
conducted with expressive writing, and several of these trials
have demonstrated some beneficial effects of EW. These
successful trials demonstrate that EW can reduce the distress
that accompanies one’s thoughts and feelings over time. A set of
Box 1: Expressive Writing instructions.
For the next (three) days, I would like for you to write about
your very deepest thoughts and feelings about an extremely important emotional issue that has affected you and your
life. In your writing, I’d like you to really let go and explore
your very deepest emotions and thoughts. You might tie
your topic to your relationships with others, including parents, lovers, friends, or relatives. You might tie your writing
to your past, your present, or your future, or to who you
have been, who you would like to be, or who you are now.
You may write about the same general issues or experiences on all days of writing, or write about different topics
each day. All of your writing is completely confidential. Don’t
worry about spelling, sentence structure, or grammar. The
only rule is that you once you begin writing, you continue
until time is up.
From Smyth, J.M., Pennebaker, J.W., & Arigo, D. (in press). What
are the health effects of disclosure? In A. Baum & T. Revenson
(Eds.), Handbook of Health Psychology (2nd ed.) New York, NY:
Taylor & Francis.

Although these alternative therapies differ in their exact
execution, they share an underlying set of assumptions. Each of
these approaches allows individuals with PTSD to experience
and/or express their thoughts and feelings without necessarily
-1-

trials that failed to find positive effects suggests that EW may be
more beneficial when writing about the trauma privately, without
verbally sharing the trauma with others. More generally, these
trials suggest that EW is most effective for individuals currently
experiencing strong negative emotions related to the trauma.

Box 2: Feedback from patients with PTSD who have
participated in Expressive Writing.
“I thought a lot about what I wrote in between the writing
sessions, and each one was easier to get through than the
last. Before the writing, I held back from telling others about
(the trauma). I never told anyone about it. But afterward, I
opened up to close friends about it, and I think that it made
our relationships better.”

Additional research has shown that EW offers the opportunity for
exposure, in that individuals habituate to the anxiety aroused by
writing about their experiences across sessions. Like exposurebased therapies, EW thus carries the risk of increasing immediate
anxiety, but can reduce anxiety over time. This brief treatment
may be particularly suitable for individuals who are comfortable
with verbal expression but have concerns about potential
reactions from loved ones or therapists. EW also may be used
as an adjunct to traditional psychotherapy. Qualitative data from
case reports and clinical trials show that patients often perceive
EW as a meaningful, positive experience (see Box 2).

“Thank you for giving me the opportunity to write about (my
traumas). I was really down before I did this, but now I feel
a lot better. It’s as if a huge burden has been lifted.”

Creative Therapies, including art, music, drama, and body-oriented
approaches, are a diverse set of techniques that hold in common
that thoughts and feelings about a trauma are represented without
verbal descriptions of the event(s). Visual and auditory stimuli are
used to symbolize the pain and suffering that result from trauma
(such as fear, horror, loneliness, and distrust), and the process
of expressing oneself is often more important than the finished
product. Although the literature on these methods is largely
limited to case studies of successful implementations of the
specific therapy without comparison groups, the long history of
their use in residential and inpatient treatments for PTSD speaks
to the impression that they are effective.
Also noteworthy is that studies directly comparing languagebased and artistic expression of trauma-related thoughts and
emotions tend to demonstrate some participant preference for
drawing, sculpting, and painting over writing. This preference
is perhaps due to artistic methods often inducing less anxiety
than language-based methods (see Box 3). Many of the creative
therapies studies have not used control conditions or longterm follow-up assessments of PTSD symptoms, and each
study typically includes only a small number of individuals.
Consequently, it is as of yet unclear whether (and for whom)
creative expression is most beneficial for PTSD symptoms. Some
preliminary conclusions suggest that the creative therapies might
be particularly effective with patients who struggle with language
(either due to age, developmental deficiency, or other co-morbid
disorder). Specifics about each type of creative therapy are
presented below.

research is needed to understand how and when art therapies
should be used with patients (particularly in the absence of other
therapeutic approaches).
Music Therapies engage patients to use music in a variety of ways
(e.g., playing music, beating a drum, listening to and sharing
songs) to encourage emotional expression in a non-threatening
environment. Through the playing of music patients are able to
learn how to self-regulate emotions and can form interpersonal
connections when playing with others. The majority of evidence
for the positive benefit of creating and playing music comes in the
form of case studies with children, suggesting music as a way to
create bonds with a caregiver or therapist when language use is
difficult.
Alternatively, music therapies that involved listening to songs that
represented oneself or a stressful event/trigger of PTSD has been
used with both survivors of childhood abuse and combat veterans.
In these studies, the music offers a starting point for the therapist
or group to lead a discussion where the patient describes what
thoughts are coming to mind while listening.

Art Therapies involve patients using some medium (e.g., painting,
drawing, collage) to represent their feelings or emotions related to
their trauma; the creative product also may be used as a starting
point to disclose a patient’s traumatic experiences to a therapist
or group. A set of randomized controlled trials that employed the
use of drawings and collages with adults experiencing PTSDsymptoms demonstrated that art therapy lowered PTSD symptom
severity more than control groups, but that these reductions did
not extend to depression or other physical symptoms reported
at a follow-up period at least a month away. Deriving firm
conclusions about art therapy is difficult because these programs
often employ both creative and cognitive processing of trauma.
The success of these multi-modal programs suggests that art
therapy is useful as accompaniment to verbal therapies, but more

Adapted from Sloan, D.M, & Marx, B.P. (2006). Exposure
through written emotional disclosure: Two case examples.
Cognitive and Behavioral Practice, 13, 227-234.

Thus far, evidence for music therapy largely comes from case
studies lacking control groups; as a result, it is unknown whether
the music therapy itself is effective or whether benefits are due to
other factors, such as patients discussing emotions with a therapist
or group, social contact, etc. Furthermore, although some
salutary effects of music therapy on PTSD have been observed
(e.g., increasing disclosure, reducing behavioral problems due to
the trauma in children), more long-term follow-ups are needed
that explicitly examine reductions in PTSD symptom severity
and other co-morbid disorders. This addition to the literature
would allow examination of the extent to which music therapy is
effective on its own, or is best served when partnered with other
types of cognitive-based therapies.
Drama Therapies create safe, playful environments where patients
are able to act out anxieties or conflicts due to their trauma. The
goal is evoke a patient’s emotions and provide a platform on
which one’s anxiety can be expressed and the stigma of those
emotions can be expelled. Drama therapy has been used with a
group of Vietnam veterans, for example, where patients acted
out confrontations with enemy fighters or personal events, such
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as punishment scenes where the patients or others are chastised
for weakness. These scenes enabled the veterans to see that they
were not alone in their anger and grief, and also demonstrated
that they could tolerate the emotions associated with their
memories. Unfortunately, there is little self-report or objective
evidence that this method reduces symptoms of PTSD, and it has
yet to be directly contrasted with other approaches.
Dance and Body Movement Therapies propose that one’s negative,
emotion-laden experiences are represented in the body in the
form of tension and pain. Thus, dealing with a patient’s trauma
must involve physical processing so that unconscious conflicts

can be brought into one’s awareness. Dance and body movement
therapies often begin with teaching the patient how to relax and
then slowly increasing movement and contact with others. Other
forms of body movement therapies uses procedures akin to
acupuncture, where negative memories associated with various
locations in the body are tapped so as to relieve stress and create
balance in one’s life. Little peer-reviewed empirical evidence
has been published in support of dance and body movement
therapies, and the results that have been published remain
controversial as they lacked effective baseline and follow-up
analyses.

Box 3: Feedback from patients with PTSD who have participated in
Creative Interventions.
Artwork: “The drawings were an excellent way of subconsciously getting down to the real
feelings that so many of us have tried to build a wall around. Sometimes these walls need to
come down so real healing can begin…thank you.”
Quoted in Henderson, P., Rosen, D., & Mascaro, N. (2007). Empirical study on the healing nature of
mandalas. Psychology of Aesthetics, Creativity, and the Arts, 1, 148-154.

“It was more annoying to write…I couldn’t write fast enough…the words just didn’t do
it right. (With drawing), I’m not sweaty or jumpy when I wake up (from a nightmare)…I’m
calmer. More relaxed. I can go back to bed and go to sleep. (Also), the nightmare starts
sooner than it used to…I wake up before I get to the ambush.”
Quoted in Morgan, C.A., & Johnson, D.R. (1994). Use of a drawing task in the treatment of
nightmares in combat-related Post-Traumatic Stress Disorder. Art Therapy, 12, 244-247.

“(Artwork) has provided me with a lot of relief, and helped me to feel more comfortable and
calmer.”
American Art Therapy Association (2010). Art therapy for the treatment of PTSD. Mundelein, IL:
Stadler, J.

Expressive Group Therapy: “I really benefitted from participating. This group was one of the
most useful pieces of my treatment.”
Adapted from Zaidi, L.Y. (1994). Group treatment of adult male inpatients abused as children.
Journal of Traumatic Stress, 7, 719-727.

Group Drumming: “…it gives a feeling of togetherness which makes it possible for you to
share everything with the group…it’s as if they saw everything, so I can tell them about
myself. If I spoke about personal issues it’s only due to the group drumming which enabled us
to open up.”
Quoted in Bensimon, M., Amir, D., & Wolf, Y. (2008). Drumming through trauma: Music therapy
with post-traumatic soldiers. The Arts in Psychotherapy, 35, 34-48.

Body Movement Therapy: “She described her wounded heart as full of ‘poisonous pus,’ and
that she wanted to be rid of it. As she shared this image with me, she also shared that she
had recently spoken with her children for the first time since leaving them. In previous phone
calls, she had been unable to speak because of her intense grief. Expressing a desire to ‘push
the pus away,’ she named it ‘shame,’ and through visualization and movement, we created
a movement sequence to ‘push’ it out of her heart. At the end of this session, she expressed
gratitude for her exercises, saying, ‘they allow me to touch the pain in my heart.’”
Adapted from Gray, A. E. L. (2001). The body remembers: Dance/movement therapy with an adult
survivor of torture. American Journal of Dance Therapy, 23, 29-43.

Horticultural Therapy: “One of the things that fuelled my (alcohol) addiction was the pain
I felt as a survivor of severe sadistic childhood physical and sexual abuse, at the hands
of my father and other relatives. Working with you and your staff in the greenhouse, or on
the grounds, was just what I needed at the end of a long hard day of spiritual, mental, and
emotional work. Sometimes, not often, I would come to you feeling completely overwhelmed,
disoriented and panicky and your quiet supportive manner and the work with God’s earth
soothed me tremendously.”
Quoted in Hewson, M. (2001). Horticultural therapy and post-traumatic stress recovery. Journal of
Therapeutic Horticulture, 12, 1-9.
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Nature Therapies involve a set of related
activities that utilize a mix of relaxation
and creative approaches involving nature.
Nature-assisted therapies include both
horticultural therapy (i.e., the use of plants
and gardening techniques to induce clinical
change) and natural-environments therapies
(i.e., experiential group processes that involve
adventure and/or wilderness expeditions). As
in several of the creative therapy literatures,
much of the existing evidence comes from
case reports and qualitative studies, with a
few uncontrolled (pre/post) and randomized
controlled trials. This literature generally
supports the use of these techniques for
patients with a range of cognitive and
behavioral symptoms, such as Alzheimer’s
disease, depression, substance abuse, and
chronic illness. When applied to PTSD,
the inclusion of a wilderness expedition
did not enhance the effect of inpatient
treatment in a nonrandomized trial. The
addition of horticultural therapy to residential
and inpatient programs are received well
by patients (mainly combat veterans),
treatment providers, and other staff, and
users often anecdotally report benefit. These
methods require further investigation using
randomized, controlled trials, but they may
have potential for reducing distress among
patients with PTSD.
Mindfulness Therapies focus primarily on
observing one’s internal and external states
and accepting one’s past experiences, so as
to better tolerate the distress associated with
trauma reminders (see Box 4). Mindfulness
has been tested using experimental methods
but with small samples, often without control
conditions, primarily among veterans, and
typically in group settings. These studies
suggest that mindfulness therapies may be
effective in the short-term for reducing PTSD
symptom severity, but that the effectiveness
of these therapies do not persist over time
(although it remains to be seen if ongoing
practice will maintain benefits).
It is also important to again note that group
based treatments in and of themselves

Box 4. Principles of Mindfulness Training.
(1) Effortful focus on environment and internal states
(awareness of the present moment)
(2) Nonjudgmental observance and acceptance of
emotions, thoughts, and physical sensations
(*) Relevant to PTSD, mindfulness practice may provide the
skills necessary to:
• Increase tolerance of distress associated with negative
experiences (i.e., “surfing the wave” of negative
emotion) to reduce avoidance
• Enable attention to immediate emotions during
psychotherapy
• Engage more fully in life as it occurs, rather than
focusing on the past or future, which may improve
relationships and quality of life
Adapted from Vujanovic, A.A., Niles, B., Pietrefesa, A., Schmertz,
S.K., & Potter, C.M. (2011). Mindfulness in the treatment
of posttraumatic stress disorder among military veterans.
Professional Psychology: Research and Practice, 42, 24-31.

(regardless of specific approach) may be beneficial for
individuals with PTSD who often avoid social interaction to
prevent triggering trauma-related anxiety (by way of fostering
safe and supportive social interactions, etc.). The short-term
effectiveness of mindfulness-based therapies shows potential
for using such approaches as first-line treatments for PTSD
(which may be useful for stabilization and establishing a sense
of safety), but indicates the need for additional and/or ongoing
intervention. Clinical observation and case reports document
the relief experienced by individuals who are able to increase
their distress tolerance. This improvement is associated with
greater self-efficacy and readiness for exposure-based work (see
Box 5), suggesting that this approach may be useful as an initial
intervention in sequenced or stepped care models.
What We Do Not Currently Know
Although there is promise to these creative/expressive therapies
for the treatment of PTSD, the lack of high quality controlled
trials leaves many questions unanswered. First and foremost, it
is unclear which type of PTSD patient would be most benefited
by which therapy. Characteristics of the patient, the nature of
the cause of PTSD, and the degree to which the patient can trust
a mental health provider, and many other factors will influence
which treatment will be preferred and which most successful.
Notably, there has been little consistency across research with
respect to the severity of PTSD in patients, the co-morbidity
of PTSD with depression and other conditions, and the extent
to which a patient is currently experiencing trauma-related
symptoms or not.
Another issue concerns the extent to which the therapy itself
is effective or whether many of the salutary effects for patients
are due to the engaging in (safe and supportive) interpersonal
interactions. Due to the avoidance tendencies of individuals
suffering with PTSD, many patients withdraw themselves from
others, including from close friends and family members. Many

studies conducted lack control conditions and, further, even in
the studies that did, many of the patients in the control group still
improved. Although the results of the controlled clinical trials
examining the salutary effects of EW on PTSD, for example,
cannot be fully explained by referencing the opportunity
for positive social interaction, nevertheless the opportunity
to experience and express emotion in a safe and controlled
interaction for PTSD sufferers appears to be important. Any
study that lacked an appropriate control condition is limited in its
interpretation as a patient’s positive gains can be attributed to the
opportunity to interact with others (e.g., therapist, other patients),
or other nonspecific factors, rather than the specific therapy.
Related to the above, it is often not clear precisely what
components of a therapy are necessary, and which component(s)
leads to treatment success. The studies described above were
grouped according to their general modes of intervention, but
there is often great variability both within and between therapies.
For example, music therapy might consist of having patients
physically create music using a drum, or having patients present
songs they feel define their stressful event which are then played
to a group and discussed. Furthermore, the creative therapies
often employ multi-modal designs (e.g., patients both play music
and create art sculptures, or patients both engage in both creative
and cognitive components), making it difficult to ascertain what
specifically caused the positive effects. Even expressive writing,
which has been tested most widely based on an established
protocol, varies widely in its execution of instructions (e.g., what
patients are told to write about, whether patients are asked to talk
to others about their writing). These variations likely have an
influence on whether the therapy will be successful or not.
Finally, the number of treatment sessions ranges from 3 (for tests
of expressive writing) to upward of 100 (for descriptions of some
art and multi-modal therapies), and follow-up intervals range
from immediately post-treatment to 24 months after treatment
concludes. As a result, it is not clear how much of each treatment
is necessary for symptom reduction or how long the effects of a
given treatment may last. It will be necessary to determine these
aspects of expressive, creative, and mindfulness approaches
before clinical recommendations or best-practice guidelines are
warranted.
What We Need to Do Next
Expressive, creative, and mindfulness-based approaches appear
acceptable to patients, and show some promise for treating PTSD
– especially for patients currently experiencing trauma-related
symptoms and for those unable to articulate their symptoms and
memories in words. Yet much work remains to be done before it
is possible to conclusively state the effectiveness of expressive,
creative, and mindfulness therapies and bring these healing
approaches to patients.
The most immediate action item is to conduct more high quality
research, ideally including appropriate control conditions, careful
measurement, and long-term assessments. Research should also
assess patient characteristics and how they relate to treatment
preference and response, so as to learn how best to match
individuals with an appropriate therapy.
A number of more specific questions also remain unanswered,
including the importance of interpersonal interactions to the
therapy, the importance of co-morbidity to the expected benefits
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of the specific therapy, and the importance of the nature of the
trauma that caused the PTSD. Just as exposure-based therapy is
not appropriate for all patients, neither will any non-traditional
creative/expressive therapy be universally suitable. The direction
of future research must be aimed at understanding which specific
type of therapy will have the most positive effects for a particular
patient. Furthermore, as part of the need for more research,
cost analyses should be considered. Although exposure based
therapies have proven effective, they can be time- and resourceintensive. Some of the creative/expressive therapies are lower in
cost to administer. In addition, the potential to use group therapy
for some individuals with PTSD would significant lower the
burden of cost of treating patients. With that said, many of these
treatments are currently implemented in an ongoing (and often
time- and labor-intensive) fashion. Determining the best “fit” to
patients, and the most effective and efficient manner of delivery,
remains a vital objective for ongoing work.
Box 5. Feedback from patients with PTSD or
trauma histories who have participated in
mindfulness training.
“Don’t ask me, what I was expecting the other people
to be? Raving lunatics, people with axes in their hands,
I haven’t a clue – but they were not....it was you, it was
my next door neighbour. They weren’t giggling half wits. I
know that is rather narrow minded but they were ordinary
everyday run of the mill people which reinforces the fact
that that is what I am as well. I’m not a nut...I’m just an
ordinary, everyday run of the mill person who ended up
in the crap for whatever reason, and so are they. So that
was another thing that was a great plus.”
“...I felt the meditation was going inside the body.... as if
I’ve got into the root, is probably the best way to describe
it. And I can get right to the nucleus of it and I can feel it.”
Quoted in Finucane, A., & Mercer, S.W. (2006). An
exploratory mixed methods study of the acceptability and
effectiveness of mindfulness-based cognitive therapy for
patients with active depression and anxiety in primary care.
BMC Psychiatry, 6, 1-14.

“I am feeling things the pain has been masking. It [the
pain] took up all my energy. I have a lot of things to talk
[about] to my therapist now—that I had not thought of
before.”
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