
Aesthetic Orientation (AO) 
A Compassion-Governed White Paper for Recognition, Whole-Person 

Care, and Precision Arts-Health 

	

Version	1.2	|	Final	release	|	©	2026	John	Stone	|	CC	BY-NC-ND	4.0	|	DOI:	10.5281/zenodo.19856522	

John Stone 

Version	1.2	|	Final	release	|	April	25,	2026 

DOI:	10.5281/zenodo.19856522	

Suggested	citation:	Stone,	John.	(2026).	Aesthetic	Orientation	(AO):	A	Compassion-Governed	White	Paper	for	
Recognition,	Whole-Person	Care,	and	Precision	Arts-Health	(Version	1.2)	[White	paper].	Zenodo.	

https://doi.org/10.5281/zenodo.19856522	

 

 

	

Status note: This	paper	advances	AO	as	a	proposed	multidimensional	spectrum	construct.	It	is	not	
presented	here	as	a	diagnosis,	clinical	code,	or	settled	medical	category.	

	

“Scientific	inquiry	may	clarify	Aesthetic	Orientation.	It	does	not	create	it.	The	role	of	
validation	is	not	to	grant	permission	to	exist.	It	is	to	reduce	suffering,	improve	fit,	and	

create	safer	pathways	of	belonging,	care,	and	participation.”	
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Executive Summary 
This	paper	advances	Aesthetic	Orientation	(AO)	as	a	person-level	spectrum	construct	describing	the	
degree	to	which	a	person	relies	on	aesthetic	perception,	aesthetic	expression,	and	aesthetic	
environment	as	primary	channels	for	regulation,	meaning-making,	and	self-coherence.	AO	is	not	a	
profession,	social	class,	diagnosis,	or	proxy	for	artistic	sophistication.	It	is	advanced	here	as	a	
possible	human	orientation	and	response	phenotype:	a	trait-like	way	of	interfacing	with	reality	
through	pattern,	tone,	image,	rhythm,	atmosphere,	symbol,	and	form.	[1][2][5]	

AO	should	now	be	treated	as	a	research-ready	human	pattern.	The	current	evidence	base	is	strong	
enough	to	justify	naming	the	construct,	mapping	its	dimensions,	and	designing	care,	community,	and	
research	pathways	around	it.	It	is	not	yet	strong	enough	to	present	AO	as	a	settled	diagnosis,	a	fully	
validated	medical	category,	or	a	construct	with	known	prevalence	and	fixed	thresholds.	That	gap	
defines	the	work;	it	does	not	erase	the	people.	[2][5][7][8]	

The	scientific	case	rests	on	converging	evidence,	not	on	a	single	study	or	institution.	WHO	has	
synthesized	evidence	from	more	than	3,000	studies	showing	that	the	arts	play	a	major	role	in	
prevention,	health	promotion,	and	the	management	and	treatment	of	illness	across	the	lifespan.	
NCCIH’s	whole	person	health	framework	explicitly	calls	for	research	that	spans	biological,	
behavioral,	social,	and	environmental	domains	and	recognizes	that	subclasses	of	people	may	respond	
differently	to	interventions.	NeuroArts,	NEA,	and	NIH’s	Sound	Health	initiative	show	that	arts-and-
health	is	already	a	serious	field	with	institutional	depth.	[2][5][6][11][13][15]	

Individual-difference	research	strengthens	the	case	that	AO	is	not	an	implausible	idea.	The	Aesthetic	
Responsiveness	Assessment	(AReA)	measures	stable	variation	in	responsiveness	to	art;	music	
reward	research	identifies	meaningful	differences	across	seeking,	mood	regulation,	emotion	
evocation,	and	sensory-motor	response;	studies	in	children	show	that	this	variability	appears	early;	
and	recent	genetic	work	suggests	that	adjacent	traits	such	as	music	enjoyment	and	art/music	chills	
are	partly	heritable.	None	of	this	proves	AO	by	itself.	It	does	show	that	human	responsiveness	to	
aesthetic	input	is	structured,	measurable,	and	not	reducible	to	taste	or	lifestyle.	[20][21][22][23][24]	

This	paper	is	compassion-governed	by	design.	WHO’s	people-centred	care	and	compassion	
frameworks,	SAMHSA’s	trauma-informed	model,	and	the	National	Academy	of	Medicine’s	patient-	
and	family-engaged	care	framework	converge	on	the	same	requirement:	systems	should	be	designed	
around	people	rather	than	administrative	convenience,	and	safety,	trust,	dignity,	and	partnership	
must	govern	care.	In	AO	terms,	scientific	inquiry	may	clarify	patterns;	it	does	not	create	the	person.	
No	scholar,	clinician,	institution,	or	political	actor	should	hold	sovereign	authority	over	a	person’s	
identity.	[3][4][39][40]	

The	social	stakes	are	high.	Arts	access	is	not	evenly	distributed.	NEA	data	show	that	arts	participation	
and	perceived	local	arts	opportunity	vary	by	age,	race	and	ethnicity,	education,	income,	geography,	
and	neighborhood	poverty.	WHO’s	work	on	social	prescribing	emphasizes	that	health	is	shaped	by	
poverty,	isolation,	and	loneliness.	Any	serious	AO	framework	must	therefore	separate	orientation	
from	opportunity.	Otherwise	it	risks	confusing	an	unrecognized	human	pattern	with	the	unequal	
conditions	that	allow	the	pattern	to	appear	or	be	safely	expressed.	[16][17][19]	

The	immediate	agenda	is	fivefold:	clarify	the	doctrine,	build	dimensional	measurement,	design	
recognition-to-action	pilot	pathways,	map	where	AO	is	hidden	by	deprivation	or	lack	of	access,	and	
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develop	population-sensitive	recognition	and	communication	pathways.	AO	should	now	move	from	
naming	to	structured	validation	without	surrendering	compassion,	personhood,	or	population	
relevance.	

Core Doctrinal Claims 
This	paper	makes	six	doctrinal	claims	and	states	them	directly.	

• AO	names	a	proposed	person-level	spectrum	construct.	
• The	scientific	preconditions	for	taking	AO	seriously	already	exist.	
• AO	should	be	studied	dimensionally,	not	as	a	crude	binary.	
• Recognition	should	precede	gatekeeping;	assessment	should	map	fit,	not	confer	personhood.	
• The	next	phase	is	measurement,	deprivation/access	mapping,	matched	pilot	design,	and	

population-sensitive	introduction	pathways.	
• Lack	of	full	validation	is	a	research	problem,	not	grounds	for	erasing	the	people.	

Contents 
• Core	doctrinal	claims	
• 1.	Constitutional	premise	
• 2.	Definition	and	scope	
• 3.	Evidence	tiers:	what	is	established,	suggested,	and	unproven	
• 4.	Historical	and	institutional	context	
• 5.	Physiological,	psychological,	and	modality	foundations	
• 6.	AO	as	a	spectrum,	not	a	binary	
• 7.	Distinguishing	AO	from	adjacent	constructs	
• 8.	Life-course	expression	and	socioeconomic	patterning	
• 9.	Validation	with	compassion:	recognition,	safety,	and	intervention	logic	
• 10.	AO	within	the	wider	arts-health	and	human-science	ecosystem	
• 11.	Paradigm	Transition	Cost	(PTC)	and	systems	value	
• 12.	Missing	validation	points	
• 13.	AO	Research	and	Systems	Agenda	
• 14.	Closing	doctrine	statement	
• Appendix	A.	Working	AO	spectrum	model	
• Appendix	B.	Population	signals,	intervention	logic,	and	communication	pathways	
• Appendix	C.	References	
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1. Constitutional Premise 
Aesthetic	Orientation	is	lived	before	it	is	studied.	Research	may	clarify	correlates,	mechanisms,	
prevalence,	boundaries,	and	care	implications.	It	does	not	create	the	person.	The	purpose	of	
validation	in	this	doctrine	is	therefore	not	to	grant	permission	to	exist.	It	is	to	reduce	suffering,	
improve	fit,	increase	safety,	and	make	room	for	lives	that	already	exist.	

This	ordering	is	compatible	with	the	most	credible	institutional	frameworks	currently	available.	
WHO’s	integrated	people-centred	care	model	calls	for	a	shift	away	from	systems	designed	around	
diseases	and	institutions	toward	systems	designed	for	people	and	communities.	WHO’s	compassion	
guidance	defines	compassion	as	awareness,	empathy,	and	action.	Whole	person	health	asks	
researchers	and	clinicians	to	consider	interacting	biological,	behavioral,	social,	and	environmental	
domains	rather	than	narrow	symptom	clusters	alone.	[3][4][5]	

From	that	follows	a	constitutional	rule	for	AO:	no	scholar,	clinician,	institution,	platform,	or	political	
actor	has	ultimate	authority	to	confer	or	revoke	a	person’s	identity.	Research	can	test	whether	a	
construct	is	coherent.	Programs	can	define	service	criteria.	Clinicians	can	assess	what	supports	fit	
best.	None	of	those	functions	should	become	a	moral	veto	over	personhood.	

Compassion	is	therefore	not	ornamental	language	in	this	paper.	It	is	a	design	requirement.	
Measurement	must	serve	dignity.	Classification	must	serve	safety.	Intervention	must	serve	relief,	
coherence,	and	agency.	Any	AO	framework	that	increases	shame,	coercion,	exclusion,	or	
dehumanization	in	the	name	of	rigor	is	incomplete	by	definition.	

Constitutional operating principles 

Principle	 Meaning in an AO framework	

Person	before	category	 A	score,	label,	profile,	or	service	tier	can	never	exhaust	the	person.	

Compassion	governs	method	 Assessment	and	research	are	justified	only	if	they	reduce	suffering	or	improve	
fit.	

Validation	is	not	permission	 Scientific	recognition	clarifies	patterns;	it	does	not	create	identity.	

Partnership	over	extraction	 AO	people	should	participate	in	authorship,	governance,	and	interpretation.	

Spectrum	over	gatekeeping	 Variation	is	expected;	hard	binaries	should	be	avoided	unless	clearly	justified.	

	

2. Definition and Scope 
This	paper	advances	the	following	working	definition:	

Aesthetic	Orientation	(AO)	is	a	proposed	multidimensional	human	spectrum	
construct	describing	the	degree	to	which	a	person	relies	on	aesthetic	perception,	
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aesthetic	expression,	and	aesthetic	environment	as	primary	channels	for	regulation,	
meaning-making,	and	self-coherence.	

AO	is	not	being	advanced	here	as	a	profession,	cultural	class,	or	measure	of	artistic	sophistication.	A	
person	can	be	strongly	AO	and	have	no	professional	identity	in	the	arts.	A	person	can	work	in	the	arts	
and	not	be	strongly	AO.	AO	refers	to	primary	interface,	not	status.	

2.1 Why use the word orientation? 

In	everyday	language,	orientation	usually	points	to	a	durable	directional	bias	in	how	a	person	is	
organized	or	how	they	reliably	face	the	world.	In	this	paper,	the	term	is	used	in	that	broad	sense:	not	
to	claim	equivalence	with	any	single	existing	identity	category,	but	to	mark	a	pattern	that	appears	
more	enduring	than	preference	and	broader	than	skill.	

The	scientific	bridge	terms	are	important.	In	public	and	lived	language,	“Aesthetic	Orientation”	is	the	
clearest	name.	In	research	language,	AO	can	also	be	described	as	a	proposed	person-level	orientation,	
multidimensional	spectrum	construct,	or	response	phenotype.	Those	phrases	lower	unnecessary	
resistance	because	they	locate	AO	in	familiar	scientific	territory:	stable	individual	differences	that	
may	predict	how	people	perceive,	regulate,	and	respond.	[5][6]	

Using	orientation	does	not	require	a	binary	or	a	metaphysical	essence.	It	signals	that	the	pattern	may	
be	primary,	trait-like,	and	identity-relevant	for	some	people.	It	leaves	open	the	question	of	
mechanism	while	still	naming	the	lived	phenomenon.	

As	used	in	this	paper,	Aesthetic	Orientation	does	not	refer	to	aesthetic	attitude,	aesthetic	attraction,	
aesthetic	preference,	general	responsiveness	to	art,	or	aesthetic	needs	alone.	It	refers	to	a	proposed	
person-level	construct	in	which	aesthetic	conditions	may	function	as	primary	channels	of	regulation,	
meaning-making,	self-coherence,	and	environmental	fit.	

2.2 Why a spectrum or profile rather than a binary? 
Science	increasingly	treats	many	human	phenomena	dimensionally	or	as	hybrid	category-dimension	
systems	rather	than	as	all-or-nothing	binaries.	NIMH’s	RDoC	framework	was	built	precisely	to	study	
dimensions	of	functioning	that	span	the	full	range	from	normal	to	abnormal.	Autism	research	
likewise	continues	to	test	whether	observed	structure	is	best	represented	categorically,	
dimensionally,	or	in	hybrid	form.	[7][8][9]	

That	matters	here	because	AO	is	likely	to	show	uneven	expression	across	domains.	One	person	may	
be	profoundly	music-dominant	and	only	moderately	visual.	Another	may	show	strong	environmental	
or	atmosphere	sensitivity	with	little	public	creative	output.	Another	may	rely	heavily	on	narrative,	
ritual,	or	symbolic	form	while	showing	modest	response	to	painting	or	design.	A	rigid	yes-or-no	
model	would	flatten	the	very	variation	that	the	doctrine	is	trying	to	recognize.	

Sensory	Processing	Sensitivity	research	strengthens	this	point.	Recent	work	continues	to	identify	
nonuniform	latent	subgroups	rather	than	a	single	homogeneous	sensitive	type.	AO	should	learn	from	
that	literature	without	collapsing	into	it.	[10]	

2.3 What AO is not 

• AO	is	not	identical	to	being	an	artist.	
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• AO	is	not	the	same	thing	as	general	creativity.	
• AO	is	not	a	diagnosis	or	disorder	in	this	draft.	
• AO	is	not	synonymous	with	neurodivergence,	trauma	history,	or	sensory	sensitivity,	though	

overlaps	may	exist.	
• AO	is	not	a	proxy	for	class	privilege,	arts	education,	or	cultural	capital.	
• AO	is	not	identical	to	aesthetic	attitude,	aesthetic	attraction,	aesthetic	responsiveness,	or	

aesthetic	needs,	though	each	is	adjacent	and	informative.	

Claim ladder for the current paper 

Tier	 What can be responsibly claimed now	

Established	 Aesthetic	experiences	can	affect	physiology,	affect,	attention,	and	social	connection.	

Strongly	supported	 Humans	vary	widely	in	aesthetic	responsiveness,	musical	reward,	and	intense	aesthetic	
experience.	

Proposed	 Aesthetic	conditions	may	function	as	primary	channels	of	regulation,	meaning-
making,	and	self-coherence	for	some	people.	

Not	yet	validated	 AO	does	not	yet	have	an	agreed	prevalence,	gold-standard	instrument,	clinical	threshold,	
or	reimbursement	pathway.	

	

3. Evidence Tiers: What Is Established, Suggested, and Unproven 
The	first	tier	is	already	solid:	the	arts	matter	to	health.	WHO’s	2019	scoping	review	synthesized	
evidence	from	more	than	3,000	studies	and	concluded	that	the	arts	play	a	major	role	in	prevention,	
health	promotion,	and	management	and	treatment	across	the	lifespan.	NEA,	NCCIH,	and	NIH	have	
each	built	formal	public-facing	portfolios	around	arts,	music,	and	whole-person	health.	[2][5][13][15]	

The	second	tier	is	strongly	supported:	people	differ	markedly	in	how	they	respond	to	aesthetic	input.	
The	AReA	provides	a	factor-based	measure	of	aesthetic	appreciation,	intense	aesthetic	experience,	
and	creative	behavior.	Musical	reward	research	shows	that	pleasure	responses	to	music	are	not	
uniform	and	can	be	decomposed	into	multiple	dimensions.	Studies	in	children	indicate	that	
meaningful	variability	in	musical	reward	is	already	visible	early	in	life.	[20][21][22]	

The	third	tier	is	biologically	plausible:	adjacent	constructs	show	partial	heritability	and	relatively	
stable	individual	differences.	Twin	modeling	in	2025	reported	that	music	enjoyment	was	
substantially	heritable	in	that	sample	and	partly	genetically	distinct	from	general	reward	sensitivity	
and	music	perceptual	ability.	A	2026	PLOS	Genetics	paper	found	shared	genetic	variance	across	art-	
and	music-related	chills.	These	findings	do	not	prove	AO,	but	they	directly	weaken	any	simplistic	
assumption	that	aesthetic	dependence	is	merely	a	lifestyle	preference.	[23][24]	

The	fourth	tier	remains	open:	no	accepted	scientific	body	has	yet	ratified	AO	as	a	recognized	
construct	with	established	prevalence,	cross-cultural	invariance,	longitudinal	stability,	discriminant	
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validity,	and	care	standards.	That	gap	should	be	stated	plainly.	It	is	not	a	flaw	in	the	people.	It	is	the	
unfinished	part	of	the	research	program.	

4. Historical and Institutional Context 
The	union	of	art	and	healing	is	not	new.	What	is	new	is	that	major	institutions	now	treat	arts-and-
health	as	a	serious	field	rather	than	as	metaphor	or	anecdote.	WHO	maintains	an	active	arts-and-
health	initiative;	NCCIH	has	made	whole	person	health	a	central	organizing	frame;	NEA	sustains	a	
substantial	arts-and-health	and	population-research	portfolio;	NIH	continues	to	support	music-based	
research	networks	and	the	Sound	Health	partnership;	NeuroArts	is	building	shared	language,	
training	pathways,	communications,	policy	traction,	and	community	implementation	models.	
[1][5][11][13][15]	

NeuroArts	and	Sound	Health	matter	in	this	paper	because	they	show	that	the	broader	field	is	already	
moving.	They	are	examples	of	current	infrastructure,	mechanism	translation,	and	public	legitimacy.	
They	do	not	own	the	field,	and	they	are	not	the	only	relevant	references.	They	are	reference	points	
inside	a	wider	arts-health	and	human-science	ecosystem.	[11][12][13][14]	

AO	should	stand	in	dialogue	with	arts-and-health	research,	neuroaesthetics,	music-based	
intervention	science,	trauma-informed	care,	whole	person	health,	public	health,	social	prescribing,	
community	arts	practice,	psychometrics,	and	developmental	science.	The	construct	becomes	
stronger	when	it	can	be	examined	from	many	directions	at	once.	

Why this matters strategically 
The	world	before	AO	already	contains	mechanisms,	interventions,	institutions,	and	datasets.	What	it	
largely	lacks	is	a	clear	person-level	construct	for	those	whose	systems	may	depend	on	aesthetic	
channels	more	centrally	than	average.	AO	supplies	that	missing	layer	and	asks	the	surrounding	field	
to	become	more	precise.	

5. Physiological, Psychological, and Modality Foundations 

5.1 Multisystem regulation 
The	physiological	case	begins	with	regulation.	Visual	art	making	has	been	associated	with	significant	
cortisol	reduction	in	healthy	adults	after	a	short	session.	Reviews	of	music	and	heart-rate	variability	
indicate	that	music	can	influence	the	cardiac	autonomic	nervous	system	and	increase	
parasympathetic	activity,	while	also	noting	heterogeneity	and	risk	of	bias	in	the	literature.	Music	
therapy	meta-analysis	likewise	supports	meaningful	stress-reduction	effects	across	multiple	settings.	
[25][26][27]	

The	clinical	and	developmental	literature	points	in	the	same	direction.	Music-based	interventions	
have	been	studied	in	infants,	children,	neurological	populations,	substance-use	treatment,	trauma	
recovery,	dementia,	and	older	adults.	Group	arts	interventions	and	dance-based	work	show	
measurable	effects	in	anxiety	and	depression	outcomes	for	older	adults,	even	though	mechanisms	
and	optimal	dosing	remain	unsettled.	[14][28][29][30][31]	
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Mechanistically,	the	literature	increasingly	points	to	layered	effects	rather	than	a	single	pathway:	
sensory	processing,	reward	and	valuation,	autonomic	regulation,	emotion	generation	and	
modulation,	memory,	meaning-making,	and	social	synchrony	can	all	be	involved.	Recent	reviews	of	
neural	mechanisms	in	creative	arts	therapies	and	neuroaesthetic	measurement	support	exactly	this	
multisystem	picture.	[33][34]	

5.2 Aesthetic modalities: known, adjacent, and undermeasured 
AO	should	not	be	limited	to	a	narrow	list	of	“approved	arts.”	The	existing	literature	is	strongest	in	
some	modalities	and	thinner	in	others,	but	the	doctrine	should	remain	broad	enough	to	include	both	
well-studied	and	undermeasured	channels.	

Modality	 Current evidence position	 Why it matters for AO	

Music	and	sound	
Strong	evidence	base	in	reward,	
stress,	motor	entrainment,	memory,	
and	clinical	intervention.	

May	be	the	dominant	regulatory	channel	
for	many	AO	people.	

Visual	art,	image,	color,	
and	light	

Substantial	literature	in	art	
engagement,	visual	neuroaesthetics,	
and	cortisol	studies.	

Supports	perception,	symbolic	
processing,	and	environmental	
coherence.	

Dance,	rhythm,	and	
movement	

Growing	evidence	in	embodied	
regulation,	social	synchrony,	and	
mental	health	outcomes.	

Important	where	the	body	is	the	primary	
gateway	rather	than	words	or	static	
image.	

Narrative,	literature,	
and	poetry	

Well	established	in	humanities	and	
narrative-health	traditions;	
undermeasured	physiologically.	

Likely	central	for	AO	people	whose	self-
understanding	emerges	through	story,	
symbol,	and	voice.	

Drama,	role,	ritual,	and	
performance	

Present	in	expressive	arts	and	
community	practice;	unevenly	
measured	in	mainstream	
biomedicine.	

May	organize	identity,	rehearsal	of	
possibility,	belonging,	and	
transformation.	

Built	environment,	
architecture,	and	
atmosphere	

Neuroaesthetics	increasingly	includes	
landscapes,	architecture,	and	
environmental	experience.	

Critical	for	AO	people	destabilized	or	
restored	by	spatial	order,	beauty,	texture,	
or	light.	

Everyday	aesthetics	and	
design	

Research	increasingly	extends	
aesthetics	to	objects,	surfaces,	
neatness,	interface,	and	daily	settings.	

Captures	“unnamed	modalities”	such	as	
clothing,	order,	ritual	pacing,	and	
symbolic	congruence.	

Mixed,	digital,	and	
multisensory	forms	

Rapidly	expanding	in	lived	culture;	
still	comparatively	undermeasured.	

Important	because	many	AO	people	
regulate	through	layered	sensory	worlds	
rather	than	a	single	art	form.	
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Modality	 Current evidence position	 Why it matters for AO	

Touch,	material	
texture,	and	tactility	

Relevant	across	sensory	design,	
somatic	regulation,	and	material-
environment	studies;	
underintegrated	in	arts-health	
literature.	

Important	where	safety,	grounding,	
and	coherence	are	organized	through	
material	contact,	pressure,	softness,	
or	surface.	

Scent,	taste,	and	ritual	
sensory	context	

Undermeasured	in	arts-health	as	
unified	modalities,	but	central	in	
memory,	atmosphere,	culture,	and	
daily	ritual.	

Captures	food,	smell,	ritual,	and	
place-based	aesthetic	conditions	that	
may	support	identity,	memory,	and	
coherence.	

	

Neuroaesthetics	has	already	begun	to	move	beyond	canonical	artworks	toward	landscapes,	
architecture,	and	everyday	objects,	and	systematic	work	on	transformative	aesthetic	experience	
explicitly	spans	art	and	aesthetics	regardless	of	artwork	type	or	context.	That	supports	a	broader	AO	
frame	in	which	atmosphere,	symbolic	congruence,	surface	order,	and	environmental	composition	
count	as	legitimate	aesthetic	channels	rather	than	as	decorative	afterthoughts.	[32][34][35][36][37]	

5.3 Caution: aesthetic input is not uniformly soothing 

AO	should	never	be	reduced	to	the	claim	that	art	simply	calms	people	down.	Aesthetic	experience	can	
stabilize,	activate,	unsettle,	intensify,	or	transform.	Neuroaesthetics	has	historically	focused	more	on	
positive	aesthetic	evaluation	than	negative	evaluation,	and	more	recent	work	shows	that	aversive	or	
dissonant	aesthetic	response	also	has	measurable	neural	correlates.	For	AO,	this	means	that	modality	
matching	and	titration	matter.	The	relevant	question	is	not	“does	art	help?”	but	“what	kind	of	
aesthetic	input	does	this	person’s	system	need,	avoid,	or	metabolize	well?”	[32][36]	

6. AO as a Spectrum, Not a Binary 
The	strongest	model	for	AO	is	multidimensional	and	continuous.	This	follows	from	lived	observation	
and	from	the	structure	of	the	adjacent	science.	AReA	is	factor-based.	Musical	reward	is	
multidimensional.	Sensory	sensitivity	research	identifies	nonuniform	subgroups	rather	than	a	single	
homogeneous	type.	A	binary	AO/non-AO	split	may	eventually	be	useful	for	specific	service,	research,	
or	policy	purposes,	but	it	should	not	be	the	doctrine’s	primary	model	at	this	stage.	[10][20][22]	

A	profile-based	approach	also	protects	against	a	common	failure	mode:	flattening	human	difference	
into	a	purity	test.	The	goal	is	not	to	decide	who	is	“AO	enough”	to	count.	The	goal	is	to	map	the	
pattern	clearly	enough	that	people	can	recognize	themselves,	understand	their	needs,	and	find	more	
fitting	environments	and	interventions.	
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Working AO spectrum dimensions 

Dimension	 What it captures	 Why it matters	

Aesthetic	salience	 How	centrally	pattern,	tone,	image,	
rhythm,	and	atmosphere	register.	

Identifies	whether	aesthetic	input	is	
peripheral	or	primary.	

Regulation	dependence	 How	strongly	aesthetic	input	changes	
stress,	coherence,	or	felt	safety.	

Links	AO	to	physiology	and	self-
management.	

Identity	mediation	
How	much	self-understanding	arises	
through	aesthetic	form	before	verbal	
explanation.	

Explains	why	many	AO	people	feel	
unseen	in	word-dominant	systems.	

Modality	profile	

Music-dominant,	visual-dominant,	
movement-dominant,	narrative-
dominant,	environmental-dominant,	or	
mixed.	

Supports	matched	interventions	
rather	than	generic	arts	exposure.	

Absorption	and	intensity	 Immersion,	chills,	entrainment,	time	
distortion,	deep	affective	shift.	

Maps	the	upper	range	of	aesthetic	
impact.	

Deprivation	response	
Flattening,	agitation,	numbness,	
substitution,	or	disorientation	when	
access	is	blocked.	

May	identify	hidden	distress	
mechanisms.	

Context	sensitivity	 Response	to	environment,	noise,	beauty,	
symbolic	congruence,	and	atmosphere.	

Connects	AO	to	environmental	
design	and	safety.	

	

The	table	above	is	a	proposed	working	model,	not	a	validated	instrument.	

7. Distinguishing AO from Adjacent Constructs 
AO	overlaps	with	several	existing	constructs	but	should	not	collapse	into	any	of	them.	Artist	is	a	role.	
Creativity	is	a	broad	trait	cluster.	Sensory	Processing	Sensitivity	is	relevant	but	not	specifically	
aesthetic.	Trauma	may	intensify	or	distort	aesthetic	dependence	but	is	not	equivalent	to	it.	
Neurodivergence	may	overlap	but	is	not	definitionally	the	same.	Scientific	defensibility	will	depend	
on	demonstrating	discriminant	validity	against	these	neighbors	rather	than	pretending	the	overlaps	
do	not	exist.	[9][10][20]	

One	of	the	most	important	distinctions	is	between	orientation	and	opportunity.	A	person	can	be	
strongly	AO	and	still	have	little	access	to	arts	education,	safe	aesthetic	spaces,	or	cultural	legitimacy.	
Conversely,	a	person	can	have	high	arts	exposure	through	class	privilege	and	not	be	strongly	AO.	This	
distinction	is	central	to	ethics,	equity,	and	research	design.	
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Key discriminant questions for future work 

Comparison	 Question future studies must answer	

Against	artist	identity	 Does	AO	predict	regulation	and	deprivation	effects	beyond	professional	arts	
engagement?	

Against	openness/creativity	 Does	AO	explain	unique	variance	beyond	broad	personality	openness	and	
creative	self-concept?	

Against	sensory	sensitivity	 Does	AO	involve	specifically	aesthetic	meaning	and	regulation,	not	only	sensory	
intensity?	

Against	trauma	adaptation	 Can	studies	separate	primary	orientation	from	coping	patterns	acquired	after	
adversity?	

Against	neurodivergence	 Are	there	AO	profiles	both	within	and	outside	neurodivergent	groups?	

Against	class/cultural	capital	 Does	AO	remain	visible	after	adjusting	for	training,	income,	education,	and	local	
access?	

	

8. Life-Course Expression and Socioeconomic Patterning 

8.1 Across the lifespan 
AO	should	be	understood	developmentally.	In	early	childhood,	the	strongest	signals	are	unlikely	to	be	
sophisticated	aesthetic	judgment.	They	are	more	likely	to	appear	as	disproportionate	regulation,	
entrainment,	symbolic	play,	attraction	to	patterned	sensory	input,	and	relief	through	sound,	image,	
movement,	or	atmosphere.	NEA’s	early-childhood	review	supports	the	broader	case	that	arts	
participation	is	linked	to	social-emotional	benefits	in	young	children.	[18]	

In	adolescence,	AO	may	become	especially	visible	because	identity	formation,	social	belonging,	
shame	sensitivity,	and	exposure	to	music,	image,	narrative,	and	symbolic	culture	all	intensify.	
Reviews	of	arts	engagement	in	young	people	suggest	meaningful	roles	in	resilience	and	mental	well-
being.	For	AO	adolescents,	validation	may	be	protective	and	suppression	may	be	destabilizing.	
[18][32]	

In	working-age	adulthood,	the	dominant	problem	is	often	misfit.	Word-heavy,	linear,	
administratively	legible	systems	can	under-recognize	people	whose	primary	interface	is	aesthetic.	In	
older	adulthood,	aesthetic	channels	may	remain	among	the	strongest	routes	to	coherence,	
connection,	memory,	and	emotional	continuity	even	as	mobility,	status,	and	social	network	contract.	
[5][30][31]	
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8.2 Socioeconomic patterning and access 
Socioeconomic	patterning	cannot	be	treated	as	a	side	issue.	NEA	data	show	that	reported	local	arts	
opportunities	vary	by	race	and	ethnicity,	age,	education,	and	income,	and	school-based	access	varies	
by	neighborhood	poverty	and	locale.	That	means	many	AO	people	may	be	hidden	not	because	the	
orientation	is	rare,	but	because	the	conditions	that	would	make	it	legible	are	absent	or	unsafe.	
[16][17]	

WHO’s	social-prescribing	work	explicitly	links	health	to	poverty,	isolation,	and	loneliness.	For	AO,	
that	means	the	doctrine	must	always	ask	two	questions	at	once:	what	is	this	person’s	underlying	
orientation,	and	what	conditions	have	they	been	given	to	live	inside?	If	access	is	poor,	the	visible	
expression	of	AO	may	be	distorted,	delayed,	or	misread	as	pathology.	[19]	

9. Validation with Compassion: Recognition, Safety, and Intervention 
Logic 
The	first	intervention	for	AO	is	not	classification.	It	is	recognition.	A	person	who	has	spent	years	
feeling	excessive,	unstable,	indulgent,	or	illegible	may	not	need	to	be	sorted	first.	They	may	need	to	
hear,	often	for	the	first	time,	that	their	system	may	be	organized	around	a	channel	that	was	never	
properly	named.	

Recognition,	however,	is	not	a	substitute	for	assessment.	It	is	the	condition	that	makes	assessment	
humane,	legible,	and	useful.	In	AO	terms,	the	first	task	is	to	reduce	shame	and	increase	self-
recognition;	the	second	is	to	determine	fit,	risk,	access,	and	next	action.	Recognition	is	the	first	
intervention.	It	should	not	be	the	final	deliverable.	

From	there,	intervention	logic	must	become	explicit	rather	than	impressionistic.	The	relevant	
questions	are:	Which	modalities	regulate	this	person	most	reliably?	Which	aesthetic	environments	
deplete	or	restore	them?	What	happens	when	access	is	blocked?	Which	forms	of	recognition	reduce	
shame	without	overstating	certainty?	Which	care	paths	preserve	agency	rather	than	forcing	
compliance?	In	any	consequential	setting,	those	questions	should	produce	a	documented	result:	
current	need,	likely	modality	fit,	environmental	risks,	access	barriers,	next	action,	and	review	trigger.	
This	is	fully	consistent	with	people-centred	care,	compassion,	and	whole	person	health.	[3][4][5]	

Research	should	now	stratify	by	modality,	environment,	responder	profile,	intensity,	and	outcome.	
Whole-person-health	logic	already	creates	room	for	this	phenotype-sensitive	approach,	especially	
where	responder	and	nonresponder	subgroups	are	expected.	[5][6]	

Compassion	remains	the	constitutional	safeguard.	Validation	without	compassion	becomes	sorting.	
Compassion	without	validation	leaves	people	unseen.	AO	therefore	requires	recognition,	validation,	
and	intervention	logic	together.	

Compassion-governed design rules 

• Assessment	should	function	as	a	map	of	need	and	fit,	not	as	a	tribunal	of	legitimacy.	
• Recognition	should	distinguish	personhood	from	diagnosis,	service	thresholds,	and	causal	proof.	
• Services	should	be	trauma-informed,	partnership-based,	and	resistant	to	retraumatization.	
• Recognition	language	should	remain	non-elite,	non-shaming,	and	accessible	across	class	and	age.	
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• Care	plans	should	include	environment,	access,	and	deprivation	risk,	not	only	individual	coping	
techniques.	

• Consequential	recommendations	should	name	the	action,	responsible	party,	timeframe,	and	
review	point.	

• Research	protocols	should	include	AO	people	as	design	partners,	not	merely	as	subjects.	
• Narrative	fluency,	emotional	resonance,	or	institutional	comfort	should	not	be	mistaken	for	

validation	unless	they	improve	fit,	safety,	or	decision	quality.	

10. AO Within the Wider Arts-Health and Human-Science Ecosystem 
AO	should	be	presented	in	relation	to	the	wider	world	before	AO,	not	as	a	standalone	island	or	rival	
brand.	Relevant	domains	include	arts-and-health,	neuroaesthetics,	music-based	intervention	science,	
whole	person	health,	trauma-informed	care,	public	health,	social	prescribing,	developmental	science,	
psychometrics,	community	arts	practice,	and	implementation	research.	[1][5][11][13][15]	

NeuroArts	and	Sound	Health	are	relevant	examples	because	they	supply	field	precedent,	mechanism	
translation,	public	legitimacy,	and	coalition	infrastructure.	They	should	neither	be	erased	nor	over-
centered.	WHO,	NCCIH,	NEA,	NIMH,	peer-reviewed	aesthetics	research,	community	coalition	models,	
and	music	research	networks	are	equally	important	parts	of	the	surrounding	ecosystem.	
[1][5][11][12][13][14][15]	

AO	stands	apart	in	one	decisive	way:	it	makes	the	person,	rather	than	the	intervention	alone,	the	
central	unit	of	analysis.	Existing	frameworks	largely	ask	what	art,	music,	or	aesthetic	experience	can	
do.	AO	adds	a	prior	question:	for	whom	do	aesthetic	conditions	function	as	primary	channels	of	
regulation,	meaning-making,	self-coherence,	and	environmental	fit,	and	how	should	that	change	
recognition,	design,	care,	research,	and	policy?	

AO	should	be	framed	as	a	next-level	human-validation	layer.	It	does	not	compete	with	existing	
programs;	it	deepens	them	by	adding	a	responder-profile	logic	that	current	frameworks	do	not	yet	
fully	articulate.	

A practical map of the surrounding field 

Field node	 What it contributes	

WHO	arts	and	health	 Population-scale	legitimacy;	evidence	synthesis;	lifespan	and	public-health	
framing.	

NCCIH	whole	person	health	 Multisystem	model;	phenotype-sensitive	response	logic;	mechanism	and	
outcomes	framework.	

NEA	research	and	access	data	 Population	signals,	demographic	variation,	school	access,	and	social-
connectedness	context.	

NeuroArts	 Field-building,	communications,	workforce	development,	community	
coalitions,	and	translation.	
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Field node	 What it contributes	

Sound	Health	and	music	research	
networks	 Mechanism-driven	music	science	and	clinical	bridgework.	

Neuroaesthetics	and	
psychometrics	

Measurement	of	aesthetic	responsiveness,	reward,	chills,	attention,	and	
evaluation.	

Community	arts	and	social	
prescribing	

Real-world	delivery	environments,	access	models,	and	public-health	
relevance.	

	

AO	does	not	replace	these	field	nodes.	It	adds	the	missing	person-level	question	that	helps	existing	
systems	identify	who	is	most	likely	to	need,	benefit	from,	or	be	destabilized	by	specific	aesthetic	
conditions.	

11. Paradigm Transition Cost (PTC) and Systems Value 
Paradigm	Transition	Cost	(PTC)	is	a	framework	for	modeling	the	compounded	harm	created	when	
systems	delay	adopting	a	more	accurate	paradigm.	AO	is	one	such	case.	

The	proposed	general	formulation	is:	

PTC	=	Σ	(Human	Cost	+	Economic	Cost	+	Social	Cost	+	Ambiguity	Cost)	×	Time-Lag	
Factor	

Human	cost	can	be	measured	in	health	and	life-quality	terms,	including	avoidable	dysregulation,	
preventable	deterioration,	years	of	misfit,	or	downstream	substitution	into	harmful	coping.	Economic	
cost	can	be	measured	in	healthcare	expenditures,	educational	mismatch,	lost	productivity,	service	
inefficiency,	and	duplicated	trial-and-error.	Social	cost	includes	loneliness,	stigma,	family	strain,	
awareness	burden,	policy	delay,	and	the	cost	of	building	legitimacy	under	resistance.	Ambiguity	cost	
refers	to	repeated	explanation,	polished	but	non-decisive	iteration,	branching	without	closure,	and	
false	progress	caused	by	operating	without	a	valid	frame.	The	time-lag	factor	captures	how	these	
costs	compound	when	a	paradigm	is	delayed.	

PTC	is	not	a	metaphor.	It	is	a	way	to	model	why	paradigm	delay	is	expensive.	AO	is	one	case.	The	
larger	point	is	that	when	humans	are	forced	to	live	inside	the	wrong	explanatory	model,	the	damage	
does	not	remain	abstract.	It	appears	in	bodies,	relationships,	institutions,	and	time.	

Applied	to	AO,	PTC	clarifies	why	naming	the	pattern	matters.	Without	a	valid	frame,	people	absorb	
years	of	identity-search	cost,	treatment-mismatch	cost,	access	friction,	shame,	occupational	misfit,	
and	interpretive	drift.	AO	reduces	PTC	when	it	provides	language	fast	enough	for	self-recognition,	
separates	orientation	from	class	and	skill,	directs	people	toward	matched	supports,	and	creates	
legitimate	room	for	aesthetic	pathways	inside	care,	education,	work,	and	community	life.	
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AO-related PTC stack 

Cost layer	 Typical manifestation	 What AO changes	

Identity	search	cost	 Years	spent	not	knowing	what	one	is	
or	why	one	functions	this	way.	

Accelerates	self-recognition	and	coherent	self-
description.	

Misclassification	cost	 Read	as	dramatic,	lazy,	unstable,	
indulgent,	or	disordered.	

Provides	a	less	pathologizing	explanatory	
frame.	

Treatment	mismatch	
cost	

Low-fit	interventions	tried	before	
aesthetic	pathways	are	considered.	

Supports	modality	matching	and	whole-person	
design.	

Access	cost	
No	affordable,	local,	or	legitimate	
route	into	supportive	aesthetic	
practice.	

Creates	infrastructure	and	standards	for	
access.	

Social	cost	 Loneliness,	shame,	relational	
misunderstanding.	

Normalizes	the	pattern	and	supports	
belonging.	

Occupational	cost	 School	and	work	underuse	or	punish	
the	dominant	interface.	 Creates	stronger	fit	and	role-design	logic.	

Ambiguity	cost	

Repeated	explanation,	branching	
without	closure,	polished	but	non-
decisive	iteration,	and	duplicated	
trial-and-error.	

Forces	clearer	language,	explicit	fit	logic,	and	
faster	movement	from	recognition	to	action.	

	

12. Missing Validation Points 
No	detail	should	be	omitted	here,	because	overclaiming	now	would	weaken	the	work	later.	At	
present	there	is	no	gold-standard	AO	instrument,	no	accepted	prevalence	estimate,	no	direct	proof	
that	AO	as	a	whole	is	innate	or	heritable,	no	settled	discriminant	boundary	against	openness,	sensory	
sensitivity,	trauma	adaptation,	neurodivergence,	or	artist	identity,	no	longitudinal	AO	stability	
literature,	no	stratified	randomized	trials	showing	that	high-AO	people	respond	differentially	to	
specific	interventions,	and	no	clinical	code	or	reimbursement	pathway.	

What	exists	instead	is	a	strong	convergence	zone:	arts-and-health	evidence,	whole	person	health	
logic,	psychometrics	of	aesthetic	responsiveness,	measurement	of	musical	reward,	partial	heritability	
in	adjacent	traits,	and	clear	social	evidence	that	access	matters.	The	task	now	is	not	to	pretend	the	
gap	is	closed.	The	task	is	to	define	the	gap	precisely	enough	that	the	next	layer	of	validation	can	be	
built	responsibly.	

These	validation	gaps	should	function	as	operating	constraints,	not	as	rhetorical	confessions.	They	
tell	the	field	what	may	be	said,	what	may	be	tested,	what	may	be	piloted,	and	what	must	still	remain	
provisional.	
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Current validation gaps that must remain explicit 

• No	accepted	AO	diagnostic	or	screening	instrument	exists	yet.	
• No	prevalence	estimate	for	AO	has	been	established.	
• No	direct	causal	proof	yet	shows	that	AO	as	a	whole	is	innate,	even	though	adjacent	traits	show	

early	variation	and	partial	heritability.	
• No	agreed	thresholds	exist	for	mild,	moderate,	or	high	AO	expression.	
• No	consensus	exists	on	cross-cultural	invariance	for	AO.	
• No	longitudinal	studies	yet	show	AO	stability	across	decades	or	life	transitions.	
• No	stratified	trials	yet	show	which	interventions	work	differentially	for	higher-AO	versus	lower-

AO	profiles.	
• No	reimbursement	or	regulatory	pathway	currently	recognizes	AO	as	such.	
• Until	stronger	evidence	exists,	consequential	claims	should	be	tagged	as	established,	strongly	

supported,	proposed,	or	not	yet	validated.	
• No	recommendation	should	imply	clinical,	regulatory,	or	reimbursement	standing	that	AO	does	

not	yet	have.	

13. AO Research and Systems Agenda 
AO	now	requires	a	ranked	agenda	rather	than	a	loose	inventory	of	possibilities.	Five	coordinated	
workstreams	should	lead	the	next	phase:	doctrinal	clarification,	measurement	and	profile	design,	
recognition-to-action	pilot	pathways,	population,	access,	and	deprivation	mapping,	and	population-
sensitive	recognition	and	communication	design.	

Doctrinal	clarification	means	sharpening	boundaries,	glossary	terms,	evidence-status	language,	and	
discriminant	questions.	Measurement	and	profile	design	means	building	an	AO	instrument	that	can	
map	salience,	regulation	dependence,	modality	profile,	deprivation	response,	and	context	sensitivity	
without	collapsing	orientation	into	class,	training,	or	general	creativity.	

Recognition-to-action	pilots	should	test	whether	AO-informed	recognition,	modality	matching,	and	
environmental	fit	produce	better	next-step	decisions	in	care,	community,	education,	and	recovery	
settings.	Population,	access,	and	deprivation	mapping	should	determine	where	AO	is	present	but	
hidden	by	poverty,	geography,	school	conditions,	stigma,	or	low	legitimacy.	Population-sensitive	
recognition	and	communication	design	should	determine	how	AO	is	introduced	across	age,	culture,	
class,	neurotype,	modality,	and	institutional	setting	without	diluting	the	construct.	
[20][22][23][24][32]	

Mechanistic	studies,	community	translation,	and	policy	translation	should	proceed	in	support	of	
those	five	workstreams,	not	instead	of	them.	The	near-term	goal	is	not	diagnostic	closure.	It	is	
structured	movement	from	naming	to	measurement,	from	measurement	to	fit,	and	from	fit	to	tested	
action	and	population-appropriate	introduction.	[12][19]	

Meaning	and	spirituality	remain	legitimate	boundary	areas	for	later	study,	especially	where	people	
experience	aesthetic	life	as	inseparable	from	surrender,	ritual,	transcendence,	or	identity	coherence.	
Those	questions	should	be	developed	carefully	without	replacing	the	empirical	core.	[38]	
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Priority workstream map 

Workstream	 Immediate	question	 Near-term	deliverable	

Doctrinal	clarification	
What	must	AO	mean,	exclude,	and	
distinguish?	

Doctrine	memo,	glossary	v1,	
evidence-status	rules	

Measurement	and	
profile	design	

How	should	AO	be	mapped	dimensionally?	
AO	item	pool,	profile	model,	
validation	plan	

Recognition-to-action	
pilots	

Do	AO-informed	recognition	and	modality	
matching	improve	next-step	decisions?	

Non-diagnostic	recognition	
guide	and	matched	pilot	
protocol	

Population,	access,	and	
deprivation	mapping	

Where	is	AO	present	but	hidden	by	access	
conditions?	

Access/deprivation	framework	
and	sampling	logic	

Mechanistic	testing	
Which	markers	differentiate	matched	from	
mismatched	aesthetic	conditions?	

Matched-versus-mismatched	
biomarker	pilot	

Community	and	policy	
translation	

How	should	AO	travel	into	schools,	
coalitions,	recovery	systems,	and	public	
health?	

Site-selection	and	
implementation	memo	

Meaning/spirituality	
boundary	work	

How	can	meaning,	surrender,	ritual,	and	
transcendence	be	handled	without	
collapsing	empirical	claims?	

Boundary	note	distinguishing	
empirical	claims	from	
interpretive	extensions	

Infrastructure	and	
governance	

How	should	AO	standards,	data	
stewardship,	and	implementation	
discipline	be	governed?	

Governance	note,	data	rules,	
and	review	process	

Population-sensitive	
recognition	and	
communication	design	

How	should	AO	be	introduced	across	age,	
culture,	class,	neurotype,	modality,	and	
setting	without	losing	precision?	

Audience-language	matrix	and	
multimodal	communication	
toolkit	

	

These	workstreams	are	not	interchangeable.	AO	should	move	in	this	order:	clarify	the	construct,	
measure	it,	pilot	it,	map	where	it	is	hidden,	build	population-sensitive	recognition	pathways,	then	
expand	mechanisms	and	delivery.	

14. Closing Doctrine Statement 
Aesthetic	Orientation	is	best	advanced,	at	this	stage,	as	a	compassion-governed,	multidimensional	
human	spectrum	construct.	The	present	evidence	strongly	supports	the	claim	that	aesthetic	
experience	can	alter	physiology,	affect,	and	social	connection,	and	that	humans	vary	widely	in	
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responsiveness	to	aesthetic	input.	The	present	evidence	does	not	yet	justify	claiming	that	AO	is	
already	a	fully	settled	medical	category	with	fixed	thresholds,	known	prevalence,	or	completed	
validation.	That	gap	does	not	invalidate	the	people.	It	defines	the	work.	[2][5][20][22]	

Scientific	inquiry	may	clarify	Aesthetic	Orientation.	It	does	not	create	it.	The	role	of	validation	is	not	
to	grant	permission	to	exist.	It	is	to	reduce	suffering,	improve	fit,	create	safer	care,	and	make	
legitimate	room	for	AO	humans	in	the	world.	

That	is	the	standard	this	paper	proposes	for	future	AO	research,	public	language,	care	design,	
community	formation,	and	systems-building.	

Appendix A. Working AO Spectrum Model 
The	table	below	is	not	a	diagnostic	tool.	It	is	a	structured	draft	of	the	dimensions	most	likely	to	
matter	for	future	AO	mapping,	screening,	and	intervention	design.	

Domain	 Low expression	 Moderate expression	 High expression	

Aesthetic	salience	 Aesthetic	input	is	meaningful	
but	peripheral.	

Aesthetic	input	is	frequently	
important	to	mood	and	focus.	

Aesthetic	input	is	central	to	
perception,	mood,	and	daily	
coherence.	

Regulation	
dependence	

Useful	but	not	necessary	for	
regulation.	

Often	sought	for	recovery,	
grounding,	or	relief.	

Primary	route	to	calming,	
organizing,	or	restoring	the	
system.	

Identity	mediation	 Mostly	verbal	or	relational	
identity	processing.	

Aesthetic	forms	often	clarify	
what	words	cannot.	

Self-understanding	commonly	
arrives	through	art,	music,	
atmosphere,	or	symbol	before	
language.	

Deprivation	response	 Little	impact	when	access	is	
reduced.	

Noticeable	flattening	or	
increased	stress.	

Marked	dysregulation,	
numbness,	substitution,	or	
disorientation	when	access	is	
blocked.	

Context	sensitivity	 Environment	matters	but	is	
manageable.	

Noise,	beauty,	and	atmosphere	
strongly	shape	functioning.	

Environmental	aesthetic	
mismatch	rapidly	destabilizes	
attention,	mood,	or	felt	safety.	

	

A	formal	AO	instrument	would	likely	need	both	self-report	and	behaviorally	anchored	items	and	
would	need	to	separate	orientation	from	training,	income,	and	cultural	exposure.	
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Appendix B. Population Signals, Intervention Logic, and 
Communication Pathways 
No	group	should	be	reduced	to	stereotype.	The	materials	below	are	intended	only	as	practical	design	
aids	for	recognition,	safety,	intervention	planning,	and	population-sensitive	communication.	

Population	 Common signals	 Risks if unrecognized	 Compassionate intervention 
logic	

Young	children	
Self-soothing	through	song,	
rhythm,	image,	movement,	and	
symbolic	play.	

Misread	as	distractible,	
overly	sensitive,	or	
oppositional.	

Support	patterned	routines,	
caregiver	singing,	visual	
structure,	and	non-shaming	arts	
access.	

Adolescents	
Identity	seeking	through	music,	
style,	imagery,	narrative	worlds,	
and	atmosphere.	

Ridicule,	alienation,	
substitution,	hidden	
distress.	

Provide	belonging-rich,	
modality-safe	spaces	and	
language	that	validates	
difference	without	
pathologizing.	

Working-age	adults	
Need	for	aesthetic	coherence	in	
workspace,	recovery,	and	self-
organization.	

Burnout,	misfit,	treatment	
mismatch,	self-doubt.	

Map	dominant	modalities,	
reduce	environmental	mismatch,	
build	low-friction	regulation	
plans.	

Older	adults	
Strong	response	to	memory-
bearing	music,	image,	ritual,	and	
atmosphere.	

Isolation,	flattening,	loss	of	
identity	continuity.	

Use	arts	access	for	connection,	
memory	support,	meaning,	and	
daily	coherence.	

Low-income	or	high-
deprivation	contexts	

Orientation	may	be	present	but	
masked	by	lack	of	access,	time,	or	
legitimacy.	

Invisible	need,	chronic	
stress,	cultural	exclusion.	

Prioritize	low-cost	local	access,	
transport-aware	design,	and	
non-elite	language.	

Highly	trained	or	high-
achieving	contexts	

AO	may	be	hidden	under	
performance	or	productivity	
identities.	

Overfunctioning,	shame,	
perfectionism,	spiritual	or	
emotional	fragmentation.	

Normalize	need	for	aesthetic	
regulation	without	requiring	
collapse	or	failure	first.	

	

The	central	safeguard	is	constant:	orientation	should	never	be	inferred	solely	from	cultural	status,	
arts	training,	or	socioeconomic	class.	

Audience-sensitive recognition and communication pathways 
AO	should	be	introduced	in	language	and	media	that	preserve	personhood	while	matching	the	
audience,	setting,	and	stakes	of	the	encounter.	The	table	below	offers	a	working	communication	
matrix	for	introducing	AO	without	collapsing	it	into	diagnosis,	elitism,	or	aesthetic	preference	alone.	
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Audience	/	setting	 Primary	recognition	
need	

Effective	entry	
language	

High-efficacy	
communication	forms	

General	public	 Recognition	without	
diagnosis	

AO	may	offer	language	
for	people	who	
experience	aesthetic	
life	not	as	decoration,	
but	as	part	of	how	
they	regulate,	make	
meaning,	and	stay	
coherent.	

Plain-language	
website,	FAQ,	short	
explainer	video,	audio	
introduction,	
shareable	one-page	
brief	

Young	people	and	
caregivers	

Developmental	fit	
without	stigma	

Some	people	organize	
themselves	through	
sound,	image,	
movement,	story,	or	
atmosphere	more	
centrally	than	others;	
AO	offers	language	for	
that	pattern	without	
forcing	pathology	first.	

Illustrated	handout,	
caregiver	guide,	school	
one-pager,	short	
classroom/community	
presentation	

Clinically	engaged	
adults	

Safety,	legitimacy,	and	
next-step	fit	

AO	is	not	a	diagnosis;	
it	is	a	recognition	
framework	that	may	
help	map	aesthetic	
conditions	relevant	to	
regulation,	self-
coherence,	and	
environmental	fit.	

Psychoeducation	
sheet,	clinician	one-
pager,	intake	
conversation	guide,	
patient-facing	
summary	

Neurodivergent	
communities	

Overlap	without	
collapse	

AO	may	overlap	with	
neurodivergent	and	
sensory	profiles	
without	reducing	to	
them.	It	asks	a	
different	question:	
how	aesthetic	
conditions	function	in	
regulation,	meaning,	
and	fit.	

Peer	discussion	guide,	
sensory/environment	
checklist,	community	
webinar,	accessible	
slide	deck	

Low-access	or	high-
deprivation	contexts	

Legitimacy	without	
elitism	

AO	is	not	about	art-
world	status,	formal	
training,	or	luxury	
taste.	It	can	be	present	
wherever	aesthetic	

Mobile-friendly	page,	
audio	explainer,	
community	workshop,	
transport-aware	local	
partner	brief	
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conditions	matter	to	
survival,	dignity,	
memory,	and	
coherence.	

Researchers,	
designers,	and	
clinicians	

Construct	clarity	and	
action	relevance	

AO	is	a	proposed	
person-level	construct	
relevant	to	
recognition,	
environmental	fit,	
service	design,	and	
health/wellbeing	
pathways.	

Abstracted	brief,	
journal	article,	white	
paper,	practitioner	
brief,	conference	deck	

Spiritually	or	
meaning-oriented	
communities	

Meaning	without	
overclaiming	

For	some	people,	
aesthetic	life	is	
inseparable	from	
ritual,	surrender,	
symbolism,	or	
spiritual	coherence;	
empirical	and	
interpretive	claims	
should	remain	distinct.	

Facilitator	note,	
conversation	guide,	
podcast/audio	format,	
reflective	essay	
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