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Abstract  
Burnout is common among women in Sweden. Cultural activities, i.e. arts, have benefitted different patient populations and may have potential for 
treating this group as well. 
Aim: To evaluate possible health effects of regular cultural activities for women with burnout symptoms with focus on exhaustion level. 
Methods: 48 women (mean age 54) were randomly assigned either to a cultural activity group (intervention group) or to a control group. Four health care 
centers were the settings for a “Culture Palette” comprised of six different cultural activity packages: interactive theater, movie, vocal improvisation and 
drawing, dance, mindfulness training and musical show. The activity packages were offered once a week over a period of three months. Standardized 
questionnaires; the Karolinska Exhaustion Disorder Scale ( KEDS), Sense of Coherence (SOC), Toronto Alexithymia Scale (TAS)  and Self-rated 
health  were used at baseline, in month three and at follow-up in month six. Qualitative interviews with patients, cultural producers and health care staff 
were conducted at month three and month six. 
Results: Burnout symptoms/exhaustion (P< .001) and alexithymia (P=0.007) as well as self-rated health (P<0.001) improved more in the intervention 
group than in the control group with clinically relevant effect variances. There was no statistical evidence of any difference in the development of SOC 
between the intervention and the control group. The healthcare staff were also positively affected although they did not participate in the cultural activities. 
Conclusion: Regular cultural activities affected this group of women beneficially with enhanced health and decreased levels of exhaustion.   
Keywords:  arts, burnout, cultural activities, exhaustion symptoms, health care centers, self-rated health, women.  

 

 

Introduction 

Population studies in Norway are showing that taking part of 

(creative) or receiving (receptive) cultural activities, i.e. arts, is 

associated with good health and good satisfaction with life 

among other things,1. Cultural activities have the potential to 

affect individuals beneficially: physiologically, biologically and 

emotionally, and several studies show that cultural activities can 

stimulate emotions and behaviors that make life easier, 2–5. 

Cultural activities can enrich and enhance our memory, 

stimulate connections among brain networks and enable us to 

accelerate learning and differentiate feelings of meaning and 

context,6,7 Cultural activities have also improved both physical 

health, social function and vitality among health care staff,8. 

In an analysis of data from a large longitudinal cohort-study of 

a working population (called the SLOSH study = Swedish 

longitudinal occupational survey of health), some interesting 

associations were revealed between access to cultural activities in 

the workplace and health. Participants reporting many cultural 

activities at work had a more favorable improvement of 

emotional exhaustion during a follow-up period of two years 

than those whose workplaces did not offer these amenities,9. 

Other studies in which cultural activities have been offered to 

patients on long-term sick leave confirm that cultural activities 

have beneficial effects on both self-confidence and pain,10,11. 

In a new approach, an artistic leadership program, called 

“Shibboleth”, affects not only managers included in the study, 

but also their employees (who did not participate in the artistic 

program). This one year art-based program showed statistically 

significantly more improvement of mental health, covert coping 

and performance-based self-esteem than the comparison group 

(who participated in an ordinary leadership program). They also 

experienced less winter/fall deterioration in the serum 

concentration of DHEA-S (dehydroepiandrostereone-sulfate), a 

regenerative/anabolic hormone,12. 

Studies on singers, both amateur and professional singers and 

choir singers, show positive effects on different biological 

markers such as oxytocin and testosterone,13–15. On the basis of 

results from another Swedish project, ”Prescribed Culture”, 

which aimed to evaluate the effects of prescribed cultural 

experiences in the treatment of patients on long term sick leave, 

it was claimed that cultural experiences have their best effects 

when used in health promotion and prevention , rather than 

when the individual is already sick,16. Multimodal stimulation 

seems to have particularly strong effects. For instance, 

concomitant visual and auditory stimulation gives rise to 

stronger activation of “visual” and “auditory” parts of the brain 

than separate visual and auditory stimulation,17. 

A mixture of different cultural activities seems to optimize 

influence on the limbic system since a broader emotional 

perception is activated,7. Cultural activities offered to 

participants that would not have chosen them spontaneously, 

could enhance already existing pathways in the brain enabling 

deeper cognitive behavioral change,17–20. 
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Despite this knowledge regarding the potential benefit of 

cultural activities in different contexts on both individuals and 

groups there is still a missing accessible practical functioning 

link between producers of culture and different groups of 

practitioners within health-care. 

Burnout is characterized by emotional exhaustion, detachment 

from work and decreased effectiveness at work. This can 

develop in situations with excessive workload and insufficient 

resources as well as lack of control and support,21. If the process 

of burnout is a reaction to long-term stress, without enough 

recovery, this can lead to the more severe exhaustion 

syndrome,22. Symptoms include fatigue, impaired emotional 

regulation, cognitive problems and sleeping disorders. Most of 

these patients have an increased sensitivity for stress even after 

recovery,22. In recent years, Swedish rates of sick leave due to 

minor psychiatric morbidity , and burnout symptoms, have 

increased dramatically,23-24 . Complaints usually include 

physical, emotional and cognitive exhaustion, which in most 

cases appear to be related to chronic stress without 

restitution,25–28. Today many women in Sweden have stress 

related symptoms, and some are diagnosed with exhaustion 

syndrome. If these women are detected at an early stage, the 

prognosis is good,22. 

Alexithymia, (the difficulty to differentiate your own and others 

feelings), can be a silent but severe problem for persons 

suffering from this personality trait. Grabe et al.,29 conducted a 

study in which the questionnaire TAS-20 was used for the 

assessment of alexithymia. Medical examination was also 

performed. In this study alexithymia was related to 

hypertension and arteriosclerotic plaques. Alexithymic 

personality traits may increase the risk for CVD (cardio vascular 

disease). 

The rationale behind choosing symptoms of exhaustion, SOC 

and alexithymia as main outcome variables was the intention to 

examine whether cultural activities in this form can change 

pattern of thought, feelings and behavior in participants with 

burnout symptoms. If cultural activities prove effective for this 

participant group, they could have considerable benefits both 

financially in terms of reducing sick leave and health care 

consumption and of reduced individual suffering. 

Aim 

The aim of the study was to assess to what extent symptoms of 

exhaustion, sense of coherence, alexithymia and self-rated health 

among women with burnout symptoms can be beneficially 

influenced by cultural activities organized in health care centers. 

Method 

Participants 

Four health care centers in Stockholm County hosted the 

cultural activities. Medical doctors and social workers 

distributed information about the study to women diagnosed 

with exhaustion disorder or exhaustion symptoms. Women, 

native and foreign born, with burnout/exhaustion symptoms 

(fatigue syndrome or stress-related fatigue) who were curious 

about new clinical approaches were asked by the doctor to 

participate in the study and screened for inclusion and exclusion 

criteria. Participants (women age > 18) with burnout / 

exhaustion symptoms such as strong fatigue, cognitive 

problems, and sleep disturbances were enrolled. There was an 

inclusion criterion with a score above 2 on the KEDS scale. The 

diagnosis was made by the doctor.  

Exclusion criteria: Participants with difficulty in speaking and 

understanding Swedish, participants with alcohol or drug abuse 

problems, or/and participants with severe depression or 

psychiatric borderline. Also excluded were participants with 

severe somatic diseases (such as serious angina pectoris or 

participants who had had a stroke). Randomization was done 

using a 3:1 allocation to intervention or control groups.  

The randomization was done using a stratified randomization 

by center. Randomization was done by the statistician. The 

group allocations were sent in individual envelopes which were 

distributed to centers and blinded to the site staff. Envelopes 

were further drawn in a consecutive order with regard to 

recruitment of subjects at each of the four health care centers. 

Thirty-six participants were allocated to the intervention group 

(nine patients in each group) and twelve participants to the 

control group. The standard care that each participant received 

included physiotherapy such as relaxation and physical light 

training. 

All randomized participants gave their written consent to 

participation in the study. Data were collected over a period of 

6 months. The project includes evaluation of six different 

culture activities. In the selection of the health care centers 

socio- economic diversity and employment status were 

considered. We used regularly occurring structured cultural 

activities in cooperation with culture producers, i.e. actors, 

musicians, dance teachers. The Regional Research Ethics 

Committee of Uppsala has approved the study (Dnr. 

2012/359). 

The culture palette: six different cultural packages 

The following cultural activities were included in the study; five 

of them have previously been presented in the literature with 

good evidence on other groups of patients. One package (the 

musical show), which has not been presented previously on 

groups of patients, was chosen as it represents a combination of 

different modalities of activities at the same time. The active 

mechanism of all six cultural activities was to stimulate different 

modalities of the senses such as the visual, motor, verbal, 

auditory, emotional and sensational, according to Downing’s 

levels of perception, 30. All participants were offered six cultural 

packages: 
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1. Interactive theater: An experienced actor introduced poetical 

lyrics and poems and then initiated and participated in 

discussions with the participants regarding thoughts, emotions, 

and experiences evoked by the texts. 

2. Movie: After showing a movie, a film expert initiated 

discussions among the participants about experiences and 

thoughts evoked by the movie. 

3. Vocal improvisation and drawing: After participating in a 

vocal improvisation session with an experienced performance 

artist and pianist, the participants painted a picture representing 

emotions, thoughts and pictures evoked during the 

improvisation 

4. Exploring Dance: The participants improvised dance 

movements under the guidance of a dance movement 

pedagogue/music teacher. The dance movements were staged 

according to the situation in the room and with focus on bodily 

awareness. Afterwards the group discussed their experiences 

during the dance session. 

5. Mindfulness and contemplation: The participants 

contemplated and practiced mindfulness together with an 

experienced mindfulness instructor. Attention was on breathing 

and body awareness. Thoughts, feelings, images and sensations 

were in focus and experiences were reflected in the group after 

the contemplation. 

6. Musical show: after a musical show including music, song and 

dance focusing on bodily awareness, the participants discussed 

thoughts regarding the body with the actor. 

Every session in each one of the six different cultural packages 

lasted for 90 minutes. 

Evaluations 

Three different standardized scales, and also self-rated health 

and self-figure drawing, were used. 

KEDS - Karolinska Exhaustion Disorder Scale,31. Questions 

about concentration, memory, physical fatigue, endurance, 

recovery, sleep, hypersensitivity to sensory input, experience 

requirements and irritation and anger. Higher scores indicate 

worse disease activity/performance. 

SOC - Sense of coherence,32. A key factor in being able to feel 

well-being and health. This factor has been shown to be crucial 

to helping individuals mobilize their self-healing systems. 

Higher scores indicate better performance. 

TAS - Toronto Alexithymia Scale,33. Estimation of ability to 

recognize and interpret feelings in oneself and others. TAS 

contains three subscales; the inability to handle emotions due to 

emotions being poorly recognized (difficulty recognizing), the 

inability to describe feelings (difficulty describing), and 

mismatch between coping behavioral emotions (externally 

oriented thinking). This study used the full scale score, i.e. the 

summary of the three sub scores. Higher scores indicate worse 

performance. 

Self-rated health (SRH) consists of a single item measure. 

Procedures/implementation 

The four different health care centers presented each activity on 

two consecutive occasions. After two weeks of one program, 

there was a new program on two consecutive occasions etc. 

Each participant has thus been offered 12 cultural packages 

during a three-month period, i.e. once a week. During the 

monitoring period between month 3 and month 6, there was 

no culture activity offered. The control group was monitored in 

parallel during the entire period monthly at 0, 3 and 6 months. 

The participants evaluated the project individually with 

questionnaires prior to the sessions, after completion of the 

intervention at month 3, and at follow-up after 3 months i.e. 

month 6 (both intervention and control group). In-depth 

interviews with both participants and producers of culture, i.e. 

representatives for the various cultural activities and health care 

staff were conducted during the monitoring period (this data is 

not presented in this article). 

Data analysis 

The primary outcome efficacy end point/measure was mean 

change from baseline to three and six months in the KEDS 

summary score. The secondary outcome measures were mean 

change from baseline in the SOC summary score, the TAS 

summary score and the self-rated health, from baseline to three 

to six months.  

All data were presented using descriptive statistics, i.e. mean 

and standard deviation for continuous variables and frequency 

and percentage for categorical variables. For all main outcome 

variables, data were further analyzed using the Linear Mixed 

Models, including group (intervention and control) and time 

(baseline, 3 month and 6 months) as fixed factors. Results were 

presented as marginal means, the estimated mean value adjusted 

for the factors included in the analyses model. The difference 

between intervention and control group with regard to the 

estimated and adjusted means are defined as the effect size, i.e. 

the mean difference between the intervention groups for each of 

the primary and secondary outcomes measures divided by the 

standard deviation. All tests were two-tailed and p<0.05 was 

regarded as statistically significant. 

IBM SPSS version 22 was used for statistical calculations. In the 

presentation of the results from the statistical analyses, the 

measured effect size was used and derived as the absolute 

difference between active intervention and controls with regard 

to each of the outcome variables/endpoints used,34. 
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Results 

There were 55 participants screened in this study, however 

seven participants who met the exclusion criteria of too 

serious/severe depression was not included into the study. In 

total, there were 48 participants randomized into the study, age 

between 41 and 70 years, mean 53.8 (SD= 8.15).  

The results showed that for KEDS (exhaustion) there was a 

statistically significant two-way interaction (P<0.001) with a 

decreased mean from baseline to three and six month 

respectively in the intervention group whereas in the control 

group there was no change. The mean treatment effect size, i.e. 

the mean difference between groups, in favor of the 

intervention group was 9.9 (SE=3.0) at 6 months. See table 1 

and figure 1a. 

There was no difference in mean SOC - Sense of Coherence – 

scores between the groups. See figure 1b. Further, the results 

revealed a statistically significantly more pronounced decrease in 

the intervention group compared to the control group in the 

alexithymia items of total score, (P=0.007, mean treatment 

effect size=5.4 (SE=2.2) at 6 months in favor of the intervention 

group), difficulty describing (P=0.004, 2.4 (0.9)), difficulty 

identifying (P=0.051, 2.6 (1.3)) but not for external orientation 

(P=0.334 0.5 (0.8)). See table 1 and figure 1c. There was also a 

statistically significant difference between the groups with 

regard to self-rated health (P<0.001) where mean scores 

increased over time in the intervention group but decreased in 

the control group. See figure 1d. 

Table 1: KEDS (Karolinska Exhaustion Disorder Scale) and TAS (Toronto Alexithymia Scale) and SRH (self-rated health) at baseline, 
month 3 and month 6. 

 Control Group (n=12) Intervention Group (n=36) 

Count Mean Standard Deviation Count Mean Standard Deviation 

KEDS 

Baseline 12 32.7 8.2 35 31.7 8.4 

Month 3 12 34.9 9.2 34 23.6 8.6 

Month 6 12 33.9 8.7 33 23.7 10.1 

Sense of Coherence 

Baseline 12 117.2 29.9 33 118.0 28.0 

Month 3 12 112.8 30.3 33 121.1 30.5 

Month 6 12 115.1 24.2 34 123.9 28.2 

Difficulty Describing 

Baseline 12 14.8 4.3 34 14.2 4.6 

Month 3 12 15.3 3.6 31 12.7 4.6 

Month 6 12 15.2 4.1 34 11.8 3.9 

Difficulty Identifying 

Baseline 12 20.0 6.0 34 20.3 6.3 

Month 3 12 20.6 6.5 31 19.0 6.9 

Month 6 12 20.0 6.1 34 17.4 5.0 

Externally Oriented 

Baseline 12 14.9 4.2 34 13.8 4.4 

Month 3 12 15.4 4.3 31 13.9 3.9 

Month 6 12 14.6 4.8 34 13.2 3.5 

TAS 

Baseline 12 49.7 13.1 34 48.3 13.4 

Month 3 12 51.3 13.3 31 45.6 13.9 

Month 6 12 49.8 13.9 34 42.4 10.8 

Self-rated Health 

Baseline 12 5.2 1.5 36 4.8 1.9 

Month 3 12 4.6 1.9 36 6.0 1.9 

Month 6 12 3.6 1.6 35 6.4 1.9 
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Figure 1a: Marginal means and 95 % confidence intervals for 

the KEDS (exhaustion) scale by group and time. Results were 

based on the linear mixed models analysis adjusted for baseline. 

 

Figure 1b: Marginal means and 95 % confidence intervals for 

the sense of coherence (SOC) scale by group and time. Results 

were based on the linear mixed models analysis adjusted for 

baseline. 

 

Figure 1c: Marginal means and 95 % confidence intervals for 

the Toronto Alexithymia Scale (TAS) by group and time. 

Results were based on the linear mixed models analysis adjusted 

for baseline. 

Figure 1d: Marginal means and 95 % confidence intervals for 

the self-rated health scale (SRH) by group and time. Results 

were based on the linear mixed models analysis adjusted for 

baseline. 

Discussion 

The results show that the different exhaustion factors measured 

by means of KEDS (Karolinska Exhaustion Disorder Scale) 

decreased in the intervention group compared to the control 

group. With regard to the total score of TAS (Toronto 

Alexithymic Scale) there was a statistically significant decrease 

in the intervention group compared to the controls, i.e. the 

participants started to improve their differentiation of feelings 

and emotions after three months with cultural activities. The 

same pattern was seen with regard to self-rated health, which 

improved in the intervention group. However, there was no 

significant difference between the groups with regard to the 

development of sense of coherence. 

It seems that the different cultural activities have helped the 

participants become more aware of their feelings and sensations; 

to describe and to identify feelings. It is not easy to explain the 

positive results based on one clear paradigm. It is likely a 

mixture of psychological, neurological and social factors or 

changes that interact in a complex manner. 

Previous studies have discussed the theory of the emotional 

brain - cultural modalities can “surprise” the cognitive brain 

unconsciously. LeDoux,20 discusses the upper/slower and the 

lower/faster pathway in the brain. Emotionally loaded visual 

and auditory stimuli are transmitted on both types of pathways. 

Music impulses are for example evoking activities in the 

emotional brain much more rapidly than in the cognitive brain. 

However, impulses spread secondarily from the emotional to 

the cognitive brain. This can trigger the participants awareness 

of different emotions and may start a process of differentiation, 

possibly initiating a change of life course. By using different 

cultural activities, that the participants normally would not try, 

the differentiation process may be amplified. This suggests that 

cultural activities can surpass automated thinking and create 

new "pathways '' with changes in behavior and increased well-

being. 
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In other studies we have observed that a mixture of different 

cultural activities can increase the amount of stimuli affecting a 

broader network of emotional correlates, 14,16,18 . A very 

interesting long-term decrease in alexithymia, 35 was associated 

with lowered blood pressure and a decrease in sick leave. By 

allowing the participants to try new cultural stimuli we may 

have helped the participants change old habits. A hypothesis is 

that this may also have contributed to the observed decrease in 

exhaustion. 

Why did we not see any increase in the sense of coherence in 

the intervention group? It is very difficult to change patterns of 

thought and behavior although we can argue that the 

participants in the control group also found a new sense of 

coherence just by being invited to answer questions about 

themselves and being focused upon. Many of the participants 

did not go out spontaneously because of their fear of socializing. 

Some of them described their situation as black or white, not 

wanting to change routines that made them feel less safe,36. 

Despite the fact that the health care staff did not participate in 

the culture palette, they were also affected by the cultural 

activities 36. This may be a mirroring effect, or emotional 

contagiousness on health care staff, which may also play a role 

between the participants and their staff. The passive cultural 

activation phenomenon has previously been presented in the 

literature,37 and there seem to be possible well-being effects of 

just watching dance or visiting a theatre, 6,10 which may explain 

the positive health care staff response to the culture palette. The 

results of this study underscore the importance of regarding the 

health care system as a whole, where patients, health care staff 

and visiting relatives affect each other. Empathic behaviors 

contaminate in all directions and we need to be aware of how 

we project ourselves when working in a caring context. 

Modified “culture palettes” and “train the trainer” programs 

and workshops are now in use in Sweden, inspiring cultural 

producers to further develop the health care system and a 

cultural health box - a box with six different books about 

cultural activities and the research behind this - have been 

distributed to all health care centers in Sweden, 38. 

Developing and adapting cultural programs to fit other kind of 

groups of participants could cross-fertilize health care thru 

culture production. 

Limitations 

This study was limited to women with exhaustion symptoms 

and therefore further research on implementation of cultural 

activities within different groups of participants and sexes is 

needed before we can generalize the results to other groups of 

participants. Another limitation is that we did not control for 

outside activities, such as doing walks in nature. In this study 

we only presented indoor cultural activities. 

Conclusion 

The cultural activities in this study made exhausted women 

understand what makes them vital, confirmed, curious, healthy 

and creative. The study also illustrated that there could be 

synergistic effects when bringing cultural activities into the 

health care system36. 
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