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Abstract 
The aim of this study was to evaluate a Nature Based Rehabilitation (NBR) 
for a group of patients with Exhaustion Disorder (ED) in the southwest Swe-
den. A multidisciplinary team consisting of an occupational therapist, a phy-
siotherapist, a medical doctor practising symbolic drama and a nurse with 
gardening experience provided NBR in an agricultural environment. Patients 
were offered 14 weeks of rehabilitation in a group of eight persons, three 
mornings per week. Seventeen patients participated in the study and 15 com-
pleted the study. A semi-structured interview was conducted at the beginning 
of the rehabilitation and at the end and a follow-up interview by telephone 
was done one year after completion of the rehabilitation. The interviews were 
recorded and transcribed. Assessment scales used included: Stress and Crisis 
Inventory (SCI-93), Coping Resources Inventory (CRI) and Visual Analogue 
Scale (VAS). Weekly notes from the staff members were reviewed and com-
pared with the patient’s own experience. The interviews and the staff notes 
were analysed with semantic thematic analysis. Result showed that this kind 
of NBR with a multidisciplinary team promotes improved health and im-
proved quality of life for patients with ED and may thus constitute a good al-
ternative to treatment, provided the ED has not become chronic. 
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1. Introduction 

The World Health Organization (WHO) classifies burn-out syndrome as an oc-
cupational phenomenon, not as a medical condition. “Burn-out is a syndrome 
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conceptualized as resulting from chronic workplace stress that has not been suc-
cessfully managed” [1]. This differs from the Swedish understanding of burn-out 
as a condition caused by a prolonged stress load and by several different stress 
factors over the course of at least 6 months. To date, Sweden is the only country 
to have introduced a specific diagnosis, Exhaustion Disorder (ED) [2]. This 
study has been conducted in a Swedish context and with Swedish diagnostic cri-
teria, thus the term Exhaustion Disorder, ED, will be used. 

ED is characterized by extreme fatigue that is not alleviated by rest, in addi-
tion to sleep disorders and increased sensory sensitivity [3]. Other known symp-
toms are gastrointestinal disorders, pain, cognitive impairment, mood swings, 
depressed mood, anxiety and marked feelings of shame. Comorbidity is fre-
quently present, for example, Irritable Bowel Syndrome (IBS), Attention Deficit 
Hyperactivity Disorder (ADHD), depression and anxiety. Factors such as per-
sonality and early trauma can also be a factor [4]. The affected patients are fre-
quently perceived as ambitious, strong and tenacious both by themselves and 
people around them. In many cases, their self-esteem is deemed to be related to 
their performance, which means that they value themselves in terms of how their 
achievements are viewed by others [5].  

There is still no evidence-based treatment or rehabilitation available for pa-
tients suffering from ED [6]. In most cases, measures such as sick-leave, rest and 
medication are not sufficient to enable patients to regain health and vitality. But 
a recent study about a model in primary care, with a complementary medicine 
program integrated with traditional medicine, showed effect on people with 
stress-related fatigue disorder [7]. Furthermore, not only individually adapted 
rehabilitation interventions and a modified life situation are required, but also a 
demand on well-functioning co-operation between different care units, the So-
cial Insurance Agency and labour market actors [8]. 

1.1. Nature Based Rehabilitation 

In Sweden, Nature Based Rehabilitation (NBR) is a non-standardized form of 
Green Care that targets patients with ED. Some of the NBR activities are led by a 
multidisciplinary team, usually comprising an occupational therapist, a physio-
therapist, a psychologist or other professional with psychotherapeutic compe-
tence, as well as staff with competence in the area of nature and gardening [6]. 
The advantage of a multidisciplinary team is that it prevents the splitting of the 
patient’s multi-facetted problems. NBR often takes place in a group and studies 
have demonstrated that the strength of group treatment lies in encountering 
like-minded people as well as the experience of not being alone in having a dys-
functional life situation [9]. 

NBR with a multidisciplinary team for patients with ED has been studied in 
Sweden before [10] [11] [12] [13] and despite these studies have reported posi-
tive results they do not constitute a sufficient basis for NBR to be judged as evi-
dence-based. Further research is needed. 
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1.2. Theoretical Background 

The Attention Restoration Theory (ART) describes two different forms of hu-
man attention; a will-controlled or directed system defined as voluntary atten-
tion, linked to the ability to concentrate and to screen out irrelevant stimuli, and 
a non-will-controlled system defined as involuntary attention, also known as 
fascination [14]. Voluntary attention requires energy and recovery, which can be 
facilitated in so-called restorative environments such as nature. The nature con-
tributes to recovery because the human being is used to spending time in nature 
and reacts positively to natural environments [15]. The biophilia hypothesis, the 
love of life, is another theory built on the view that the human being has a ge-
netic propensity to appreciate spending time in nature and like living creatures 
as well as the fact that animals exert a positive influence on well-being [16]. The 
biophilia hypothesis has had a great influence on the Green Care but it also has 
been criticized for overestimating the evolutionary psychology perspective [17]. 
Research has also shown the opposite, that love to life is not an innate property 
based on the evolution, which does not mean that people cannot appreciate and 
recover in the nature. Another explanation why nature can be conducive to alle-
viating stress is nature’s own self-repeating patterns, so called fractals [18]. Nat-
ural, self-repeating patterns in, for example, trees and ferns stimulate the human 
brain, which sustains curiosity and alertness at an exact level that is adequate.  

In Sweden, sick leave due to stress and related mental ill health, has increased 
since 2009 and ED has become a great public health problem, primarily in 
women aged 30 - 49 years [19]. In view of the fact that the number of individuals 
affected by ED is on the increase, that no evidence-based treatment is currently 
available and that studies have demonstrated several good results of NBR with 
multidisciplinary teams, there is every reason to deepen the knowledge of NBR 
for patients with ED. 

2. Aim 

The aim was to evaluate an intervention with Nature Based Rehabilitation (NBR) 
for a group of patients with Exhaustion Disorder (ED). 

Research questions 
 Are the patients’ ED symptoms reduced after completion of NBR?  
 Do the patients experience that they have undergone a change and, if so, in 

what way? 
 Which components of NBR were important in any change, improved health 

or increased well-being? 
 Are the patients ready to return to their workplace, another work or struc-

tured activity such as education? 

3. Materials and Methods 
3.1. Ethical 

Ethical principles have been followed in accordance to the Helsinki Declaration 
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World Medical Association (WMA), [20] and The Swedish Research Council’s 
national guidelines [21]. The study has been approved by The Ethical Review 
Board [22] in December 2014 (Dnr: 80416). 

3.2. Participants 

The study included individuals on sick leave who had been referred to NBR by a 
care centre or occupational health care. The diagnosis ED was established by re-
ferring medical doctor and confirmed in an assessment interview carried out by 
a team member at the NBR before joining the rehabilitation.  

The patients were offered 14 weeks of rehabilitation in a group of eight per-
sons, three mornings (4 hours) per week. In the period 2017-2018, 24 patients 
from three groups were invited to participate in the study. Seventeen patients, 15 
women and 2 men, agreed to participate. One participant stopped during the 
rehabilitation and one could not be reached for the follow-up interview one year 
after the rehabilitation. However, data collected on them have been included in 
the study. Why some patients chose not to participate in the study have for ethi-
cal reasons not been investigated. 

The group of participation patients was heterogeneous in terms of life situa-
tion, personality, underlying traumatic factors and comorbidity. Their ages va-
ried between 32 and 63 years, with a median age of 43 years (Table 1). All of 
them had at least secondary level of vocational education. Half of them worked  
 
Table 1. The participants background. 

Patient Sex Age Work Life situation 

1 Woman 56 Laboratory assistant Family 

2 Woman 41 Own business Family 

3 Woman 37 Factory worker Family 

4 Man 60 Teacher Family 

5 Woman 32 Nurse Single 

6 Woman 36 Administration Family 

7 Woman 55 Assistant nurse Single 

8 Woman 52 Own business Family 

9 Woman 36 Employment services Single 

10 Woman 63 Nurse Single 

11 Woman 36 Assistant nurse Family 

12 Man 48 IT workers Family 

13 Woman 34 Teacher Single 

14 Drop out    

15 Woman 50 Teacher Family 

16 Woman 44 Biologist Family 

17 Woman 38 Store manager Family 
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within the care sector or in schools, while others were self-employed, managers 
or worked in state agencies. Several patients had stable family situations with 
children but there were also some who were single with or without children. All 
participants had a well-ordered social situation but some stated that their finan-
cial situation had deteriorated due to sick leave. 

The majority of the participants were still in permanent employment and had 
tried to return to work between periods of sick leave, in some cases several times. 
When asked about sick leave due to ED, the patients were not able to state the 
exact length of sick leave. The symptoms often came on insidiously and was 
sometimes triggered by a trauma or a somatic disease. Some participants had 
experienced a reduction in work capacity during a reorganization in the workplace. 
Others had opposed sick leave despite the need for it. It was also not uncommon 
for sick leave to be replaced by work training. At the start of NBR, patients re-
ported periods of sick leave ranging from a few months to several periods of va-
rying length over ten years and a varying extent from 25% to 100%. At the time 
of the study, all participants were 100% on sick leave in order to participate fully 
in the rehabilitation.  

3.3. Intervention 

A multidisciplinary team comprising of an occupational therapist, a physiothe-
rapist, a medical doctor who was also a practicing symbol drama therapist and a 
nurse with gardening experience provided NBR at a farm with a garden and a 
green house in an agricultural environment. The design and content of this 
model of NBR had previously been developed by the team and tested. It had 
been based on other similar activities where research has been conducted [11]. 
The activities were structured as regular morning routines consisting of relaxa-
tion, a walk in the open agricultural landscape and a coffee break. This was fol-
lowed by activities such as body awareness therapy, symbolic drama practice, 
handicraft and gardening.  

3.4. Evaluation Methods 

A qualitative design with semi-structured interviews with follow-up questions 
were chosen to evaluate patients’ experience of development and change after 
treatment with NUR [23] [24]. Since we were interested in detailed individual 
results a focus group discussion was not relevant. Assessment scales were used 
with the intention to complement the interviews. Staff notes on the patient’s 
health status, progress and development as well as unexpected events were re-
viewed and compared with the patient’s own experience. 

3.5. Interviews 

The semi-structured interviews were carried out on three occasions: at the start 
of rehabilitation with 17 participants, after 14 weeks of rehabilitation with 16 
participants. One year after completion of the NBR, 15 participants took part in 
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a telephone interview.  
An interview guide was developed in relation to the research questions. For 

example, was one of the issues about the experience of quality of life, another 
was about events and developments until the patient felt ill. The emphasis was 
on the patient’s own story and follow-up questions were asked, if necessary, in 
case of further need for clarification, the patient was encouraged to illustrate 
with concrete examples [25].  

The follow up interview after finishing the rehabilitation, focused on whether 
the participants had experienced any change in quality of life, disease status, 
what thoughts and feelings they had about themselves and the rehabilitation, if 
they had had any surprising experiences and whether they had learnt something 
new. The telephone interview 12 months after the completion of the rehabilita-
tion concerned the past year, care contacts, medication, work and other activi-
ties, lifestyle changes, social contacts and current quality of life.  

All interviews were held by the first author (GH), experienced clinician and 
interviewer. The interviews lasted from 15 to 45 minutes. They were recorded, 
transcribed and analysed with a semantic thematic analysis which means that the 
themes are identified within the explicit meaning of the data and the researcher 
is not looking for anything beyond the patient’s statement [26]. The staff’s 
weekly notes also were analysed with thematic analysis.  

3.6. Assessment Scales 

The assessment scales were chosen with great care. With respect to the patients’ 
concentrating difficulties by reading and writing it was important to use as few 
scales as possible, estimated as meaningful and necessary. The scales were aimed 
to clarify questions of change assumed as difficult for the patient to describe due 
to symptoms such as memory problems and fragility. The scales were about the 
patient’s being over time, coping ability, stress symptoms and resources for re-
habilitation towards work or other activity. Quality of life scales were considered 
but not included. As patients sustained for a long time on the theme in the in-
terviews and that several of them had no idea what quality of life could be for 
them the issue was perceived as saturated. The results of the scales were com-
municated to patients in paper form and they provided an appreciated basis in 
the interviews. 

Stress and Crisis Inventory, (SCI-93) is a self-rating scale that consists of 
two parts in order to examine the reaction to stress and crises in addition to as-
sessing the individual’s occupational resources [27]. One part is assessing auto-
nomous dysfunction encompassing 35 statements about bodily complaints deemed 
a hindrance in everyday life. The degree of each complaint is assessed and the 
total number of points indicates the current stress level on a scale from 0 - 140. 
The higher the level of stress symptoms, the harder it is for the patient to return 
to work. To evaluate if autonomous stress symptoms change over time the as-
sessing was implemented before each interview, e.g., three times. The other part 
is a questionnaire comprising five areas: 1) the occurrence of burdensome events 
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in the patient’s life, 2) disease, 3) perspective on one’s own health, 4) function 
and ability, 5) return to work or the need for permanent sickness benefit. If the 
patient states that problems exist in a certain area, the extent to which they con-
stitute a hindrance in everyday life and affect their intellectual and emotional life 
is also rated. In addition, their reorientation ability is rated. This part was used 
once before the second interview. The aim was to support the patient’s own ex-
perience of work ability conquered by the rehabilitation with NBR. 

Coping Resources Inventory, (CRI) focuses on indicating the individual’s 
resources in stress situations [28]. The test contains five scales; cognitive, social, 
emotional, spiritual and physical. The scales mirror different aspects of the abil-
ity to face, cope with and recover from stress. With the aim to evaluate if coping 
resources increased through the rehabilitation with NBR the test was used twice, 
before the first and the second interview.  

Visual Analogue Scale, (VAS) is a 15-point vertical VAS-scale without num-
bers was designed to rate the actual state of health, where zero denotes the worst 
possible and 15 the best possible state of health. The assessment was performed 
throughout the whole rehabilitation. At the start and end of each week the pa-
tient put a cross on the line, which was then measured using a ruler. The aim 
was to evaluate the patient’s general state of health over time. 

Examination of Staff Members’ Weekly Notes. These weekly notes with a 
summary of the patient’s state of health as well as any developments or unex-
pected events were analysed with thematic analysis [26]. 

4. Results 

Sixteen patients completed the first 14 weeks rehabilitation, which is 42 days. 
Three of them with more extensive rehabilitation needs were offered an addi-
tional 14 weeks rehabilitation (5, 9 and 11). Towards the end of the programme, 
the first and the second group were offered an extension of 1 day per week for 
eight weeks. Eleven patients (2 - 12) participated in this extended programme. 
The extended program was not available to the last three people (15 - 17) due to 
the end of the project (Table 2). 

4.1. Interview Results 

The semantic thematic analysis [26] resulted in five themes: quality of life, change 
process, the importance of the group, work or other activities, new knowledge 
and staff members’ perceptions of the changes in the patients.  

In order to make the patients process of change visible, the results of the three 
interviews, (before NBR, after the NBR and one year later) are presented cohe-
rent under each theme. This is to increase the understanding that a stable change 
occurs continuously over a long period of time. 

Quality of life 
In the first interview some participants noted that they had never reflected on 

what quality of life meant to them personally. These patients were instead pre-  
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Table 2. The extent of rehabilitation in number of days. 

Patient 
The first period 

of 42 days 
The second 

period of 42 days 
Extended 

Programme of 8 days 
Total number 

of days 

1 X   42 

2 X  X 50 

3 X  X 50 

4 X  X 50 

5 X X X 92 

6 X  X 50 

7 X  X 50 

8 X  X 50 

9 X X X 92 

10 X  X 50 

11 X X X 92 

12 X  X 50 

13 X Only 12 days  54 

14 Drop out    

15 X  n.a.* 42 

16 X  n.a.* 42 

17 X  n.a.* 42 

*n.a. = not available. 

 
occupied with ensuring that those around them had a good quality of life. One 
woman reacted to the question with surprise and replied: “This is really inter-
esting actually, the question what is quality of life for you, I cannot answer but at 
the same time I know what quality of life is for others”. Another participant rea-
lized that its definition of quality of life was a crucial reason for ED:  

“My identity and my motivation to exist was to consume myself at work […] I 
sacrificed everything for the job simply and my identity and motivation to exist 
was to consume myself at work”. 

However, the most participants knew what quality of life was for them, e.g., 
ability to deal with family and daily tasks or strength to cope with a job, but also 
to feel calm and enjoy life. The loss of life quality could depend on personal cha-
racteristics as overestimating their work value or of perfectionism. Reduced or 
lost quality of life could also be due to changing living conditions as having be-
come a parent, family member’s illness and a great deal of distress.  

In the second interview, some patients experienced a slightly improved health 
state and quality of life. This could include maintaining the morning routines 
that they had learned during the rehabilitation, prioritizing enjoyable activities 
or acquired a long-awaited pet: “I’ve kept the routine from green care, I’m very 
strict about taking a walk, and relaxing, and get a cracker sandwich”. The feeling 
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of hope for the future had change in diverse ways, for some participants it has 
been raised, for others increased.  

One year later, all participants experienced improved quality of life although 
to varying degrees. The majority stated that the most important was to become 
more attentive to their own needs and get a balance between own and others’ 
needs, engaging in activities that they knew made them feel good and minimiz-
ing activities that affected them negatively, e.g., “I am not so much social any 
longer”. Several of the participants had made important decisions that had al-
tered their preconditions for the future, such as changed residence, got a new 
job, reduced the number of social contacts and ended destructive contacts: “I 
have limited my circle of friends to those I feel good about”. A number of the 
patients had stopped struggling to regain their full work capacity. Instead, they 
focused on trying to attain a better quality of life by working less, applying for 
sick leave or a retirement pension. 

Improved quality of life was also associated with further assessments within 
somatic or psychiatric care and resulted in adequate treatment for diseases such 
as fibromyalgia, IBS and depression: “Now I have been to the psychiatry and I 
have been examined there […] no, he did not think I was depressed, he con-
firmed my ED”. While some had started medication, others had opted to end 
medication, for example antidepressants. One participant had started psycho-
therapy and several participants had resumed contact with their previous psy-
chotherapist or physiotherapist. Others continued pursuing activities to improve 
their well-being such as meditation, yoga or training in a gym. 

Change process 
After the rehabilitation, the majority of patients stated that there were signs of 

reduced bodily symptoms, although the symptoms of exhaustion could still do-
minate their life. The absence of demands during rehabilitation made several pa-
tients acknowledging their need for recovery: “I have gained my own time”. 
Some experienced that their state of health was better and others that it varied: “I 
sleep better now, even if I do not sleep well”. All participants who had gained 
new insights had an experience of change. This change mainly involved greater 
acceptance of their present life situation, learning to take one day at a time and 
trying to find a balance between activity and rest. Several had attained greater 
hope for the future and did not feel as despairing as previously: “I’ve started to 
feel a little more hope […] somehow, I feel like I finally managed to start having 
a little more positive thoughts, both about myself and about the future”. 

At the follow-up one year later, all 15 patients interviewed stated that the re-
habilitation had become the start of something new: “It was the major turning 
point in this disease process”. They had been stimulated into reflecting more 
about themselves and had gained greater access to both positive and negative 
feelings. The absence of demands provided the opportunity to rest and recovery, 
while the lack of stress gave them space to reflect on the meaning of suffering 
from ED: “At the beginning I thought this is nothing for me, I don’t have ED 
and I do not belong here […] then I understood that ED was about me”. Greater 
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self-knowledge was seen as a pleasant surprise. Furthermore, self-empathy had 
increased, which meant acceptance of the human disposition, the view that dif-
ficulties are part of human existence as well as a quiet acceptance of all kinds of 
emotions and thoughts. For some participants, the ED symptoms had continued 
to decrease during the year after the rehabilitation, while for others their toler-
ance of the symptoms had increased and they now tried to learn to live with 
them: “I try to think about the breathing, I have understood that it is important”. 
However, for someone the rehabilitation was so exhausting that the bodily stress 
symptoms increased. 

The importance of the group  
During the first interview, the participants’ expectations of the rehabilitation 

were more or less vague wishes to receive help. Fourteen weeks later, almost all 
expressed that the group and its participants had been a very positive surprise: 
“The togetherness of the group is great, I guess I didn’t really expect that”. Being 
together with like-minded people who understood, without the need for words 
and without judging, was a new experience. Sharing their experience of exhaus-
tion with others in the same situation contributed to greater acceptance of one-
self and reduced their feelings of guilt and shame. However, in some cases the 
positive experiences were not related to the whole group, but to certain individ-
ual participants. These persons could experience being surrounded by the entire 
group as noisy, loud and tiring. They therefore took advantage of the opportu-
nity for privacy with a like-minded participant. 

One year after the rehabilitation, all patients agreed that the group and its 
members was especially valuable: “We’ve had a really good group where we’ve 
been very open and that has meant that you have gained a lot of understanding, 
for your own situation”. The security they experienced in the group allowed 
them to talk openly about difficulties they had not even dared tell their closest 
family members. Recognizing oneself in another patient’s story had helped them 
see themselves from the outside and together they had been able to view their 
behaviour with humour: “I started recognizing their stuff. When they told I 
thought I’ve heard that before an I recognise that!” For some patients, this con-
tributed to reduced shame and self-criticism, improved self-image and enhanced 
self-esteem. Those who took part in the extended programme comprising eight 
weeks, underlined its importance in terms of facilitating their return to everyday 
life without the company and support of the rehabilitation group. 

Work or other activities  
After 14 weeks of rehabilitation, the majority of patients had realized that re-

turning to work would take time but they still had long-term plans to return to 
some kind of work at least part-time. Several of them were involved in ongoing 
planning with support from the Social Insurance Agency, which they considered 
extremely valuable: “I think that since it’s going in the right direction, I’ll be able 
to work part-time within a few years”. A number of them had been dismissed 
during the rehabilitation period and were now unemployed. 
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One year after the rehabilitation, none of the participants had returned to 
full-time work. On the other hand, almost all of them were in some way in the 
process of returning to work, in most case in cooperation with the Social Insur-
ance Agency or the Public Employment Service. The interventions varied great-
ly. For example, for one participant, the work was adapted to her health status, 
another participant had obtained trainee posts aimed at leading to education and 
employment and one participant felt obliged to return to full-time job due to the 
risk of becoming unemployed: “There was a termination at my job, then I be-
came re-employed so I do not dare to be sick leave even if I really do not have 
the strength”. 

One younger participant was proposed to apply for a permanent sick leave by 
Social Insurance Office, which was considered an impossible alternative. On 
own initiative, this participant obtained a suitable part-time job paid at an hour-
ly rate. Patients who did not feel ready for work training were still on sick leave 
but took part in some form of therapy including psychotherapy, art therapy, 
physiotherapy or additional rehabilitation activities focused on return to work. 
After several periods of failed work training, one patient who had only a few 
years left in working life chose to retire: “I made a mature decision now that I 
would retire, because I tried to fight and I tried to work out and discovered that I 
have very little, very little left. By the time I’ve worked three hours, I’m was to-
tally done, so that’s what happened”. 

New knowledge 
At the start of rehabilitation with NBR, many of the patients had struggled to 

understand why they had performed beyond their ability over a long period of 
time. They felt guilty and ashamed. The feeling of complete worthlessness and 
having lost their human dignity triggered great mental pain and a significant 
identity crisis: “To go in to the wall… it’s a very terrifying event”. 

One year after the rehabilitation, the patients had learnt to know themselves 
and their own limits better, how to be economical with their energy, how to al-
locate time for rest when planning activities and how to take account of and re-
spect their current condition. They had acquired greater understanding of their 
situation and realized the impact of their life story an important realization was 
the fact that a performance-based self-image leads to high demands on oneself, 
the wish to please and never say “no”, taking great responsibility for others but 
not for oneself and the belief that you are interchangeable: “I’m a little more re-
solute saying no to things now”. 

For almost all of the participants, body awareness and learning about stress 
symptoms gave new insights. When they realized that a range of different so-
matic symptoms could be signs of stress, their fear of suffering from a serious 
somatic disease was reduced: “It overflowed, in the body so I understood that 
this is stress”. Above all, this led to increased attention to and understanding of 
their own reaction patterns, which in turn led to behaviour change or altering 
the situation that triggered the stress. 

https://doi.org/10.4236/health.2021.139072


G. Holmqvist, C. Lundqvist-Persson 
 

 

DOI: 10.4236/health.2021.139072 945 Health 
 

Others expressed surprise that symbolic drama was such a powerful therapy, 
stating that it had provided them with deeper insights about themselves and that 
their ED was related to childhood experiences and previous traumas. It became 
clear that previous events still affected them: “I have realized that much of my 
exhaustion is due to emotional stress that I have lived with for a very long time, 
since adolescence […] I have to deal with myself, once and for all”. Some per-
ceived that staff members’ knowledge and care were greater than anticipated and 
described: “to be seen” as very valuable. A number of participants underlined 
that gardening and handicraft had inspired and reawakened earlier interests and 
skills. The activities made it possible to feel stimulated on an experience level, in 
several cases to feel creative and experience the joy of being able to do things. 

Staff members’ perceptions of the changes in the patients 
There was agreement between the staff members’ daily notes and the patient 

interviews. The notes revealed detailed knowledge of each patient’s difficulties. 
There were empathetic notes about the patients’ despair at having lost certain 
functions, their tendency to overestimate as well as underestimate their abilities, 
how they wrestled with the necessity to make difficult decisions, their lack of 
routines in everyday life, their poor dietary habits and their existential anxiety. 
Efforts were made to foster individual development and change by identifying 
and addressing the challenges and needs of individuals, in addition to utilizing 
the resources of the group and the environment. The team members actively 
supported reorientation and were present at meetings with the Social Insurance 
Office, constituting an essential support for the patient in a stressful situation. 
Here, they contributed their assessment of the patient’s resources in order to 
find a reasonable level at which to continue planning.  

4.2. Rating Scales Result 

The assessment scales did not show any significant personal changes in the par-
ticipants, but you could see a trend of changes. However, in the interviews the 
participants clearly described an experience of change in attitude to their symp-
toms and expressed an understanding of the relationship between the symptoms 
and stress. The results of the scales were compiled at group level and the results 
meant that a further statistical analysis would not add anything new. 

The Visual Analogue Scales (VAS) 
According to the VAS scale, the perceived state of health of all participants 

fluctuated between the worst possible and the best possible (Figure 1). The pa-
tients considered that the results of the rating were affected by the fact that it was 
performed at the beginning and at the end of the week. Some were more tired on 
Monday mornings and more alert at the end of the week, while others reported 
the opposite situation. Nevertheless, the results revealed great variations in per-
ceived state of health, distributed between 0 and 14.7 on the 15-point scale. Some 
exhibited very sharp fluctuations, an example being 0.3 - 12.6 (Figure 1), while 
the fluctuations of other participants were more gradual. Only one patient  

https://doi.org/10.4236/health.2021.139072


G. Holmqvist, C. Lundqvist-Persson 
 

 

DOI: 10.4236/health.2021.139072 946 Health 
 

 

Figure 1. An example of the strong fluctuations during a period of 14 weeks. Each week is 
marked with two points. The patient was absent at week nine. 
 
exhibited a constantly ascending curve with minor fluctuations ranging from 4.7 - 
11.7. One year later, some patients perceived that their state of health had stabi-
lized, while others reported continual strong fluctuations.  

The SCI-93, autonomous dysfunction, rated by 16 patients  
The rating of autonomous dysfunction took place before the start of rehabili-

tation as well as after 14- and 28-weeks rehabilitation (Figure 2). At the initial 
rating, none of the participants were in the group with a normal stress level (0 - 
25 p) nor in the group with mild symptoms (26 - 50 p). They all exhibited a 
higher level of dysfunction (51 - 75 p, 76 - 100 p, 101 - 140 p). This indicates 
stress level symptoms that lead to different degrees of difficulty in terms of reha-
bilitation and return to work. After completing rehabilitation, approximately 
two thirds of the group had a lower stress level, although not significantly lower 
in terms of autonomous dysfunction compared to the time before the rehabilita-
tion. All patients reported problems with bodily stress symptoms, primarily in 
the form of pain and lack of energy. The majority were found to be in the 51 - 75 
p interval with relatively mild symptoms. Overall, the results indicate a trend 
towards improvement, although not significant and the remaining stress symp-
toms were at a level where they may constitute an obstacle in everyday life and 
when returning to work.  

Results of the SCI-93 questionnaire, rated by 16 patients after two weeks  
All participants had experienced burden some events or periods in their life 

for example, traumatic experiences such as childhood abuse, serious illness as 
diabetes and other severe crises such as loss of a close relative. In addition, the 
ED meant a great crisis and a loss of identity.  

After 14 weeks rehabilitation, most of them still had a strong feeling of illness 
and had for example obvious somatic symptoms of fibromyalgia and depression. 
Their belief in regaining health, function and ability was weak and they consi-
dered that returning to work was not currently an option. All of them acknowl-
edged the need for sick leave at this point in time. Only one patient reported a 
realistic need for permanent sick leave. 
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Figure 2. Rating of autonomous dysfunction. No. 14 dropped out. 
 

Results of the CRI, Coping Resources Inventory 
The test reflected the patients’ cognitive, social, emotional, spiritual and phys-

ical coping ability. At the start of rehabilitation, all patients were positioned 
within the lower part of normal variation. It was only in a few patients that the 
curve indicated a slight improvement, although still within the lower part of 
normal variation, while the curve of just one patient indicated a clear improve-
ment in terms of emotional coping ability. 

5. Discussion 

Patients with ED are in most cases affected by complex problems of a somatic as 
well as a psychological nature [6] and the group of patients in the present evalu-
ation is no exception. All of them met the National Board of Health and Welfare 
[29] criteria for an ED diagnosis and were seriously ill before the start of the 
NBR. The profound and wide-ranging complex of problems involving long pe-
riods of sick leave can, in this evaluation, be considered to explain the lack of 
positive results in terms of return to work, as reported in some other Swedish 
studies [11]. However, the results from the follow-up interview 12 months after 
completed rehabilitation stated that the patients had managed to break the pre-
vious, negative spiral towards increasing illness and care consumption as well as 
preventing the risk of permanent sick leave.  

Before the rehabilitation, the patients had received treatment generally availa-
ble in Sweden today, i.e., sick leave, medication, rest and training to return to 
work, in accordance with the rehabilitation chain of the National Board of Health 
and Welfare [2]. A few patients had tested cognitive psychotherapy, today of-
fered almost routinely by the healthcare service in Sweden without due consid-
eration. The practice can be questioned with respect to that these patients often 
are suffering from cognitive impairment and the lack of evidence of effect. Cog-
nitive psychotherapy that only focuses on changing thought patterns with the 
help of exercises, which are intended to modify behaviors, can instead lead to 
increased mental fatigue and in turn result in more stress and more failures [30]. 
It is also contrary to what has been stated by some researchers, that the patients 
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need more individually adapted rehabilitation [8].  
For most individuals who are diagnosed with ED, a period of sick leave is ne-

cessary, but long-term sick leave can also lead to secondary negative effects as 
well as the risk of developing an illness identity [31]. However, there were no 
tendencies towards an identity marked by illness in our investigated group. Most 
of the patients were characterized by their persistence, as well as their refusal to 
give up which sometimes may be seen as a strength and be used constructively in 
rehabilitation.  

To spend time in a natural environment has been found to be beneficial for 
individuals affected by stress disorder [32]. Probably the greatest impact from 
the environment takes place on an unconscious level when several of our senses 
are stimulated in a positive way. Nature often can be experienced as beautiful 
and exciting; there are many different sounds and smells. Research on fractals in 
nature is interesting from the fact that the human is attracted to patterns from 
an early age [18]. When testing a three-month-old baby, you can see that the 
baby can already discriminate new patterns, prefers certain patterns, prefers new 
patterns and habituates to patterns, which means that the reaction decreases 
[33]. This is in line with the research on fractals which showed that, a visual pat-
tern with little variation is not engaging enough to continue looking at [18]. 
With the baby, you can see that attention is enhanced by a little more complex 
pattern. Purely speculative, one might think that humans may be drawn to the 
type of natural environment in which one feels stimulated, but not overstimu-
lated [34].  

The patients in this evaluation appreciated the rehabilitation environment but 
were unable to find words to describe what and why it made them feel good. It 
appears as if the nature constituted a calming, facilitating environment and was 
an obvious, integrated part of the rehabilitation itself. Most likely, the patients 
perceived the rehabilitation as a whole and did not give much thought to which 
part in the rehabilitation was the most crucial. That is in line with the desire, 
how a multidisciplinary team should function “the whole is greater than the sum 
of its parts” [35]. 

The purpose of a multidisciplinary team is to avoid splitting up the patient’s 
various symptoms and treatment. There must be no competition between the 
parts of the treatment this requires good collaboration between the team mem-
bers that they jointly agree on the goals and sub-goals to be set for each individ-
ual patient. In addition to good professional knowledge and experience, a multi-
disciplinary team must be well established otherwise it can lead to disruption 
and insecurity for the patient. For a patient with a serious psychosomatic condi-
tion and with deep psychological problems it is a big challenge to provide suc-
cessful treatment. It is therefore important to understand that unilateral medical 
care is not enough but nor are activities and stays in a natural environment. That 
is why NBR with a multidisciplinary team may be a suitable alternative for pa-
tients with ED. 
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Trust is one of the foundations of healthcare [29]. The participants in the 
present study expressed great trust in the staff members’ knowledge of ED. The 
experience “to be seen”, taken seriously and be understood by the staff members 
was both new and surprising to many of the patients. This contrasted sharply 
with their earlier experiences of contacts with healthcare, the Swedish Social In-
surance Agency [36], and in several cases even their relatives. A lack of under-
standing on the part of those around them can be related to the large variation in 
symptoms, which leaves room for different interpretations of the patient’s beha-
viours and what is expressed. Although it can be difficult to understand how a 
previously active and capable person can change to such a great extent, becom-
ing so fragile, unsociable, disorganized, lacking in concentration and forgetful. It 
is not clear either why the patients in the study were underdiagnosed in terms of 
other somatic diseases. Some patients at the beginning of the rehabilitation al-
ready knew that they suffered from IBS or depression, but they had experienced 
not being taken seriously. Others who had undergone an investigation for de-
mentia had perceived it as unprofessional, which strengthened their view of a 
lack of understanding and of shortcomings in healthcare.  

The present evaluation also contains statements indicating that the patients’ 
sense of resignation and helplessness also had influenced those who were trying 
to help them, which may happen and is described by Schmidtbauer [37]. The 
clearest evidence of this was the young patient who was advised to apply for 
permanent sick leave by the Swedish Social Insurance Agency, [36] because of 
the perception that all resources had been exhausted. As already mentioned, one 
year after the rehabilitation this patient had terminated the sick leave and ob-
tained a part-time job. This example highlights the importance of knowledge of 
ED among those whose task is to help the patient.  

A comprehensive diagnostic examination is a prerequisite in order to formu-
late realistic rehabilitation goals for the individual. Personal characteristics, which 
are required to know in order to benefit from the rehabilitation, were not in-
cluded in the assessment of the patients before the rehabilitation. Maybe a pre-
paratory intervention might have been better rather than extending the rehabili-
tation for those patients who did not manage to participate fully from the start. 
The fact that some participants had an underlying disease that probably contri-
buted to severe their ED was became clear one year later. This confirms the need 
for a more thorough in-depth examination of underlying diseases before reha-
bilitation and would probably have provided better conditions for rehabilitation. 

It was found that the participants in the present study had adapted themselves 
to their surroundings and that their self-esteem was performance-based, which 
is considered to be characteristic of patients with ED [5]. Consequently, there is 
a risk that performance-based behaviour is regarded as entirely negative, but a 
performance-based behaviour need not necessarily be a bad thing. The linkage 
between self-esteem, perfectionism and ED has been described as complex, which 
means that it can be important to take an individual’s self-esteem into account in 
the treatment of ED [38]. An insecure person with low self-esteem relies on per-
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formance, often leading to so-called maladaptive perfectionism, whereas a per-
son who is secure and whose self-esteem is good will accept making mistakes, 
so-called adaptive perfectionism. Therefore, strengthening an individual’s self- 
esteem should be an essential part of ED treatment. 

All patients invariably described the group and its individual members as pos-
itive and surprising. Experiencing togetherness in the group, in-depth conversa-
tions and laughter were perceived as unburdening, leading to reduced feelings of 
guilt and shame as well as having a positive effect on self-image and self-esteem, 
which confirms the importance of being able to verbalize and share emotions 
[39]. In the present evaluation, the patients’ narratives are in line with studies 
demonstrating that the strength of group therapy lies in encountering like-minded 
persons, where they experience not being alone in finding themselves in a spe-
cific life situation [9]. The group members first show compassion towards other 
members, after which they apply it to themselves [40]. The specific expression of 
compassion used by the therapist serves as a model that is first employed in rela-
tion to the other group members and later to oneself.  

Basic body awareness was also highly valued by most participants. The staff 
noted that patients experienced greater acceptance as well as being stimulated 
due to learning new aspects about themselves and their body, which made them 
more open to new insights and ability to recognize the links between their own 
behaviour and ED. According to Antonovsky [41], this supports the importance 
of comprehendability for the ability to deal with a problem and the so-called sa-
lutogenic theory. Moreover, the importance of increased body awareness in ED 
has been confirmed by other studies [42] [43].  

The use of assessment scales in evaluations has both advantages and disad-
vantages. The advantage is that it is possible to reach many informants for a 
study and to use such a method may be of help in the clinic as a support for the 
staff, who feel uncertainty in a particular field. The disadvantage is that the in-
formation you get is limited by the questions in the scales and due to the impos-
sibility of asking follow-up questions. Furthermore, one does not see subtle signs 
of change, which was the reason why we decided to include the interview me-
thod and the staff members’ weekly notes.  

The assessment scales in this study showed no significant improvement in the 
health of the participants after the rehabilitation. An explanation may be the se-
vere problems of the participants and the relatively short period of rehabilita-
tion. However, the interviews testified a change to improved health after the re-
habilitation. All participants stated that NBR started a process, which indicated a 
deeper change of identity. This had in turn improved their quality of life and 
their state of health as well as contributed setting realistic goals for the future. 
The emergence of a new identity and a more realistic self-image is regarded as 
one of the most important results of the rehabilitation. It can be added that re-
turning to work requires not only a rehabilitation to health but also a function-
ing support from the social insurance office, employer or employment service, as 
mentioned [8]. 
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6. Summary 

This study confirms that ED is a complex condition, requiring careful diagnosis 
and individually tailored rehabilitation. The result of the study showed that NBR 
with a multidisciplinary team provides a rehabilitation, which leads to an expe-
rience of improved health and improved quality of life for patients with ED. 
Provided that ED has not become chronic and that the patient is not multi sick, 
this model of NBR may constitute a good alternative treatment, but further eval-
uation and research are strongly recommended. 

7. Limitations of the Study 

The limitation of this study is mainly that the number of participants is quite 
small. But it provides detailed and important information about the complexity 
behind ED and the need for accurate diagnosis and an assessment of the pa-
tient’s resources for recovery. For some patients, 14 weeks of rehabilitation was 
far too short time to achieve any real change, but the process of worsening the 
illness had been stopped. 

Furthermore, the assessment scales used in this study could not catch any 
changes to confirm the results in the interviews. This may have to do with the 
fact that rating scales often have difficulties detecting individual and subtle 
changes, which is due to the construction of scales. Individual and subtle 
changes can be more easily detected in interviews. This shows the importance of 
the right study design to be able to increase knowledge about ED and create op-
portunities for adequate rehabilitation. However, in this study the assessment 
scales constituted a certain benefit, the patients experienced them as positive be-
cause it helped them to some extent to put their symptoms into words. 
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