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Abstract
We investigated if cultural activities are associated with improved quality of life 
experiences of older people. In 2012, older people in five care units were invited 
to participate more cultural activities (study group) than usual. Each person in the 
study group had a tailored cultural plan integrated into the care plan. Older people 
in traditional care units (control group) did not have such cultural plans.

One hundred sixty-one persons from care units in two cities in Finland partici-
pated in 2012 and 161 persons in 2014 in a cross-sectional study. Their quality of 
life was assessed with the World Health Organization’s Quality of Life WHOQOL-
BREF (Field Tríal Version) enquiry. The quality of life variable contained four do-
mains: physical, psychosocial, social and environment. The values of these domains 
underwent multivariate analysis of variance of the following explanatory variables: 
intervention group, age (</= to 80 compared to >80 years old), education back-
ground, marital status, gender and comorbidities. The domains of the participants’ 
self-rated experience were also assessed.

The quality of life experience was similar at baseline in 2012 in both study 
groups. In 2014 the study group rated the quality of life (p<0.0001 respectively) 
and satisfaction with health (p=0.001 respectively) higher than the control group.

Older people in care units need cultural activities as a necessary part of their 
care. The care provided in the care units does not put enough emphasis on this 
need. With individually tailored cultural activities set down in a cultural plan, care 
providers can ensure a better quality of life for older people.
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Introduction

People over 65 years old are the growing age group in the decades to come in Fin-
land. In 2010 people above age 64 constituted 17,5% of the population and in 2020 
no less than 23,7%. This proportion will increase until 2070 (Official Statistics of 
Finland 2018). Aging can be considered to be a process of adaptation of the human 
being to individual changes rather than only changes in physical activity, psychologi-
cal function and social function (Nosraty et al. 2015; Faber et al. 2001). Aging maybe 
be defined as referring to persons older than 71 to 80 years, 75 years or 85 years 
(Cohen-Mansfield et al. 2013). We use term older people as defined under Data and 
methods below.

Well-being, life satisfaction, empowerment and quality of life (QOL) are often 
used terms in studies on cultural activities and arts. (Hallam et al. 2014) “QOL in old 
age” is a term often used in studies among older people and QOL. QOL in old age as 
regards general well-being may be defined as a subjective state characterized by the 
attributes life satisfaction and emotional balance. These attributes mirror the degree 
satisfaction of fulfilled underlying needs and are remain stable by the individual’s 
adaptation to gradually deteriorating life conditions (Boggatz, 2014). Ettema et al. 
(2005) conceptualized QOL in terms of dementia (according to Lawson): “quality 
of life is defined in so many ways by so many people and, regrettably, often is not 
defined.” In our study we use The World Health Organization’s (WHO) definition of 
quality of life. WHO (1996) defines quality of life as an individual’s perception of his 
or her position in life in the context of the culture and value systems in which he or 
she lives and in relation to goals, expectations, standards and concerns. The definition 
is comprehensive and it encompasses a person’s physical health, psychological state, 
social relationships and their relationship as a salient feature of his or her environ-
ment in a complex way (WHO 1996). Regardless of the state of living or health, an 
individual’s right to enjoy art and to be part of the community’s cultural life is empha-
sized in several declarations and programs (United Nations Educational, Scientific 
and Cultural Organization (UNESCO) 1966, 1982, 1996; in Finland Liikanen 2010; 
Koponen et al. 2017). Creating possibilities for older people to be engaged one’s 
meaningful activities is ensured in Finland by law (Finlex, 2012).

In WHO’s review the role of arts lies in improving health and well-being (2019) 
and in producing emotional, imaginative and creative experiences for the actors, 
the artists and the audience. According to the study of Nenonen et al. (2014) the 
cultural activities were associated with self-rated health and quality of life. In sev-
eral studies cultural activities enhance the quality of life or well-being (Gelo et al. 
2015, Hannemann 2006). In the study of Davies et al. (2012) engagement in arts is 
described as engagement in five categories of art practices: performing arts; visual 
arts, design and craft; literature; culture; and digital and electronic arts. A person can 
participate actively or non-actively (by looking and listening) in arts, depending on 
his or her state of health. Due to the wide variety of arts we defined here, as we have 
done previously (Koponen et al. 2017), art as being engaged with different cultural 
activities, based on the older adult’s own choices in harmony with the specific cul-
tural plan of the care unit. Cultural activities in our study include a range of art forms 
from performing arts to non-performing arts (theatre visits, concerts, poetry, music, 
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literature etc.). These art services are provided to the older adult with consideration 
of his or her ability to function and experience. The participants included the oldest 
of the older adults who still enjoyed engagement with cultural activities despite dete-
riorating cognition and physique. The main result of our previous study (Koponen et 
al. 2017) was that by attending cultural events older people are able to influence their 
quality of life and are distanced from just being an object of care. Their feeling of 
well-being increases and their feeling of loneliness decreases.

In this and in our previous study (Koponen et al. 2017) we defined art as being 
engaged with different cultural activities of older adult’s own choice based to the 
individual cultural plan. Cultural activities include various art forms from performing 
arts to non-performing arts. The participants of our study group are the older adults 
who still enjoy engagement to cultural activities if activities are provided in the care 
units despite their deteriorating cognition and physical condition.

Being old does not necessarily mean poor physical activity, but it may mean being 
active and achieving the goals in late life, as well (Yeung and Breheny 2016; Pers-
son et al. 2001). Poor health can restrict being engaged in activities, but it does not 
necessarily affect the experience of well-being (Yeung and Breheny 2016). For older 
people, good health means being active and being able to function.

Psychological health influences quality of life. Supportive activity within social 
networks, such as meeting friends and participating in cultural activities, are posi-
tively associated with life satisfaction and longevity (Koponen et al. 2017; Helvik et 
al. 2011; Forssén, 2007; Koonlaan et al. 2000, 1996). Older people in hospital care 
have an increased risk of dissatisfaction when social connections and participation in 
activities are reduced (Helvik et al. 2011).

In our previous study, we have reported our results of the cultural activities in 
culture study groups started in 2011 by a project called Cultural plans for senior 
citizens (Koponen et al. 2017). The results of the experienced quality of life were 
modest in the group that enjoyed cultural activities (study group) because of the 
short time of cultural endeavors, since the observation period ended already in 2012. 
Changes in the study group’s organizational culture, attitudes and implementation of 
the cultural plan in care took time and the results in quality of life experiences were 
clearly emerging in three years by 2014, as we report in this paper. The objective of 
this study was to examine if cultural activities in the everyday life of older people 
living in care units result better quality of life than if such activities are not provided.

Data and Methods

The data were collected from 15 care units for older people of two healthcare-pro-
viding organizations in two different cities (Oulu and Turku) in Finland in 2012 and 
2014. The care units were managed by the municipal, public health. The two partici-
pating cities are located 600 km apart in Finland; their demographic structure and 
care provision is similar. Both cities rank among the six biggest cities in Finland 
(Finnish institute for health and welfare (THL) 2017). During the study time, the cri-
teria for acquiring municipal long-term care (LTC) service were tightened in both cit-
ies. The units used uniform criteria for approving tenants and the care provided was 
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based on nationally approved principals for old people care. The older people who 
entered the study were more frail and had a higher number of illnesses than before as 
a consequence of the tightened criteria. They had an increased need of help in their 
daily activities or were not able to live at home with the care provided. This change 
in patient allocation meant that shorter times were spent in the care units at the end of 
the life than before; these units were the last homes for the participants who required 
24-hour care. Our study focused on the differences in the experienced quality of life 
between the group of older people who were provided with cultural activities (study 
group) compared to who were not (control group).

Age was not the primary variable, but study participants were recruited by the fol-
lowing criteria: the participant was orientated in time and location, was able to com-
municate and understood the purpose of the study. The exclusion criteria were: the 
person was not orientated in time and location and could not understand the purpose 
of the study due to the health condition. In the study group and the control group, 
participants aged 80 years or more formed more than half of the study population 
(Table  1). Poor health was the main reason for the need for institutional 24-hour 
care. In the control group, the staff had no systematic way of documenting individual 
wishes of cultural or personal activities into the care plan, while each participant in 
the study group had an individually tailored cultural plan attached into the care plan. 
The cultural plan is a document that defines the cultural activities (e.g., theatre visits, 
concerts, poetry and other art forms) that are considered important by the study par-
ticipant (intervention) and which he or she wanted experience in the daily life of the 
care unit (Koponen et al. 2017).

At baseline in 2012 and 2 years later, the study population was interviewed by 
using the WHOQLY-BREF (Field trial Version) questionnaire. At baseline, 19 par-
ticipants out of 78 (24%) in the study (culture) group had one year of experience of 
systematically planned and arranged cultural activities provided by the developmen-
tal project of the European Culture Capital year 2011 program (Koponen et al. 2017). 
The participants of the control group were provided with a regular level of care which 
included social and diversional activities suited for older people.

Assessment of Quality of Life

We used the WHO WHOQOL-BREF (Field Trial Version) quality of life question-
naire (WHO 1996), which is internationally used in life quality studies. The WHO-
QOL-BREF is an abbreviated version of the WHOQOL-100 developed by the WHO 
WHOQOL Group. WHOQOL-BREF consists of 26 questions in four domains: phys-
ical health (7 questions), psychological health (6), social relationships (3) and living 
environment (8) (WHO 1996). The two first questions measure the respondent’s own 
evaluation of his or her general health status and quality of life. The question of the 
WHOQOL rely on quality of life as a multidimensional concept with both positive 
and negative aspects (Sapouna and Orley 1997). The questions are answered on a 
Likert scale from 1 to 5.

The WHOQLY-BREF questionnaire’s four domains give a reliable description of 
how the study population experience their present quality of life in care units. The 
experience of having the opportunity to enjoy activities is significant in our study. In 
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the physical domain, a feeling of energy for daily life, the quality of sleep and the 
degree of satisfaction with one’s ability to perform daily activities give answer to the 
quality of life experience. The psychosocial domains concern enjoying life, meaning-
ful life experience, satisfaction with oneself and having negative feelings like depres-
sion, despair, blue mood and anxiety. The social domains questions concern personal 
relationships, social support and sexual activity. Environment domain relates to the 
living environment.

The WHOQOL-BREF (Field Trial Version) has been validated in Finland by the 
National Research and Development Centre for Welfare and Health (2019). The 
WHOQOL-BREF (Field Trial Version) questionnaire can be filled in either by the 
respondent alone or by an interviewer. In this study we used the latter way in 2012 
and 2014 due to the high age, multiple chronic diseases and the weakened hearing or 
sight of the respondents.

In Finland, the average time spent in LTC units before death was less than one 
month in 2012 and 2014 (THL2017). Due to the advanced age, multiple chronic 
diseases and high mortality of our study subjects, the study population varied during 
the research process. Two years can be considered a long follow-up time in this study 
group (Koponen et al. 2017). Most interviews were carried out by one of the authors 
(TK). The participants’ background information was collected from the medical 
records by the nursing personnel and by TK.

The data are summarized as counts and percentages or as means and standard 
deviations (SD) added by median for WHOQOL-BREF, questions 1 and 2. Fish-
er’s exact test was used to compare categorical background variables of the groups 
(Table 1). All comparisons were made separately for 2012 and 2014, because most of 
study participants were different at 2012 and 2014. Self-rated experience WHOQOL-
BREF, questions 1 and 2 in, Likert scale 1–5 were analyzed separately for 2012 and 
2014 with Wilcoxon rank sum test (Table 2).

The WHOQOL-BREF dimensions were analyzed separately for 2012 and 2014 
with multi-way analysis of variance, which included the following explanatory vari-
ables: intervention group, age class (</= to 80 compared to >80 years old), education 
background, marital status, gender and diagnoses (Table 3 and supplementary table). 
All statistical tests were performed 2-tailed, with a significance level set at 0.05. 
The analyses were performed using the SAS System, version 9.4 for Windows (SAS 
Institute Inc., Cary, NC, USA).

Ethical Considerations

The involved organizations granted research permissions: The University of Turku 
ethical permission 20/2011, the city of Turku 16/10 (25.11.2011) and the city of Oulu 
city §32 (29.2.2012). All participants were informed of the study before the interview 
and written consent was obtained. The participants were also informed of the option 
to withdraw from the study at any time during the interview. All information was 
handled confidentially.
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Results

One hundred sixty-one subjects participated in the study in 2012 and 161 subjects 
in 2014. Some individuals participated on both occasions, but due to high mortality 
in this age group 37 (23%) of the participants were the same in 2012 and in 2014. 
In 2012, the mean age of the participants was 83 years and in 2014 it was 85. Of the 
participants in 2012, 70% were 80 years or older, in 2014 the figure was 76%. In 
2012 the proportion of participants over 80 years in the control group was 76% and 
in intervention group 64%; in 2014 the figures were 76% and 77%. Most participants 
were female in both groups, married or widows. The prevalent education level was 
primary school or less. Most participants had at least three chronic diseases (Table 1).

In 2012, more participants in the control group than in the study (culture) group 
had at least 3 chronic diseases (p=0.010), which was associated with a more severe 
feeling of morbidity (p<0.001). In 2014, but not in 2012, the participants in culture 
group were more educated than in the control group (p<0.001). Otherwise the back-
ground factors did not differ significantly between the groups.

The study population was homogeneous regarding overall morbidity (Appendix 
I). Most participants in both groups had diseases of the circulatory and nervous sys-
tem. The frequency of mental and behavioral diseases, including Alzheimer’s disease 
and other memory diseases, was similar in 2012 in both groups (28% in the control 
group and 31% in the culture group), but in 2014 there was a significant difference 
of p=0.016 (39% in the control group and 21% in the culture group) (Appendix I).

Table 1  Sociodemographic data on patients. p-values refer to culture (study) group vs. control group with 
Fisher’s exact test
Demographic variable Study group 

2012
(n=78)
n (%)

Control 
group 2012
(n=83)
n (%)

p-value Study group 
2014
(n=81)
n (%)

Control 
group 2014
(n=80)
n (%)

p-value

Gender
female
male

55 (71)
23 (29)

52 (63)
31 (37)

0.32 58 (72)
23 (28)

54 (68)
26 (32)

0.61

Age
< 80 years
≥ 80 years

28 (36)
50 (64)

20 (24)
63 (76)

0.12 19 (23)
62 (77)

19 (24)
61 (76)

1.00

Marital status
married
single/divorcee
widow

21 (27)
20 (26)
36 (47)

36 (43)
14 (17)
33 (40)

0.082 28 (35)
18 (23)
34 (42)

23 (29)
13 (17)
43 (54)

0.31

Education
primary or less
secondary or more

49 (64)
28 (36)

53 (64)
30 (36)

1.00 38 (47)
43 (53)

59 (74)
21 (26)

<0.001

Number of chronic 
diseases
<3
≥3

34 (45)
41 (55)

19 (25)
58 (75)

0.010 20 (26)
56 (74)

18 (23)
62 (77)

0.71

Do you feel that you are 
ill?
yes
no

56 (73)
21 (27)

34 (41)
49 (59)

<0.001 54 (67)
27 (33)

41 (52)
38 (48)

0.076
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The question “Do you feel that you are ill?” was answered “yes” by 41% in the 
control group and by 73% in the culture group in 2012. The corresponding figures 
were 52% and 67%. in 2014. Less participants in the culture group felt ill in 2014 
than in 2012 (27% and 33%, respectively), i.e., after some two years of access to 
cultural activities in their daily life, as stated in the cultural plan (Table 1).

In 2012 the mean quality of life score was 3.2 (SD 0.8) in the control group and 3.3 
(SD 0.8) in the study group (on the Likert scale 1–5 in WHOQOL-BREF) (p=0.23). 
In 2014, the study group rated the quality of life higher than the control group: 3.7 
(SD 0.9) and 3.0 (SD 0.8), respectively (p<0.001). In 2012, the mean score for how 
satisfied participants were with their health was 3.5 (SD 1.0) in the study group and 
3.1 (SD 1.1) in the control group (p=0.006).

In 2014, the study group rated satisfaction with health significantly higher than the 
control group 3.8 (SD1.1) vs. 3.2 (SD1.2), respectively (p<0.001) (Table 2).

Based on the domains on the WHOQOL-BREF interview the overall experience of 
the respondents’ quality of life was similar at baseline in the study and control group 
in 2012. There were, however, significant differences in the psychological, social 
and environmental domains in 2012 (p=0.0062, p<0.001, p<0.001 respectively): the 
culture group had a higher mean in all these domains, but not in the physical domain 
(p=0.33). In 2014, the experience of the quality of life differed between the groups 
in all four dimensions. Looking at the domains, the study group experienced better 

Table 2  Self-rated experience WHOQOL-BREF, questions 1 and 2 in, Likert scale 1–5 in 2012 and 2014 
analyzed with Wilcoxon rank sum test
Q1. How would you rate 
your quality of life?

Study group 
2012
(n=78)

Control 
group 2012
(n=83)

p-value Study group 
2014
(n=81)

Control 
group 
2014
(n=80)

p-value

Mean (SD), median 3.3 (0.8), 3 3.2 (0.8), 3 0.23 3.7 (0.85), 4 3.0 (0.82), 
3

<0.001

Q2. How satisfied are 
you with your health?
Mean (SD), median 3.5 (1.0), 4 3.1 (1.1), 3 0.006 3.8 (1.1), 4 3.2 (1.2), 

3
0.001

Table 3  WHOQOL-BREF, domains in, Likert scale 1–5 in 2012 and 2014. See More detailed results are 
shown in supplementary table for more detailed results
Domain Study group 

2012
(n=78)

Control group 
2012 (n=83)

p-value Study group
2014
(n=81)

Control group 
2014
(n=80)

p-value

Physical
Mean (SD)

57.1 (16.5) 56.5 (14.8) 0.33 60.1 (13.1) 49.8 (17.4) <0.001

Psychosocial
Mean (SD)

59.9 (16.1) 52.7 (20.1) 0.0062 72.3 (16.9) 51.8 (17.7) <0.001

Social
Mean (SD)

69.8 (17.3) 56.0 (22.3) <0.001 64.8 (23.2) 55.8 (21.5) 0.033

Environment
Mean (SD)

67.8 (13.3) 53.4 (14.9) <0.001 77.9 (13.3) 53.5 (14.2) <0.001
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quality of life in all the domains -physical (p <0.001), psychosocial (p <0.001), social 
(p=0.033) and environment (p <0.001) domains (Table 3).

Discussion

We studied older people in poor health. The most significant result is that the expe-
rienced quality of life and health satisfaction were significantly better in the study 
group than in the control group in 2014 but not in 2012. Participants in the study 
group followed an individually tailored culture plan, which included cultural activi-
ties, hobbies and other elements which the subjects themselves perceived as being 
important for them in their lives. Caspari et al. (2018) point out that older people 
feel loosing their autonomy in nursing homes when are not able to maintain impor-
tant hobbies or habits in the care unit. When personal wishes and needs are fulfilled 
through individually planned activities, the quality of life improves as the sense of 
meaning and purpose in life is strengthened (Drageset et al. 2017; Frändin et al. 
2016). Kontos (2003) points out that, in Alzheimer’s disease, some agency is retained 
although memory fails gradually. Unruh (1983) emphasizes the importance of the 
social environment for old people. Social activities, like dancing, biking and arts, are 
strongly influenced by the institutional level and the variation of human interaction. 
In a previous study, we have showed that older people living in care units are active 
actors and participate in the interactions of the unit where they are live. The personnel 
and other people at the unit create a characteristic social world with its daily routines 
involving care, meals and scheduled leisure time activities. Meaningful activities and 
a tailored cultural plan ensure that the individual can experience his or her last years, 
months or weeks of life as satisfying and significant (Koponen et al. 2017).

The number of chronic diseases did not affect significantly the experienced quality 
of life (Table 1). The study group felt less ill after two years, but the opposite was 
true for the control group. In the study group fewer participants felt ill in 2014 after 
having participated in cultural activities and more felt satisfied with their health. This 
was the case despite the fact they were older and had more diseases than the groups 
in 2012.

The WHOQOL-BREF questionnaire evaluates also self-rated health by asking 
“How would you rate your quality of life” and “How satisfied are you with your 
health”. Our results demonstrate the importance of having cultural activities as part 
of the daily life of older people in care units. According to the study of Yeung and 
Thang LTC units are encouraged to emphasize on enabling activities to meet older 
people’s personal choices and function ability (Yeung and Thang, 2018). The WHO-
QOL-BREF is cross-culturally validated questionnaire with the domains physical, 
psychological, social and environment (Skevington et al 2004).

In the classical study of Matarasso (2009) participants attending arts projects expe-
rienced increased quality of life. Compared to several earlier, our study had a unique 
setup, since of older people participated in the study, carried out a self-evaluation of 
their quality of life in the care unit. This evaluation is valuable and adds to existing 
data, because it conveys the personal, subjective experience of each respondent.
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We compared the differences in the experienced quality of life between a group of 
older people with cultural activities integrated into the care plan with a control group 
of older people with no planned cultural activities. One of the strengths of this study 
is that it involved the oldest of older people in care unit setting, and they had similar 
chronic diseases and age range as Finnish older people in care units overall. Interob-
server variably was minimized by interviews having been made mostly by one and 
the same person, one of the authors.

Limitations

The study population changed from 2012 to 2014 due to the mortality and morbidity 
characteristic for this age group. Follow-up for two years of the same individuals was 
not possible. Instead, the study data was managed cross-sectionally and data from 
2012 to 2014 was analyzed separately. During the study, the criteria for older people 
care in both cities started to focus on older people in a poor medical condition. Due to 
this change, the tenants lived for shorter times in the care units than before the change 
of criteria. Nor did everyone in the study group have the opportunity to participate 
in the cultural activities of their liking due to the rapidly changing study population. 
But most participants in the study group did have the possibility to participate, at least 
partly, in some of the several cultural activities offered. We did not record the quan-
tity of culture and leisure activities the participants had been involved in during the 
study. Thus, it was not possible to evaluate the amount of cultural activities required 
for a person to experience a better quality of life.

Conclusions

The results of this study show how important it is to understand older people’s abil-
ity to enjoy various cultural activities even at the very end of life. Being able to 
participate in cultural activities by one’s own choice has connections to the quality of 
life experience. Older people value their quality of life better when they can decide 
whether and which cultural activities are introduced into their daily lives. Individual 
care with a cultural plan ensures that important and appealing cultural activities can 
be introduced into the care of older people. The number of chronic diseases does not 
significantly influence the quality of life.

This study establishes the value of cultural activities for inhabitants in older peo-
ple’s care institutions. The question of cultural activities and experiences of quality 
of life should next be broadened to older people living at home with assisted care.

Appendix I

The top five ICD 10 classification (International Statistical Classification of Diseases 
and Related Health Problem) of diagnosis described with number of subject with 
diagnosis group and proportion in 2012 and 2014.
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ICD 10 Culture 
group 2012
(n=78)
n (%)

Control 
group 2012
(n=83)
n (%)

p-value Culture group 
2014
(n=81)
n (%)

Control 
group 2014
(n=80)
n (%)

p-
value

Endocrine, nutri-
tional and metabolic 
diseases. Code range 
E00-E90

21 (27) 17 (20) 0.36 23 (28) 28 (35) 0.40

Mental and behav-
ioral diseases. Code 
range F00-F99

24 (31) 23 (28) 0.73 17 (21) 31 (39) 0.016

Diseases of nervous 
system. Code range 
G00-G99

37 (47) 35 (42) 0.53 31 (38) 38 (48) 0.27

Diseases of circula-
tory system. Code 
range I00-I99

54 (69) 66 (80) 0.15 62 (77) 59 (74) 0.72

Diseases of muscu-
loskeletal system 
and connective 
tissue. Code range 
M00-M99

14 (18) 25 (30) 0.097 18 (22) 21 (26) 0.59
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