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ABSTRACT

Background: Occupational stress and burnout prevention require interventions that are credible for organizations, meaningful for workers, ethically
safe, and methodologically transparent for clinical, public-health and organizational audiences. This revised manuscript presents a pragmatic,
assessor-blinded, randomized pilot-trial protocol and analytical framework for an art-based Eight-Pillar Well-Being intervention designed to reduce
occupational stress risk and prevent burnout trajectories.

Methods: The trial is designed as a two-arm, parallel-group pragmatic randomized pilot study comparing an eight-session art-based well-being
intervention with an active wait-list or enhanced usual-care comparator. The emphasis is feasibility, acceptability, fidelity, safety, implementation
learning, and preliminary signals of change rather than definitive efficacy.

Outcomes: Candidate outcomes include perceived stress, burnout, engagement, depressive and anxiety symptoms, general health and well-being,
affect, life satisfaction, meaning in life, psychological well-being, resilience, psychological flexibility, mood states, sleep quality, physical activity and
work ability.

Conclusion: The manuscript positions art-based learning as a feasible preventive pathway for occupational well-being when it is implemented with
clear intervention description, ethical safeguards, validated measures and transparent trial reporting. The reference list has been reconciled with the
text so that all 121 references are now cited in the body of the manuscript.
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Introduction but as a shared field of prevention, leadership, psychosocial-
Occupational mental health has become a central public-health risk management, workload design, participation and worker
and organizational challenge. Contemporary guidance frames protection. This approach is consistent with international
mental health at work not merely as an individual responsibility ~recommendations on mental health at work, burden estimates,
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psychosocial-risk guidance, ISO 45003, European evidence on
working conditions, and broader OECD health indicators [1-6].

Burnout is especially relevant because it emerges at the intersection
between individual exhaustion and organizational conditions.
It has been conceptualized through exhaustion, cynicism or
depersonalization, and reduced professional efficacy, but the
literature also warns against reducing burnout to a purely
personal fragility. Job demands, effort-reward imbalance, limited
control, chronic resource depletion and value conflict are central
mechanisms through which occupational stress becomes clinically
and organizationally consequential [7-15].

Preventive responses must therefore be integrative. Reviews and
meta-analyses of workplace mental-health interventions indicate
that individual-level training may help, but sustainable prevention
is more plausible when actions are embedded in organizational
support, manager awareness, psychosocial-risk reduction,
accessible practices and a culture of care. Evidence on stress-
management programs, workplace reorganization, healthcare-
worker stress prevention and digital interventions supports the
need for plural, context-sensitive and low-stigma approaches [16-
22].

The present manuscript proposes an art-based Eight-Pillar Well-
Being intervention as a pragmatic occupational-health approach.
It does not replace clinical care, psychotherapy or organizational
risk management. Instead, it offers a structured, experiential
and preventive learning pathway intended to improve emotional
literacy, self-regulation, meaning reconstruction, interpersonal
connection and habit formation in working populations.

Conceptual framework: the Eight-Pillar Well-Being model
The Eight-Pillar Well-Being model is grounded in a broad view
of human flourishing. Well-being is not interpreted only as
pleasure, nor only as symptom reduction. It includes psychological
functioning, autonomy, positive relationships, meaning, purpose,
positive affect, fairness, dignity and the conditions that allow
people to participate in personal, professional and social life. This
view is aligned with positive psychology, eudaimonic well-being,
the mental-health continuum, self-determination theory, the
broaden-and-build theory of positive emotions, salutogenesis,

Table 1: Intervention structure.

meaning-centered perspectives and multidimensional accounts of
flourishing [23-31].

The model also takes seriously subjective well-being, social
indicators, health as more than the absence of disease, wellness as
fairness, and the promotion of human flourishing as a public-health
aim. In occupational settings, this implies that well-being cannot
be reduced to the mood of the worker; it must include resources,
relationships, opportunity, purpose and a fair environment [32-
38].

The eight pillars are physical, mental, emotional, purpose-driven,
professional, social, financial and technological well-being. The
physical pillar addresses recovery, movement, sleep and bodily
awareness. The mental pillar addresses attention, interpretation
and cognitive flexibility. The emotional pillar addresses emotional
literacy, regulation and compassionate self-dialogue. The purpose
pillar addresses coherence, meaning and transcendence. The
professional pillar addresses role clarity, contribution and
sustainable achievement. The social pillar addresses belonging,
trust and communication. The financial pillar addresses economic
stress and perceived control. The technological pillar addresses
digital overload, attention ecology and healthier relationships with
devices.

The model is deliberately preventive. Occupational stress is rarely
solved through a single isolated skill. A person may learn breathing
techniques but remain exhausted if sleep is chronically damaged;
a team may learn communication tools but suffer if value conflict,
overload or digital interruption dominate daily work. The eight
pillars therefore operate as an integrative map for detecting where
energy is being lost, where recovery is possible and where small
habits may produce cumulative protective effects.

Rationale for
prevention

The arts offer a distinctive route to health promotion because they
combine perception, emotion, embodiment, symbolism, reflection,
social connection and meaning-making. Public-health literature
on arts and health has associated arts participation with mental
well-being, expression, social participation and broader health-
related outcomes. Arts-based interventions may also reduce stigma

art-based learning in occupational

Session Pillar Core experiential activity Reflective translation Micro-habit example
1 Physical Body mapping, rhythm, breath or posture Recovery and bodily signals Two-minute recovery pause
awareness
2 Mental Guided observation and attention exercise Cognitive flexibility and interpretation | Daily attention reset
3 Emotional Color, image or metaphor for affect recognition | Naming and regulating emotions Emotion-labeling pause
4 Purpose-driven | Narrative or symbolic work on meaning Coherence and personal direction One purpose-aligned action
5 Professional Role map or professional collage Boun_daries, coptribution and Boundary ritual
sustainable achievement
6 Social Collective creation or listening exercise Trust, communication and belonging One connection action
7 Financial Symbolic work on security, control and values | Economic stress and responsible planning | Five-minute planning check
8 Technological | Digital-overload metaphor and attention exercise | Attention ecology and digital boundaries | Digital boundary ritual
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because participants do not enter through the label of pathology;
they enter through experience, creation and shared interpretation
[39-46].

The educational rationale is equally important. Art-based learning
is not decorative entertainment added to training; it is a mode of
knowing. Deweyan, aesthetic and imaginative traditions show that
art can help people perceive experience more deeply, organize
ambiguity, rehearse alternative meanings and transform passive
information into lived understanding. In workplace learning, this
matters because stress and burnout are not solved only by receiving
information; they require awareness, embodied rehearsal,
emotional permission, new language and renewed agency [47-50].

Art therapy and creative-health literature further support the use of
artistic media for expression, reflection and emotional processing,
while also reminding researchers that professional boundaries and
safety procedures are essential. The present intervention is not
framed as psychotherapy; it uses art as an experiential learning
vehicle within a preventive occupational well-being program
[51,52].

In the proposed program, participants may work with images,
music, movement, metaphor, narrative, collage, guided observation
or reflective writing. The intention is not artistic excellence. The
intention is to make internal experience visible, shareable and
transformable. Art becomes a bridge between the implicit and the
explicit, between emotion and language, and between individual
distress and collective learning.

Trial aims and Objectives

The primary objective is to determine whether the intervention
is feasible, acceptable and safe enough to justify a fully powered
definitive trial. Feasibility includes recruitment, retention,
session attendance, completion of outcome measures, fidelity to
the intervention structure and acceptability to participants and
organizational stakeholders.

The secondary objective is to estimate preliminary signals of
change in perceived stress, burnout, engagement, well-being
and related outcomes. These estimates are not intended to prove
effectiveness. They are intended to inform the design, outcome
selection, sample-size planning and implementation conditions of
a future definitive study.

The third objective is implementation learning: to understand
how the intervention fits into real workplaces, what contextual
conditions support participation, which pillars resonate most
strongly, and what adaptations are necessary without compromising
core functions.

Study design

The study is designed as a two-arm, parallel-group, pragmatic
randomized pilot trial with assessor blinding. Participants
are allocated to either the art-based Eight-Pillar Well-Being
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intervention or an active wait-list/enhanced usual-care comparator.
The design follows the logic of pilot and feasibility trials, where the
main purpose is to test procedures, not to deliver definitive causal
claims [53-57].

Reporting and protocol transparency are central to the design.
The manuscript is structured in accordance with guidance for
pilot and feasibility trials, trial protocols, intervention description,
randomized trial reporting, pragmatic trials and social or
psychological interventions [58-65].

General clinical-trial methods also inform the protocol.
Randomization, outcome definition, handling of deviations,
statistical planning, publication-bias awareness, good clinical
practice and transparent reporting are treated as safeguards against
exaggeration and selective interpretation [66-72].

Participants and Recruitment

The target population consists of adult workers in organizations
where occupational stress, workload pressure, emotional fatigue
or burnout risk are relevant concerns. Recruitment may occur
through internal communications, occupational-health channels,
leadership invitations and voluntary registration. Participation
should remain strictly voluntary and should not be linked to
performance appraisal, promotion, managerial evaluation or
employment decisions.

Inclusion criteria may include being an adult worker, providing
informed consent, being able to attend the sessions and completing
baseline measures. Exclusion criteria may include acute psychiatric
crisis, inability to provide informed consent, or conditions
requiring immediate clinical care beyond the scope of a preventive
group intervention. The final eligibility criteria should be approved
by the ethics committee before recruitment.

Because the intervention is delivered in workplace settings,
recruitment procedures must minimize coercion. Managers may
support dissemination but should not select participants, require
attendance or access individual data. Participant privacy is essential
for ethical credibility and organizational trust.

Intervention: art-based Eight-Pillar Well-Being program
The intervention consists of eight core sessions, each oriented to
one pillar and delivered through an experiential sequence: artistic
activation, individual reflection, guided dialogue, behavioral
translation and micro-habit commitment. The design draws
on behavior-change frameworks, behavior-change technique
taxonomy, stages of change, implementation intentions, habit-
formation research, self-efficacy, health-action modeling and
planned-behavior theory [73-82].

Mindfulness, emotion regulation, self-compassion, compassion,
empathy and acceptance-based principles inform the facilitation
style. These principles are relevant because occupational stress
is not only cognitive; it is bodily, emotional and relational.
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Participants are therefore invited to observe experience, name
emotions, practice regulation, cultivate self-care and translate
insight into small daily actions [83-92].

Session 1 focuses on the physical pillar and may use body mapping,
rhythm, posture awareness or visual metaphors of energy and
recovery. Session 2 addresses the mental pillar through attention,
cognitive flexibility and reflective distance. Session 3 addresses
the emotional pillar through color, image and metaphor for affect
recognition and regulation. Session 4 addresses purpose through
narrative, symbol and personal meaning.

Session 5 focuses on the professional pillar by exploring role clarity,
boundaries, contribution and sustainable achievement. Session 6
develops the social pillar through listening, collective creation and
trust-building. Session 7 addresses the financial pillar through
symbolic work on security, anxiety, control and values. Session 8
addresses the technological pillar by exploring attention, digital
overload, boundaries and healthier technology habits.

Comparator and allocation

The comparator may be an active wait-list or enhanced usual-care
condition. Enhanced usual care can include access to existing
occupational-health resources, general well-being information,
employee-assistance services or standard organizational support.
The comparator should be credible and ethically acceptable while
maintaining sufficient distinction from the intervention.

Randomization should occur after baseline assessment using a
concealed allocation sequence. Allocation may be stratified by
organization, department or baseline stress level if required by the
setting. The allocation procedure should be documented, auditable
and protected from manipulation.

Assessor blinding is maintained by separating the personnel
who collect or score outcome data from those who facilitate the
intervention. Because participants experience the intervention
directly, participant blinding is not feasible. The protocol should
therefore document accidental unblinding, use standardized
assessment scripts and interpret findings cautiously.

Table 2: Candidate outcome domains and measures.

Outcome domains and measurement strategy

The pilot should prioritize outcome parsimony. A definitive trial
may eventually include a broad battery, but the pilot must test
whether participants can realistically complete measures without
excessive burden. Core candidate outcomes include perceived
stress, burnout, engagement, depression, anxiety, health status,
general well-being and affect [93-100].

Additional candidate outcomes may include life satisfaction,
meaning in life, psychological well-being, resilience, psychological
flexibility, mood states, sleep quality, physical activity and work
ability. These measures align with the eight-pillar model while
allowing the future trial to identify the most sensitive, acceptable
and theoretically coherent endpoints [101-110].

Assessment points may include baseline, post-intervention and
short follow-up. The pilot should report completion rates by time
point and measure, reasons for non-completion, participant burden
and any evidence that the outcome battery requires simplification.

Fidelity, acceptability and safety

Fidelity refers to whether the intervention is delivered as intended.
In art-based learning, fidelity should focus on core functions rather
than rigid artistic forms. The core functions include safe creative
activation, reflective processing, connection to the relevant pillar,
translation into a micro-habit, and closure. Facilitator checklists,
session notes and occasional observation can help document
fidelity without over-standardizing the human quality of the
intervention.

Acceptability can be assessed through attendance, completion,
satisfaction, perceived relevance, qualitative reflections and
willingness to recommend the program. Because arts-based
methods may be unfamiliar in some workplaces, qualitative
feedback is especially important for understanding resistance,
surprise, emotional resonance and perceived value.

Safety monitoring should include procedures for emotional distress,
participant withdrawal, confidentiality breaches and referral
needs. Art-based work can evoke emotion; this does not make it
unsafe, but it requires responsible facilitation, clear boundaries and

Domain Candidate measure examples Purpose in pilot
Stress Perceived Stress Scale Primary stress signal and measure completion
Burnout Copenhagen Burnout Inventory or comparable Burnout-risk signal and acceptability
burnout scale
Engagement Utrecht Work Engagement Scale Positive occupational functioning

Depression and anxiety PHQ-9 and GAD-7

Safety monitoring and symptom context

Well-being and affect

WHO-5, Satisfaction With Life Scale, PANAS

General well-being and affective change

Meaning and purpose Meaning in Life Questionnaire

Purpose-driven pillar alignment

Psychological well-being

Ryff scales or shorter validated alternatives

Eudaimonic functioning

Resilience and flexibility

Brief Resilience Scale, CD-RISC, AAQ-II

Adaptive capacity and psychological flexibility

Sleep, activity and work ability | PSQL, IPAQ, Work Ability Index

Physical and occupational functioning
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escalation pathways for participants who need clinical support.

Statistical analysis plan

The statistical analysis plan emphasizes estimation, precision
and learning. Feasibility outcomes should be summarized using
proportions, means, medians and confidence intervals. Exploratory
clinical and well-being outcomes should be summarized as change
scores and between-group effect-size estimates with uncertainty
intervals. The pilot should avoid definitive claims of effectiveness
unless it is specifically powered for that purpose.

Analytical decisions should include a plan for mediation or process
hypotheses only as exploratory logic, not as confirmatory proof.
Missing data should be described by outcome, time point and
allocation arm. Multiple imputation may inform future planning,
but in a small pilot its main function is methodological learning
rather than strong inferential correction [111-114].

The protocol should also avoid over-reliance on multiple
significance tests. Discussion of multiplicity, false-discovery
control and statistical power should be transparent. Effect sizes and
confidence intervals are more informative for pilot learning than
binary claims of success or failure [115-117].

Implementation and process evaluation

A process evaluation is essential because complex interventions
often succeed or fail through context. The pilot should document
reach, adoption, implementation, maintenance potential, fidelity,
acceptability, appropriateness and organizational fit. The RE-AIM
framework, implementation-outcome taxonomy, Consolidated
Framework for Implementation Research and MRC guidance
for process evaluation provide complementary lenses for
understanding what happens between intervention design and
real-world use [118-121].

Qualitative data may include brief participant reflections, facilitator
notes and optional post-intervention interviews. These data can
illuminate why a pillar resonates, why a session feels difficult,
why some workers disengage, and what organizational conditions
support or block practice. In art-based learning, qualitative process
data are especially valuable because mechanisms of change may
involve symbolic insight, shared recognition and new emotional
language.

Implementation analysis should also examine equity. Access to
well-being interventions can be uneven across job categories,
schedules, contract types and cultures of permission. A program
offered only to workers with flexible calendars may unintentionally
exclude those under greatest pressure. The future definitive trial
should therefore document participation patterns, barriers and
organizational enablers.

Ethical considerations
The study requires informed consent, confidentiality safeguards,
voluntary participation and clear limits of the intervention.
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Because occupational settings involve power dynamics, the
protocol must separate research data from managerial evaluation.
Aggregate reporting is appropriate; individual data should not be
disclosed to employers. Participants should know that declining or
withdrawing will not affect employment status, appraisal or access
to support.

The intervention must not be used to individualize structural harm.
Teaching workers to regulate emotions while ignoring excessive
workload, harassment, insecurity or poor leadership would be
ethically insufficient. Preventive well-being programs should
therefore be linked to organizational learning and psychosocial-
risk awareness. Individual skills and organizational responsibility
are complementary, not substitutes.

The intervention also requires facilitator competence. Facilitators
should not interpret participants’ artwork clinically unless they are
qualified and explicitly contracted to do so. Participants should
never be forced to disclose personal trauma. The safest approach
is reflective, voluntary, respectful and bounded by clear referral
procedures.

Discussion

This revised manuscript advances a model of occupational well-
being that is both structured and humanistic. Its contribution lies
in combining eight dimensions of well-being with experiential
art-based learning and a pragmatic pilot-trial architecture. The
design respects clinical-trial transparency while recognizing
that workplace well-being is a complex, relational and cultural
phenomenon.

The intervention’s potential mechanism is multi-layered. Artistic
experience can increase awareness; reflective dialogue can develop
emotional literacy; habit design can convert insight into action;
group work can create social connection; and the eight-pillar map
can prevent reductionism. This mechanism is consistent with
theories of self-determination, salutogenesis, meaning, positive
emotion, behavior change, self-efficacy, implementation intentions
and psychological flexibility.

The model also has limitations. Arts-based approaches may be
culturally powerful but heterogeneous; fidelity must therefore
define core functions rather than rigid artistic forms. Pilot trials
are vulnerable to enthusiasm bias, selection bias and organizational
contamination. Outcome batteries can become too large if every
pillar demands measurement. Individual-level improvement
should never be interpreted as proof that organizational conditions
are adequate.

Despite these limitations, the pilot design is justified. Occupational
stress and burnout prevention require interventions that are
feasible, low-stigma, meaningful and adaptable. Art-based learning
can speak to the whole person without abandoning rigor. A well-
designed pilot can determine whether this promise is deliverable,
measurable and safe enough to justify a definitive randomized trial.
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Conclusions

Theart-based Eight-Pillar Well-Being intervention offers a coherent
and testable preventive approach for occupational stress and
burnout risk. It combines experiential learning, emotional literacy,
self-regulation, meaning, habit formation and organizational
awareness. The pilot-trial framework is deliberately cautious: it
prioritizes feasibility, acceptability, fidelity, safety and estimation
before any definitive claim of effectiveness.

For organizations, the central message is that well-being cannot
be reduced to individual resilience workshops disconnected from
working conditions. For researchers, the central message is that
humanistic and art-based methods can be evaluated rigorously
when they are clearly described, ethically bounded and measured
with validated instruments. For participants, the central message
is that well-being is learned not only through information, but
through experience, reflection, connection and action.
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