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Abstract
Recent research shows that tango dance may be an effective strategy for influencing symptoms that contribute to mood disorders.
In this study, we examined the efficacy of a short-duration intensive tango program (ie, 2 weeks). Forty-one participants were
randomized to tango dance (1½ hours, 4 times/week for 2 weeks) or to a wait-list control condition. Self-rated symptoms of
depression, anxiety, stress, insomnia, self-efficacy, satisfaction with life and mindfulness were assessed at pretest, posttest, and
1 month later. Tango group participants showed significant reductions in depression, anxiety, stress, and insomnia at posttest
relative to the controls, whereas satisfaction with life and self-efficacy were significantly increased. At 1-month follow-up, depression, anxiety, and stress levels remained reduced relative to the wait-list controls. Thus, this brief but intensive program of tango
dance was shown to be an effective strategy in alleviating mood disorders in people who self-report these symptoms.
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Dance movement therapy has been described as a process of
using movement and music to enhance one’s physical and emotional well-being.1-3 Music alone also has the potential to
increase self-awareness and pleasant feelings.4 Music therapy,
for instance, has been shown to promote positive mood,
increase motivation, and can stimulate movement activity.5 It
may be particularly useful for individuals who do not benefit
from verbal psychotherapy as it can offer a nonverbal means
of expression and interaction.6
In a somewhat different perspective, dance can facilitate
enjoyment and attentiveness to body sensations7 and is reported
to be an effective adjunct to standard depression therapy.8-11 Of
particular interest are the results of Koch and colleagues,11 who
showed that participants allocated to a dance group showed significantly less depression than those who were allocated to a
music-listening or exercise-movement group,11 suggesting the
expressive characteristics of dance may provide effects additional to those elicited by music and exercise.12 However, dance
as a therapeutic intervention remains an underutilized and insufficiently researched physical activity.13,14
Depression affects about 121 million people worldwide, but
less than 25% of these people will receive effective treatment,15 and over a third of these will fail to complete their
treatment.16 Without appropriate treatment, depression can
recur or become chronic.17 Importantly, people with selfreported anxiety and/or depression show a marked preference
for complementary and alternative medicine (CAM) therapies
relative to mainstream treatments18; 62% of US adult patients
reported using at least 1 CAM therapy.19,20 Thus, there is a

need to expand the range of available treatments that are free
of stigma and side effects and that may meet this apparent preference for an alternative approach in depression treatment.11
Quiroga Murcia, Bongard, and Kreutz examined the effects
of music and partners on dancing tango and found that dancing
to tango music with a partner was associated with more positive
effects on emotional state than movement without music or
without a partner.21 Thus, tango dance and music enable participants to integrate a focused mental state with physical exercise. The dance and the music act as one in fostering this
integration. The music is essential in setting the rhythm and
tempo for the dance and likely for the degree of mental focus
that is attained.22
Tango dance has recently been investigated as a possible
CAM therapy for people with self-reported feelings of anxiety
and/or depression. The results of a recent randomizedcontrolled trial (RCT) showed that 6 weeks of this activity,
1 session per week, improved stress and mindfulness levels
relative to meditation and wait-list control groups, and it
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reduced depression symptoms, at posttest relative to wait-list
controls.8 Furthermore, in an expanded 8-week program, tango
dance and circuit training were shown to decrease depression
levels relative to meditation and wait-list control groups, while
tango also reduced insomnia levels and increased satisfaction
with life and mindfulness levels after the program, relative to
meditation, exercise, and wait-list controls. These improvements in stress, anxiety, depression, insomnia, and mindfulness
were maintained at follow-up.23 Additionally, tango dance has
been shown to produce positive physical and psychological
changes in people with a high risk of falling,24 cardiovascular
disease,25 or Parkinson disease.26
However, qualitative feedback from participants in our prior
studies suggest that activity programs of 6 to 8 weeks do not
suit all potential participants, with a significant proportion of
working people indicating they preferred a shorter duration
format of the activities.23 A shorter program may also be more
easily accommodated in the medical setting alongside other
treatments and/or permit people who are highly distressed to
return to work in a shorter time. Thus, in this study we evaluated the efficacy of a shorter but more intensive program of
tango dance. This program involved 8 sessions of tango dance,
with each session lasting 1½ hours and the classes presented
over a 2-week period, with 4 classes/week. A similar approach
has already been trialed by Hackney and Earhart who offered a
2-week intensive tango dance program for people with Parkinson disease. They found that this dance program was appropriate and produced similar benefits to the longer duration
program (ie, 13 weeks), in terms of improvements in balance,
gait, and mobility.27
Tango is described as an engaging activity that promotes attention by demanding a strong connection with a partner.28 Each
dance lasts about 3 minutes, during which time the dancers
attempt to move as one. This requires full awareness of one’s own
body and that of a partner, since one partner is stepping where the
other has just stepped, in a synchronized movement.29,30 Furthermore, unlike other types of dance (eg, waltz), tango is highly
improvised. That is, there is no defined sequence of steps and the
leader can choose any speed or direction, or pause for an extra
beat, according to the music and space available on the dance
floor.31 In addition, tango music involves distinct styles (eg, tango
salon, tango milongero) differentiated by a variety of tempos and
rhythms (eg, milonga, vals, candombe-milonga).22,28 Thus, this
creative and complex dance requires the full attention of participants to the task at hand.
Finally, prior RCTs comparing tango dance with mindfulness meditation suggest that tango is as absorbing an activity
as meditation8 and has also been shown to increase the levels
of mindfulness.23 Mindfulness is described as a state of total
awareness of the present moment,32 drawing the individual
away from pondering about the past or worrying about the
future, instead concentrating on what is occurring in the present.33 This is suggested to decrease the risk of mild sadness
developing into more severe depression,34 which is an important consideration since people tend to better adhere to
mindfulness-based programs more than other therapy
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approaches,35 especially if the experience is intrinsically
rewarding,36 inspiring, and physically challenging, such as
tango dance is reported to be.37,38
Thus, consistent with the above results, we anticipated that
(1) tango participants would show greater reductions in perceived stress, anxiety, depression, and insomnia between
pretest and posttest, relative to the wait-list controls; (2) tango
participants would show greater increases in self-efficacy,
satisfaction with life and mindfulness relative to the wait-list
controls; and (3) the preceding differences would be maintained at follow-up.

Methods
Participants
This study was conducted with full institutional human
research ethics committee approval from the University of New
England, Australia. Recruitment was carried out via advertisements placed in local newspapers and technical colleges in the
metropolitan area Sydney, Australia. Information about the
study was also displayed at the University of New England
website: www.une.edu.au. The inclusion criteria were that participants had to be 18 years or older and currently experiencing
self-reported feelings of stress, anxiety, and/or depression.
Exclusion criteria included pregnancy or walking or balance
problems (eg, vertigo, leg weakness), as these conditions may
affect the capacity to participate in the dance. Participants who
were able to attend 4 classes per week over the 2-week period
were invited to participate in the RCT. The study randomization procedure and its implications were explained to them
prior to their participation. They were also informed of the voluntary nature of their involvement in the study and their right to
withdraw at any time. Participants provided written informed
consent prior to participating in the study.
Based on prior tango dance trials8 using a similar procedure,
36 participants were deemed to be sufficient to detect significant difference between the groups. A power analysis using
G*Power39 also indicated that 18 participants were required
in each group, using an a ¼ .05, power > .80, and a large
expected effect size, standardized mean difference, unbiased
Hedges g > .80.40
Sixty-seven individuals responded by telephone or e-mail to
the advertisements, and 44 agreed to participate and were randomly assigned to the wait-list control (n ¼ 24) or tango dance
(n ¼ 20) condition. The response rate of 65.7% (44 of 67) was
lower than that of prior tango studies using a longer but less
intense dance protocol (86%).23 Thus, although longer programs may provide greater number of reasons for attrition, the
current program required a major time commitment each week
(4 nights/week over 2 weeks).
No information was collected on the nonresponders. Before
the start of the study program, 3 participants dropped out of the
control group; according to their pretest scores, all were
severely stressed, anxious, and/or depressed. No participants
dropped out of the study after the randomization procedure,
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Table 1. Percentages of the Demographic Variables by Groups.a
Variables
Gender
Male
Female
Marital status
Never married
Married/de facto
Widowed
Divorced/separated
Education
Year 10 or below
Year 12/HSC
TAFE certificate/diploma
University or college degree
Higher degree (postgraduate)
Employment status
Employed full time
Employed part time/casual
Unemployed
Retired/volunteer work
Student (full or part time)

Sample
(N ¼ 41)

Tango
(n ¼ 20)

Control
(n ¼ 21)

19.5
80.5

25.0
75.0

14.3
85.7

51.2
29.3
2.4
17.1

55.0
20.0
N/A
25.0

47.6
38.1
4.8
9.5

7.3
4.9
14.6
43.9
29.3

15.0
5.0
15.0
45.0
20.0

N/A
4.8
14.3
42.9
38.1

48.8
19.5
2.4
7.3
22.0

45.0
20.0
5.0
5.0
25.0

52.4
19.0
N/A
9.5
19.0

Abbreviations: N/A, not available; HSC, high school certificated; TAFE,
technical and further education.
a
N ¼ 41.

so that a total of 41 participants completed the program, of
whom 20 completed a minimum of 6 of the 8 tango sessions,
and 21 were wait-list controls. Two participants (1 in each
group) did not send back the third questionnaire and therefore
were not included in the follow-up analysis.
Participants’ ages ranged from 18 to 73 years (M ¼ 38.68,
SD ¼ 14.10), and most were female (80.5%). Just over onehalf (51.2%) were never married, 29.3% had a partner, 17.1%
were divorced or separated, and 2.4% were widowed. Most
were well educated: 73.2% had a university degree (graduate
or postgraduate), 14.6% had completed a trade certificate,
4.9% had completed their higher school certificate, and 7.3%
had left school by year 10. More than two-thirds were currently
employed, either full or part time (68.3%), 2.4% did regular
volunteer work, 22% were students, and 2.4% were currently
unemployed, while 4.9% had retired. The breakdown of the
groups into gender and other demographics is provided in
Table 1.

Procedure
Each potential participant received an introductory letter by
mail as well as a consent form, demographic questionnaire,
pretest survey, and a reply-paid envelope. The baseline survey
included questions asking about their recent experiences of
perceived stress, anxiety, depression, insomnia, fatigue, selfefficacy, satisfaction with life and mindfulness. After returning
the questionnaire, the participants were randomly assigned to 1
of the 2 groups (drawn from a hat): tango dance or wait-list
control. At posttest (ie, after the last session), participants in the

tango group completed the same survey as at baseline; and the
same survey was sent by mail to the participants in the wait-list
control group. At 1-month follow-up, participants in both
groups received the same survey by mail and an invitation to
attend 4 free tango classes. All surveys were allocated a unique
study number to link individual participant responses across the
3 periods.
At the start of each tango session, participants were welcomed and encouraged to relax, while the instructor explained
the structure of the class and demonstrated the steps they were
going to learn. This was followed by a brief review that served
as a warm-up, then the following components were discussed
and practiced: consciousness of walking (la caminata), resistance and transference of weight, awareness of one’s own and
the other’s body (ie, posture in tango embrace, connection and
alignment in the upper body, distance of lower body). Thus, in
each session, a new challenge was introduced, similar to the 6and 8-week tango programs, for example, learning a new step,
changing the tempo, and then reviewing previously learned
steps.
A vital aspect of this dance approach is the teaching skills
of the tango instructor and the tango experience of the assistants. In this study, the tango instructor demonstrated effective interpersonal skills, managing to engage with and relate
to the participants with respect and empathy to build a sense
of security and confidence via the provision of practical and
constructive feedback. The instructor was also required to
match the challenges of the dance to the skill level of individual participants, so that the challenges of the task did not overwhelm the capacity of participants to reach their set goals.
Thus, a thorough knowledge of the dance and understanding
how best to transmit this information are required for a successful outcome. In addition, the provision of experienced
partners allowed participants to relax and enjoy the new steps,
without worrying about whether they were doing the steps
correctly. It also ensured that they were able to meet the new
challenges offered within each session. The volunteers
employed to assist the participants in this study had at least
5 years of tango experience. They were adept at exchanging
roles as ‘‘tango leaders’’ and ‘‘tango followers,’’ according
to the gender of the participant; that is, female participants
were always followers dancing with an expert leader (either
male or female volunteer), whereas male participants were
always leaders dancing with an expert follower (male or
female volunteer). Such an approach is quite different from
the approach used in tango classes in several respects: (a) The
current program was carefully designed to encourage rapid
learning (ie, participants were partnered with trained dancers), and (b) attempts were made to minimize any anxieties
related to the novelty of the activity or the choosing or changing of partners. In addition, at the end of each dance session, a
short wrap-up provided participants with the opportunity to
ask questions and share experiences, after which they signed
an attendance sheet and rated how engaged they were during
the class (ie, almost always, frequently, infrequently, almost
never).
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Measures
Participants were asked demographic information (eg, age,
education, background, occupation). They were also asked
about their exercise practice, whether they had recently participated in a regular aerobic exercise program such as jogging, or
engaged in other physical activities (yes/no). If so, they were
asked to name the activity and how frequently they performed
it—0 (not applicable), 1 (once a month), 2 (once a fortnight), 3
(once a week), 4 (twice a week), and 5 (three to four times a
week).

Self-Report Symptom Scales
Depression Anxiety and Stress Scale (DASS-21).41 This 21-item
scale is a short version of the original 42-item scale DASS-42.
It assesses the emotional states of stress, anxiety, and depression using 4-point Likert-type scales ranging from 0 (did not
apply to me at all) to 3 (applied to me very much/most of the
time), with high scores indicating greater stress, anxiety, or
depression. Internal consistencies for the subscales are high
with Cronbach as of .95 for stress, .92 for anxiety, and .97 for
depression. Factor analyses support the 3-factor structure of
this scale and the subscales show moderate construct validity.42
In this study, the Cronbach a coefficient was .90 for stress, .84
for anxiety, and .86 for depression. This scale has previously
been shown to be sensitive to changes induced by tango dance.8
Insomnia Severity Index.43 This 7-item scale assesses insomnia
on 2 subscales, the degree of difficulty and degree of dissatisfaction with current sleep, using 5-point Likert-type scales
ranging from 0 (none) to 4 (very severe), and from 0 (very satisfied) to 4 (very dissatisfied), respectively, and according to
the perceived degree of severity. The total score was obtained
by summing the 7 items, with high scores indicating worse
insomnia. The scale has adequate psychometric properties with
a Cronbach a of .88,44 and it has been shown to be sensitive to
changes in clinical trials of insomnia.45 In this study, the Cronbach a coefficient for the scale was .86.

Positive Psychology Scales
Satisfaction with Life Scale.46 This 5-item scale is designed to
measure an individual’s judgment about their contentment with
life. Each item was scored on a 7-point Likert-type scale, using
ratings from 1 (strongly disagree) to 7 (strongly agree), with
high scores indicating greater satisfaction. The scale has adequate internal consistency with a Cronbach a of .80 and excellent test–retest reliability.47 In this study, the Cronbach a
coefficient was .81. This scale has previously been shown to
be sensitive to changes induced by tango dance.23
General Self-Efficacy Scale.48 This scale consists of 10 statements related to successful coping. Each item is answered
using 4-point Likert-type scales ranging from 1 (not at all true)
to 4 (exactly true), with high scores indicating greater
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perceived self-efficacy. The scale has high internal consistency
with a Cronbach a of .86.49 In this study, internal consistency
for the scale was high with a Cronbach a of .88.
Mindful Attention Awareness Scale.50 This scale consists of
15 items related to the frequency of mindful states in everyday
life situations. It can distinguish between individuals who practice mindfulness and those who do not. Items are rated on
6-point Likert-type scales ranging from 1 (almost always) to
6 (almost never), with high scores indicating greater mindfulness. The scale has high internal consistency, with a Cronbach’s a of .87.51 In this study, the Cronbach’s a coefficient
of the scale was high at .85.

Qualitative Information
Participants provided qualitative feedback on the tango dance
sessions at the end of the study program in response to several
open-ended questions. A limited conventional content analysis
was used to code the written narratives, and the main themes
raised by the participants are provided in the Results section.
This process was performed independently by two researchers
who then sought agreement as to the main themes presented.

Clinical Effectiveness of the Tango
Following the DASS severity rating guidelines (Psychology
Foundation of Australia, 2010), DASS-21 scores were doubled,
to comply with the original DASS-42 scale, and 5 clinical categories were utilized: extremely severe, severe, moderate, mild,
and normal. Using the above criteria, 3 categories (better,
same, or worse) were used to describe the clinical changes;
with better representing an improvement by at least 1 clinical
category (eg, from severe to moderate); same means there was
no change in category, whereas worse represented a change by
at least 1 category (eg, from moderate to severe). Most meditation, exercise, and tango participants showed clinical improvement in one or more measures (stress, anxiety, and depression),
whereas the wait-list controls were shown to be clinically stable or became worse over time (see Table 2).

Statistical Analysis
All statistical analyses were conducted using SPSS (version
18). Analyses of covariance (ANCOVAs) were used to compare the tango and control groups’ posttest and follow-up
scores using pretest scores as the covariates. Normed values
on the DASS-4252 were used to determine whether there was
any clinically relevant improvement in stress, anxiety, and
depression scores over time. The change in clinical category
(eg, from severe to moderate depression, or mild to absent
depression symptoms) between pretest, posttest, and followup was assessed for each participant and averaged for each
group (see Table 2).
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Table 2. Percentage Change in DASS Severity Ratings for Depression, Anxiety, and Stress.a
Depression
Group
Tango
Post (n ¼ 20)
FU (n ¼ 19)
Control
Post (n ¼ 21)
FU (n ¼ 20)

Anxiety

Stress

Worse

Same

Better

Worse

Same

Better

Worse

Same

Better

5%
5%

20%
37%

75%
58%

10%
5%

35%
26%

55%
69%

6%
–

22%
26%

73%
73%

34%
35%

57%
35%

10%
30%

24%
25%

52%
65%

24%
10%

26%
25%

44%
50%

30%
25%

Abbreviations: DASS, Depression Anxiety and Stress Scale; FU, follow-up 1 month; Better, improved by at least 1 category; Same, no change in category; Worse,
get worse by at least 1 category.
a
Categories: Extremely severe, severe, moderate, mild, and normal.

Table 3. Means (standard deviation) of Dependent Variables by Groups at Pretest, Posttest, and 1-Month Follow-up (FU) and Standardized
Mean Difference Hedges g Effect Sizes (95% confidence interval).
Tango

Control

Measure

Pre (n ¼ 20) Post (n ¼ 20) FU (n ¼ 18) Pre (n ¼ 21) Post (n ¼ 21) FU (n ¼ 20)

Stress
Anxiety
Depression
Insomnia
Self-efficacy
SWL
Mindfulness

13.00 (4.67)
8.85 (5.25)
11.85 (5.25)
15.30 (5.57)
26.53 (3.82)
14.10 (4.70)
3.30 (0.59)

8.30
5.20
5.90
10.10
29.05
19.40
3.58

(4.51)
(4.76)
(4.25)
(7.31)
(5.16)
(6.13)
(0.67)

8.94
4.89
7.06
13.39
27.94
18.44
3.74

(4.86)
(3.25)
(5.37)
(6.15)
(5.42)
(6.80)
(0.85)

11.10
6.00
9.19
13.95
26.38
16.62
3.30

(6.12)
(5.16)
(5.09)
(6.98)
(6.68)
(6.76)
(0.88)

11.38 (5.54)
6.19 (5.15)
9.71 (5.07)
12.81 (6.19)
25.62 (7.09)
17.38 (7.31)
3.36 (0.78)

10.95 (4.90)
6.50 (5.09)
9.00 (6.04)
13.30 (7.00)
26.30 (7.23)
18.30 (7.28)
3.37 (0.85)

g (Pre-Post)
1.13 (0.46-1.79)
0.91 (0.26-1.56)
1.59 (0.88-2.30)
0.91 (0.26-1.56
0.94 (0.28-1.61)
0.82 (0.17-1.46)
0.40 (0.24-1.04)

g (Pre-FU)
1.00
1.27
0.85
0.28
0.57
0.49
0.52

(0.33-1.68)
(0.58-1.97)
(0.19-1.51)
(0.36-0.92)
(0.07-1.22)
(0.15-1.14)
(0.13-1.16)

Abbreviations: FU, follow-up 1 month; SWL, satisfaction with life; g, unbiased Hedges g based on eta-square values.

Results
Effectiveness of Tango Dance Relative to Controls
(ie, pretest to posttest)
Regarding symptoms, ANCOVAs showed that there was a
statistically significant group effect for posttest scores. In comparison with the control group, tango dancers showed a greater
reduction in stress, F1,38 ¼ 12.59, P ¼ .001, partial Z2 ¼ .25;
anxiety, F1,38 ¼ 8. 31, P ¼ .006, partial Z2 ¼ .18; depression,
F1,38 ¼ 25.60, P ¼ .001, partial Z2 ¼.40; and insomnia,
F1,38 ¼ 8. 30, P ¼ .006, partial Z2 ¼ .18 (see Table 3).
Regarding positive psychology measures, the ANCOVAs
showed a statistically significant group effect for posttest
scores on self-efficacy, F1,37 ¼ 8.60, P ¼ .006, partial
Z2 ¼ .19; and satisfaction with life, F1,38 ¼ 6.68, P ¼ .014, partial Z2 ¼ .15. However, there was no statistically significant
group effect for mindfulness, F1,38 ¼ 1.70, P ¼ .201, partial
Z2 ¼ .04 (see Table 3).

Effectiveness of Tango Dance Relative to Controls
(ie, pretest to follow-up)
Regarding symptoms, the ANCOVAs showed a statistically significant group effect at 1-month follow-up for stress, F1,36 ¼
9.69, P ¼ .004, partial Z2 ¼ .21; anxiety, F1,36 ¼ 15.13,

P < .001, partial Z2 ¼ .30; and depression, F1,36 ¼ 6.92,
P ¼ .012, partial Z2 ¼ .16. Insomnia was not significant at
follow-up, F1,36 ¼ .71, P ¼ .404, partial Z2 ¼ .02 (see Table 3).
Regarding positive psychology measures, ANCOVAs indicated there were no statistically significant differences between
pretest and follow-up for self-efficacy, F1,35 ¼ 3.07, P ¼ .089,
partial Z2 ¼ .08; satisfaction with life, F1,36 ¼ 2.30, P ¼ .138,
partial Z2 ¼ .06. or mindfulness, F1,36 ¼ 3.35, P ¼ .066, partial
Z2 ¼ .09 (see Table 3).

Qualitative Analysis
Participants’ feedback revealed that the intensive tango dance
program was well accepted. Key themes raised by the participants indicated that they all found the activity to be beneficial,
fun, and easy to engage with. These responses are consistent
with the participants’ individual assessments of their own level
of engagement at the end of each session (ie, almost always ¼
4; frequently ¼ 3; infrequently ¼ 2; and almost never ¼ 1), with
a mean of 3.7 indicating very high perceived levels of engagement. Two participants initially found the ‘‘close embrace’’ to
be emotionally challenging as it involved chest-to-chest contact between the partners. However, most participants found
that the degree of concentration required was the most challenging aspect of the activity.
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Discussion
Recently conducted RCTs of tango dance have shown that 6 to
8 weeks of this activity can improve a range of physical and
mental health outcomes, relative to circuit training, meditation,
and wait-list controls.23 The results of the current study are
consistent with these findings. As expected, symptoms of
stress, anxiety, depression, and insomnia were significantly
reduced immediately after the 2-week tango program, relative
to wait-list controls. Moreover, these symptom reductions were
determined to be clinically significant, using the accepted
DASS-42 category ratings.41 The second hypothesis was also
partly supported, with participants in the tango group showing
a significant increase in their self-efficacy and satisfaction with
life between pretest and posttest, relative to wait-list controls,
but they showed no significant improvement in mindfulness
levels. These findings suggest that an intensive program of
tango dance over 2 weeks was sufficient to boost the participants’ sense of self-efficacy, albeit in the short term.
The structure of this dance program was found to be acceptable to the study participants, and there were no dropouts from
the study once the RCT had begun. However, this activity was
shown to be insufficient to increase the mindfulness levels,
whereas longer and less intensive versions of this activity were
shown to significantly increase the mindfulness levels relative
to the control group activities.8,23 Taken together, the results of
this study suggest that the improvements in stress and distress
were not likely to have been mediated by mindfulness, a process that may take longer than 2 weeks to develop. Nonetheless, general participant feedback indicated that this activity
helped the participants to focus on the present moment and
mentally switch off from their feelings of stress and distress,
similar to the feedback obtained in prior studies.23,53
Finally, the third hypothesis was only partly supported,
since stress, anxiety, and depression remained significantly
reduced 1 month after the end of the program, but insomnia did
not. Nonetheless, the results are consistent with prior studies
evaluating longer duration tango programs. Thus, both the
2-week intensive and 6- to 8-week programs have been shown
to significantly reduce symptoms of stress, anxiety, and depression over time.23,53 However, 8 weeks of tango dance significantly and persistently decreased insomnia levels whereas the
2-week intensive program did not, suggesting that longer programs may be more effective in this regard. However, none of
the positive psychology measures were shown to be significantly increased at follow-up relative to the wait-list controls,
suggesting the improvements in self-efficacy and satisfaction
with life associated with tango dance were only transient. Such
outcomes are similar to the shorter-term benefits reported for
exercise interventions, in which the therapeutic effects were
not shown to persist beyond the finish of the program.54,55
Finally, there are some limitations in generalizing the present findings. Since there were no activity-based control groups
in this study, it is possible the results may reflect the effects of
any activity, rather than this particular one, however, the results
do accord with studies in which there were activity-based
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controls.56 Other limitations included the age diversity and
gender imbalance of the present sample and the relatively small
sample size; nevertheless, the effects are strong and should
therefore be robust.
In summary, the results of this RCT of tango dance
(1½ hours 4 times per week for 2 weeks) indicate that this
activity was associated with significant and clinically relevant
improvements in depression, anxiety, and stress and that these
improvements were maintained 1 month later. Insomnia, satisfaction with life, and self-efficacy were also shown to improve
at the end of the program, but these changes were not maintained at follow-up. These results suggest that this short tango
dance program was effective in improving a range of psychological outcomes in a sample of people with self-referred feelings of anxiety or depression, similar to the results of longer,
but less intensive, trials of tango dance.
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