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Preface 

The seeds of this thesis were probably sown as early as the mid-1990s, when 
I started working as a behavioral scientist in an occupational health service. 
From surveys of psychosocial work environments in different organizations 
it was evident that many of the employees suffered from high demands and 
low control at work. Their job satisfaction was too often insufficient, and the 
co-operation and management within the organizations lacking.  

From my earlier working life during the 1980s, when I experienced differ-
ent workplaces in the Church of Sweden, I could identify a lot of undesirable 
circumstances in the Church’s work environment. There were the same kinds 
of stressors as in other workplaces, but these stressors differed from those in 
other workplaces because of the nature of the work, with its “taking care of 
people” tasks. Based on this knowledge, I began an investigation of the psy-
chosocial work environment in the Church of Sweden. The results of this 
study are presented in the first article in this thesis. 

My experiences from a municipality, as head of personnel development 
with special responsibility for “the good working place”, aroused my interest 
in questions about health. This included how to prevent negative work stress-
ors and why some people have the ability to cope with stressful work condi-
tions and others do not. A project was started in 2003, in a collaboration, be-
tween the municipality and the Department of Public Health and Caring Sci-
ences at Uppsala University, to identify causes of the work-related stress 
among employees in the elder care sector. This was the starting point of my 
postgraduate studies. The results of this project, used in my third and fourth 
articles, are also related to the psychosocial work environment, with focus on 
stressful work conditions.  

My work with this thesis has thus developed over a period of at least six or 
seven years. At the beginning it was only as an interest in why some experi-
ence poor health and some quite good health even though they appear to have 
a similar work situation. This eventually developed into my research question: 
What are the determinants of individual and organizational health in the com-
plex psychosocial work environment of those working in human service or-
ganizations?  
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1. Introduction 

“High-level wellness can never be achieved in 
fragments, ignoring the unity of the whole”. 

                   Dunn (51) p.789 
 
The importance of satisfactory psychosocial work environment for individ-
ual health have been reported on in several studies and in different policy 
documents during recent decades. In the revised Swedish Occupational 
Safety and Health Act (4), the psychosocial work conditions were accentu-
ated and it was established that the work should be organized in a safe way, 
both physically and mentally, making employees’ well-being and profes-
sional development possible and preventing ill health. 

 In the Work and Health report (5), the ”good work” concept was devel-
oped, and this has become important in the Swedish debate about work envi-
ronment during recent years. The purpose of the concept is improvement of 
the work organization on a local level at every workplace. The employer has 
to facilitate employee participation and influence at work for increased work 
satisfaction and well-being.  

 
The psychosocial work environment in the human service sector (e.g. 

healthcare professions, lay welfare workers, psychologists, deacons and 
priests) has been reported since the mid-1990s to be demanding and stressful, 
both physically and mentally (138). These professions are characteristically 
full of tensions (41). They involve a lot of demands, both externally from the 
world around and internally from their own organizations. These demands 
have resulted in ill health, work exhaustion, and at the turn of the millennium 
in a comparative high rate of sickness absence (10, 18, 35, 127, 133, 154, 
165).  

It is stated that healthcare employees have a more exposed position at work 
and limited possibilities to influence their work (26, 53, 138), compared with 
employees in other occupations. Some studies also suggest that the rate of ill 
health is worse among those working in the healthcare sector (19, 115).  

 
As early as the 1970s, Bradley (33) mentioned burnout as a psychological 

phenomenon that occurred in professions with “helping” characteristics. 
Christina Maslach (108) pointed out that the risk for burnout (characterized by 
feelings of emotional exhaustion and loss of energy), is large in organizations 



 14 

where the character of the work is “doing people-work”, where social interac-
tion involving intensive human relations is the main work. The risk for burn-
out or work-related exhaustion is found in different studies to be associated 
with emotional demands such as a too-high degree of involvement at work 
(empathy), employees’ enthusiasm for their work and their difficulties in 
separating work and private life, and insufficient recovery, which in a long-
term perspective have negative impacts on health (32, 41, 60, 80, 109, 132). 
Some studies have also suggested that personal characteristics such as a “help-
ing personality” (in this context defined as the individual’s enthusiasm for, 
and motivation in helping others, resulting in giving the individual personal 
rewards), is more conspicuous in determining personnel well-being in occupa-
tions where the task is characterized by caring (52, 61, 111, 132, 135, 146).  

 
There are different explanations for the decreased levels of mental health 

and sickness absence among these professions. In healthcare there were ex-
tensive structural changes based on economic decline in the mid-1980s, re-
sulting in streamlining of the workplaces and changes in the roles of health-
care employees. As a result, there have been new demands on both quantity 
and quality in patient care. These changes have had negative effects on em-
ployees, both physical and mental, including job insecurity, role conflicts, 
work dissatisfaction, and lack of belief in the future (20, 39, 71, 93, 133, 147, 
157). In church professions, unclear management and guiding systems to-
gether with changed and demanding work conditions during recent decades 
have resulted in lack of recovery, stress, and mental ill health (16, 35, 65, 68). 
Furthermore, it is emphasized that church employees are under the pressure of 
expectations from society or members with regard to special behaviors or 
accessibility (65). This is parallel to the situations of healthcare workers, 
where the employees are also under pressure, with expectations from patients 
and relatives to fulfill goals of quality in care (154).  

 
The associations between factors that affect individual as well as organiza-

tional health are complex. Exposures and our reactions to these are different at 
different times, in different occupations, and between different individuals. 
Research on psychosocial work environment and sickness absence is carried 
on in different disciplines with different models to explain causes of stressful 
work conditions (physical, psychological, and social) and sickness absence. 
Depending on the theoretical perspective, the research has focused on an indi-
vidual, organizational or national/societal level (23, 87, 133, 137). However, 
health and sickness absence are influenced by the interplay of factors on dif-
ferent structural levels.  

 Furthermore research on determinants of psychosocial work conditions re-
lated to different occupational groups is limited (5). This issue needs further 
investigation for i) knowledge about needs for specific occupational im-
provements, and ii) knowledge from a public health perspective to minimize 
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sick leave and promote health. Regardless of decreased sickness absence rates 
and improved public health in general in Sweden during the past two to three 
years (143), a revised public health policy points to the importance of reduc-
ing the number of individuals, and especially young people, who are isolated 
from working life in order to minimize future ill health and costs for sick 
leave (2). 

 Research in this field needs to be done from a multifactorial perspective 
(32, 94), involving factors from different disciplines and from different struc-
tural levels (individual, occupational, and societal) in order to capture the 
complex relationship between psychosocial work environment, health, and 
sickness absence (137). 

Why this subject? 
It may seem difficult to understand the idea of using professions as differ-

ent as healthcare and church for this study. However, these are both profes-
sions that are highly exposed to tensions in the sense that they do “people-
work”. These professions involve demands of empathy and closeness towards 
clients, which in a long-term perspective may result in emotional stress (110, 
135) and ill health. From a public health perspective, that makes them impor-
tant to study. It also makes it important to find improvements on different 
levels for prevention of stress and ill health.  

There was evidence of generally unsatisfying and stressful work conditions 
within the healthcare sector as well as within Church organizations in the end 
of the 1990s and in the early part of the new millennium (14, 64, 138). More-
over, the incidence of sickness absence had in general increased in Sweden 
and especially among those working in the public sector (137, 165). Reports 
on comparative high incidence of ill health and sickness absence in the 
Church and, respectively, in elderly care were the bases of two of the studies 
(Papers I and III), while the burden of sick leave (longer absence), was the 
focus of the study of consequences of organizational change (Paper IV).  

Despite reports of unsatisfying work environments within these occupa-
tional groups, there is in general a high degree of job satisfaction and enthusi-
asm at work reported for healthcare as well as for church professionals (10, 
18, 28, 38, 82). This, on the other hand, should contribute to modifying the 
impact of work exposures and result in less exhaustion. Still, the work-related 
ill health is regarded as high in these professions (16, 125), which makes re-
search on health determinants important.  

 There are also reasons for studying psychosocial determinants from the 
perspectives of effects on the employees’ health as well as those of effects on 
organizational health. Cox (47) and also Arnetz (23), have suggested that 
work dissatisfaction among employees is associated to poor organizational 
health.  
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This thesis comprises four different studies of various aspects of psychoso-
cial work exposures. The first examines determinant factors of psychosocial 
work environment in the Church of Sweden from a top-down perspective. The 
second assesses effects of goal clarity work on organizational well-being in 
the Church. The third examines exposures resulting in stress-related sick leave 
among healthcare employees. The fourth is a longitudinal study assessing 
effects of organizational change on health and sickness absence, also among 
healthcare employees.  

1. 1 Aims of the thesis 
 
The overall aim of this thesis is to identify determinants of individual and 
organizational health among employees in human service professions from a 
multifactorial perspective. 

Specific aims: 
� To identify factors of relevance for the psychosocial working life 

in the Church of Sweden, in order to get a better understanding of 
factors within the organization, that either interferes with or pro-
motes a good psychosocial work environment (Paper I). 

� To assess effects of efforts toward goal clarity on organizational 
well-being (psychosocial work environment and parish develop-
ment) within the Church of Sweden (Paper II).  

� To identify risk factors for sickness absence due to self-reported 
stress among elderly care employees (Paper III). 

� To investigate effects of organizational change on employees’ self-
reported health, work satisfaction, work-related exhaustion, bio-
logical stress markers, and sick leave (Paper IV).  
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2. Theoretical framework 

Psychosocial work environment is a complex phenomenon that includes 
associations not only between perceived work exposures and reactions and 
consequences to them, but also between factors associated with exposures in 
society and private life, as well as properties of the individual and of the 
individual’s work and social situation. 

This thesis will focus on the importance of taking into account a number of 
perspectives, such as individual, organizational, and environmental ones, 
when discussing determinants of individual and organizational health. This 
relationship is visualized in Figure 1, in a modified transactional model by 
Kahn and Byosiere (87), and is used as the theoretical framework for this 
thesis.  
   
  
 .  
  
 

 
     
     
     
     
     
     
     
     
      

  

 

 

   
  Continuous transaction processes between experienced stressors and organizational health 
Figure 1: Theoretical model developed and modified from Kahn and Byosiere 
(1992). 

                 Societal Exposures 
Societal demands in general with accelerated pace of changes, economic declines or growth, de-
mands on effectiveness and quality in delivered service, and expectations on specific moral/ behav-
iors related to organizations set of values 

Individual properties 
Background (e.g. age, gender, socio-economic 
factors), Individual characteristics (coping 
ability, helpfulness, meaningfulness), Life events   

Psychosocial Work 
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Work conditions, e.g.  
Workload 
Organizational change  
Influence/control at 
work 
Job security 
Goal clarity 
Leadership 

Appraisal of the 
stressors 

Individual 
Health and 
Well-being 

 
SRH 
             Disease,  
              Sick leave 

Properties of the situation 
Organizational culture, Attitudes 
and norms, Family demands, 
Social support, Home- and Social 
situation 

Organizational 
Well-being 

Absenteeism 
Efficiency 
Job leaving 

Stress 
reactions 

Bio-and 
psychosocial 
reactions 

 
Consequences 
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Determinants in this thesis are defined from: (1) identified exposures within 
the individual’s work environment, and (2) establishment of the individual’s 
resources or lack of resources for treatment of experienced demands.   

 
In the following paragraphs the theoretical model used in this thesis will be 

described step by step after a general review of the psychosocial work envi-
ronment concept. 

2.1 Psychosocial work environment  
In Sweden there was an increased interest in questions of psychosocial work 
environment during an expansive period of working life research in the 
1970s. In the Swedish Occupational Safety and Health Act from 1977 (3), 
psychosocial factors are defined as:  

“Psychosocial factors appear when the work environment is regarded from 
psychological and sociological perspectives, which means a perspective in-
cluding physical, organizational, and social work environmental factors”. 

In the paraphrased Act (4), it is stated that:  

“…proceedings should be taken not only to minimize the risks, but rather to at-
tain conditions promoting well-being, work satisfaction, and development”.   

The Act suggests a comprehensive view where the interplay between physi-
cal, mental, organizational and social conditions accentuates. This means an 
interdisciplinary perspective on work environment and its effects on health.  

A short introduction to the complexity of psychosocial work 
environment  
The concept of “psychosocial work environment” is difficult to capture and 
although it is defined in many different ways in the literature, it is still indis-
tinct and ambiguous. From a historical perspective the concept is believed to 
emanate from Erik H. Erikson (161), who emphasized the view of the hu-
man being as developed and guided by an interaction of the individual’s 
environment and especially by the social environment.  

There have been a great number of models presented from different per-
spectives but all have had the aim of explaining the interaction between envi-
ronmental, social, and psychological factors, and their relationship to health.  
The most frequently used models describing psychosocial work-related fac-
tors are those developed by Kagan and Levi (86), Karasek and Theorell (89) 
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and Siegrist (141). These models identify psychosocial work-related expo-
sures that are trying and stressful and have negative health effects, both physi-
cal and mental.  

Karasek and Theorell’s job strain model comprises psychological expo-
sures (amount of work, complexity of work, and internal and external de-
mands at work), and decision latitude (level of influence at work, the capacity 
to use one’s qualifications and to develop new skills). Job strain is suggested 
to result from a combination of increased psychological exposures/demands 
and low decision latitude at work, which in turn might cause ill health. The 
model also involves social support as a modifying factor, (e.g. co-operation, 
assistance from colleagues and supervisors). Earlier in the 1970s Cobb (43) 
had found that social support could protect people from negative effects of 
morbidity during different kind of life crises.  

Siegrist’s effort-reward imbalance model is based on the hypothesis that a 
high level of expended effort at work and little reward received (appreciation, 
skills development, career, salary) may result in stress and impaired health. 
Other factors of relevance for psychosocial work and health mentioned by 
Eriksson (56), Kristensen (95) and Sverke (148) are meaningful work and 
security about future work. 

Stress perspectives   
The concept of ‘stress’ emanates from Selye, and was defined in his early 
studies as:  

… “an acute and nonspecific physiological response of the body, to any de-
mand, whether it is caused by or results in pleasant, or unpleasant condi-
tions”, The General Adaptation Syndrome (GAS) (140).  

 
This theory reflects the acute stress response process, which demonstrates a 
system of balance between energy mobilization (catabolism), and restoration 
of the organism (anabolism). Current research on stress was developed dur-
ing the 1970s and based on theories from the psychosocial field. This means 
a wider and more comprehensive perspective, involving interdisciplinary 
research based on medicine, biology, psychology, and sociology.  

Stress research in general focuses on the complex interplay between ex-
posures in the environment, the individual’s interpretation, and reactions to 
the stressor. However, these interpretations differ from individual to indi-
vidual and also between different situations. The interpretation results in 
different kind of reactions, which in turn may have long-term effects on 
health (86, 99).  

There is no uniform definition of stress; depending on the theoretical ap-
proach, the definitions vary somewhat. From a work-related perspective, 
stress is defined as:  
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“ an imbalance between a person’s experienced demands and his/her possi-
bility or resources to correspond to them” (89).   

 
According to this approach stress occurs when the individual appraises a 

situation as trying without the ability or resources to deal with it (99). Stress is 
viewed from this “balance model” as a result of a disturbance in the interplay 
between perceived demands and available resources. 

A model developed by Ursin and Eriksen (156), the cognitive activation 
theory of stress (CATS), deals with the idea that stress occurs depending on 
our expectations of an event. If the individual believes he or she is in control 
of an action or has the necessary resources and the outcomes are desired and 
predictable, there is no need for activation of the alarm system (physical reac-
tions). On the other hand, if the future is unpredictable and the individual does 
not have the resources to deal with expected demands, there is a need to en-
hance capacity for this activation. In the short term such activation is healthy 
and necessary, but in the long term it may increase the risk for disease and ill 
health (21). Lazarus and Folkman (98) focused on explaining what happens in 
the individual when he or she experiences a stressor. They emphasize the 
importance of an interaction of the individual’s cognitive function in the proc-
ess from exposure to ill health. This means that the individual’s appraisal of 
the demands depends on, and adjusts to, his or her individual and social re-
sources like the processes of coping and social support (46, 97).  

The transactional model, developed from earlier studies by Kahn and 
Byosiere (87), is a model for organizational stress that synthesizes the classic 
physiological stress view, a cognitive perspective and theories emphasizing 
interactions between modifying/moderating factors as well as individual char-
acteristics. In most of the research associated with this theory, four key areas 
are included: stressors, responses, modifying factors, characteristics of the 
individual and the situation, and consequences for individual and organiza-
tional health. 

Stressors 
A stressor (stimulus) is defined as a factor that contributes to producing 
certain undesirable effects, such as adverse physiological changes (described 
by Selye in 1976), psychosocial demands, emotional tensions, and physical 
symptoms in the population concerned (87). In other words, to determine 
stressors in a population there is a need to compare the responses to those of 
a normal, representative population. However, more often exposures are 
referred to in previous research, where a cumulative effect of evidence for 
certain responses is demonstrated (87).  

Stressors can be categorized by physical environment (e.g. noise, light, vi-
bration), psychosocial effects (e.g. workload, degree of demands and control 
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at work, conflicts, lack of goal clarity, balance of efforts-rewards) or as related 
to the individual (e.g. socioeconomic, emotional, psychological, and life 
events) (87, 169).  

There are basically three different approaches concerning work-related 
stressors. Some researchers have focused on the individual/employee and 
his/her characteristics, such as coping ability, skills, stress resiliency, back-
ground factors, previous experiences, and the specific work tasks to be carried 
out. Others have focused more on the work environment and organizational 
characteristics as the major source of work-related stressors. A third group 
suggests a transactional theory, where the environment might be a source but 
the individual’s interpretation or appraisal of the situation together with prop-
erties of the organization and of the individual, as well as potential modifying 
factors, determine the stress response and long-term health consequences (87).  

In this thesis, stressors/exposures are used in conformity with the definition 
by Kahn (87):  

“ ..external conditions or events (stimuli) that evoke responses indicative of 
stress – adverse physiological changes, physical symptoms, psychological 
tensions, and the like”.  

 
Stressors identified in this thesis are described both from previous research 

and from results of the studies included in this thesis.  

Stress reactions 
If stress reactions become chronic, they will lead in the long term to adverse 
health implications (24). Reactions to stressors can be divided into physio-
logical, psychological, and behavioral outcomes (87).  

Physiological reactions or symptoms are related to an imbalance in psy-
chobiological hormonal systems. These systems regulate the energy balance, 
the catabolic (breakdown), and the anabolic (build-up) hormones. Situations 
characterized by threat or challenge, induce a mobilization of energy, or ca-
tabolism. From the stress research it is suggested that stress reactions tended 
to activate secretion of certain hormones such as serum cortisol, prolactin, 
testosterone, and DHEA-S, although the results are not entirely consistent (22, 
122, 152, 153). Even though there is limited knowledge about the relationship 
between stress hormones and psychosocial exposures, there are some studies 
that have found associations with perceived exposures (11, 22, 69).  

One indicator that is used to measure catabolic processes is cortisol (59), 
which is a steroid hormone produced by the adrenal cortex. Cortisol seems 
most relevant in studies of distress, helplessness, and depression (121). An 
increase in serum cortisol level usually signals a state of energy mobilization 
and enhanced acute stress (112). However, during prolonged stress, distress, 
or post-traumatic stress disorder, the concentration of cortisol decreases (42). 
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These latter conditions are found in patients with chronic fatigue and severe 
burnout/exhaustion (72). Another stress marker is serum prolactin. Levels of 
serum prolactin have been found in different studies to increase during acute 
stress, such as situations of loss of power or crisis (22, 50, 152). Situations 
associated with passive coping, e.g. lack of power to act, are also found to be 
accompanied by increased prolactin levels, whereas challenges handled by 
active and successful coping are associated with unchanged or even reduced 
levels of prolactin (22). Studies on correlations between burnout and physio-
logical measurements show lower levels of prolactin among those reporting 
high levels of burnout (63). 

The hormone testosterone has been shown in some studies to have associa-
tions with anabolic functions (153, 164). Levels of testosterone decreased in 
response to long-lasting psychosocial stress, such as low decision latitude at 
work (153). Finally, serum dehydroepiandrosterone sulphate (DHEA-S) is an 
adrenal hormone that also is found in some studies to have anabolic as well as 
neuroprotective effects (25). Good psychosocial work environment are found 
to generate an increase in this hormone (25), while a decrease in DHEA-S 
levels has been associated with prolonged stress and a tendency toward inabil-
ity to recover (22, 69, 122).  

 
Psychological reactions include a variety of reactions such as degrees of 

work dissatisfaction, cognitive and mental impairments (e.g. concentration 
problems, different emotional reactions, anxiety, exhaustion, fatigue, depres-
sion, apathy and helplessness), and also somatic complaints (87, 126, 139). 
Work satisfaction includes general feelings about one’s job or about job fac-
tors (154). This concept has been investigated by Hertzberg (76) in his two-
factor theory. He pointed out that positive feelings related to work, including 
being successful at work and having possibilities for skills development (mo-
tivating factors), were associated to feelings of work satisfaction. Negative 
feelings related to conditions in the work environment, such as interpersonal 
relations, physical conditions, supervision, etc. (hygiene factors), were found 
to be associated to dissatisfaction at work. 

Another theory of satisfaction, the “expectancy theory”, proposes that “the 
individual’s assessment of job satisfaction is a function of the discrepancy 
between what an individual expects from the job and what the individual re-
ceives” (83).  

Mediating factors 
In the model in Figure 1, the box labeled “appraisal of the stressors” refers 
to the idea of cognitive appraisal (81), and can be regarded as a “mediator” 
in this model since it is hypothesized to explain the relationship between 
stressors and reactions to them. With reference to Lazarus and Folkman 
above, this stage consists of both primary and secondary appraisal. In pri-
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mary appraisal the individual perceives the stressor as positive, negative, or 
irrelevant, and secondary appraisal includes a decision of what to do about 
the stressor the individual faces. However, this stage is not measured in this 
thesis. 

Modifying factors 
When analyzing stress reactions and effects of stress it is necessary to take 
into consideration factors that interact in the stress process. A modifying 
factor has, according to James and Brett (81), the function of modifying a 
relationship between two (or more) other variables (labeled “individual 
properties” and “properties of the situation” in the model in Figure 1). Fac-
tors that are found to modify negative effects of stressors include self-
esteem, locus of control, coping ability, and social support. In this thesis 
individual and situational properties are regarded as modifiers, in accor-
dance with James and Brett’s definition. 

   
Individual properties used and measured in this thesis are – aside from 

background factors such as age, gender, and socio-economic factors e.g. cop-
ing ability, which refer to the individual’s ability to treat a demanding situa-
tion either at work or in private life. Among researchers in the transactional 
school, coping is described as a cognitive process, where the individual’s 
appraisal of the actual situation is of importance for his or her ability to handle 
stressful situations. In turn this treatment of stressors has consequences on 
health (98). Different studies have emphasized that active coping strategies 
(ability to cope or treat stressful conditions) minimize negative effects of 
stressful conditions and protect health (97, 103, 105, 146, 169). High coping 
capacity has, for example, been found to lower risks for recurrence of heart 
diseases among women (123). In another theory about coping, the five-factor 
model (146) suggests that coping strategies are linked not only to appraisal of 
situations, but also to personality traits such as wishful thinking or self-
recrimination. Furthermore, meaningfulness was found in previous studies to 
modify the effects of exhaustion and burnout, and to have associations with 
lower sickness absence rates (32, 57, 133). In that sense meaningfulness tends 
to be an individual property, as a resource, that has preventive effects against 
ill health and sickness absence. 

 
Situational properties such as social support are found in different studies 

to have buffering effects on health (44, 48, 124). Social support is defined as:  
 
“resources that are supplied by others”.  (44) 
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Caplan (40), found a range of studies where social support was suggested 
to have positive protective effects against illness associated with high stress. 
His suggestion was that: 

”…high levels of social support protect against increased vulnerability to 
illness of various kinds associated with high stress”.  

 
The degree of social support does not just have an impact on risks for 

physiological stress, but also for morbidity and illness (169). Another situ-
ational property is existing attitudes within the organization. Cox (47), has 
pointed out that properties of the organizational culture are associated with 
individual and organizational health. 

 
 According to this theoretical framework, it is evident that psychosocial 

work environment consists of a complex interplay between factors at different 
levels. To what extent individual and organizational health is affected by this 
interplay has to do with a balance between experienced exposures and re-
sources available. In addition, to what extent one or another factor is of more 
or less importance varies from individual to individual and from time to time, 
which makes assessment of work environment complex.  

2.2 Health and well-being 
With regard to the theoretical model shown in Figure 1, consequences of 
stressors for health are included in a multifactorial perspective. These con-
sequences need to be viewed subjectively as well as objectively.  

Health concepts  
Why do some people report good health and others not, despite well-known 
risk factors at work and/or in their private lives? This eternal question was 
posed by the ancient philosophers. The ancient Greek ideal of health in-
cluded the total individual and was defined from a comprehensive ontologi-
cal view. For example, Galenos (129-199 BC) developed a “balance theory” 
in which four qualities of the body were reflected by four elements (heat, 
cold, wet, and dry). Health was then a reflection of the balance between 
these elements (118).  

Throughout history, health has been regarded as something natural and a 
part of human life, while ill health and diseases were considered obstacles in 
life (56). Historian Karin Johannisson (84) has emphasized that the demands 
on human beings in modern times (e.g. expectations of adaptability, change-
ability, flexibility, and future prospects) are circumstances that were identified 
at the turns of both the 20th and 21st centuries. The effects of these demands 
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had a close connection to fatigue and stress, and were at the turn of the 19th 
century regarded as reactions to changes in social life. At this time fatigue was 
in the main regarded only from a physiological view despite of important 
sociologists such as Durkheim and Weber, who pointed out that the fatigue 
had to do with the insecurity the individual faces in times of social changes, 
when old ways of life and values are replaced by new ones (84).  

In the beginning of the 1900s, modernism led to belief in the future with 
new achievements in almost all areas. Increased possibilities to cure diseases 
through new medical and technological findings accentuated a paradigm 
where health was viewed as absence of disease. During the second half of the 
20th century, health was discussed in order to find new definitions. Two dif-
ferent perspectives were now distinguished; the first was a biomedical per-
spective, represented by such philosophers as Boorse (31), based on the as-
sumption that health was the opposite of disease. The second identified per-
spective emanated from a humanistic and social view, represented by Nor-
denfelt (120). He defines health as: 

“… a person’s ability, given standard circumstances, to achieve his vital 
goals and thus realize minimal happiness”.  

 
Nordenfelt’s definition, developed in the late 1970s, was viewed from a 

holistic perspective, characterized by an extended multifactorial view with 
focus on the whole individual, where the individual’s ability to act is essential. 
Evang (58) emphasized that the concept of health has undergone a develop-
ment from an individualistic, disease-focused, biological-physical view to-
wards a social-medicine view and is not as associated with the notion of dis-
ease as earlier. This approach is also salient in our days in current political 
aims of public health in Sweden (6). 
 
The World Health Organization (WHO) manifested the holistic view of 
health in the following definition: 

“Health is a state of complete physical, mental, and social well-being, and 
not merely the absence of disease or infirmity.” (162). 

 
This definition includes both ”…mental and social well-being”, and shows a 
developed view, in which health was regarded as something more than the 
individual’s biology. A human being is thus not only a biological person, 
but also a mental and social person. However, this definition has been criti-
cized since health is viewed as a state and also with a possible final aim, 
which point to a too-optimistic, utopian view (114). There is obviously a 
lack of dynamism in this perspective, which has been emphasized by Nor-
denfelt (120), in the following statement: 

 
 “….health is not a dichotomy, an ‘either or’, but has different degrees”.  
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Even though the WHO definition has been criticized for being unrealistic 

and unattainable, it is the most-used definition of health. It represents a broad-
ened view on health with scope for the individual’s own subjective perception 
in addition to physical and mental diseases. Thus, this view represented a new 
paradigm.  

In 1986 the WHO concept was changed (163), from the idea of being an 
aim itself to the idea of being a resource in daily life, including the individ-
ual’s strategies for attaining good health (114). This change expresses a de-
velopment, where the dynamic aspects of health are accentuated in contrast to 
the previous view, where health was viewed as a state.  

 
From a multidimensional and holistic view, Eriksson (56) suggests that 

health is relative and comprises all aspects of life – physical, mental, and so-
cial. Health is not a static state, but rather a dynamic process, and varies from 
time to time and from individual to individual.  

The concept of well-being is not just related to a holistic perspective, but 
even more to an ontological perspective (57), which also includes the individ-
ual’s feelings of internal harmony and balance. In a pilot study, Eriksson (57) 
found that happiness, meaning of life, and meaningful work, as well as faith 
and caring, were declared to be most important for health. Health is, according 
to Eriksson, individual and personal, which means that the individual is 
his/her own reference, and his or her experiences of well-being are the meas-
ure of health.  

As early as the 1950s, the idea of a comprehensive view on health was ex-
pressed by Dunn (51). He pointed out that the individual is: 

“ …a physical, mental and spiritual unity – a unity which is constantly under-
going a process of growth and adjustment within a continually changing 
physical, biological, social, and cultural environment”.  

 
Based on this concept, Dunn (51) developed a model that he used to explain 
the degrees and levels of wellness It was further developed by Eriksson (56), 
in order to explain the relationship between different perspectives of health 
(see Figure 2). 

 
It is known that people experience good health despite chronic disease or 

psychosocial strains, and vice versa. Consequently, there are reasons for sepa-
rating the concepts of diseased – healthy (the biomedical view) from positive 
respective negative feelings of well-being (the holistic, humanistic view). 
Disease is then defined as a deviation from normal functions (31), with focus 
on a medical, objective view, while health is an experience of well-being and 
the ability to act despite eventual diseases or disturbances (119). 
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  Well-being (+)         
a. Experienced health             b. Real health and feelings 
                of well-being                   
  
 Diseased     Healthy 

                                  
 d. Real and experienced           c. Experienced ill health and 
    ill health        feelings of not well-being 
            
  Well-being (-)  

           
Figure 2: Model of health positions of the individual developed by Eriksson (56) (p. 
46). 

 
A question of vital importance from a salutogenic perspective (13) has 

been why some people experience health and others not, independently of 
their demanding conditions and illness. When discussing “what does health 
mean for the individual”, studies have indicated that there are significant as-
sociations between experienced health, sickness absence, and personality 
traits such as quality of life, meaning of life, attitudes, coping strategies, and 
health (13, 57, 88, 104, 134, 150).  

Measuring health 
Self-rated health (SRH), is according to Bjorner (30): 
 

“…the individual’s perception and evaluation of his or her health, includ-
ing perceptions of symptoms, well-being, general health, and vulnerability”.  

 
This is a useful way of measuring different aspects of health, which can be 

either measured as a global measure, or by an index constructed of different 
questions (30). Nordenfelt (119) has suggested that measurement of health 
should primarily be based on self-ratings. Furthermore Levi (101) suggested 
that only subjective assessment is valid for assessment of individual health. 
This perspective reflects the importance of the individual as reference for 
measurement of health. The way the individuals perceive their health is valid 
as a health measure since several studies have emphasized that SRH predicts 
morbidity and mortality (30). Other variables measuring health are linked to 
certain types of psychosocial factors that have been found to affect the indi-
viduals’ health, such as workload, perception of control at work, role con-
flicts, ambiguity, and job insecurity (45, 90, 148).  
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Sickness absence and work ability  
Sickness absence is a useful measure of health (91, 159). It is mainly re-
garded as an indicator of impaired health and can be associated with present 
illness or prolonged stressful conditions in private life or in working life (8). 
From a global view, sickness absence is related to human suffering and loss 
of welfare, and can have national economic consequences (107). In a long-
term perspective, it has consequences not only for the individual’s health but 
also for the employer, the social insurance system, and the nation (149). 
From a public health perspective, it is essential not only to find the causes of 
sickness absence and morbidity but also to reach a better understanding of 
preventive interventions, and particularly to evaluate such interventions (7, 
106). 

Overall, the risk of having a sickness absence varies with socioeconomic 
status, gender, occupation, and age (49, 143). Stress and demands at work as 
well as in private life, higher average age in the workforce in general, personal 
factors, and circumstances in society have been suggested as contributing 
factors to reduced work ability and sickness absence (77, 93, 102, 150, 158, 
166, 167). Analyses from the National Swedish Social Insurance Board (NSI), 
(130), showed that disturbances in the psychosocial work environment had 
increased since the mid-1990s and especially among occupations with a pre-
dominance of women (142). Furthermore, it was emphasized in these reports 
as well as in the SBU report (137), that occupations with high degrees of psy-
chological demands at work increased the risk for long-term sickness absence.  

 
An increase in sick leave indicates impaired working ability, with negative 

impact on health, but does not indicate the underlying mechanisms for the 
increase (85, 137). Numerous empirical studies demonstrate associations be-
tween sickness absence and factors related to different structural levels: indi-
vidual, occupational, and national (8, 73, 93, 94, 159, 160). Research has also 
suggested that absence from work is related to a range of factors that explain 
employees’ motivation to be at work rather than to diagnosis and working 
ability (9).   

Thus, sickness absence is a complex phenomenon and not necessarily the 
same as the health status of the individual, sickness in a society, or sickness in 
an occupational group (9). When discussing health and ill health, the general 
concepts of illness, disease, and sickness are used (7). These concepts and 
their relation to sickness absence are presented in Figure 3.  
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Illness               Disease 
  
 
   
 Sickness  

 
 
 
 

Figure 3: The relationship between illness, disease, and sickness adapted 
from SBU (137).  

 
Since sickness absence is found in different studies to be a predictor of fu-

ture absence (160), and SRH is found to have good agreement with register 
data on sickness absence (168), there are reasons for using sickness absence as 
a measure of individuals’ health. Depending on the aim of the measurement, 
alternative measurements such as incidence, the burden of sick leave, and the 
duration of sick leave have been proposed in order to reflect different dimen-
sions of sickness absence (74).  

2.3 Organizational health 
A modern definition of organizational health or well-being includes two 
critical components, performance of the organization and health of the em-
ployees. Sauter et al. (136) have defined a healthy workplace as:  

“…any organization that maximizes the integration of worker goals for well-
being and company objectives for profitability and productivity”.  

 
The dual focus in this definition represents a shift in the notion of what con-
stitutes health within an organization. Traditionally, the health of an organi-
zation was evaluated from the goal of avoidance of poor health, as opposed 
to optimizing health (62). The guiding principles for organizational health of 
today are reflected by a multidisciplinary perspective, focusing on a con-
tinuous transactional process that occurs between the individuals and the 
work environment. Well-being at the workplace requires understanding of 
the way in which health is affected by organizational exposures as well as 
by promoting practices (62).  

What constitutes organizational health in organizations is apparently re-
lated not only to potentially injurious factors at work, but also to the employ-

    Sickness 

Sickness absence 
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ers’ understanding of the employees’ needs and to their interests in promoting 
activities. Organizational health in caring organizations is reflected both by 
the quality of delivered services and by the employees’ health. Inversely, or-
ganizational health enhances the health and commitment of the employees, 
who in turn have an impact on the quality of service delivery (47).  

 
Exhaustion is a sensitive indicator of individual as well as organizational 

health (47), and a high degree of exhaustion among the employees indicates 
an overall accumulated stress within the organization (21). Factors that have a 
close association with organizational health include factors like the congru-
ence between espoused organizational values and their actual practice (17), 
the employees’ possibilities for personal development (47), and the employ-
ees’ experience of occupational stress, which has to do with the balance be-
tween existing resources and experienced demands (98). Furthermore, Arnetz 
(21) has pointed out that goal clarity is an important predictor of employees’ 
mental energy and health. Poorly defined goals are linked to uncertainty for 
the future and results in higher levels of stress. Factors that are found to cause 
organizational stress include structural changes, lack of participation, ineffec-
tiveness, unsatisfactory leadership, no benefits received, and unclear objec-
tives (24, 157).  

In the present thesis, organizational health is regarded either as a reflection 
of the rate of sickness absence, the employees’ experiences of work exposure 
and work exhaustion (Paper I, III, IV), or as experiences of effects of goal 
clarity work on organizational well-being (Paper II). 

2.4 Settings 

The Church of Sweden  
The Church of Sweden1 was disestablished from the State in 2000 and given 
the same status as other churches. The consequences are mostly organiza-
tional. The Church’s role in society has gone through extensive changes 
during the 20th century. From its earlier role of being responsible for all the 
social tasks in the society until 1862, to becoming more specialized in the 
”religious part” (37, 54), the Church still has a significant function in soci-
ety. Almost all Swedes have some relationship with the Church during their 
lifetimes, and the most evident instance in which the Church provides inter-
pretation for the population may be in relation to grieving and death (144). 
The Church of Sweden’s tasks have, for many people, a connection to situa-

                                                      
1 The Church of Sweden is an evangelical Lutheran church and in 2006 about 70% of those 
residing in Sweden belonged to the Church. 
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tions that have a relation to the meaning of life. From this point of view, it is 
not surprising that there are special demands and expectations of the Church 
as a place of work.  

The Church of Sweden has about 2500 parishes, grouped into about 900 
independent employers in 13 dioceses. After the separation, the Church has 
been regulated by a Church Ordinance (CO), which serves more as a guide-
line than as legislation for the employer. Employers are expected to work out 
goals and guiding principles for their local activities as well as for their work 
environment.  

Working life in the Church of Sweden has changed over the past several 
decades. The number of employees has doubled and the parish activities have 
become more extensive and complex. Activities varied from very limited and 
mostly clerical work such as worship and occasional rites where everyone 
worked individually, to extensive projects with work teams consisting of 
many different professions (37, 67). Furthermore, the vicars have gradually 
obtained new responsibilities as managers of all the other employees, which is 
also stated in the new Church Ordinance (96). 

The management and governing of the parishes was (and still is) divided 
between the vicar and the Church Council, often with little clarity of their 
respective roles. This system results in many cases in poor management, 
which in turn leads to conflicts (16, 66, 145). 

The statistics from the Swedish National Board of Occupational Safety and 
Health showed in 1997 that the number of reported occupational injuries in 
work within the Church of Sweden was larger, relative to the number of em-
ployed, than in any other occupational groups regarding psychosocial and 
organizational work environmental causes (1). Furthermore, the Swedish La-
bour Inspection reported that it was more common for clergy to report psy-
chosocial injuries from their work than any other occupational group in Swe-
den (15).  

After the disestablishment in 2000, the Church Ordinance stated that all 
parishes within the Church had to produce a document that defined their goals 
and activities.  

Elderly care  
In 1992, the Elderly Reform Bill (ÄDEL) transferred the responsibility for 
nursing homes and other institutions for long-term medical care from the 
county councils to the municipalities (155). 
This reform involved a real change for the approximately 55,000 employees 
(131) who were transferred to the municipalities. The changes introduced 
different kinds of requirements of the staff. It was necessary to improve both 
social and medical knowledge, and the role of the relatives to the elderly 
recipients changed in the sense that they also were expected to take on an 
important role in ensuring proper care of the elderly (71). Furthermore, new 
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requirements of quality and effectiveness in the elder care, as well as organ-
izational changes during the 1990s, contributed to both physical and mental 
strain with increased ill health and sick leave toward the end of the 1990s 
(14, 20, 71, 157). However, the absence due to sickness among elder care 
employees is still high compared with the average sick leave rates in Swe-
den.  

Reports of high degrees of workload and incidences of comparably high 
sick leave among elderly care employees in a municipality resulted in a pro-
ject with the aim of identifying causes for stress-related sickness absence in 
the area of elderly care (presented in Paper III).  

At the time this project started in elderly care, an organizational change 
was planned within the organization. Thus, the employer supported an evalua-
tion of the change and its effects on employee health and sickness absence 
rate. A follow-up measurement was carried out one year after the reorganiza-
tion had started (presented in Paper IV). 
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3. Materials and Methods 

The four papers included in this thesis are based on three separate research 
projects done over a period of six years, between 1998 and 2004. Both 
qualitative and quantitative methods are used. In two of the studies (Papers 
III and IV) bio-psychosocial measures are used in order to capture the multi-
factorial perspective concerning effects of exposures on health.  

3.1 Qualitative and quantitative methods  
The aim of a quantitative method is to support or disprove a hypothesis or to 
answer a question, whereas a qualitative analysis aims for a deeper under-
standing of a phenomenon. Research on work- and health-related problems, 
as well as effects of interventions, are presumed to profit from an integrated 
use of both methods (117). The suggestion is to not only separate the use of 
the two methods in parallel processes of a study, but also to integrate the use 
of them in the same study. Five different methods of integration are pro-
posed: 1) a qualitative approach as foundation for the design of a quantita-
tive study, 2) qualitative studies to gain deeper insight and better analyses of 
the results from a quantitative study, 3) quantitative research to study fre-
quencies and distributions of phenomena discovered by qualitative ap-
proaches, 4) parallel and integrated use of qualitative and quantitative ap-
proaches, and 5) quantifying qualitative data (116, 117). 

Here, the fourth model, parallel integration of qualitative and quantitative 
data, is used (Figure 4). 

 
The qualitative research interview is a quintessential method for data col-

lection in qualitative studies. It is a method preferred by qualitative research-
ers, probably due to its ability to generate texts about experiences of people 
who do not themselves produce such texts on their own (78). This method has 
several strengths, including degree of control of the researcher and possibili-
ties for a positive dialogue and relationship between researcher and inter-
viewee. However, there are a lot of circumstances required for good-quality 
results. They concern the entire interview situation as well as the quality of 
received data (78). The requirements are dependent on what kind of analysis 
is chosen for the study. For qualitative studies these methods are not as well 
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formulated as are those for quantitative studies (116), which make it more 
complicated for the researcher to interpret the results. 

 
Quantitative study to Integrated and separate Qualitative study to  
explore, predict or  results of the quantitative create meaning and  
establish causalities and qualitative studies understanding 
between variables 
 

 Traditional              Traditional 
 Quantitative             Cross-                               Qualitative  
      Study        validation by           Study 

      mutually confirm-   
                 ing results 
 
 
  Unique part of the  
  explanation = value added 

 
Figure 4: Model describing parallel integration of qualitative and quantitative data 
(117).  

3.2 Designs, subjects and data collection 

Paper I 
This paper was based on a cross-sectional study with a qualitative approach 
that was carried out in two steps between October 1998 and April 1999. The 
first step was a document study, and the second step consisted of an inter-
view study.  

Firstly, injunctions from the Swedish Labour Inspectorate (SLI) concerning 
the psychosocial work environment in the Church of Sweden were collected. 
A total of nine SLI districts were addressed by letter in order to get copies of 
reports from inspections about psychosocial work environment in the Church. 
There were two types of reports, from announced and unannounced inspec-
tions. The purpose of the latter was to survey the work environment in com-
pliance with the Swedish Occupational Safety and Health Act (OSHA). An-
nounced work place visits often had the purpose of solving workplace con-
flicts. In total, 201 documents were collected.  

Second, to capture a wider and deeper perspective on significant patterns 
that characterize the work environment, 31 interviews were conducted, which 
included all 20 of the personnel officers in the 13 dioceses. The personnel 
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officers were chosen because of their responsibility for parish supervision and 
their overall knowledge of the parishes in the respective dioceses. Because no 
hypotheses were formulated, the interviews were built up from four compre-
hensive open-ended questions. These were “Describe your experiences of the 
Church as a place of work”; “Describe what types of problems you have ex-
perienced?”; “What kind of patterns have you identified?” and “What kind of 
improvements for the future are required?” From this interview guide the 
respondents were free to answer the questions in their own ways. Questions 
outside these overall questions could be addressed to the respondent if neces-
sary to catch his or her opinions in a better way. The interviews were con-
ducted one-on-one at the respective workplaces of the interviewees; they were 
recorded and lasted between one to two hours.  

Paper II 
Based on a stratified random sample of about 20% of the parishes in the 
Church of Sweden (501), this study was carried out as an evaluation study in 
order to assess effects of the parishes’ goal clarity work on work environ-
ment and parish development. The participants consisted of vicars or priests 
in charge and chairpersons in the Parish Councils, chosen because of their 
responsibility for complying with the Parish Instruction according to the 
Church Ordinance. A structured questionnaire with one reminder was sent 
out by post in October 2000, to vicars (or priests in charge) and chairpersons 
in the parishes, making a total of 1002. Of the vicars or priests in charge, 
68% responded and of the chairpersons 56% responded, making an overall 
response rate of 62% (n=624). After excluding 68 answers due to the re-
spondents not having started their work with Parish Instruction at the time of 
the data collection, 556 persons remained for the analyses.  

Paper III 
This study was a cross-sectional, bio-psychosocial study, based on data from 
questionnaires and blood samples with the aim to investigate causes to 
stress-related sickness absence. A total of 278 employees in six units in an 
elderly care facility were invited to participate in the study. The six units 
represented all types of activities in the division (home-help service; elderly 
homes, and individual assistance) and were chosen in order to reflect these 
circumstances. Questionnaires were distributed by the superior of each 
group to the employees with instructions for sending the questionnaire 
anonymously back to the leader of the research project. The response rate 
was 81%. Blood samples were collected in the morning after overnight fast-
ing, between 07.30 to 09.30, to check for circadian variation in blood hor-
mone levels. A nurse from the Occupational Health Care office in the mu-
nicipality was responsible for blood samples. All individuals received per-
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sonal feedback in the form of written reports with interpretations and rec-
ommendations based on their own biological results. They were also pro-
vided with contact information to a physician if they requested more de-
tailed information.  

Paper IV 
The fourth paper was a controlled, longitudinal, prospective study, based on 
data from questionnaires and blood samples at baseline and at one-year fol-
low-up. The study involved 156 participants that could be identified both at 
baseline and at the one-year follow-up assessment, of which 112 in the study 
group (directly concerned by the reorganization), and 44 in the reference 
group (not directly concerned). Data collection was used in the same way as 
in Study III, with questionnaires and blood samples, and for this study also 
collected at the follow-up measurement. 

 
An overview of aims, design and participants in the papers is presented in 

Table 1. 
 

Table 1: An overview of aims, designs, and participants in Papers I-IV.   

Paper      Aim Design Participants 
Paper I 
1998-1999 

Examination of 
psychosocial factors 
within the work 
environment of the 
Church of Sweden 

Cross-sectional, with 
a qualitative approach 
in two steps and from 
a top-down perspec-
tive  

1. Documents (201)  
2. Interviews, n=31 
(personnel officers, 
SLI inspectors, repre-
sentatives from other 
churches and feder-
ated representatives) 

Paper II 
2000 

Effects of goal clarity 
work on organiza-
tional well-being 

Cross-sectional, 
retrospective, random 
study  

Vicars and chairper-
sons in parishes n= 
556  

Paper III 
2003 

Causes of stress-
related sickness 
absence  

Cross-sectional, bio-
psychosocial study  

Employees in elderly 
care n= 225 

Paper IV 
2004 

Effects of organiza-
tional change on 
health and sick leave 

Longitudinal, con-
trolled prospective, 
bio-psychosocial 
study  

Employees in elderly 
care n= 226, of  
which 160 in the 
study group and 66 in 
the control group 
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3.3 Measurements 
In Paper II, a questionnaire was specially designed for this study in order to 
measure experiences of the effects of goal clarity on work environment and 
experiences of work processes. The questionnaire was divided into back-
ground questions (occupation, age, gender, parish size, and former experi-
ence of goal work) all presented as multiple-choice questions and questions 
on organizational well-being and work process. All were presented with 
Likert scales, and converted into a range of 1-5, where 1 represented “dis-
agree totally” and 5 represented “agree totally”. Factor analyses were used 
in order to reduce the number of variables and to identify clusters of items 
assessing organizational well-being and work process. These analyses re-
sulted in two key indices for measuring organizational well-being (Work 
Environment and Parish Development) and two indices measuring the work 
process (Disagreement and Engagement). The indices were based on two to 
five single items with the same Likert scales. The questionnaire also con-
tained one single item measuring influence at the work process and one 
open-ended question, valid for remaining experiences of the work. For vali-
dating the questionnaire, we used the managing directors of the 13 dioceses. 
The descriptions of the items are presented in Table 2.  

 
In Papers III–IV, questionnaires and blood samples were used. The ques-

tionnaires were based on earlier studies of healthcare personnel’s work envi-
ronments (18, 26, 70, 128). Blood samples were taken for hormones, sensitive 
for measurement of effects of work-related stressors; this method has been 
used in a number of studies (12, 22, 72, 112, 121, 153).  

 
The questionnaires included the following questions and indices: 
 
Background questions 

�  Consisted of age, gender, educational levels, civil status, workplace, 
and the terms of employment, children living at home, and reports of 
sick leave. These questions were presented as multiple-choice questions. 

 
Organizational, individual-related and modifying factors 
� Scales from the Quality Work Competence questionnaire (QWC), de-

veloped at the Center for Environmental Disorders and Stress at Uppsala 
Academic Hospital and Uppsala University (70), were used for assess-
ment of factors within the organization that are hypothesized to have 
impact on health. The OWC questionnaire is a validated and published 
questionnaire designed for assessment of organizational and employee 
well-being (22). Each scale consists of three to five items with standard 
Likert 4- or 5-point check-off scales. All indices were converted into 
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percent scores, ranged from a possible low of 0% to a high of 100%. 
The QWC assessment areas are presented in Table 2, below.  

� Measurement of individual-related factors such as meaning of life,  
home situation, and social situation, single items, were used, all meas-
ured by the Visual Analogue Scale (VAS) and presented as a percentage 
from 0-100%, with 0 as the lowest possible value (“very poor”) and 100 
as the highest (“very good”). Furthermore, an index measuring the indi-
vidual’s coping ability was constructed in order to assess how the indi-
viduals rate their abilities to recover from and cope with life stressors. A 
VAS scale was also used for this index with the same range of 0-100%, 
(see Table 2).  

� Measurement of work satisfaction, defined as the individual’s reaction 
to work stressors; a single item, measured by the same VAS scale, again 
with 0 as the lowest possible value (“very bad”) and 100 as the highest 
(“very good”). 

Health consequences 
� Self-reported health (SRH), was used as a measure of consequences of 

stress-related exposures (Papers III and IV), measured by one self-
reported global health item using the same VAS scale (69), where 0 rep-
resented the lowest possible value (“very poor”) and 100 the highest 
(“very good”). 

 
� Sickness absence was measured as self-rated sickness absence related to 

stress, and consisted of one multiple choice question; “Have you, during 
the last year, been on the sick-list for something you feel is related to stress?”, 
with response alternatives of “yes” or “no” (Paper III). In addition the 
total number of registered days of sick leave was collected from the em-
ployer’s centralized database before and after reorganization (Paper IV) 
in order to get an objective measure of sickness absence status.  

 
� Blood samples were obtained in Papers III-IV, in order to assess serum 

concentrations of the hormones serum cortisol, serum prolactin, serum 
testosterone (Paper III) and dehydroepiandrosterone-sulphate (DHEA-
S). Venous blood samples were taken in the morning between 07.30 – 
09.30 after overnight fasting, in order to control for circadian variations 
in blood hormone levels, and sent directly to the hospital laboratory. 
The laboratory had an approved laboratory quality/security program 
(QC/QA), certified by the Swedish Accreditation Body (SWEDAC), as 
specified in European norms (SS-EN ISO/IEC 17025 and EN/ISO 
15189). Blood samples for hormone analyses were taken at the same 
time as/or a few days before answering the questionnaires.  

� In this thesis organizational health is measured partly from self-reported 
sickness absence, partly from employers’ registration of sickness ab-
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sence, and partly by self-reported single items and indices from the 
QWC questionnaire (Papers III-IV). In Paper II, goal clarity has been 
measured with regard to its effect on work environment and parish de-
velopment in the Church.   

 
 

Table 2: Scales used in Papers II-IV. Descriptions of indices, response ranges, in-
ternal consistency of scales (Cronbach’s alpha) and references. 
 
Scale Description No. of 

items 
Range Alpha Paper Reference 

Work Envi-
ronment 

Goal clarity has contributed to:  
(improved co-operation; positive 
discussions; dealing with disagree-
ments; understanding of diversities; 
improved relations) 

5 5-25 .77 II 
Developed in 
Study II 

Parish Devel-
opment 

The goal work has contributed to: 
(development of parish work and 
parish activities; and value for 
future) 

3 3-15 .76 II 
Developed in 
Study II 

Disagreements The work has involved: (disagree-
ments; different opinions about 
goals) 

2 2-10 .65 II 
Developed in 
Study II 

Engagement Characteristics of the work process: 
(passiveness; a single person’s 
work; engagement) 

3 3-15 .79 II 
Developed in 
Study II 

Influence My own influence at the work has 
been great 

1 1-5 --- II 
Developed in 
Study II 

Work climate Positive atmosphere at work, cohe-
sion and supportive atmosphere 
among co-workers 

3 3-12 .82 III (22) 

Work tempo Sufficient time for: preparing and 
finishing the work, for reflecting 
about the work and on how to 
improve it 

4 4-16 .77 III (22) 

Work-related 
exhaustion 

Feelings of emptiness and exhaus-
tion after work, and fatigue when 
thinking of work 

3 3-15 .85 III, IV (22) 

Participatory 
management 

Latitude for deciding what tasks 
should be done and how to do them, 
sufficient influence related to re-
sponsibilities, influence on work-
place decisions 

5 5-20 .63 III (22) 
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Scale Description No. of 
items 

Range Alpha Paper Reference 

Employeeship Open for changes and development 
of working routines, responsibility 
for competence and professional 
development, and for adequate 
information 

4 4-16 .67 III (22) 

Skills devel-
opment 

Opportunities for professional 
development and use of expertise at 
work, current job tasks offer profes-
sional development 

4 4-16 .75 III (22) 

Goal clarity Workplace goals are well-defined, 
realistic, influence able, and assess-
able 

4 4-16  .90 III (22) 

Efficiency Planning of work, striving towards 
common goals, well-functioning 
decision-making processes, opti-
mally used resources 

4 4-16 .75 III (22) 

Leadership Immediate supervisor: (communi-
cates clearly, acts consistently, is 
visionary and flexible and creates 
possibilities for a good job)  

5 5-20 .88 III (22) 

Work satisfac-
tion 

“How do you feel about your pre-
sent work situation?” 

1 0-100 --- III, IV Developed in 
Study III 

Meaning of 
life  

“Do you experience your life as 
meaningful at present?” 

1 0-100 --- III Developed in 
Study III 

Social situa-
tion 

“How do you experience your 
present social situation?”  

1 0-100 --- III Developed in 
Study III 

Home situa-
tion 

“How do you experience your 
present home situation?” 

1 0-100 --- III Developed in 
Study III 

Coping/ 
Recovery  

Abilities to recover from and cope 
with life stressors (sleeping, possi-
bility to relax and make necessary 
efforts ) 

5 0-100 .62 III Developed in 
Study III 

Self-rated 
health (SRH) 

“How is your general health at the 
moment?” 

1 0-100 --- III, IV (69) 
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 3.4 Qualitative analyses 
The analyses in Paper I aimed at identifying patterns (themes) in the docu-

ments and interviews. In the first step, documents were analyzed and catego-
rized in terms that corresponded to the Systematic Work Environment method 
of the Swedish Labour Inspectorate, and in accordance with the work envi-
ronment act (OSHA). In the second step the recorded interviews were tran-
scribed, read, analyzed, and categorized in order to describe what factors 
characterized the psychosocial work environment at Church workplaces. The 
criteria for categorization were factors that were linked to the definitions of 
the psychosocial work environment.  

3.5 Statistical analyses 
All data in Papers II-IV were analyzed using SPSS statistical software for 
Windows XP (versions 12.0.1. 2004 and 12.0.1. 2005). In these papers data 
was first assessed for means and standard deviations for each respective 
group. To test group differences, T-tests or one-way ANOVA analyses were 
used.  Pearson correlation was used in Papers II and III to examine the rela-
tionship between outcome and background variables. Logistic regression 
analysis was performed in Paper III to calculate possible risks for sickness 
absence among those with stress-related sickness leave. Multiple regression 
analysis was used in Paper III to find predictors for work satisfaction and 
work-related exhaustion.   

In Paper IV, a two-way ANOVA analysis for repeated measurement was 
used to compare possible differences between groups and cross-time effects. 
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4. Results 

4.1 Psychosocial work environment – Paper I  
The overall aim for this study was to identify determinant factors of psycho-
social work environment in the Church of Sweden in order to get a better 
understanding of the ill health within the organization. The results indicate 
that the Church of Sweden is a complex workplace, where different types of 
conditions contribute to stressful exposures in working life. There were four 
significant patterns identified that characterized the psychosocial work envi-
ronment in the Church; these were unclear organizational structure, a sense 
of being different, stressful work conditions, and destructive communication 
style. The analysis indicates only small differences in opinions about the 
work environment among the interviewees themselves, and between the 
interviews and the content in the reports from the SLI 

Unclear organizational structure was characterized by indistinct govern-
ing and management with role uncertainty, lack of goal clarity, and poor 
leadership. Furthermore, a sense of “being different” included no tradition 
and a lack of knowledge of how to handle workplace and environmental 
problems, as well as expectations from the society and church members of 
“goodness” and well-being at church workplaces. These expectations often 
lead to disappointment from the society and also to feelings of failure within 
the Church itself when one cannot manage the problems in accordance with 
their espoused values. 

Stressful work conditions consist of elements like emotionally straining 
work, long work hours, working alone, and a complex organizational culture, 
such as avoiding attitudes of conflict and feelings of always being accessible, 
resulting in an unsatisfying psychosocial work environment. In addition, the 
communication style was found to be destructive in the sense that employees 
tended to avoid conflicts and strive for good relations. Conflicts were consid-
ered unacceptable to the Church, where the basic values are related to charita-
ble behavior.  

On the other hand, factors that were found to have modifying effects on 
individuals’ health were the employees’ experiences of influence and free-
dom of action at work. At the same time, these factors were found to be 
health risks because of the employees’ boundless enthusiasm in their work.  
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Conclusion: this study indicates, as stated by one of the interviewees:   
“.. the Church is not worse, but it is getting worse because people do not accept the 
reality they are facing.” Furthermore, the four patterns identified in this study, 
and lack of recovery, mentioned by the SLI, are the most prominent deter-
minants of the psychosocial work environment in the Church.  

4.2 Goal clarity work – Paper II 
The main objective of this study was to assess effects of goal clarity work 
on organizational well-being, with special regard to the psychosocial work 
environment and parish development.  

The findings show overall positive experiences of effects of goal clarity 
work on organizational well-being in the parishes. However, there was a sig-
nificant difference between the parishes; those with former experience of goal 
clarity work and those representing larger and medium-sized parishes were 
significantly more positive toward the effects of the work and its value for the 
psychosocial work environment and parish development. About 66% of the 
respondents had former experience of goal clarity work, an experience that 
was more common in larger parishes.  

Experiences of the work process showed higher degrees of involvement 
among older respondents, while younger respondents tended to experience 
higher degrees of their own influence at work. Influence at work was also 
found to be rated significantly higher among vicars and priests in charge com-
pared with chairpersons. Furthermore, respondents from medium-sized and 
large parishes tended to rate their own influence at work as higher than those 
from small parishes. 

Conclusion: goal clarity work is, from this study, suggested to have a posi-
tive impact on organizational well-being, mainly among larger parishes and 
parishes with former experiences of that kind of work. 

4.3 Risk factors for stress-related sickness absence – 
Paper III 
The purpose of this study was to assess factors increasing risk for sickness 
absence due to stress between employees in elderly care. The results showed 
that non-married employees and employees with part-time employment 
were overrepresented among those with stress-related sickness absence. 
There were no significant differences regarding age, gender, and education. 

Employees with stress-related sickness absence experienced significantly 
worse health (SRH) compared with those not reporting stress-related absence. 
Furthermore, they tended to experience their work satisfaction, their social  
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and home situations, as well as feelings of meaningfulness, as significantly 
lower than those employees without stress-related sick leave (p<. 001). 

The findings did not reveal any significant differences for stress hormones 
between the groups. However, a correlation analysis showed significant con-
nections between the coping/recovery potential and the hormone DHEA-S.  

 
The results for organizational factors (work climate, work tempo, participa-

tion, skills development, and leadership) showed significant differences be-
tween the groups for most of these factors. However, for work-related exhaus-
tion there was not only strong significance, but also the largest absolute dif-
ferences between those employees with and without stress-related sickness 
absence (F(1,196) =24.46, p<.001). There were no significant differences for 
goal clarity, efficiency, and employee ship. 

Testing risks for absenteeism due to stress, the results showed significantly 
higher risk, OR 2.8 (95% CI 1.3 - 5.9), for employees with unsatisfying work 
situations. For employees with unsatisfying social situations the risk for sick-
ness absenteeism due to stress was somewhat higher, OR 3.2 (CI 1.2 - 8.6). 

Furthermore, to find predictors for the overall highly rated work-related 
exhaustion in both of the groups, a multiple stepwise regression analysis 
showed that coping/recovery potential significantly predicts work-related 
exhaustion among the employees (<p= .001). The lower the coping/recovery 
potential, the higher the work-related exhaustion.  

Conclusion:  work-related exhaustion was found to be the most significant 
reaction to experienced work exposures among elderly care employees, and 
was significantly associated to their self-reported sick leave due to stress. In 
this cross-sectional study there was no support for biological stress markers as 
criteria for explaining group differences of absence due to stress.  

4.4 Effects of organizational change – Paper IV 
The overall aim of this longitudinal study was to assess effects of an organ-
izational change on health and sickness absence. The results showed neither 
significant difference between groups nor time effects for SRH, work satis-
faction, and work-related exhaustion. On the other hand, for the hormones 
there were to some extent significant differences; the hormone DHEA-S had 
changed over time (p< .05), and between groups. The level of DHEA-S 
decreased in the study group, and increased somewhat in the reference 
group (p< .001). The level of cortisol had significantly decreased over time 
to a lower level (p < .01), but did not show significant difference between 
groups. For prolactin, we did not find any statistically significant differences 
over time or between groups.  

Days of sick leave calculated for the actual population (study and reference 
groups) had increased during the year of reorganization, by +4.8 days per 
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person in the study group, compared with +1 day per person in the reference 
group.  

Conclusion: Our findings revealed a significant decrease in the hormone 
DHEA-S in the study group, which was in line with our expectations. The 
decreased levels of DHEA-S for those involved in the reorganization may 
point to insufficient recovery, which can possibly be a consequence of their 
experiences of long-term stress during the year of reorganization. This result 
was to some extent confirmed by a change in days of sick leave. Still, there 
were no significant changes over time or between the groups regarding their 
experiences of SRH, work satisfaction and exhaustion.  
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5. Discussion 

 
This section contains the findings and their relevance to the research ques-
tion, “What are the determinants of individual and organizational health in 
human service professions?” discussed from the theoretical model (shown 
in Figure 1). Four studies were carried out. They were aimed at examining 
psychosocial work environment factors, investigating effects of goal clarity 
work on organizational well-being, identifying exposures resulting in stress-
related sickness, and also investigating effects of organizational change on 
health and sickness absence in a longitudinal study.  

 
The overall results show that both organizational and individual factors had 

impacts on health in the studied professions. Positively experienced factors at 
workplaces in the Church (Paper I) included a high degree of control at work, 
freedom to work out tasks individually, and possibilities of having influence 
at work. These circumstances are suggested to have modifying effects and to 
minimize employee stress (90, 151). Regarding the effects of goal clarity 
work (Paper II), the results indicated an overall positive view on its impact on 
organizational well-being, mainly among larger parishes and parishes with 
former experiences of that work. Contrary to these positively experienced 
conditions at church workplaces, there were four significant patterns identi-
fied for the psychosocial work environment that had negative impacts on in-
dividual as well as organizational health. These were unclear organizational 
structure, a sense of being different, stressful work conditions, and a destruc-
tive communication style.  

 
Among elderly care employees the results showed in general (Paper III) 

experiences of efficiency at work and positive work climate, which are sug-
gested to be factors having positive effects on individual health as well as on 
organizational well-being (154). However, influence at work was not experi-
enced as positive within the elderly care; on the contrary they experienced 
high degrees of insufficient possibilities for influence at work as compared 
with recommended targeted levels. In an earlier longitudinal study, perceived 
employability was found to be a significant predictor of health and well-being 
among employees (29).  With reference to the results in Paper III, work condi-
tions were rated generally lower among those with self-reported sickness ab-
sence due to stress, compared with those without absence due to stress. How-
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ever, work-related exhaustion was found to be the most significant factor 
explaining differences in self-reported sickness absence due to stress in this 
profession.  

In Paper IV, we expected that being involved in an organizational change 
such as the reorganization would increase levels of stress among employees, 
and that this would be evident both in measured levels of self-reported psy-
chosocial factors and in effects on stress hormones. Studies on organizational 
changes have emphasized that prolonged strained work conditions, such as an 
organizational change, present risks for employees’ health and sickness ab-
sence (93, 157). Insecurity about employment or changes in work conditions 
are shown to contribute to work dissatisfaction, stress, and increased risks of 
sick leave (147). 

 The findings revealed no significant changes for SRH, work satisfaction, 
or work exhaustion over time or between groups, which was an unexpected 
result. However, there was a significant decrease in the hormone DHEA-S for 
the study group, which was, on the other hand, in line with our expectations. 
Despite the relationship’s complexity between stress markers and perceived 
health, the results indicated a decreased ability to recover from stress in the 
study group, which might have long-term health implications.  

This result was, to some extent, confirmed by changes in days of sick 
leave, which had increased by 7% for those directly concerned by the change, 
compared with 2% for those not involved in the change.  

5.1 Perceived stressors  
Stressful work conditions are found among the employees in both of the 

studied professions. These conditions included high work tempo, lack of lead-
ership, lack of goal clarity, and extrinsic and intrinsic demands at work, where 
the employees tended to experience an imbalance between demands and re-
sources available. These findings are also in conformity with prior studies on 
stress and strained conditions (16, 35, 41, 46, 113, 127, 154).  

Moreover, the reality of high work tempo and, among church employees, 
long work hours, leaves too little time for recovery. In several studies, possi-
bility for recovery is found to be a necessary resource, physically as well as 
mentally, for prevention of ill health (11, 122). For the Church, the SLI 
pointed out that lack of recovery was one of the most serious causes for the 
stressful work conditions in the Church of Sweden.  

Among work exposures, unsatisfying leadership appears to be another 
phenomenon common to both of the professions. This exposure is signifi-
cantly related by employees in elderly care to an unsatisfying work situation 
and stress-related sickness absence, which also has been suggested as a cause 
of impaired health in prior studies (23, 93, 167). In the Church, many prob-
lems in the parishes are referred to as a function of ineffective governing and 
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management (35, 66, 67). In particular, “the double responsibility” (the vicar 
and the Church Council are both responsible) seem to cause difficulties and 
confusion about who is responsible for what. This in turn leads to insecurity 
and stress reactions. 

Lack of goal clarity is found in this thesis to be a stressor with adverse ef-
fects on employee health in the Church, but with minor negative effects in the 
elderly care. Research on organizational health has emphasized that goal clar-
ity has an important role in attaining security about work expectations, which 
in turn promote individual as well as organizational health (21, 47, 55, 148).  

Lundberg (104) shows how expectations such as effectiveness, competi-
tion, and staff cuts cause emotional demands among the employees, resulting 
in ill health within the organization. In the Church, external expectations 
(from the society and members) are described as stressful, with negative ef-
fects on health. There are expectations that the Church will stand as an exam-
ple for goodness in a working life without stressful conditions (129) and also 
that the employees’ behavior will set good examples in ethics and morality. 
There are also internal expectations, meaning that the clergy has internal de-
mands to satisfy external expectations. There are obviously experiences of an 
imbalance, or according to Argyris, a gap between espoused values and values 
in practice (17), between vision and realism. In the 1970s, Argyris found an 
association between health and the gap of espoused values and values in prac-
tice. When the employees look at the gap they feel personal failure, which in 
turn contributes to feelings of inadequacy and exhaustion. Regarding elderly 
care, studies have emphasized that expectations of quality in care from society 
or relatives often affect employees’ health negatively (20, 46, 71, 75, 154). 
However, external expectations within the elderly care were not measured in 
this thesis.  

5.2 Perceived reactions to stressors in the work 
environment  

Physiological reactions 
Psychobiological measures of such hormones as prolactin, cortisol, testos-
terone, and DHEA-S were used in this thesis (Papers III-IV) for assessment 
of associations between psychosocial work exposures and hormonal stress 
reactions. However, in Study III, which was cross-sectional, it was not pos-
sible to relate changes in the hormone levels to different individuals. In 
Study IV it was evident that levels of DHEA-S decreased among those di-
rectly concerned in the organizational change, which might reflect decreased 
ability to recover from stress. The impaired levels of DHEA-S could have 
been a consequence of their experiences of long-term stress during the or-
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ganizational change. Studies have also shown that long-term psychological 
stress without recovery possibilities for the individual tended to affect 
DHEA-S negatively with decreased serum levels (36, 69).  

Another finding was decreased levels of cortisol over time, which implies a 
possibly flattened cortisol curve and may indicate a disturbance in the regula-
tion of cortisol levels that developed during the year of reorganization. A pos-
sible interpretation, though an uncertain one, is that the change has to do with 
a period of insecurity and turbulence in the work environment for all of the 
employees in the organization, and not only for those directly concerned by 
the change. Low levels of cortisol are found to be characteristics of chronic 
fatigue and burnout (72). 

Psychological reactions 
The main psychological responses or reactions found in this thesis to the 
overall stressful work conditions were low work satisfaction (in the elderly 
care) and high degree of work-related exhaustion (both for church and eld-
erly care employees). These reactions were in conformity with prior studies 
and add evidence that work satisfaction and work-related exhaustion are 
reliable indicators of individual and organizational health (32, 47).  

5.3 Individual and situational properties as modifying 
factors (resources) 

Kahn and Byosiere’s stress theory (87) states that properties of the individ-
ual and of the situation are determinants of adjustment to stressors.  

Among individual properties, coping/recovery ability was found to be lack-
ing among elderly care employees with self-reported absence due to stress 
(Paper III). From results in Paper I, coping ability as a concept is not men-
tioned, however, difficulties among the employees in drawing lines between 
work and private life, and tendencies of not being able to handle all of the 
demanding conditions at work, indicate a reduced coping ability.  

 
In the Church, work satisfaction is found to be related to the employees’ 

strong enthusiasm and the meaningfulness they tend to experience at work. In 
healthcare employees, there was significantly higher rated SRH as well as 
work satisfaction for those who rated high degrees of meaning at work. These 
results were expected and in line with results from prior studies (13, 34, 35, 
57, 103). On the other hand, feelings of meaninglessness, which have a close 
connection to exhaustion and feelings of emptiness, have been suggested to 
contribute to ill health among church employees (34). In concordance with 
previous research, these symptoms of exhaustion and burnout, and sickness 
absence rates tended to be correlated with low meaningfulness at work (32, 
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57, 133). These results point to a tendency for meaningfulness as a modifier 
for individual health.  

Furthermore, feelings of helpfulness and attitudes of “taking care of” are 
described as the prime motivator for work in human service professions and 
sometimes related to a “helping personality” (16, 35, 47, 52, 132, 135, 146). 
In that sense this property can be regarded as a modifying factor to health as 
well. Among church employees, these feelings have a great deal to do with 
individual demands on the obligation to be readily accessible, which is based 
in fundamental values and a part of the Christian mission (65). However, the 
results may indicate a risk for exhaustion for those who experience stressful 
work in non-profit professions, which is in line with previous findings (16, 65, 
80).  

A hypothesis is that individual characteristics, such as the “helping person-
ality” trait, where there is a strong enthusiasm, personal and emotional in-
vestment in the work, can turn negative and contribute to exhaustion, burnout, 
and sickness absence instead of having modifying effects on health. These 
findings are also reported in previous studies (35, 47, 98). Cox (46) and 
Cherniss (41) have suggested that experiences of the work as a vocation or 
calling brings a risk for exhaustion among human service professions. The 
modifying value of this property tends to turn negative, which is contrary to 
what is expected from that kind of resources. 

  
Properties such as social support, social situation, and home situation are 

often described as modifying factors (39, 44, 48) with buffering effects for ill 
health. In this thesis, we show that these modifying factors differ significantly 
between those with stress-related absence and those without (Paper III).  

In Paper I the analyses show that social support (guidance), from the 
church council was insufficient and contributed to role conflicts and insecurity 
about managerial tasks for the vicars. This result was also in line with previ-
ous findings where social support from colleagues and managers was reported 
as lacking (35, 64). In Paper III self-reported home situations and social situa-
tions were measured, and the results show support for these factors being 
unsatisfying among those who reported stress-related sickness absence. In the 
literature, there are suggestions of different aspects of social support, in terms 
that include the individual’s entire social network (79), to which both home 
and social situation belong. However, to state that this result is related to es-
tablished definitions of social support is possibly a risky interpretation. Still, 
there is no reason to entirely disregard the fact that experience of one’s social 
situation or home situation possibly can be included in the concept of social 
support. However, to what extent one circumstance has an impact on the other 
is not demonstrated in the study, since the results are based on cross-sectional 
data. 

Regardless of that, results of the effects of home situation and social situa-
tion, demonstrated in Paper III, show significant correlation to perceived SRH 
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and self-reported absence due to stress. That means that those who reported 
stress-related sickness absence tended to experience their home and social 
situations as more unsatisfying compared with those not absent for stress. A 
likely interpretation is that home and social situations may have modifying 
effects on the individual’s health. 

Furthermore, cultural aspects such as communication style (Paper I), 
showed deep problems for Church professions. Attitudes of “avoiding” con-
flicts are more common than interest in dealing with them. These attitudes 
were also found to be a significant determinant factor in the study of Bruhn 
(35) as well as in the report from The Department of Work Environment (16). 
Unspoken norms on special behaviors cause poor work environment and a 
destructive work climate. The work culture in the Church is characterized by a 
striving for “good relations”, which instead tends to worsen the work envi-
ronment (16, 35, 64).  

5.4 Consequences of stressors for individual and 
organizational health  

Consequences of experienced stressors differ between individuals, between 
organizations, and over time, depending on several circumstances such as 
current norms in society, attitudes to work, individual properties, and coping 
strategies. These factors differentiate individuals’ interpretation of the stress-
ors as well as for perceived health (13, 57, 84, 98, 100). In this thesis 
health/well-being have been regarded from a comprehensive view of health 
(51, 56, 99, 120) where health is regarded subjectively, from the individual’s 
own interpretation of his/her health.  

 
Among elderly care employees, poor SRH was associated with a high de-

gree of work-related exhaustion, which in turn was found to have associations 
with work dissatisfaction, low influence and control at work, low meaning of 
life, low home and social situation, as well as with low perceived coping abil-
ity. These results were expected and were also in line with previous research 
(26, 27, 89, 127, 151, 154).  

Among church employees, demanding and unsatisfying work environ-
ments resulted in negative consequences for the individuals’ health, despite 
high degrees of freedom and possibilities for influence and control at work.  

 
When discussing stressors in the work environment and its consequences 

for individual health, the question of why some experience poor health and 
some quite good health even though they appears to be exposed to the same 
work stressors is still unanswered. The results (Paper III) indicate that those 
employees who tended to experience good SRH, mean 70.2(SD 27.6), also 
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rated meaningfulness, work satisfaction, social and home situations and re-
covery potential significantly better than those who reported poor SRH, mean 
39.7 (SD 28.5). However, in Paper IV, where effects of organizational change 
on health were measured, the results suggest no difference in experienced 
SRH between groups or over time. Moreover, at the same time levels of the 
anabolic hormone (DHEA-S) decreased significantly both over time and be-
tween groups. In accordance with the theoretical model (Figure 3), a possible 
assumption is that consequences of long-lasting stress are shown in biological 
reactions in a first step and as impaired health in a second step.  

 
Organizational health is mainly a reflection of the employees’ health. To 

identify the extent of the employees’ experiences of occupational stress might 
be of great importance in order to find interventions for health improvements. 
Cox and Leiter (47), and also Cherniss (41) have emphasized that occupa-
tional stress has been a long-standing concern of healthcare professionals. The 
overall working conditions, including factors like long work hours and emo-
tional demands, as well as the culture itself with its values and expectations of 
quality in care are contributing factors to occupational stress and ill health 
with adverse effects on organizational health.  

However, in Paper III, regardless of the fact that most of the perceived 
work conditions were rated significantly lower among those with stress-
related sickness absence compared to those not reporting absence due to 
stress, efficiency was rated overall quite high and was not significantly differ-
ent between the groups. According to previous studies perceived efficiency is 
an indicator of organizational health (47). That appears contradictory, but a 
possible interpretation is that the high degree of efficiency could be a sign of a 
high degree of workload, which is in turn manifested in a high degree of ex-
perienced work exhaustion.  

These conditions are parallel to those in the Church, where stress and ex-
haustion is found to be related to demands from society with often unrealistic 
expectations, but also to internal demands such as unclear organizational 
structure, uncertainty as regards the goals and role conflicts (35, 65), which in 
turn are mirrored in poor organizational health. 

 
Based on the theoretical model used in this thesis, sickness absence is dis-

cussed as a consequence of experienced stressors for health. In the Church 
(Paper I), sickness absence rate was not measured, but was at the time of the 
investigation, and still is considered as comparable high with serious effects 
on individual as well as organizational health (16, 35).   

In the elderly care (Paper III), there were increased days of sick leave re-
ported. From the results this was found to have a correlation to the employees’ 
experiences of high work tempo, unsatisfying skills development, work dis-
satisfaction, and work exhaustion. Consequences of the organizational change 
(Paper IV) showed that total days of sick leave increased in the population 
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during the year of reorganization (7% in the study group and 2% in the refer-
ence group). Yet we could not identify whether the increase was related to 
those employees participating either at baseline and follow-up measurement 
or only at one of the measurements, which makes a comparison over time 
non-measurable. However, it is a likely interpretation that an organization 
undergoing change has an impact on its entire staff in different ways, regard-
less of which of them are affected. In general, organizational changes tended 
to have palpable negative influence on individual and organizational health 
over time, although there is limited knowledge about the mechanisms behind 
this (157).  

In summary, the results did not reveal sickness absence as a stable indica-
tor for effects of organizational change on self-reported health and job satis-
faction, contrary to results from previous studies (92, 157, 159). The reason 
for this result might depend on group-related measurement of sickness ab-
sence instead of individual-related. Still, I consider sickness absence to be a 
valid measure for both individual and organizational health consequences. A 
study by Voss et al. (168) suggests good agreement between SRH and regis-
tered sickness absence.  

5.5 Methodological considerations 
This thesis consists of four different studies with different designs and 
methods, all done to investigate work exposures and health effects from 
different perspectives. Both quantitative and qualitative methods are used.  

Traditionally there has been a controversy between qualitative and quanti-
tative approaches to studying workplace exposures and employee health 
(117). There have been statements from the defenders of quantitative research, 
where doubt is cast on the relevance and quality of qualitative research meth-
ods. However, it is also suggested that the two approaches should be viewed 
as complementary. The idea of an integration of quantitative and qualitative 
paradigms is based on the belief that the strength of each of the two paradigms 
can add value to the final lessons learned from a study (117). 

Disregarding the defenders of using only quantitative approaches for stud-
ies of work environment and health, the idea of integrating qualitative and 
quantitative methods in this thesis was a matter of course. Still, there are some 
methodological considerations that are necessary.  
 

In Paper I, the qualitative approach was used. Data were collected by 
documents and interviews. Analyzing the documents was done with a model 
of the Swedish Labour Inspectorate’s (SLI) control system. Analysis of the 
interviews was done by inductive categorization of the open-ended questions. 
It is a likely interpretation that the researcher’s prior knowledge and under-
standing from the analyses of the documents in the first step might have influ-
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enced the interpretation of the interviews, as the SLI model includes psycho-
social work environment factors as well. However, the texts are processed in 
order to capture the significance of statements in the interviews. Furthermore, 
reliability of qualitative studies sometimes requires a co-investigator, meaning 
that it is desirable if there are two researchers with independent interpretations 
in order to reach higher reliability in the analyses. The fact that there was only 
one researcher involved in the interpretation of the documents and interviews 
in this study may have affected the results.  

 
In Paper II, the external dropout was nearly 38% and the response rate 

from small parishes and from chairpersons of the Parish Council was pro-
portionately low. With such a low response rate from small parishes com-
pared to medium-sized and large parishes, a bias may have been introduced, 
as those parishes are the most common in the Church of Sweden. Further-
more, some of the parishes had only one respondent, and we received an 
answer from either the vicar/priest in charge or the chairperson, but mainly 
answers from vicars/priests in charge. A possible explanation is that some of 
the chairpersons refrained from answering if the vicar or his/her substitute 
had answered. It should also be pointed out that the population consists of 
individuals with leading positions in the parishes. The result obviously does 
not reflect opinions from the staff. That might affect the results. On the other 
hand, there is a need before processes of organizational changes for those 
responsible for the changes and for activities to be in line with, and support 
the work with an intervention such as, for example, the present goal work.  

 
When measuring stress-responsive hormones (Papers III-IV), it is of value 

to perform a series of assessments in order to achieve as high a degree of va-
lidity as possibly. However, these studies were performed among healthcare 
employees in working life, and in different work places, and therefore an ex-
perimental design for blood samples was not plausible. Paper III was a cross-
sectional study with only one assessment of the hormones, which make the 
results unstable for interpretation of differences between groups. In the fourth 
study (Paper IV) we were not able to assess hormone levels more than twice. 
Our findings showed that levels of DHEA-S changed significantly between 
groups and between the two assessments. It is possible that a more frequent 
sampling could have provided a better (more precise) estimate of the values 
for these hormones.  

 
We would also like to point out that there was a lack of control for wake-

up time for the determination of cortisol (Paper III-IV), which might be a bias 
for the cortisol results (112). In our study the blood samples were obtained 
between 07:30-09:30, which means that the individuals could have been, or 
probably were, in different phases of their cortisol awakening response. These 
circumstances involve an inter-individual variability in hormonal levels and 
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might have affected the results. On the other hand, there is no indication of a 
systematic error for the time for blood measurements. Furthermore, we did 
not control for confounders such as taking medicines, smoking, or other life-
style variations, which could have interfered with the results.  

 
The measurement of sickness absence in Paper IV was based on 

employers’ register data on an aggregate group level. We were not able to 
collect individual data, which implies the doubtfulness of an entirely reliable 
link to the change in sick leave for SRH and stress hormones, based on those 
that participated both at baseline and follow-up measurements. The 
significance of this difference is thus not statistically tested. Still, we have not 
omitted the results of sickness absence since there is a possibility that the 
increases in days of sick leave to some extent reflect an overall impaired 
individual as well as organizational health. Therefore, a suggestion is that 
health effects of organizational changes should be measured by, for example, 
longitudinal studies with more than two measurements, comprising control 
groups from different organizations.  
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6. Conclusions 

In this thesis determinants of individual and organizational health in human 
service professions are investigated, based on a multifactorial model.  

 
The main results show, despite many positive experienced conditions, an 

imbalance in the interplay between employees’ perceived exposures and their 
resources for responding to them, which causes high work-related exhaustion, 
poor self-rated health, and comparably high sickness absence rates. Most of 
these exposures are related to organizational characteristics.  

The findings indicate that individual and situational properties have impact 
on health consequences in the studied professions. Recover ability, meaning-
fulness and social support or social situation tend to have influence on the 
experiences of self-rated health and sickness absence. However, inner de-
mands on fulfillment and lack of limitation at work may in a long-term per-
spective, result in exhaustion, burnout, and sickness absence.  

 
In Church professions, health-promoting determinants are related to the in-

dividual’s feelings of freedom and control at work as well as the Church’s 
basic values. However, these factors tend to turn negative and pose risks for ill 
health because of sometimes too strong enthusiasm, lack of limitation, and 
feelings of helpfulness among the employees. On the negative side, except 
high levels of work exhaustion, four patterns are identified. These include 
unclear organizational structure, a sense of being different, stressful work 
conditions, and a destructive communication style.  

At an organizational level, goal clarity work is suggested to promote organ-
izational health. 

 
Determinants for self-rated health and self-reported absence due to stress in 

the elderly care profession include poor work satisfaction, strained domestic-
ity and social situations, and a low degree of recover ability and meaningful-
ness in life. Despite this, positive experiences at work are in general work 
climate and effectiveness. 

 
In this study there are no indications of negative health effects or impair-

ments in job satisfaction reported after organizational change, contrary to our 
expectations and previous findings. However, despite the use of biological 
stress markers as a complex matter, there is an indication of hormonal influ-
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ence, in the sense that the anabolic hormone DHEA-S levels decreased after 
the reorganization among those directly concerned by the change. Our results 
may indicate impaired health in a long-term perspective. 

6.1 Implications for future research  
The results of this thesis add knowledge about the complexity of relation-
ships between factors in the psychosocial work environment, psychobiologi-
cal measures, and their consequences for individual and organizational 
health. The results also point to the importance of looking at these relation-
ships from a multifactorial perspective, including both subjective and objec-
tive data, to get a more complete picture concerning effects of exposures on 
health.  

We have limited knowledge about the process from exposure to illness and 
sickness absence and about periods of latency between studied outcomes, 
which should be taken into account when measuring the consequences of 
exposures. The suggestions for future research are therefore: 

i) To study the impact of interventions for determinants revealed in 
this study, like for example goal clarity work. 

ii) To increase knowledge of other promoting factors at work and ex-
plore in more detail elements like the effects on health of enthusi-
asm and vocation for the work. 

iii) To focus more on the role of individual differences (such as per-
sonality traits) in predicting and determining health consequences. 

iv) Assessing stress in work environment studies with the use of psy-
chobiological indicators, demonstrates a complexity and uncer-
tainty of interpretations of results. The role of psychobiological in-
dicators (stress hormones) therefore needs further research. To find 
reliable and valid biomarkers of stressors at work is a challenge.  

 
 
The significance of further knowledge about determinants of individual and 
organizational health within this sector is not just important for the profes-
sions themselves, but for other occupational groups as well. 
 

 
 
 



 58 

Acknowledgements 

Writing this thesis has been a privilege for me and I have enjoyed it very 
much, especially the past year. On the one hand, it has been a time of very 
intensive work, but on the other hand it has been a time just for my own 
work. That was luxury!  
 
The work has now come to an end, which gives me ambivalent feelings. It 
has been something I feel happy about, and something I will miss. Anyhow, 
I would like to express my gratitude to all of you who in one or another way 
have contributed to making this work possible. 
 
The work with this thesis started, in a way, in the end of the 1990s, although 
I was unaware of it at that time. I had decided that there would be no disser-
tation for me after my husband had done his studies for a doctoral degree. 
However, I changed my mind after a meeting in 2004 with Professor Bengt 
Arnetz at CEOS, who inspired me to write an article based on my earlier 
experience of the work environment in the Church of Sweden. Looking at 
that through the rear-view mirror, it was one of the best suggestions I ever 
received. Bengt, I would like to thank you for your positive and supportive 
attitude. 
 
Special thanks also to: 
 
Ingrid Anderzén, my supervisor, for introducing me to doctoral studies, for 
giving me such a lot of support and knowledge for implementing this thesis, 
both scientific and human, for your continuous trust in me, for always see-
ing the possibilities of the thesis, and for your around-the-clock help. You 
have become a close friend as well, and I happily look forward to working 
with you in new future projects. 
 
Eva Vingård, my co-supervisor, for all the stimulating meetings, where your 
wise and competent points of view and advice have been so valuable for me 
during the years. For your trust in me as well, which has strengthened my 
belief in myself to carry out this work. Eva, thank you again. I look forward 
to our co-operation on new projects.  
 



 59 

Peter Währborg, Gunilla Burell, and Staffan Marklund, the panel at my 
half-time seminar. I would like to thank you all for your important com-
ments on my work.  
 
Gerda Kuylenstierna, head of a national trade union in the end of 1990s, for 
inspiring me to apply for funds for the work environment project in the 
Church of Sweden in 1997. This application was successful, with support 
from you Gerda, and provided resources with which to accomplish the pro-
ject.  
 
Magnus Söderström, head of the IPF (Institute of personnel and business 
development) at Uppsala University in the end of the 1990s, for supervision 
in the Church project. I am very grateful for your considerable advices dur-
ing the work process and also for an interesting time at the IPF.  

 
To colleagues at IPF, at CEOS and at my department, I like to thank you all 
for friendship and valuable and interesting talks, either at seminars, private 
meetings, at restaurants, during travel, or at formal workplace meetings. 
 
For the possibilities of total concentration for writing in a stimulating and 
peaceful place, I would like to thank the Research Foundation of Harald 
and Louise Ekman for research scholarships in 2006, 2007, and in 2008 for 
the final part of the thesis. These grants have been of great value for me. 
 
For all practical help, I would like to thank the nurses at the occupational 
health unit in the municipally of Gävle, for support with blood samples and 
administrative assistants. To my daughter Anna, who has been helpful with 
different administrative tasks for many years.  
 
For important help with idiomatic revisions of the English texts, I would 
like to thank Margit Robeson, Steven Lucas, and Margot Lundquist.  
 
Thanks also to Ingrid Persenius, BrittInger Ejdeholm and Bengt Johansson 
for your friendship during the past years and your interest in my studies. 
 
I would also like to thank the Municipality of Gävle, which introduced and 
financed the research on stress-related sickness absence and organizational 
change among elderly care. 
 



 60 

Finally, I would like to thank my whole dear family – my husband Per, for 
all support and trust in me from the very beginning in the end of the 1990s, 
for your “Argus eye” in text corrections, and for technical help (omnipresent 
computer support), and not least for your patience in the social medicine 
discourse.  
 
Thanks also to my five children, Anna, Caroline, Kristian, Louise, and 
Philip, and to my mother-in-law, Dagmar – I feel that all of you have sup-
ported me so much and taken interest in my studies during this time. Special 
thanks to you, Philip, who, during your last years at home, put up with all 
my work and with me.  
 



 61 

References 

 
1. Arbetsskadestatistik (Statistics of Occupational Injury): Arbetar-

skyddsstyrelsen (National Board of Occupational Safety and Health), 
1997. 

2. En förnyad folkhälsopolitik (A revised  public health policy). In Swed-
ish: Socialdepartementet (The Ministry of Health and Social Affairs) 
Prop. 2007/2008:110. 

3. SFS 1977:1160: Arbetsmiljölag (Swedish Occupational Safety and 
Health Act) 

4. SFS 1991:677: Arbetsmiljölag jämte ändringar (Swedish Occupational 
Safety and Health Act Revised) 

5. SOU 1990:49 Arbete och hälsa. Arbetsmiljökommissionens betänkan-
de (Work and Health. Report from the Commission of Work Environ-
ment). In Swedish. Stockholm: Arbetsmarknadsdepartementet (Minis-
try of Labour) 

6. SOU 2002/03:7  Mål för folkhälsan (Objectives for Public Health). 
Stockholm: Socialdepartementet (Social Ministry )  

7. Alexanderson K. Sickness absence in a Swedish county with reference 
to gender, occupation, pregnancy and parenthood, Faculty of Health 
Sciences, Linköping University, 1995. 

8. Alexanderson K. Sickness absence: A review of performed studies 
with focus on levels of exposures and theories utilized. Scandinavian 
Journal of Public Health 26 (4): 241-249, 1998. 

9. Alexanderson K, Leijon M, Rydh H, Åkerlind I, Bjurulf P. Epidemiol-
ogy of sickness absence in a Swedish county in 1985, 1986 and 1987. 
Scandinavian Journal of Social Medicine 22: 27-34, 1994. 

10. Alwall J. Svenska kyrkan som arbetsmiljö � en översikt (Psychosocial 
work environment in the Church of Sweden � an outline). In Swedish. 
Uppsala: Svenska kyrkans forskningssekretariat, stencil (Church of 
Sweden Research Department), 1992. 

11. Anderzén I, Arnetz B, Lidén S, Eneroth P, Kallner A. Psychophysi-
ological reactions to international adjustment: Results from a con-
trolled, longitudinal study. Psychotheraphy and Psychosomatics 2: 67-
75, 1992. 

12. Anderzén I, Arnetz BB. The impact of a prospective survey-based 
workplace program on employee health, biological stress markers and 
organizational productivity. Journal of Occupational and Environ-
mental Medicine 7 (47): 671-82, 2005. 

13. Antonovsky A. Unraveling the Mystery of Health. San Francisco, 
Calif: Jossey-Bass Inc, Publishers, 1987. 

14. Arbetarskyddstyrelsen. Stress och belastning i vård och omsorg: verks-
gemensamt tillsynsprojekt 1998 och 1999 (Stress and work load in 



 62 

nursing: a  joint surveillance project 1998 and 1999). In Swedish. Sol-
na: Arbetarskyddstyrelsen, 2000. 

15. Arbetsmiljöinspektionen. Arbetsmiljörapport (Report on Work Envi-
ronment). In Swedish. Malmö: Swedish Labour Inspectorate, 1998. 

16. Arbetsmiljöverket. Tillsyn av Svenska kyrkans arbetsmiljö. (Supervi-
sion of the Work Environment in the Church of Sweden). In Swedish. 
Falun: Arbetsmiljöverket (Department of Work Environment), 2007:3. 

17. Argyris C, Schön D. Organizational Learning. San Francisco: Addi-
son-Wesley, 1978. 

18. Arnetz BB. Physicians' view of their work environment and organisa-
tion. Psychotherapy and Psychosomatics 66 (3): 155-162, 1997. 

19. Arnetz BB. Psychosocial challenges facing physicians of today. Social 
Science and Medicine 52 (2): 203-213, 2001. 

20. Arnetz BB. Staff perception of the impact of health care transforma-
tion on quality of care. International Journal for Quality in Health Care 
11 (4): 345-351, 1999. 

21. Arnetz BB. Subjective indicators as a gauge for improving organiza-
tional well-being. An attempt to apply the cognitive activation theory 
to organizations. Psychoneuroendocrinology 30 (10): 1022-1026, 
2005. 

22. Arnetz BB. Techno-stress: A prospective psychophysiological study of 
the impact of a controlled stress-reduction program in advanced tele-
communication systems design work. Journal of Occupational and En-
vironmental Medicine 38 (1): 53-65, 1996. 

23. Arnetz BB, Blomkvist V. Leadership, Mental Health, and Organiza-
tional Efficacy in Health Care Organizations. Psychosocial Predictors 
of Healthy Organizational Development Based on Prospective Data 
from Four Different organizations. Psychotheraphy and Psychoso-
matics 76 (4): 242-248, 2007. 

24. Arnetz BB, Ekman R, eds. Stress in Health and Disease. Weinheim: 
Wiley-VCH Verlag, 2006. 

25. Arnetz BB, Theorell T, Levi L, Kallner A, Eneroth P. An experimental 
study of social isolation of elderly people: Psychoendocrine and meta-
bolic effects. Psychosomatic Medicine 45: 395-406, 1983. 

26. Arnetz BB, Thomson S. Individual and Organizational Well-being in 
Psychiatric Nursing. Journal of Advanced Nursing 30 (3): 749-757, 
1999. 

27. Bakker AB, Demerouti E, Euwena MC. Job Resources Buffer Impact 
of Job Demands on Burnout. Journal of Occupational Health Psychol-
ogy 10 (2): 170-180, 2005. 

28. Becker PE. Congregations in Conflict � Cultural Models of Local Re-
ligious Life. New York: Cambridge University Press, 1999. 

29. Berntson E, Marklund S. The relationship between perceived employ-
ability and subsequent health. Work & Stress 21 (3): 279-292, 2007. 

30. Bjorner J, Kristensen T, Orth-Gomér K, Tibblin G, Sullivan M, 
Westerholm P. Self-rated health � a useful concept in research, preven-
tion and clinical medicine. Stockholm, Sweden: Forskningsrådsnäm-
nden (Swedish Council for Planning and Coordination of Research). 
1996. 

31. Boorse C. On the distinction between disease and illness Philosophy & 
Public Affairs 5: 49-68, 1975. 



 63 

32. Borritz M, Bültmann U, Rugulies R, Christensen KB, Villadsen E, 
Kristensen TS. Psychosocial Work Characteristics as Predictors for 
Burnout: Findings from 3-year Follow Up of the PUMA Study. J Oc-
cupational and Environmental Medicine 47 (10): 1015-1025, 2005. 

33. Bradley HB. Community-based treatment for young adult offenders. 
Crime and Delinquency 15: 359-370, 1969. 

34. Brosché F. Utbränd för Guds skull? En liten själavårdsbok om ett stort 
arbetsmiljöproblem i församling och kyrka (Burned out for God´s 
sake? A small book of pastoral care about a great work environment 
problem in parish and church). In Swedish. Uppsala: EFS-förlaget, 
1988. 

35. Bruhn A, Lind M, Svensson L. Arbetsmiljö och arbetsmiljöarbete i 
Svenska kyrkan � en fallstudie. (Work environment and work envi-
ronment initiatives in the Church of Sweden � A case study) In Swed-
ish. Örebro: Örebro University, Department of Social Sciences - Soci-
ology 2005. 

36. Buvat J. Androgen therapy with dehydroepiandrosterone. World Jour-
nal Urology 21 (5): 346-355, 2003. 

37. Bäckström A. Från institution till rörelse. Religion och samhälle 
1989:12 (From Institution to Movement). In Swedish. Stockholm: Re-
ligionssociologiska Institutet, 1989. 

38. Bäckström A. Trivsel och otrivsel i prästyrket. En undersökning av nya 
prästers syn på sin utbildningstid och på sin situation idag (Well-being 
or discomfort in the ministers' profession. An  investigation of new 
priests' views of their education and present situation). In Swedish. 
Pedagogiskt Utvecklingsarbete  (81), 1986. 

39. Calnan M, Wainwright D, Almond S. Job Strain, Effort-Reward Im-
balance and Mental Distress: A study of occupations in general medi-
cal practice. Work & Stress 14 (4): 297-311, 2000. 

40. Caplan G. Mastery of stress. Psychosocial aspects. American Journal 
of Psychology 138: 413-420, 1981. 

41. Cherniss C, Krantz DL. Stress and burnout in the human services pro-
fessions. New York: Pergamon Press, 1983. 

42. Chrousos GP, Gold PW. The concepts of stress and stress system dis-
orders. JAMA 267: 1244-1252, 1992. 

43. Cobb S. "Social support and health through the life course". In: Riley, 
ed. Aging from Birth to Death: Interdisciplinary Perspectives. Coulder, 
CO: Westview Press, 1979. 

44. Cohen S, Syme SL, eds. Social support and health. Orlando: Academic 
press, 1985. 

45. Cooper CL, Payne R. Personality and Stress. Individual differences in 
the stress process. New York: John Wiley & Sons 1991. 

46. Cox T, Griffiths A. The nature and measurement of work stress: theory 
and practice. In Wilson JR, Corlett E, Nigel E, et al, eds. Evaluation of 
human work: a practical ergonomics methodology, 2nd ed. London. 
Taylor & Francis: 783-803, 1995. 

47. Cox T, Leiter M. The health of health care organizations. Work & 
Stress 6 (3): 219-227, 1992. 

48. Daniels K, Guppy A. Occupational stress, social support, job control 
and psychological well-being. Human Relations 47 (12): 1523-1544, 
1994. 



 64 

49. Diderichsen F. Sjukfrånvaro och förtidspension varierar kraftigt mellan 
olika yrken (Sickness absence and early retirement vary greatly be-
tween different occupations) In Swedish. Läkartidningen: 179-84, 
1990. 

50. Drago FD, Agata V, Iacona T, Spadaro F, Grassi M, Valerio C, Raf-
faele R, Astuto C, Lauria N, Vitetta M. Prolaction as a defensive factor 
in stress - induced biological changes. Journal of Clinical Laboratory 
Analysis 3: 340-344, 1989. 

51. Dunn HL. High-level wellness for man and society. American Journal 
of Public Health 49 (6): 786-792, 1959. 

52. Eadie H. The Helping Personality. Contact 4 (1): 2-14, 1975. 
53. Eklund M. Arbetsförhållanden � orsak till sjukskrivning? RFV ana-

lyserar (Work conditions � causes for sick leave? Analysis by the Na-
tional Social Insurance Board). In Swedish. Stockholm: Riksförsäk-
ringsverket, 2003. 

54. Ekström S. Svenska kyrkan � organisation och verksamhet. Stock-
holm: Verbum, 1994. 

55. Elovainio M, Kivimäki M. Occupational stresses, goal clarity, control 
and strain among nurses in the Finnish health care system. Research 
Nurse Health 19 (6): 517-24, 1996. 

56. Eriksson K. Hälsans idé (The idea of health). In Swedish. Stockholm: 
Almquist & Wiksell, 1989. 

57. Eriksson K, Bondas-Salonen T, Herberts S, Lindholm L, Matilainen D. 
Den mångdimensionella hälsan � verklighet och visioner (The multi-
dimensional health � reality and visions). In Swedish: Vasa Sjukvårds-
distrikt SKN och Institutionen för vårdvetenskap, Åbo Akademi, 1995. 

58. Evang K. Utvidet eller opprinnelig helsebegrep. Journal of Social 
Medicine  (5-6), 1976. 

59. Frankenhauser M. Psychobiological aspects of life stress. In: S. Le-
vine, Ursin H, eds. Coping and Health. New York: Plenum Press, 
1980. 

60. Freudenberger HJ. Burnout: Contemporary issues, trends, and con-
cerns. In: Farber BA, ed. Stress and burnout. New York: Anchor Press, 
1983. 

61. Gestegård B, Reimer B. Att vara präst (To be a minister). In Swedish: 
Beteendevetenskapliga institutionsgruppen, Lunds universitet., 1976. 

62. Grawitch MJ, Gottschalk M, Munz DC. The Path to a Healthy Work-
place. A critical Review Linking Healthy Workplace Practices, Em-
ployee Well-being and Organizational Improvements. Consulting Psy-
chology Journal: Practice and Research 58 (3): 129-147, 2006. 

63. Grossi G, Perski A, Evengård B, Blomkvist V, Orth-Gomér K. Physio-
logical correlates of bunout among women. Journal of Psychosomatic 
Research 55: 309-316, 2003. 

64. Hansson A-S. Kyrkan som arbetsplats. Ett utvecklingsprojekt om 
psykosocial arbetsmiljö i Svenska kyrkan (The Church as a working 
place. A project of development of psychosocial work environment in 
the Church of Sweden). In Swedish. Vol. 42. Uppsala: IPF 1999. 

65. Hansson A-S. Psychosocial Work Environment in the Church of Swe-
den. Nonprofit Management & Leadership 16 (3): 329-343, 2006. 

66. Hansson P, ed. Church Leadership. Uppsala: Tro & Tanke 1997:6, 
1997. 



 65 

67. Hansson P. Steering and Culture. Journal of Empirical Theology 6 (1): 
77-92, 1993. 

68. Hansson P, Andersen JA. The Swedish Vicar and Change. A Problem-
atic Mismatch. The Journal of Empirical Theology 12 (1): 43-56, 
2001. 

69. Hasson D. Stress Management Interventions and Predictors of Long-
term Health. Prospectively Controlled Studies on Long-term Pain Pa-
tients and a Healthy Sample from IT-and Media Companies. Acta Uni-
versitatis Upsaliensis, 2005. 

70. Hasson D, Arnetz BB, Theorell T, Anderberg UM. Predictors of self-
rated health: a 12-month prospective study of IT and media workers. 
Population Health Metrics 4 (8), 2006. 

71. Hasson H. Nursing Staff Competence, Psychosocial work Environ-
ment and Quality of Elderly Care: impact of an Educational Interven-
tion, Uppsala University, 2006. 

72. Heim C, Ehlert U, Hellhammer D. The potential role of hypocorti-
solism in the pathophysiology of stress-related bodily disorders. Psy-
choneuroendocrinology 25 (1): 1-35, 2000. 

73. Hensing G, Alexanderson K. The association between sex segregation, 
working conditions and sickness absence among employed women. 
Occupational Environment Medicine 61 (2): 7- 2004. 

74. Hensing G, Alexanderson K, Allebeck P, Bjurulf P. How to measure 
sickness absence? Literature review and suggestion of five basic meas-
ures. Scandinavian Journal of Social Medicine 26 (2): 133-144, 1998. 

75. Hertting A. The Health Care Sector: A Challenging or Draining Work 
Environment., Karolinska Institutet, 2003. 

76. Hertzberg F, Mausner B, Snyderman B. The Motivation to Work. New 
York: Wiley, 1959. 

77. Hogstedt C, Bjurvald M, Marklund S, Palmer E, Theorell T, eds. FHI-
rapport 2004:15: Den höga sjukfrånvaron � sanning och konsekvens 
(The High Incidence of Sickness Absence � Facts and Consequences). 
In Swedish. Stockholm: Statens Folkhälsoinstitut, 2004. 

78. Holstein JA, Gubrium JF. Inside interviewing: New lenses, new con-
cerns In: Holstein JA, Gubrium JF, eds. Inside interviewing new 
lenses, new concerns (pp. 3-30). Thousand Oaks: Sage Publications, 
2003. 

79. House J, Kahn RL. Measures and concepts of social support. In: Cohen 
S, Syme SL, eds. Social support and health. New York: Academic 
Press, 1985. 

80. Hvenmark J. Varför slocknar elden? Om utbrändhet bland chefer i 
ideell verksamhet (Why does the fire die out? Burnout among manag-
ers in non profit organizations). In Swedish. Stockholm: EFI (Ekono-
miska forskningsinstitutet), Handelshögskolan. Stockholm School of 
Economics, EFI, 2001. 

81. James lR, Brett JM. Mediators, moderators, and tests for mediation. 
Journal of Applied Psychology 69 (2): 307-321, 1984. 

82. Jansson von Vultée P. Physicians' Work Environment and Health, 
Uppsala University, 2004. 

83. Jayratne S, ed. The antecedents, consequences, and correlates of job 
satisfaction. In Handbook of organizational behavior. New York: Mar-
cel Dekker, p. 111-140, 1993. 



 66 

84. Johannisson K. Modern Fatigue: A historical Perspective. In: Arnetz 
BB, Ekman R, eds. Stress in Health and Disease. Weinheim: Wiley-
VCH Verlag, pp. 3-19, 2006. 

85. Johansson G, Lundberg I. Sjukflexibilitetsmodellen � utgångspukter 
och resultat (The model of sickness flexibility � purposes and results). 
In Swedish. In: Marklund S, Bjurvald M, Hogstedt C, Palmer E, Theo-
rell T, eds. Den höga sjukfrånvaron � problem och lösningar (The 
High Insidence of Sickness Absence � Problems and Solutions). 
Stockholm: Arbetslivsinstitutet, 2005. 

86. Kagan A, Levi L. Health and Environment - psychosocial stimuli: a 
review. Social Science of Medicine 8: 225-241, 1974. 

87. Kahn RL, Byosiere P. Stress in organizations  In: Dunnette MD, 
Hough LM, eds. Handbook of Industrial and Organizational Psychol-
ogy. Vol. III. 2 ed: Consulting Psychologists Press, Inc Palo Alto, Cali-
fornia, 1992. 

88. Kallenberg K, Larsson G. Människans hälsa � livsåskådning och per-
sonlighet (Health of man � philosophy of life and personality). In 
Swedish. Stockholm: Natur och Kultur, 2004. 

89. Karasek R, Theorell T. Healthy work: stress, productivity and the re-
construction of working life. New York: Basic Books Inc. Publishers, 
1990. 

90. Karasek RA. Lower health risk with increased job control among 
white collar workers. Journal of Organisational Behaviour 11 (2): 171-
85, 1990. 

91. Kivimäki M, Head J, Ferrie JE, Shipley MJ, Vahtera J, Marmot MG. 
Sickness absence as a global measure of health: evidence from mortal-
ity in the Whitehall II prospective cohort study. British Medical Jour-
nal 327 (7411): 364, 2003. 

92. Kivimäki M, Vahtera J, Pentti J, Ferrie JE. Factors underlying the ef-
fect of organizational downsizing on health of employees: longitudinal 
cohort study. British Medical Journal 320 (7240): 971-75, 2000. 

93. Kivimäki M, Vahtera J, Thomson J. Psychosocial factors predicting 
employee sickness absence during economic decline. Journal of Ap-
plied  Psychology 82 (6): 858-72, 1997. 

94. Kristensen TS. Sickness absence and work strain among Danish 
slaughterhouse workers: an analysis of absence from work regarded as 
coping behaviour. Social Science of Medicine 32: 15-27, 1991. 

95. Kristensen-Sondergaard T. Challenges for research and prevention in 
relation to work and cardiovascular diseases. Scandinavian Journal of 
Work Environment and Health. 25 (6): 550-557, 1999. 

96. Kyrkoordning. Kyrkoordning för Svenska kyrkan (Church Ordinance). 
Stockholm: Verbum, 1999. 

97. Lazarus RS. Coping theory and research: past, present, and future. 
Psychosomatic Medicine 55: 234-247, 1993. 

98. Lazarus RS, Folkman S. Stress, appraisal, and coping. New York: 
Springer, 1984. 

99. Levi L. Definitions and conceptual aspects of health in relation to 
work. In: Kalimo R, El-Batawi MA, Cooper CL, eds. Psychosocial 
factors at work and their relation to health. Geneva: World Health Or-
ganization, 1987. 

100. Levi L. Stress och hälsa (Stress and Health). In Swedish. Stockholm: 
Skandia, 2001. 



 67 

101. Levi L. Work, worker and well-being: an overview. Work and Stress 8 
(2): 79-83, 1994. 

102.  Lindberg P. The work ability continuum, Karolinska Institutet, 2006. 
103. Lindström B, Eriksson M. Contextualizing salutogenesis and An-

tonovsky in public health development. Health Promotion International 
21 (3): 238-244, 2006. 

104. Lundberg U. Samspelet individ, samhälle, livsstil och biologi (The 
relationship between individual, society, lifestyle and biology). In 
Swedish. In: Ekman R, Arnetz B, eds. Stress: individen - samhället - 
organisationen - molekylerna (Stress:  the individual � the society � 
the organization � the molecules). 2 ed. Stockholm: Liber, pp. 269-
281, 2005. 

105. Manning MR, Fusilier MR. The relationship between stress and health 
care use: an investigation of the buffering roles of personality, social 
support and exercise. Journal of Psychosomatic Research 47 (2): 159-
173, 1999. 

106. Marklund S, Bjurvald M, Hogstedt C, Palmer E, Theorell T, eds. Den 
höga sjukfrånvaron � problem och lösningar (The High Incidence of 
Sickness Absence � Problems and Solutions). In Swedish. Stockholm: 
Arbetslivsinstitutet, 2005. 

107. Marmot M, Feeney A, Shipley M, North F, Syme SL. Sickness ab-
sence as a measure of health status and functioning: from the UK 
Whitehall II study. Journal of Epidemiology and Community Health 
49 (2): 124-130, 1995. 

108. Maslach C. Burnout, the Cost of Caring. Englewood Cliffs, N.J.: Pren-
tice-Hall, 1982. 

109. Maslach C, Jackson SE. The Measurement of Experienced Burnout. 
Journal of Occupational Behaviour 2 (1): 99-113, 1981. 

110. Maslach C, Leiter MP. The Truth About Burn Out: How organizations 
cause personal stress and what to do about it. San Franciso,: CA: 
Jossey-Bass,, 1997. 

111. McCue JD. The effects of stress on physicians and their medical prac-
tice. New England Journal of Medicine 306: 458-463, 1982. 

112. McEwen BS. Stress, adaption and disease. Allostasis and allostatic 
load. Annals of the New York Academy of Sciences 840: 33-44, 1998. 

113. McVicar A. Workplace stress in nursing: A literature review. Journal 
of Advanced Nursing 44 (6): 633-642, 2003. 

114. Medin J, Alexanderson K. Begreppen Hälsa och hälsofrämjande - en 
litteraturstudie (The concepts of Health and health promoting - a liter-
ary review). In Swedish. Lund: Studentlitteratur, 2000. 

115. Michie S, Williams S. Reducing work related psychological ill health 
and sickness absence: a systematic literature review. Occupational and 
Environmental Medicine 60 (1): 3-9, 2003. 

116. Miles MB, Huberman AM. Qualitative Data Analysis. A sourcebook 
of New Methods. Beverly Hills: Sage, 1984. 

117. Mykletun RJ, Wickström G. Integration of quantitaive and qualitative 
methods in intervention research. Arbete och Hälsa (Work and 
Health), National Institute for Working Life 10, 2000. 

118. Nilsson I, Petterson HI. Medicinens idéhistoria (The history of ideas of 
medicine). In Swedish. Borås: SNS Förlag, 1998. 



 68 

119. Nordenfelt L. Livskvalitet och hälsa. Teori och kritik (Quality of life. 
Theory and criticism). In Swedish. Stockholm: Almqvist & Wiksell, 
1991. 

120. Nordenfelt L. On the Nature of Health. An Action-Theoretic Ap-
proach. Dordrecht/Boston/Lancaster/Tokyo: D.Reidel Publising Com-
pany, 1987. 

121. Nowak R. Windows on the brain: Cortisol secretion and depression. 
Journal of NIH Research (3): 62-67, 1991. 

122. Ohlson CG, Söderfeldt M, Söderfeldt B, Jones I, Theorell T. Stress 
Markers in Relation to Job Strain in Human Service Organizations. 
Psychotherapy and Psychosomatics 70 (5): 268-275, 2001. 

123. Orth-Gomér K. Women and heart disease: New evidence for psycho-
social, behavioral and biological mediators of risk and prognosis. In-
ternational Journal of Behavioral Medicine 8 (4): 251-269, 2001. 

124. Orth-Gomér K, Johnson JV. Social network interaction and mortality. 
A six year follow-up study of a random sample of the Swedish popula-
tion. Journal of Chronic Disorder 40: 949-957, 1987. 

125. Palmer E. Sjukskrivningen i Sverige � en översikt (Sickness absence in 
Sweden � an outline) In Swedish. In: Hogstedt C, Bjurvald M, Mark-
lund S, Palmer E, Theorell T, eds. Den höga sjukfrånvaron � sanning 
och konsekvens (The High Incidence of Sickness Absence � Facts and 
Consequences). Vol. 15. Stockholm: Statens Folkhälsoinstitut, 2004. 

126. Peterson C, Park N, Seligman M.E.P. Greater strengths of character 
and recovery from illness. The Journal of Positive Psychology 1 (1): 
17-26, 2006. 

127. Petterson I-L, Arnetz BB. Psychosocial stressors and well-being in 
health care workers. The impact of an intervention program. Social 
Science and Medicine 47 (11): 1763-1772, 1998. 

128. Petterson IL, Arnetz BB. Measuring psychosocial work quality and 
health: Development of health care measures of measurement. Journal 
of Occupational Health Psychology 2: 229-241, 1997. 

129. Pettersson P. Kvalitet i livslånga tjänsterelationer � Svenska kyrkan ur 
ett tjänsteteoretiskt och religionssociologiskt perspektiv (Quality in li-
felong service relationships. The Church of Sweden viewed from a 
service � theoretical and sociology of religion perspective). In Swe-
dish., Karlstad University, 2000. 

130. Riksförsäkringsverket. Socialförsäkringsboken 2000. Efter 55 � väl-
färd, arbete och fritid (The social insurance book 2000. After 55 � wel-
fare, work and leisure). In Swedish. Stockholm: Riksförsäkringsverket 
( National Swedish Social Insurance Board), 2000. 

131. Riksrevisionen. Vård och omsorg för äldre: analys av problem och 
förslag till statliga åtgärder (Elderly care: analysis of problems and 
suggestions for government measures). In Swedish. Stockholm: 
Riksrevisionsverket, 2003  

132. Rose LD, Lawlis GF. The nurse: A helping personality? Journal of 
Multivariate Experimental Personality and Clinical Psychology 1 (3): 
165-175, 1975. 

133. Rugulies R, Christensen KB, Borritz M, Villadsen E, Bültmann U, 
Kristensen TS. The contribution of the psychosocial work environment 
to sickness absence in human service workers: Results of a 3-year fol-
low-up study. Work & Stress 21 (4): 293-311, 2007. 



 69 

134. Ryff CD, Singer BH. The positive health: Connecting well-being with 
biology Philosophical Transactions of the Royal Society of London 
359: 1383-1394, 2004. 

135. Sand Å. Nurses' personalities, nursing-related qualities and work satis-
faction: a 10-year perspective. Journal of Clinical Nursing 12: 177-
187, 2003. 

136. Sauter S, Lim S, Murphy L. Organizational health. A new paradigm for 
occupational stress research at NIOSH. Japanese Journal of Occupa-
tional Mental Health 4: 248-254, 1996. 

137. SBU. Sjukskrivning � orsaker, konsekvenser och praxis. En systema-
tisk litteraturöversikt (Sickness absence � causes, consequences and 
practice. A systematic literature review). In swedish. Vol. 167. Stock-
holm: Statens beredning för medicinsk utvärdering, SBU (The Swed-
ish Council on Technology Assessment in Health Care), 2003. 

138. Negativ stress och ohälsa - inverkan av höga krav, låg egenkontroll och 
bristande socialt stöd  (Negtive Stress and Illness - the effects of high 
demands, low control and lack of social support). Information om ut-
bildning och arbetsmarknad 2001:2. Arbetsmiljöverket (Swedish Work 
Environment Authority) Örebro, pp. 151-164, 2001. 

139. Seligman MEP. Helplessness: on depression, development and death. 
San Francisco: W.H. Freeman, 1975. 

140. Selye H. The stress of life. New York: McGraw-Hill, 1976. 
141. Siegrist J. Adverse health effects of high effort-low reward conditions. 

Journal of Occupational Health Psychology 1 (1): 27-41, 1996. 
142. Smirthwaite G. Orsaker till skillnader i kvinnors och mäns sjukskriv-

ningsmönster. RFV analyser (Causes to differences in patterns of sick-
listing among women and men.)  Stockholm: Riksförsäkringsverket 
(RFV), 2004. 

143. Socialstyrelsen. Folkhälsorapport 2005 (Report on Public Health 2005, 
the National Swedish Board of Health and Welfare). In Swedish. 
Stockholm, 2005. 

144. Straarup J. En kyrka för vanligt folk (A church for the people). In 
Swedish. Svenska kyrkans utredningar. (1), 1997. 

145. Stålhammar B. Some Reflections Concerning the Vicar as a Leader of 
Three Organizations in One. In: Hansson P, ed. Church Leadership. 
Vol. 1997:6. Uppsala: Tro & Tanke, pp. 204-217, 1997. 

146. Suls J, David JP, Harvey JH. Personality and coping: three generations 
of research. Journal of Personality 64 (4): 711-735, 1996. 

147. Sverke M, Hallgren J, Öhrming J. Organizational restructuring and 
health care work: a quasi experimental study. In: Le Blanc, P, Peeters, 
M, eds. Organizational psychology and health care: European contri-
butions. München: Rainer Hampp Verlag, 1999. 

148. Sverke M, Hellgren J, Näswall K. No Security: A Meta-Analysis and 
Review of Job Insecurity and Its Consequences. J Occup Health Psy-
chol. 7 (3): 242-64, 2002. 

149. Taylor P. Aspects of Sickness Absence. In: Gardner AW, ed. Current 
Approaches to Occupational Medicine. Bristol: John Wright & Sons 
Ltd, pp. 322-38, 1979. 

150. Taylor P. Personal factors associated with sickness absence. British 
Journal of Industry Medicine 25: 106-18, 1968. 

 
 



 70 

151. Theorell T. Att kunna utöva kontroll över sin egen situation � en 
förutsättning för hantering av upprepad och uttalad negativ stress (To 
use control in one's own situation � a requirement for coping of re-
peated and negative stress). In Swedish. In: Ekman R, Arnetz B, eds. 
Stress: Individen, Samhället, Organisationen, Molekylerna (Stress: the 
Individual � the Society � the Organization � the Molecules). Vol. 2. 
Stockholm: Liber, pp. 282-291, 2005. 

152. Theorell T. Prolactin � A hormone that mirrors passiveness in crisis 
situations. Integrative Physiological Behaviour Science 27 (1): 32-38, 
1992. 

153. Theorell T, Karasek R, Eneroth P. Job strain variations in relation to 
plasma testosterone fluctuations in working men - a longitudinal study. 
Journal of Intern Medicine 227 ((1)): 31-6, 1990. 

154. Thomsen S. Stress, Satisfaction, and Quality: Studies of Organizational 
Well-Being in Health Care, Karolinska Institutet, 2000. 

155. Thorslund M, Bergmark Å, Parker M. Difficult decisions on care and 
services for elderly people: the dilemma of setting priorities in the wel-
fare state. Scandinavian Journal of Social Welfare 6: 197-206, 1997. 

156. Ursin H, Eriksen H. "The Cognitive Activation Theory of Stress". Psy-
choneuroendocrinology 29 (5): 567-592, 2004. 

157. Vahtera J, Kivimäki M, Pentti J. Effect of organisational downsizing 
on health of employees. The Lancet 350 (9085): 1124-28, 1997. 

158. Vahtera J, Kivimäki M, Pentti J, Linna A, Virtanen M, Virtanen P, 
Ferrie JE. Organisational downsizing, sickness absence and mortality: 
10-town prospective cohort study. British Medical Journal 328 (7439): 
555-559, 2004. 

159. Vahtera J, Kivimäki M, Pentti J, Theorell T. Effect of change in the 
psychosocial work environment on sickness absence: A seven-year fol-
low up of initially healthy employees. Journal of Epidemiology and 
Community Health 54 (7): 484-493, 2000. 

160. Vahtera J, Pentti J. The effect of objective job demands on registered 
sickness absence spells; do personal, social and job-related resources 
act as moderators? Work & Stress 10: 286-308, 1996. 

161. Westlander G. Arbete och livssituation (Work and situation of life). In 
Swedish. Stockholm: PA-rådet (The Board of Personal Administra-
tion), 1977. 

162. WHO. Constitution of The World Health Organization. New York: 
World Health Organization (WHO), 1946. 

163. WHO. The Ottawa charter for health promotion. Kopenhagen: WHO, 
1986. 

164. Wiholm C, Arnetz BB. Musculoskeletal symptoms and headaches in 
VDU users � a psychophysiological study. Work & Stress 11 (3): 239-
250, 1997. 

165. Wikman A. Arbetsliv och sjukfrånvaro (Working life and sickness 
absence). In: Hogstedt C, Bjurvald M, Marklund S, Palmer E, Theorell 
T, eds. Den höga sjukfrånvaron � sanning och konsekvens (The High 
Incidence of Sickness Absence � Facts and Consequences). In Swed-
ish. Stockholm: Statens Folkhälsoinstitut, 2004. 

 
 
 
 



 71 

166. Vingård E, Lindberg P, Josephson M, Voss M, Heijbel B, Alfredsson 
L, Stark S, Nygren A. Long-term sick-listing among women in the 
public sector and its associations with age, social situation, lifestyle, 
and work factors: a three-year follow-up study. Scandinavian Journal 
of Public Health 33 (5): 370-375, 2005. 

167. Voss M, Floderus B, Diderichsen F. Physical, psychosocial and organ-
isational factors relative to sickness absence: a study based on Sweden 
Post. Occupational and Environmental Medicine 58 (3): 178-184, 
2001. 

168. Voss M, Stark S, Alfredsson L, Vingård E, Josephson M. Comparisons 
of self-reported and register data on sickness absence among public 
employees in Sweden. Occupational and Environmental Medicine 
Aug. 2007, 2007. 

169. Währborg P. Stress och den nya ohälsan. (Stress and the new ill-
health). Stockholm: Natur och Kultur, 2002. 

 
 



Acta Universitatis Upsaliensis
Digital Comprehensive Summaries of Uppsala Dissertations
from the Faculty of Medicine 348

Editor: The Dean of the Faculty of Medicine

A doctoral dissertation from the Faculty of Medicine, Uppsala
University, is usually a summary of a number of papers. A few
copies of the complete dissertation are kept at major Swedish
research libraries, while the summary alone is distributed
internationally through the series Digital Comprehensive
Summaries of Uppsala Dissertations from the Faculty of
Medicine. (Prior to January, 2005, the series was published
under the title “Comprehensive Summaries of Uppsala
Dissertations from the Faculty of Medicine”.)

Distribution: publications.uu.se
urn:nbn:se:uu:diva-8715

ACTA

UNIVERSITATIS

UPSALIENSIS

UPPSALA

2008


	Abstract
	List of Papers
	Contents
	Abbreviations
	Preface
	1. Introduction
	Why this subject?
	1. 1 Aims of the thesis

	2. Theoretical framework
	2.1 Psychosocial work environment
	A short introduction to the complexity of psychosocial work environment
	Stress perspectives

	Stressors
	Stress reactions
	Mediating factors
	Modifying factors

	2.2 Health and well-being
	Health concepts
	Measuring health
	Sickness absence and work ability

	2.3 Organizational health
	2.4 Settings
	The Church of Sweden
	Elderly care


	3. Materials and Methods
	3.1 Qualitative and quantitative methods
	3.2 Designs, subjects and data collection
	Paper I
	Paper II
	Paper III
	Paper IV

	3.3 Measurements
	3.4 Qualitative analyses
	3.5 Statistical analyses

	4. Results
	4.1 Psychosocial work environment – Paper I
	4.2 Goal clarity work – Paper II
	4.3 Risk factors for stress-related sickness absence – Paper III
	4.4 Effects of organizational change – Paper IV

	5. Discussion
	5.1 Perceived stressors
	5.2 Perceived reactions to stressors in the work environment
	5.3 Individual and situational properties as modifying factors (resources)
	5.4 Consequences of stressors for individual and organizational health
	5.5 Methodological considerations

	6. Conclusions
	6.1 Implications for future research

	Acknowledgements
	References
	Acta Universitatis Upsaliensis

