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PREFACE

The ever-growing complexity of modern society has required that researchers
expand their collaboration across scientific disciplines. Interdisciplinary research
has the potential to yield insights and knowledge that cannot be achieved by research within an individual discipline. Although each discipline has its own concepts, theories, models, and methodologies that it uses to answer questions, the
convergence of perspectives from multiple disciplines may stimulate new, creative approaches to solving challenging research problems.
The need for interdisciplinary research was a motivating factor in the establishment of Institutionen för Hälsa och Samhälle (IHS) (the Department of
Health and Society) in 2002 at Linköping University, Sweden. IHS encompasses
medical, philosophical, and technical faculties, and is composed of six divisions:
Socialmedicin och folkhälsovetenskap (Social Medicine and Public Health Science), Rikscentrum för arbetslivsinriktad rehabilitering (National Centre for
Work and Rehabilitation), Sjukgymnastik (Physiotherapy), Allmänmedicin, Centrum för utvärdering av medicinsk teknologi, and Tema hälsa och samhälle
(Tema Health and Society).
Encouraged by the multidisciplinary research approach of IHS, scientists at
the six divisions participate in three strategic research arenas. These arenas offer
researchers from a variety of backgrounds a forum to expand their vocabulary
to understand each other and to develop and share concepts, theories, models
and methodologies, thus facilitating interdepartmental research. One of the
three research arenas is Strategies for Health, which is comprised of researchers
from the five divisions of the medical and philosophical faculties of IHS.
Strategies for Health research recognises that health is a broad concept, encompassing physical, mental, and spiritual dimensions. Health is fundamentally
interlinked with the physical, social, cultural, and economical environments surrounding people. This means that health can be promoted on different levels,
from individual to organisational and societal levels, and in arenas where people
live, work, and play, e.g. workplaces, schools, neighbourhoods, and communities.
Strategies for Health research addresses the interaction among society’s
many welfare actors and the strategies and policies they implement to influence
the health of individuals and populations. Intervention research is an integral
element of Strategies for Health, with the aim of producing knowledge about
problem analysis, design, implementation, and evaluation of interventions in
order to achieve effective and sustainable solutions. Another aspect of Strate-
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gies for Health research investigates socio-cultural beliefs and ideas individuals
and groups have concerning their abilities and opportunities to attain health,
and the strategies they use in order to improve and/or maintain their health.
This anthology is comprised of six papers, introducing readers to a variety
of topics relevant to the Strategies for Health arena. The papers are intended to
reflect the breadth of research conducted in Strategies for Health. The aim is to
contribute to a greater understanding of the concept of health and provide insights into some strategies for improvement of health and safety.
The opening paper by Lennart Nordenfelt, “Understanding the concept of
health,” sets the scene by stating that health is not simply the absence of disease, but a multidimensional concept. Nordenfelt explores a multitude of characterisations of health, comparing the medical (biostatistical) and holistic conceptions of health and disease. He argues that a holistic orientation to health is
most appropriate since health in medical practice and public health contexts is
considered something beyond the absence of or prevention of disease. Thus,
health is best interpreted along holistic lines of reasoning.
A holistic definition of health implies that there is a broad range of strategies
to promote health. The field of safety promotion has evolved from behavioural
strategies predominantly aiming at changing the individual’s behaviour, to
strategies that place more emphasis on modification of physical and social environments, often integrating different approaches in broad, multifaceted community-oriented programmes to promote safety at the population level. The paper “From ‘acts of God’ to safety promotion – A brief history of injury research” by Per Nilsen chronicles injury research’s evolution, from its “prescientific” era, when injuries were considered unpreventable random events, i.e.
“acts of God,” to the transformation of injury epidemiology into a science over
the latter half of the twentieth century.
The community-based approach to health and safety promotion represents a
shift in focus from individual accountability and “victim blaming” to explanations that also encompass social and environmental influences. However, despite wide application of community-based programmes during the last 30
years, there is a paucity of evaluations from which to obtain evidence regarding
the effectiveness of these programmes. In “The theory of community-based
health and safety programmes – A critical examination,” Nilsen scrutinises the
theory of the community-based approach to examine whether there are shortcomings in the theoretical underpinnings of this strategy that could explain the
lack of convincing evidence of effectiveness.
Communities are complex “open systems,” often making it difficult to reach
many subgroups. In contrast, the workplace constitutes a more clearly delineated environment, with ease of access to a large proportion of the adult population and established channels of communication. However, the workplace
brings together many groups and individuals who may have different priorities
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with regard to health and work, potentially yielding a conflict between the pursuit of productivity and improvement of health. In “Workplace health – Influences and interventions,” Kerstin Ekberg reviews key concepts, theories, and
models to explain the relationship between health and work. She also discusses
research findings concerning strategies to improve workplace health.
The workplace as an important determinant of health is further explored by
Hanna Arneson in “Empowerment and health enhancement in working life –
Framing the concept, reviewing the evidence.” Arneson discusses the concept
of empowerment and how this has been applied within the context of working
life. Empowerment is a concept that is shared across many disciplines, including
community development, psychology, education, management, and studies of
social movements and organisations, each contributing its own perspective to
the concept. In health promotion, empowerment is a foundational concept as it
constitutes a positive multi-factorial approach to health, typically being understood as a process through which people can gain greater control over decisions
and actions affecting their health. Arneson reviews empirical research findings
pertaining to empowerment in working life and its association with health, concluding the paper by outlining a number of key issues that require further research.
Despite the potential of the workplace as a setting for improving health and
safety, many Western countries have experienced high and/or increasing levels
of sickness absence and rising sickness insurance system costs. This development has prompted societal efforts to restore the health and functional ability of
people on sick leave. However, promoting return to work in ill workers is a
complex process that involves actions by and interaction between numerous
actors, including employers, health and medical services, and social services. In
her article, “Society-based strategies and management routines aimed at promoting return to work,” Elsy Söderberg looks at the strategies used by different
welfare actors and pinpoints crucial difficulties associated with these efforts.
Söderberg concludes her paper, and the entire anthology, by delineating important areas for further research.
Per Nilsen with Lennart Nordenfelt, Kerstin Ekberg, Hanna Arneson, and Elsy Söderberg
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UNDERSTANDING THE
CONCEPT OF HEALTH
LENNART NORDENFELT

On the value of health
Many people, in particular in modern times, have regarded health as one of the
most precious values in life. Health, as well as longevity, should, they think, be
protected and enhanced as much as possible. Thus, the art and science of medicine has received a crucial place in the modern, both Western and Eastern, society. Doctors and other health workers are important people. They are highly
regarded and they are well paid in most countries. In certain circles they have
replaced the priests or even the gods of old times, with the power to prolong
life.
Along with the growing stature of health care providers in modern society,
we can also see the rapid development of health promotion, a movement which
is partly but not wholly connected to the development of medicine. Health promoters of various kinds play roles as advisors and supporters to many modern
people. Commercial industry has followed in these steps. Huge amounts of
goods that purport to be beneficial for one’s health have been marketed and
successfully put up for sale.
This marketing of good health has not always been a prevalent social value.
During medieval times in Western Europe one’s life on earth was not the important life. This life was only a preparation for the eternal life to follow, together with God. Thus, health in this life did not have the utmost value. It was
much more important to successfully prepare oneself for the eternal life and
thus live in accordance with the duties indicated in the holy literature, in particular the Bible.
Moreover, most philosophers in Western cultures have preached other virtues than the healthy life. The great Plato from the fourth century BC, for instance, said that we should not concentrate our interest and ambition on our
own health or on questions on health and disease. When people concentrate on
their own health and want to consult a doctor at all times this is a sign of unsound conditions in the state. Neither should doctors be given power over people. People should never leave the responsibility for their lives in the hands of
other people.
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Today, however, we find in most Western countries a great attention to
health matters. In my own country, Sweden, several investigations have been
made about this phenomenon. The best known studies have been performed by
the Swedish professor of religious philosophy, Anders Jeffner (see Kallenberg et
al., 1997). In his studies Jeffner asked a representative sample of Swedes to
identify the attributes that they valued most in their lives. A vast majority of
these people put health on top of their lists, followed by attributes such as
wealth, participation in cultural activities, high social status, good family relations and world peace!
Is there a good explanation of this phenomenon, where health is considered
the best attribute one can have in one’s life? Indeed, I think there is such an explanation. Sweden is probably the most secular country in the world, even in
comparison with the post-communist states, where atheism was officially
preached. It is rare that Swedes expect a life after death. Thus, practically all
their attention is focused on the problems of this life on earth and on having
the best conditions to live this life. Health is, not unexpectedly, believed to be
such a condition. Moreover, attainment of good health is now a possibility for
many, where, even fifty years ago, such an outcome was well beyond the imagination of many. One must remember that it is only during the last century, because of the development of medicine and health promotion, that it has become
possible to make radical improvements in the health status of people. Hygienic
conditions in the rich countries are now such that one can usually guarantee a
reasonably healthy life to their inhabitants. It has also become possible to cure
or prevent some of the most deadly diseases, such as smallpox and tuberculosis.
Thus, it is only recently that it has become possible to really hope for a radical
improvement of the health states of people in the world.
The purpose of this paper is, however, not to discuss the sociology of today’s health interest. I wish instead to contribute to the understanding of the
nature of health, which is the area where I have done most of my research. I
shall do this mainly by comparing two kinds of philosophies of health which are
dominant in the modern discussion. I shall argue in favour of one of these, viz.
a holistic understanding of health. It will be evident, I think, that this understanding is the more adequate one, especially in the light of what I have said
about people’s appreciation of health. Let me however first provide a more general sketch of the philosophy of health.
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Some historical theories of health
The varieties of health
Health is a notion primarily applicable to the entirety of a human’s well-being.
But there are more specific derivative notions of health. Ever since antiquity,
reinforced by the Cartesian distinction between body and mind, it has been
natural to separate somatic health from mental health. The interpretations of
mental health have varied over time. The ancient notion of mental health was
closely connected to morality, whereby the mentally healthy person was a person who lived a virtuous life, but this idea has lost most, though not all, of its
significance today. The idea of spiritual health is also current in the health science although it is not systematically recognised. Bernhard Häring is a leading
spokesman for a notion of health including a spiritual dimension, stating: “A
comprehensive understanding of human health includes the greatest possible
harmony of all of man’s forces and energies, the greatest possible spiritualisation of man’s bodily aspect and the finest embodiment of the spiritual” (1987,
page 154).
The various categories of health have connections to each other. Sometimes
bodily health has been given priority in the sense that it has been viewed as a
prerequisite for mental health. Galen (ca. 129-216/7) in some of his writings
attempted to explain mental properties of the person in terms of specific mixtures of the bodily parts (Galen, 1997). Consider also the ancient proverb: mens
sana in corpore sano (a healthy mind in a healthy body). In the modern discussion
about mental illness, one position, favoured in particular by medical doctors, is
that all mental illness has a somatic background, i.e. that all mental illnesses – if
they exist at all – are basically somatic diseases. The customary view, however,
also in Western medicine, is that a person can at the same time be somatically
healthy and mentally ill, or vice versa.
Health as balance
An extremely powerful idea in the history of medicine is the one that health is
constituted by bodily and mental balance. The healthy person is a person in balance, normally meaning that different parts and different functions of the human body and mind interlock harmoniously and keep each other in check. The
Hippocratic and Galenic schools (Hippocrates 460–380 BD and Galen 129-210
AD) were the first Western schools to develop this idea in a sophisticated way.
They stated that a healthy body is one where the primary properties (wet, dry,
cold, hot) of the body balance each other. In the medieval schools, following
Galen, this idea was popularised and formulated in terms of a balance between
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the four bodily humours: blood, phlegm, yellow bile, and black bile (Cp. humoural pathology).
The idea of balance remains strong in several non-Western medical traditions. The Yahurveda tradition in India, for instance, declares that there are
three humours acting in the body: breath (vata), bile (pitta), and phlegm (kapha).
The proportions of the three humours vary from person to person, and their
actions vary according to season, environment, the life-style of the individual,
and his or her diet. In good health the humours are in equilibrium. Disease is
the result of their imbalance (Singhal & Patterson, 1993).
Balance is a powerful idea also in modern Western thought, in particular
within physiology. The idea is then often to be recognised under the label of
homeostasis (the Greek word for balance). Walter Cannon’s (1871-1945) classical
work on homeostasis (1930) describes in detail how the various physiological
functions of the body control each other and interact in feedback loops in order
to prevent major disturbances.
The idea of balance or equilibrium (the Latin word for balance) has a rather
different interpretation in the writings of Ingmar Pörn. Here balance is a concept pertaining to the relationship between a person’s abilities and his or her
goals. The healthy person, according to Pörn, is the person who can realise his
or her goals and thus retain a balance between abilities and goals (see Health as
ability, below).
Health as well-being
It is an important aspect of health that the body and mind are healthy, both in
order and function. But we may ask for the criteria of such well-functioning.
How do we know that the body and mind function well? When is the body in
balance?
A traditional answer is that the person’s subjective well-being is the ultimate
criterion. Simply put: when a person feels well, then he or she is healthy. This
statement certainly entails problems, since a person can feel well and still have a
serious disease presenting. The general idea can, however, be modified to cover
this case too. The individual with a serious disease will sooner or later have
negative experiences such as pain, fatigue, or anguish. Thus, the ultimate criterion of a person’s health is his or her present or future well-being.
It is a difficult task to characterise the well-being constituting health. If one
includes too much in the concept there is a risk of identifying health with happiness. Indeed, a common accusation directed against the World Health Organisation (WHO) definition of health that it falls into this trap. Health cannot reasonably be identical with complete physical, mental, and social well-being, many
critics say. The absurd conclusion of this conception could be that all people
who are not completely successful in life would be deemed unhealthy.
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Some authors (for instance, Hans-Georg Gadamer) have pointed out that
phenomenological health (or health as experienced) tends to remain a forgotten
subject. Health is in daily life hardly recognised at all by its subjects. People are
reminded of their previous health first when it is being disrupted, when they
experience the pain, nausea, or anguish of illness. Health is “felt” only under
special circumstances, the major instance being after periods of illness when the
person experiences relief in contrast to the previous suffering.
Thus, although well-being or absence of ill-being is an important trait in
health, most modern positive characterisations of health have focused on other
traits. One such trait is health as a condition for action, i.e. ability. I will return
to this idea when I discuss holistic theories of health below.

Two contemporary streams of philosophy of health and
disease
As I said, two main streams of theories of health and disease have recently appeared in the arena. One main stream is sometimes called the medical one, or
the bio-statistical one. What is typical of philosophers within this stream is that
they claim that the concepts of health and disease and their allies – there is a
whole network of medical concepts including illness, injury, impairment, defect,
disability and handicap- are, or can be treated as, biological, or in certain cases
psychological, measurable concepts. “Health” and “disease” are biological concepts in the same sense as “heart” and “lung” and “blood-pressure” are biological concepts. In particular, there is, according to this position, nothing evaluative or subjective about the concepts of health and disease.
The other main stream in the philosophy of health involves a completely
opposing position regarding these basic matters. According to these philosophers, who are often called normativists or holists, health and disease are intrinsically value-laden concepts. They cannot be totally defined in biological or psychological terms, if these terms are supposed to be value-neutral. To say that
somebody is healthy means that this person is in a good state of body or mind,
the holist claims. And to say that somebody has attracted a disease is to say that
this person has attracted something which is bad for him or her.
What I have done so far is just to give a superficial and rough demarcation
of two lines of thought within this subject. It is very complicated to spell out
and disentangle the different versions of these lines of thought. At least on the
holistic side there are a number of versions. What I shall do here is rather to
simplify matters and concentrate on a specific version of each line of thought
and analyse them in more detail.
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Boorse’s biostatistical theory of health and disease
The choice of theory on the biological side is very easy. The articles by the
American Christopher Boorse have dominated the arena. They have also been
the target of most of the normative counterclaims. In presenting Boorse’s theory I shall use the most recent formulations made by Boorse himself in his long
defensive article, published in 1997, titled A Rebuttal on Health.
The aim of Boorse’s biostatistical theory of disease (BST) is to analyse the
normal-pathological distinction. In order to capture the modern Western concept of disease Boorse proposes an explication of the ancient idea that the normal is the same as the natural in saying that health is conformity to species design. In modern terms, Boorse says “species design is the internal functional
organization typical of species members, viz.: the interlocking hierarchy of functional processes, at every level from organelle to cell to tissue to organ to gross
behaviour, by which organisms of a given species maintain and renew their life”
(1997, page 7). All conditions which are called pathological by ordinary medicine are disrupted part-functions at some level of this hierarchy, he says.
With this general description as a background Boorse presents the following
definitions:
“1. The reference class is a natural class of organisms of uniform functional design; specifically, an age group of a sex of a species, such as the human being.
2. A normal function of a part or process within members of the reference
class is a statistically typical contribution by it to their individual survival and
reproduction.
3. A disease is a type of internal state which is either an impairment of normal
functional ability, i.e. a reduction of one or more functional abilities below
typical efficiency, or a limitation on functional ability caused by environmental agents.
4. Health is the absence of disease” (1997, page 7-8). 1
An action-theoretic theory of health and disease
Some of the theories on the holistic side also focus on goals, but they do so in a
very different way. They do not refer to biological goals but to goals in the or_______________________
Footnote 1: In my most recent formulations, for instance in Action, Ability and
Health, page 93, I use the locution “accepted circumstances” instead of “standard circumstances.”
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dinary human sense, viz. goals of intentional actions. When we intend to do
something we automatically intend to achieve a goal. Such a goal is not a goal of
just a particular organ. It is a goal of the whole human being. Thus, these theories are often called holistic theories.
It is significant that the holistic theories (HTH) consider the concept of
health to be the primary one and disease as a secondary concept. Health has its
basis on the level of the whole person. It is the person, not the individual organs, who is healthy. Let me put this general idea of health in the old way once
expressed by Galen, the famous Roman physician and philosopher from 200
AD: Health is a state in which we neither suffer from evil nor are prevented from the functions
of daily life. Let me then introduce my own specification of this general idea: A
person A is completely healthy, if and only if, A is in a mental and bodily state,
given standard circumstances, which is such that A has the second-order ability
to realise all his or her vital goals, i.e. the states of affairs which are necessary
and together sufficient for A’s minimal happiness in the long run.
According to the HTH a person is to some extent ill when he or she does
not fully possess such ability. A state of illness can have various causes within
the person’s body or mind. Such causes of ill health as are common or typical
are what we designate as diseases. Thus, diseases, according to the HTH, are
such bodily and mental states of affairs that contribute to their bearer’s ill
health.
Two kinds of phenomena have a central place in traditional holistic accounts
of health and illness. First, the presence of a certain kind of feeling, of ease or
well-being in the case of health, and of pain or suffering in the case of illness;
second the phenomenon of ability or disability, the former an indication of
health, the latter of illness. These two kinds of phenomena are in many ways
interconnected. There is first an empirical, causal connection. A feeling of ease
or well-being contributes causally to the ability of its bearer. A feeling of pain or
suffering may directly cause some degree of disability. Conversely, a subject’s
perception of her ability or disability greatly influences her emotional state.
In my own analysis I make an assumption of a strong connection between
suffering and disability, where suffering is taken to be a highly general concept
covering both physical pain and mental distress. A person cannot experience
great suffering without evincing some degree of disability. But the converse relation does not always hold: a person may have a disability, and even be disabled
in several respects, without suffering. There are, for instance, paradigm cases of
ill health where suffering is absent. One obvious case is that of coma, when a
person does not feel anything at all. Another concerns certain mental disabilities
and illnesses. In general, when a patient cannot reflect properly on her own
situation, then her disabilities need not have suffering as a consequence. In
short, therefore, wherever there is great suffering there is disability, but the converse is not true.
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These observations imply that the concept of disability must have a more
central place in the defining characterization of ill health than the corresponding
concept of suffering. If one of these notions is essential to the concept of ill
health it must be disability. This conclusion does not deny the extreme importance of pain and suffering – as experiences and not just as causes of disability –
in most instances of ill health.
Towards an assessment of the BST and the HTH
Consider now the two theories which we are going to compare.
I. The BSTapproach. A is completely healthy, if and only if, all organs of A
function normally, i.e. make their species-typical contribution to the survival of
the individual and the species, given a statistically normal environment. A disease is a subnormal functioning of a bodily or mental part of the human being.
II. The HTH approach. A is completely healthy, if and only if, A is in a bodily
and mental state which is such that A is able to achieve all his or her vital goals,
given standard circumstances. A disease is a bodily or mental process which
tends to reduce the health (as holistically understood) of the human being.
What are the criteria for assessing concepts of health, illness and disease? By
what standards can we say that either of the two theories is superior to the
other?
There are several possible criteria for assessing the concepts. I will here only
choose two, but I think important, criteria: usefulness in medical practice and
usefulness in public health contexts. Let me then first consider the medical encounter, the encounter between a potential patient and a medical carer (a doctor,
a nurse or a paramedic). In order to do this I shall tell a short story.
1. A person approaches health care with a problem. John approaches his family
doctor with a problem. He says that he has been ill for some time. He has had
considerable pain in his stomach and this has prevented him from going to
work for a week. He says that he must have some disease. He cannot explain his
ill health otherwise. Here we see that John asserts that he is ill. He has not made
any inspection of his body in order to establish this fact. He has noticed his pain
(a pain which has no immediate external cause) and he observes that he is prevented from going to work. He assumes that there is a disease which is responsible for this problem.
2. The doctor diagnoses the problem and treats the patient. The doctor makes an examination of John. He tries to assess the nature of the problem and when he is
convinced about its nature, he seeks the causes of it. Given his medical training
he will in the first instance try to find the causes of the problem in the organic
functioning of John’s body. In short, he seeks some disease. It is however important here to see that he is not seeking a disease for its own sake. He is not
seeking any old malady. He wants to find the cause of the patient’s problem, primarily
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in terms of the disease language to be found in medical classifications and textbooks. Having found a disease that he believes to be the cause of the problem
he starts treating it lege artis, i.e. according to the recommendations of the contemporary art of medicine.
3. The patient is healthy again when he or she no longer has the problem. The medical
encounter is considered successful, in particular by John, when he no longer
feels the pain in the stomach and can go to work as usual.
This simple exposition of the typical successful medical encounter indicates
to me that the health concept used is a variant of the HTH. The establishment
of the fact that John is ill, in the first place, does not presuppose any internal
inspection on the organ level. John can himself (at least equally as well as the
doctor) determine that he is in a state of ill health. Ill health for John is when he
is in pain and unable to do something urgent for him, viz. go to work, given that
the circumstances are standard, i.e. not in themselves directly preventative.
Second, it is clear that health as assumed by the patient, as well as by the
health care personnel, is a state of affairs over and above the absence of disease. Health
has not been restored just because a disease has been cured. Normally, the patient is not completely healthy, i.e. he cannot go to work, until after a time of
recovery and rehabilitation. This also speaks in favour of the HTH interpretation of health.
Consider now an example taken from the field of general health promotion.
There are nowadays many health-promotive campaigns in all countries which
concern things such as healthy eating, physical exercise, moderate consumption
of alcohol and abstention from smoking. What are the underlying reasons for
these health promotion campaigns, according to the two models of BST and
HTH? Are both models equally successful in providing a philosophical foundation for this work? Let us call this question the case of general health-promotive programmes.
The answer to the question about which model motivates health promotion
efforts best is certainly dependent on how the situation is interpreted. A protagonist of the HTH would say that this case clearly speaks in favour of the
HTH. General health promotion, they would say, has not primarily to do with
the prevention of disease. The primary aim is that the subject should feel hale
and hearty and in general be able to achieve the things he or she is aiming for.
This goal certainly presupposes the prevention of all serious diseases. It need
not, however, presuppose the prevention of all pathology. Being fit and able is
clearly compatible with the presence of many trivial diseases.
A defender of the BST, on the other hand, would perhaps argue along the
following lines: It may be true that a general health-promotive programme need
not have identified a particular disease or range of diseases as its target. From
this does not follow, however, that the goal is not to prevent the incidence of
serious disease. In the case where abstention from smoke or alcohol is at issue it
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is clear that there are some salient diseases that the promoters have in mind.
Cardiac and respiratory diseases, as well as a number of cancers, are in focus in
the case of smoking. Neurological diseases, liver cirrhosis, and indeed physical
accidents are in focus in the case of grave alcohol abuse. If they aim for something more they are, one could argue, also some other kind of programme, for
instance, a “fitness programme,” which should be held logically separate from
the health promotion proper.
My answer to this, in favour of the HTH, is the following. It seems very artificial and implausible to say that broad health-promotive programmes, with
their very general recommendations concerning people’s lifestyle, are aiming at
disease prevention and nothing more. To say that the remaining part of the programme is logically unrelated to health seems to be a purely theoretical stipulation against the ordinary use of language. To adopt the BST as being the most
adequate theory to propel general health promotion would, I think, be to legislate against ordinary language.
This then completes my brief argument in favour of the holistic theory of
health.

On the relation between health and happiness
An important question remains to be answered. What is the relation between
health and happiness given a holistic approach? If health has to do with the realisation of a person’s vital goals then it seems as if health comes quite close to
happiness. But is this a sign that something is wrong with the holistic theory?
Before answering this question we may notice that there exists a celebrated
definition of health which comes even closer to identifying health with happiness. Let us refer again to the definition from WHO, which says that “health is
a state of complete physical, mental and social well-being and not merely the
absence of disease or infirmity.” This definition characterises an ideal state, a
state which is almost never reached by any human in the world. It is a utopian
definition, which could hardly be used in the context of ordinary health care. It
is also highly debatable whether it is at all adequate to capture the notion of
health.
My own attitude to conceptual analysis is that notions which are held apart
in ordinary language should also be held apart in a philosophical reconstruction
of these concepts. According to ordinary understanding health and happiness
are different. A healthy man can be unhappy, for instance because of financial
difficulties or because of the loss of a loved one. An unhealthy person can be
very happy. One can easily imagine even a dying person who is happy in the
presence of her family and in the firm conviction that she is soon going to meet
her God.
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So is there then a conceptual relation at all between health and happiness in
my view? Yes, there is and I think that this is also in accordance with the ordinary understanding. It is evident that health is normally conducive to happiness.
If one has the capabilities involved in health, if one can do most of the things
one wants to do, then it is quite likely that one is happy with life. Conversely, if
one is disabled and is in pain, then most probably one is quite unhappy. This all
follows from standard definitions of happiness where happiness is understood
as an emotion due to one’s recognition that the conditions in life are as one
would like them to be.
I do not only think that this holds as a matter of empirical fact. I also think
that one should define health as a state of affairs which tends to lead to a certain
degree of happiness. This is also what I do in my more technical characterisation to be found, for instance in the book Health, Science and Ordinary Language.

Conclusion
In this paper I have set out to discuss a set of topics related to our understanding of health. I have noticed the great interest dedicated to health by a majority
of Westerners of today and tried to formulate an explanation of this fact in
terms of the strong secular movement in the modern world, and also in terms
of the medical development. After an introduction of historical approaches, I
described two major competing conceptions of health and related concepts. I
have tried to compare a biostatistical theory of health and disease with a holistic
one. I have noticed the essential differences and similarities between the two
approaches. I have also initiated an assessment of the two conceptions, mainly
from the point of view of medical practice and public health.
My conclusions from this preliminary assessment are the following:
a) The health concept used in clinical practice is related to vital goals and
not just to survival. Moreover, health is something over and above the absence
of disease.
b) The health concept used in the context of general health promotion is, I
argue, much more naturally interpreted along holistic lines than along biostatistical lines.
Finally, I have commented on the relation between the notions of health
and happiness. I have argued for the case that these notions are separate, but
still related to each other. Health is in my view a typical, but indeed not necessary, contributor to happiness.
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FROM “ACTS OF GOD” TO
SAFETY PROMOTION – A
BRIEF HISTORY OF INJURY
RESEARCH
PER NILSEN

Introduction
Injuries constitute a major public health problem. Throughout the world, approximately 5 million people die annually as a result of injuries (WHO, 2002).
This figure is expected to increase to more than 8 million people in 2020. As
deaths from infectious diseases have declined, injuries have become the third
leading cause of overall mortality and the leading cause of death among the 1 to
40 year old age group in industrialised countries (WHO, 2004). However, fatal
injuries are only part of the picture. Millions of people are injured each year and
survive. For every death due to injury in Sweden, there are approximately 30
hospitalisations and 200 out-patient injuries treated at emergency departments
(SRV, 2004).
For many who experience an injury, it causes temporary pain and inconvenience, but for some, an injury leads to disability, chronic pain, and a profound
change in lifestyle. An injury affects more than just the individual injured; it affects everyone who is involved in the injured person’s life. With a fatal injury,
family, friends, co-workers, employers, and other members of the injured person’s community feel the loss. In addition to experiencing grief, they may experience a loss of income and/or the loss of a primary caregiver. With a nonfatal injury, family members are often called upon to care for the injured person,
which can result in stress, time away from work, and lost income. Friends of the
injured may be called upon to help out and the injured person’s employer may
struggle with temporary or permanent replacements. Others in the community
such as neighbours, volunteer groups, and religious organisations, may also feel
the effects of the injury.
Although the greatest cost of injury is caused through human suffering and
loss, the financial costs associated with injuries are far from trivial. Almost 50%
of the world’s injury-related mortality occurs in young people, aged between 15
and 44 years, who comprise the most economically productive members of the
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global population (WHO, 2002). Limited societal resources are required to treat
and rehabilitate injured workers. Societal costs are incurred when injuries take
place, as absenteeism leads to a loss of productivity and the previously discussed
intangible costs affect injured workers and their social networks.
This text provides a brief account of the evolution of injury research. While
injuries have been a leading cause of death and disability throughout the history
of mankind, they were not scientifically studied until well into the twentieth century. The most influential factor delaying scientific attention to injuries was
probably the notion that they are unpreventable random events. William Haddon, Jr. observed in 1968 that the injury field “still includes the only substantial,
remaining categories of human morbidity and mortality still viewed by most
laymen and professionals alike in essentially pre-scientific terms” (Haddon,
1968, page 1431). However, the pioneering work of Haddon and other injury
researchers transformed how injury was conceptualised. With evolving understanding of injury in scientific terms, opportunities for prevention of injury became possible.

Chance or fault
For centuries, injuries were regarded either as random, unpredictable, and unavoidable “acts of God” or as untoward consequences of human malevolence
or carelessness (Reason, 2000). However, with the advent of industrialisation in
the nineteenth century, environmental risk factors for injury became more discernible and the challenges of “accident prevention” began to receive attention
(Bonnie & Gayer, 2002). The industrial revolution led to urbanisation and the
development of factories. These environments produced new hazards, significantly increasing the injury risk, to the extent that injuries became an accepted
part of ordinary life (Berger & Mohan, 1996).
Political movements for worker protection developed in Europe in the midnineteenth century and later in America, yet injuries were considered an unavoidable consequence of economic development, a perspective which is an
ongoing issue in the developing countries of the world even today. Although
interest in work and road environment safety grew over the course of the nineteenth century, systematic scientific inquiry was rare as injury was predominantly considered in terms of chance and fault (Stevenson et al., 2004).
For much of the first half of the twentieth century, injury research focused
mainly seeking to identify human errors that led to injury. The research was
based on the premise that people who were injured were careless, stupid, or indifferent (AAP, 1997). In keeping with the level of knowledge of the day, interventions focused exclusively on the implementation of educational measures in
order to eradicate careless behaviour (Waller, 1989).
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This emphasis on individual responsibility has been attributed to the highly
individualistic, independent frontier America. The focus on educating people
how to avoid accidents is understandable given the historical settings of sparsely
populated areas where formal societal structure was still lacking and where people made their own tools and built their own houses (Christoffel & Gallagher,
1999). Another reason for the person-oriented approach may lie in the emergence of the new field of psychiatry, which emphasised emotional antecedents
to life events (Waller, 1994). The “theory of accident proneness,” devised in the
1920s, postulated that people were subconsciously “accident prone.” According
to this theory, some individuals possess certain stable properties that make them
particularly liable to accidents. A consequence of the theory was the notion that
accidents should be prevented by selecting individuals, e.g. by using various
testing procedures, and allocating them tasks that are appropriate. However, it
proved difficult to distinguish accident-proneness properties of the individual
from variations in exposure to hazards in the environment (Harms-Ringdahl,
1993).

Biomechanics and epidemiology
The first changes to the prevailing attitude of attributing injuries to chance or
individual fault emerged in the 1940s with the work of Hugh De Haven, a pilot
and physiology researcher. In 1942, De Haven published a landmark paper in
War Medicine entitled “Mechanical Analysis of Survival in Falls from Heights of
Fifty to One Hundred and Fifty Feet.” De Haven had ruptured his liver, pancreas, and gall bladder in an airplane crash in 1919. During his convalescence,
he began to question the inevitability of injury as a result of aviation crashes.
However, he did not ask why his plane had crashed, but rather asked why he
had survived while another occupant had been killed (Winston, 2000). By investigating how people successfully survived falls of 50 to 150 feet, in some cases
with only minor injury, through proper dispersion of kinetic energy in amounts
as great as 200 times the force of gravity, De Haven demonstrated that damage
in an injury event was not inevitable. He concluded, “It is reasonable to assume
that structural provisions to reduce impact and distribute pressure can enhance
survival and modify injury within wide limits in aircraft and automobile accidents” (De Haven, 1942, as reproduced in Winston, 2000, page 68).
De Haven’s observations signalled the birth of the field of biomechanics
(Waller, 1989). Further work in this area was undertaken by Lieut. Col. John P.
Stapp. He conducted several experiments for the US Air Force on biomechanical influences at the time of crash events, as reported in “Human Tolerance to
Deceleration,” published in the American Journal of Surgery in 1957 (Stapp, 1957).
He is known for strapping himself into a rocket sled with a shoulder harness to
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test the ability of the harness to withstand energy transfer forces on rapid deceleration.
Changes in epidemiologic research in the 1940s and 1950s further developed
injury research. In the beginning of the twentieth century, work in epidemiology
focused on reducing the burden of infectious disease. However, the development of vaccines and antibiotics and their success in reducing infectious diseases led to a shift in emphasis in epidemiology to the investigation of chronic
diseases. As researchers began to search for new areas in which to conduct research, a few settled onto injuries (Haddon et al., 1964). Harvard epidemiologist
John E. Gordon saw that the study of injuries had many similarities to the study
of infectious diseases. Introducing the concept of injury epidemiology, Gordon
suggested in his 1949 paper “The Epidemiology of Accidents” in the American
Journal of Public Health that injuries behaved like classic infectious diseases. His
studies of injury distribution patterns, according to such factors as age, place,
and time, demonstrated the non-randomness of injury events (Runyan, 2003).
Gordon further argued that each injury was the product not of one cause,
but of forces from the three sources of the classic triad of epidemiology, i.e. the
host (the individual at risk), the agent (the available energy), and the environment (the physical, biologic, and socioeconomic context, in Gordon’s work) in
which host and agent find themselves (Gordon, 1949).
In 1961, James J. Gibson, an experimental psychologist, elaborated on
Gordon’s “injury as a disease” concept by observing in “The Contribution of
Experimental Psychology to the Formulation of the Problem of Safety” (included in Behavioural Approaches to Accident Research) that there are only five agents
in all injury events, namely the five forms of physical energy: thermal, radiant,
chemical, electrical, and kinetic (or mechanical) energy (Gibson, 1964). Gibson
suggested that injury is due to transfer of energy to the host in amounts that exceed the threshold for tissue damage (Robertson, 1998). This conceptualisation
of energy as the causal agent provided the basis to view the injury event as separate from the damage to the body (Rivara, 2001).

Haddon’s contributions
The host-agent-environment model proved to be a powerful concept to aid the
development of interventions that address different aspects of the injury problem. However, Gordon, Gibson, and others failed to identify the “agents” in
the model; they were confused because potential agents of injury, i.e. injurious
objects such as bicycles, cars, stairs, stoves, and knives, seemed unlimited (Bonnie & Guyer, 2002). This dilemma was resolved in 1963 by William Haddon, a
public health physician and engineer (who trained under Gordon). Haddon recognised that what had previously been thought to be agents were in fact vehi-
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cles and vectors for the five energy forms. Hence, injurious objects like bicycles,
cars, stairs, stoves, and knives simply represent a multitude of vehicles and vectors for carrying the energy. Haddon also noted that in a few types of injury
events, such as drowning and hypothermia, the damage is caused, not by transfer of energy to the person, but rather by interference with normal energy exchange patterns, such as breathing or maintaining body temperature (Haddon,
1963). These groundbreaking findings, which Haddon labelled “the new theory
of accident causation,” were published in the paper “A Note Concerning Accident Theory and Research with Special Reference to Motor Vehicle Accidents”
(included in Annals New York Academy of Sciences).
Haddon’s 1964 book, Accident Research: Methods and Approaches, co-authored
with Edward Suchman and David Klein, was a milestone in developing accident
research (as it was known then) as a science. The book compiled together important research contributions from more than 50 researchers, including De
Haven, Stapp, Gordon, and Gibson. Haddon and colleagues urged that injury
research advance from what they termed “pre-scientific” thinking to applying
scientific principles to understanding injury (Haddon et al., 1964). The book established the basic principles of the injury field and was a catalyst for the subsequent development of injury research (Bonnie & Guyer, 2002).
In 1968, Haddon further contributed to the understanding of injury occurrence by demonstrating in “The Changing Approach to the Epidemiology, Prevention, and Amelioration of Trauma: The Transition to Approaches Etiologically Rather than Descriptively Based” published in the American Journal of Public
Health, that all injury involves three consecutive phases, which he termed the
“crash sequence.” This sequence begins with a phase that has variously been
called the pre-injury or pre-event phase, in which loss of control in management
of the energy source takes place. This phase has traditionally been referred to as
an “accident.” In the second phase, known as injury or event phase, the now
errant energy is transferred to people and property. The nature and extent of
this transfer determines whether injury occurs and its initial severity. In the third
phase, the post-injury or post-event phase, efforts are undertaken to limit any
ongoing damage processes, regain physiological homeostasis, and repair the
damage (Haddon, 1968).
In his seminal 1970 paper “On the Escape of Tigers: an Ecological Note” in
the American Journal of Public Health, Haddon expanded his three-phase injury
sequence model by combining it with the three epidemiologic factors (host, vector/vehicle, and environment) to form a nine-cell matrix, the so-called Haddon
Matrix. The paper also described 10 prevention strategies, also arranged temporally, which represent the various ways in which energy transfer can be controlled, modified, or interrupted (Haddon, 1970). Haddon argued that understanding how the temporal events of an injury and its epidemiologic components work together can help researchers and practitioners plan prevention
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strategies (Christoffel & Gallagher, 1999). Haddon later refined his matrix, creating a 12-cell matrix by listing the columns as human (or host), vehicles and
equipment, physical environment, and socioeconomic environment. Still later,
he revised the model to consider topics other than traffic crashes (Runyan,
2003). The Haddon Matrix has proven a highly useful tool for analysing injury
events and identifying factors important to their prevention. Haddon’s contributions demonstrated the practical value of using theory and conceptual models
to guide prevention (Robertson, 1998).

The era of legislation
The work of Haddon was monumental; he transformed how injury was conceptualised, shaping modern injury science as a distinct field. Haddon’s early 1960s
work, which focused on road traffic safety, markedly influenced a young Ralph
Nader. He explored engineering design of automobiles and wrote Unsafe at Any
Speed: The Designed-In Dangers of the American Automobile. The book, published in
1965, asked why thousands of Americans were being killed or injured in car accidents when the technology already existed to make cars safer (Academy of
Achievement, 2006). The chief target of the book was General Motors’ Corvair,
a car whose faulty rear suspension system made it possible to skid violently and
roll over. More generally, Nader’s book documented how the auto industry in
Detroit habitually subordinated safety to style and marketing concerns. The
main cause of car injuries, Nader demonstrated, was not the “nut behind the
wheel” so often blamed by the auto industry, but the inherent engineering and
design deficiencies of the motor vehicle (Nader, 1991).
Worried about litigation challenging the Corvair’s safety, General Motors
hired private detectives to tail Nader in an attempt to dig up information that
might discredit him; they even had women accost him in an apparent seduction
scheme. Upon learning of the company’s dirty tricks, Nader successfully sued
the company for invasion of privacy and forced it to publicly apologise. This
remarkable incident catapulted auto safety into the public spotlight. Nader became a catalyst for consumer empowerment for improved ergonomically designed safety equipment in motor vehicles (Pearn et al., 2004).
Spurred by Nader’s book, the US Congress enacted the Highway Safety Act,
which incorporated a system of motor vehicle safety standards organised according to Haddon’s pre-injury, injury, and post-injury phases (Christoffel &
Gallagher, 1999). In 1966, the Congress empowered a new federal agency, the
National Highway Safety Bureau (now the National Highway Traffic Safety
Administration) to set motor vehicle safety standards and to award grants for
research and programs promoting highway safety. Haddon became the first director of the new agency. Similar regulations were enacted with the Occupa-
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tional Safety and Health Act in 1970 and the Consumer Product Safety Act in
1972 (Rivara, 2001). Internationally, safety legislation also increased from the
1970s. Improved ergonomic design for safety became enshrined in a number of
government and private organisations established to define standards for building and quality control in various professions and industries (Pearn et al., 2004).

Toward safety promotion
The dominant injury prevention strategy until about the 1970s was education,
with interventions and programmes aimed at teaching people how to avoid accidents on the assumption that people will act in their own interest once informed of risks and benefits (Fincham, 1992). Individual error, negligence, misuse or abuse of equipment, and carelessness were viewed as the most common
causes of injuries (Barry, 1975). Consequently, most research was directed toward uncovering human factors in injury aetiology (Westaby, 1974). However,
the contributions of Haddon, Nader and many others helped to shift injury prevention away from the long-standing person-oriented “victim blaming” approach. Haddon and colleagues focused attention to human-environmental interactions and to application of environmental modifications when behavioural
change either was unlikely or not cost-effective (Hanson et al., 2004). During the
1970s, the pendulum swung in their direction and the injury field increasingly
became characterised by an emphasis on environmental strategies (Bonnie,
1999). This shift in perspective generated considerable tension between those
who supported environmental responses and those who still favoured behavioural perspectives to injury prevention (Christoffel & Gallagher, 1999).
With the growing recognition that neither environmental nor behavioural
solutions by themselves held the complete answer to the prevention of injuries,
the 1980s saw an increasing number of injury prevention programmes that combined behavioural and environmental prevention strategies, thus balancing a
personal and collective responsibility for the safety problem (Waller, 1994). Behavioural perspectives were increasingly viewed as complementary rather than
antagonistic to environmental perspectives. This shift reflected an increased
awareness that environmental change cannot be accomplished without changing
attitudes and behaviours in a target audience (Waller, 1989). There was also a
growing recognition that individuals cannot be considered separately from their
social context and that multiple interventions extending beyond the individual
level are most effective (Hanson et al., 2004).
Today, injury prevention has become an increasingly collaborative undertaking. Injury scientists and prevention practitioners need partners in order to
mount successful interventions and programs. Community-based multi-strategy
programmes have emerged as an important approach to injury prevention, mak-
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ing it possible to deal with injury problems in less clearly delineated areas than
the road traffic and work environment, including home and leisure safety
(Moller, 1992). The community-based approach underpins a growing number of
national and international injury prevention movements, including the World
Health Organisation (WHO) Safe Community (WHO Collaborating Centre on
Community Safety, 2006), the Worldwide National Safe Kids Campaign
(Worldwide Safe Kids Campaign, 2005), the Canadian Safe Communities Foundation (SCF, 2006), Australian Safe Communities Foundation (ASCF, 2006),
and the Safe Communities Foundation of New Zealand (SCFNZ, 2005). These
programmes are often referred to as safety promotion programmes as they target structural determinants of safety and not merely individual risk factors
(Svanström, 2000). Safety promotion programmes typically involve community
members and local organisations in the planning and implementation of interventions (Jeffs et al., 1993).

Broadening the field
The publication in 1985 of the report Injury In America: A Continuing Public Health
Problem by the Committee on Trauma Research (established by the National Research Council (NRC) and the Institute of Medicine (IOM) of the National
Academy of Sciences (NAS)) is widely considered the most important milestone
in injury research since the pioneering work of Haddon in the 1960s and 1970s.
The report helped to redefine the direction of injury research, setting forth the
rationale for conceptualising “injury prevention and control” as a distinct field
of interdisciplinary research by drawing together what had been separate strands
of scientific study within the framework of public health (Bonnie & Guyer,
2002).
Injury In America: A Continuing Public Health Problem explicitly recognised that
the public health paradigm (surveillance, risk factor identification, evaluation,
and intervention implementation) could be usefully applied to the prevention of
intentional injuries as well as unintentional injuries (Bonnie, 1999). Knowledge
about intentional injuries was identified as a major gap in current research. The
report observed that these types of injuries typically have been regarded as a
crime problem, rather than as a health problem. The report also expressed concern over the paucity of application of promising research results in the field of
rehabilitation (Waller, 1989).
Injury In America: A Continuing Public Health Problem resulted in a remarkable
acceleration of injury research not only in the US, but around the world. The
report recommended a major investment in injury research, commensurate with
the magnitude of the problem, and proposed the creation of a centre for injury
research within the US Centers for Disease Control, now the Centers for Dis-
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ease Control and Prevention (Bonnie & Guyer, 2002). Substantially increased
infusions of money into the field attracted new researchers and the volume of
injury research expanded dramatically after the publication of the report (Rivara,
2001). Since the 1990s, the injury field has drawn the attention of a continually
broadening range of disciplines, encompassing epidemiology, biomechanics,
acute care, rehabilitation, psychology, criminology, economics, and other social
and behavioural sciences (Bonnie & Guyer, 2002).
During the 1990s, research and program development within the injury field
gave greater attention to the study of intentional injuries, reflecting a broader
movement within public health embracing the cause of violence prevention
(Bonnie, 1999). A 1999 report by the Committee on Injury Prevention and
Control (established by the IOM), titled Reducing the Burden of Injury: Advancing
Prevention and Treatment, endorsed the previously stated position for continued
integration of all injury prevention activities, including violence prevention,
within a common framework of research and program development (Bonnie &
Guyer, 2002).
Reducing the Burden of Injury: Advancing Prevention and Treatment strongly argued
for the displacement of the term “accident” with the term “injury.” Injury researchers and practitioners had for many years discouraged the use of “accidents” when it refers to injuries or the events that produce them. They believe it
reinforces public misconception that injuries are unpredictable and unpreventable random events or “acts of God.” Moreover, not all accidents result in injuries (Christoffel &Gallagher, 1999). In 2001, all British Medical Journal speciality
journals, including Injury Prevention, resolved to “ban” inappropriate use of the
word “accident” in their pages. The decision, announced in an editorial in the
BMJ, prompted an outpouring of letters to the editor. “When the dust settled,
the result was a draw with equal numbers of letter writers supporting this step
toward enlightenment while all others were entirely condemnatory,” editors
Pless and Hagel commented in 2005 (Pless & Hagel, 2005, page 182).
In the new century, injuries remain a profoundly important public health
problem, and there is growing recognition of the significance of the problem
and the need for steps to address it. As with many other public health problems,
the pace of prevention may seem slow, but it is steady and its momentum is
growing. In fact, even the use of the dreaded “A” word does seem to be in decline.
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THE THEORY OF COMMUNITYBASED HEALTH AND SAFETY
PROGRAMMES – A CRITICAL
EXAMINATION
PER NILSEN

Introduction
Community-based programmes have become an important strategy to enhance
health and safety. These programmes have their roots in the North Karelia,
Stanford Five City, Minnesota Heart Health, and Pawtucket Heart Health programmes, initiated in the 1970s and 1980s to reduce high community rates of
cardiovascular disease. Since then, the belief that the community-based approach is beneficial appears to have become a deeply held conviction in public
health. As noted by Cheadle and colleagues (1997, page 240), “It is almost an
article of faith that locating programmes in the community and involving community members in planning, implementation, and evaluation can be an effective strategy for improving population health.”
However, despite the wide application of community-based health and
safety programmes during the last 30 years, there is a paucity of evaluations
from which to obtain evidence regarding effectiveness of community-based
health and safety programs. The present evidence from both the health promotion and injury prevention field is inconsistent, with many programmes demonstrating modest or no effects at all (Nilsen, 2006). This weak evidence has been
attributed to a number of reasons, including insufficient resources, poorly implemented programmes, lack of programme reach, methodological difficulties in
study design and analysis that lead to problems in demonstrating convincing
results, and unrealistically high expectations of what can be achieved through
these programmes (Gielen & Collins, 1993; Fisher, 1995; Feinleib, 1996;
Fishbein, 1996; Klassen et al., 2000; Merzel & D’Afflitti, 2003; Nilsen, 2004;
Hoffmeister & Mensink, 2004; Nilsen, 2005).
This paper examines whether there are shortcomings in the theoretical underpinning of the community-based approach that could explain the lack of
strong evidence of the effectiveness of health and safety programmes. Drawing
upon the literature, a theory is constructed by elucidating explicit and implicit
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assumptions of community-based programmes. The theory is then put to test
by analysing the extent to which the assumptions are supported by empirical
evidence and the extent to which the assumptions have been applied in community-based injury prevention practice.

Principles of the community-based approach
While contemporary community-based health and safety programmes do not
conform rigidly to a set of predefined criteria, most community-based programmes are based on a number of key assumptions. The seven principles presented here represent important assumptions of the community-based approach. Although described as seven distinct principles, there is considerable
overlap between the individual principles. Most of the principles are a matter of
degree rather than all-or-none phenomena.
Community focus
The community-based approach recognises the community as a unit of identity
and the appropriate focal point for health and safety programmes. The community is both the target and the catalyst for change (Israel et al., 1998). This community focus is due to the realisation that humans live in, are shaped by, and in
turn shape the environment in which they live (McGee, 1998). Therefore, individuals cannot be considered separately from their environment (Goodman et
al., 1996; Merzel & D’Afflitti, 2003).
People’s health and safety-related knowledge, attitudes, behaviours, and
skills reflect their life experiences and these experiences are determined by
broader institutional structures, cultural forces, and social relations within the
community (McGee, 1998). This means that explanatory models centred on intra-personal determinants are of limited value to understand individuals’ health
and safety; such an understanding can be achieved only if the contexts in which
people live is taken into account (Richard et al., 1996; Israel et al., 1998).
The community is the level where many of the processes that affect people’s
health and safety transpire (Hoffmeister & Mensink, 2004). Members of a community are assumed to have a sense of community, a sense of belonging to and
of sharing common aspirations with the other members of the community
(Steuart, 1993; Goodman et al., 1998; Israel et al., 1998). It has been suggested
that most people yearn to be part of a larger network of relationships that give
expression to their needs for intimacy, usefulness, and belonging (Sarason,
1974) and that people tend to self-segregate, i.e. interact with others like them
because of shared interests, similar cultural norms, and greater empathy toward
individuals who remind them of themselves (Alesina & La Ferrara, 2000).
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A community can be understood both in terms of a geographical location
(town, city, municipality, etc.) and a relational entity, which refers to qualities of
human interaction and social ties that draw people together (Heller, 1989). The
two usages of the term are not mutually exclusive and the community concept
applies equally to the geographical and relational notion of community
(McMillan & Chavis, 1986). However, modern society develops community
around interests and skills more than around locality, implying that communities
primarily are relational entities rather than geographically defined localities; what
brings people together are common interests and shared values and norms
around which social relationships develop (Heller, 1989; Israel et al., 1998;
Goodman et al., 1998).
Community member participation
A key element of the community-based approach is the principle of participation, i.e. the involvement of community members in defining the health/safety
problem and finding the solutions. Community member participation refers to
“the social process of taking part (voluntarily) in either formal or informal activities, programmes, and/or discussions to bring about a planned change or
improvement in community life, services and/or resources” (Bracht & Tsouros,
1990, page 201). The 1978 WHO Declaration of Alma Ata recognised that people must be actively involved in the process of promoting and protecting their
health (Laverack, 2004). Similarly, the 1989 Manifesto for Safe Communities,
generated at the First World Conference on Accident and Injury prevention,
stated that “people have a right, and some would say a duty, to participate individually and collectively in the planning and implementation of their community’s safety work” (WHO, 1989, page 4-5).
Participation by community members benefits not only the community as a
whole, but also the individuals who take action within the community. Participation is assumed to lead to individual empowerment, as people gain skills in assessing needs, setting priorities, and gain control over their environment
(Kreuter et al., 2000). The experience of involvement enhances the integrity,
skills, knowledge, and experience, as well as the equality of power, for each individual who participates (Smart, 1999). Thus, the processes associated with
participation are regarded as positive activities in their own right.
A number of reasons to promote community member involvement in community-based programmes have been proposed. The principle of relevance
states that change will be greatest when programmes “start where the people
are” (Durham, 1963, page 143) and engage community members for their
knowledge of what matters to the community population (Weiss, 1995; Gielen
& Sleet, 2003). This participation engenders a sense of identification and continuing responsibility for the programme, often referred to as the principle of
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ownership (Carlaw et al., 1984; Thompson & Kinne, 1990). Certainly, if the
community actively opposes a programme, it is unlikely that the programme will
have any effect and may actually produce social disruption and harm (Treno &
Holder, 1997). Programme support by local opinion leaders enhances confidence in the benefits of the programme and makes it easier for individuals to
accept the programme (Hoffmeister & Mensink, 2004).
Involvement by community members is a way to incorporate local values,
attitudes, and symbols into the programme components and to build the layman’s perspective into the programme. Community member involvement can
also facilitate pre-tests of the feasibility and acceptability of new interventions,
as well as provide access to local leaders, resources, and technical skills not otherwise available (Bracht & Tsouros, 1990).
Community member participation represents a bottom-up (or grassroots)
approach to programme planning and decision-making. In contrast, a top-down
approach involves outside agents and/or experts defining the issue, developing
strategies to resolve the issue, and involving the community to assist in implementing the programme (Laverack, 2004). While a top-down approach has been
effective in some areas of injury prevention, including road and workplace
safety, this approach has been questioned on the grounds that it results in limited community ownership of the injury problem and solutions, which means
that community members are not encouraged to think and act for themselves as
they do not perceive that safety is their responsibility. A bottom-up approach is
essential in dealing with less defined injury problems, in environments where
regulation and enforcement is difficult to achieve (Moller, 1992). However, the
dichotomy between top-down and bottom-up approaches is not as fixed as it is
sometimes portrayed, as many community-based health and safety programmes
tend to combine aspects of bottom-up and top-down approaches (Laverack,
2004).
Intersectoral collaboration
Collaboration among different community sectors and organisations for a common purpose is a central element of the community-based approach (Nutbeam,
1994; Merzel & D’Afflitti, 2003). Intersectoral collaborative efforts, often referred to as community coalitions, are composed of “individuals representing
diverse organisations, factions, or constituencies within the community who
agree to work together to achieve a common goal” (Butterfoss et al., 1996, page
66).
An important rationale for intersectoral collaboration is that a great deal of
that which has a direct impact on health and safety is outside the realm of the
health sector (Tones & Green, 2004). Representation from multiple community
sectors, organisations, groups, and key individuals is valued because of collabo-
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rators’ local knowledge and capacity to translate the health and safety messages
into the local culture (Hawe, 1994). The community coalition can increase the
credibility for the programme, as representation from different sectors enables
an understanding of and a response to “true” community needs (Granner &
Sharpe, 2004). Intersectoral collaboration is a way to insure local ownership and
long-term maintenance of the programme (Bracht & Tsouros, 1990). It is assumed that community coalitions can achieve a vision that would not otherwise
be possible to obtain as separate actors working independently (Gajda, 2004).
Injury prevention traditionally has been developed within sectors of responsibility, such as road safety and workplace safety, often with separate consideration of injuries to children and the elderly, and typically with very little crossreference between sectors (Jeffs et al., 1993). By working together, individual
entities can better coordinate services across sectors and thus provide more efficient use of local resources and reduce redundancy in community services
(Parker et al., 1998; Gajda, 2004).
Substantial resource requirements
The challenges involved in establishing and maintaining effective communitybased health and safety programmes are considerable and require substantial
resource investments (Mittelmark et al., 1993; Cheadle et al., 1997; Turner et al.,
2004). The importance of identifying and building on existing community resources is recognised. Financial resources may include funding from community
agencies and foundations, technical equipment, meeting space and facilities for
programmatic activities (Goodman et al., 1998). Financial resources can also be
“expressed” as personnel resources and/or time devoted to the injury prevention work (Bjärås et al., 1991; O’Loughlin et al., 1998; Ader et al., 2001).
In addition to traditional financial resources, community-based health and
safety programmes also utilise intangible resources (O’Connor, 1995). Community-based health and safety programmes require large investments of human
resources in the form of leadership skills and knowledge-sharing by programme
collaborators (Bjärås, 1991; Backe, 2003). Community involvement is increased
when strong collaboration exists among the different stakeholders; these relationships constitute important relational resources (or social capital) for most
community-based programmes (Rifkin, 1986; Bracht & Kingsbury, 1990; Flynn,
1995; Rosén & Jansson, 2000; Petersen, 2002).
Although the community’s internal resources can be seen as the raw materials for programme operation, community-based health and safety programmes
may also require resources and skills available from outside of the community
(Israel et al., 1998). External institutions can provide technical assistance, facilitate relationships with political and funding institutions, legitimise existing ac-
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tivities, and provide financial support or leverage to raise additional funds
(Cheadle et al., 1997).
Long-term programme view
The community-based approach recognises the importance of taking a longterm view of health/safety problems and their solution. Developing collaborative relationships with local organisations is a slow, gradual process, often requiring years for programme management to establish an environment of trust,
involvement, and true understanding of local health and safety concerns (Gajda,
2004; Turner et al., 2004).
Communities are more likely to commit themselves to programme development when it is not seen as a temporary project or experiment. Programmes
that have a high visibility for a short period but fail to be maintained after the
initial thrust create a sense of resentment for communities (Shediac-Rizkallah &
Bone, 1998). Discontinued programmes could therefore pose obstacles to subsequent community mobilisation. New programmes may encounter diminished
community support in communities with a history of programmes that were
abruptly or inappropriately terminated. (Pluye et al., 2004).
Achieving community-wide health and/or safety effects is a lengthy process
because large segments of the population must be exposed to the programme
(O’Loughlin et al., 1998). There is often a latency period between the beginning
of a programme and its effects on population health and safety. Since effects
manifest typically themselves over a longer time frame, long-term programme
viability is a prerequisite for meaningfully assessing effects (Rissel et al., 1995;
Ader et al., 2001).
Multifaceted interventions
The community-based approach uses multiple interventions addressed at multiple risk factors in multiple settings and at multiple community levels (Schwarz et
al., 1993). Settings are the locations in which the interventions are implemented,
e.g. schools, workplaces, homes, neighbourhoods, churches, and clinical settings
(Richard et al., 1996), while levels may range from individuals, families, small
groups, and organisations to the community at large (Kubisch et al., 1995).
Multifaceted interventions may be planned and implemented within the
framework of numerous individual, organisational, and community-level change
models and theories, including Bandura’s social learning theory, social marketing theory, Rogers’ innovation-diffusion theory, community stages of readiness,
and various health behaviour models and theories (Puska et al., 1985; Thompson
& Kinne, 1990; Fincham, 1992; Goodman et al., 1996; Sleet & Gielen, 2004).
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This multifaceted strategy is intended to maximise the effect of the programme throughout the community by taking advantage of a synergy that is assumed to exist among different programme components (Mittelmark et al.,
1993; Goodman et al., 1996). Earlier injury prevention approaches addressed
specific types of injuries in isolation of each other and paid little attention to
whether there were common risk factors between different types of injury
(Moller, 1992).
With its emphasis on dynamic interplay between different community levels
and settings, the community-based approach represents a social ecological perspective, placing the behaviour of individuals within a broad social context, including interpersonal relationships, neighbourhood, organisations, community,
culture, and social policy (McLeroy et al., 2003). Various community levels and
settings are seen as a complex, nested, and interactive system (Lefebvre et al.,
1998). The ecological perspective incorporates a variety of concepts derived
from systems theory (e.g. interdependence and homeostasis) to understand the
interrelations between people and their environments (Stokols, 1992).
Population outcome
The multifaceted interventions of community-based health and safety programmes are aimed at achieving broad health and safety effects; a population
outcome is the goal (Gielen & Collins, 1993; McGee, 1998). Hence, the approach directs many interventions towards the general population in the community rather than to high-risk individuals (Hoffmeister & Mensink, 2004). The
population-based strategy is an attempt to control the determinants of morbidity and mortality and to lessen risk across the population (Blackburn, 1983).
It has been postulated that a population-based strategy is beneficial whenever risk is widely diffused through the whole population (Rose, 1992). However, regardless of how much benefit the population-based strategy may offer to
the community as a whole, the strategy may be of little use to a given individual,
with a resultant “prevention paradox” (Rose, 1981). Still, even smaller effects
can be meaningful at the community level, where a modest reduction in the
level of risk within a population can have a significant public health impact. In
practice, many programmes combine elements of population-based and highrisk strategies in order to more effectively reach community subgroups (Mittelmark et al., 1993; Merzel & D’Afflitti, 2003; Hoffmeister & Mensink, 2004).

Examining the theory
Health and safety programmes can fail for two reasons. Failure of theory occurs
when programmes activate the causal mechanisms necessary to achieve the in-
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tended effects but this process does not cause the desired results due to limitations in the underlying theory. Failure of implementation happens when programmes do not set the presumed causal process in motion (Weiss, 1998). This
means that community-based health and safety programmes can fail either because of shortcomings inherent in the theoretical principles and/or because
plausible principles are not sufficiently applied in programme practice.
Failure of theory and application
The community focus principle is based on the premise that the community is
characterised by members who have a sense of community. Hence, a population may be called a community to the extent that its members have a sense of
identification and emotional connection to other members of the community.
However, community-based health and safety programmes overwhelmingly define community as a geographical or geopolitical unit, e.g. a town, city, municipality, or county (Elder et al., 1993), which may be larger and far more diverse
and heterogeneous than relationally defined communities. Research shows that
community heterogeneity (e.g. in terms of ethnicity, religion, income, educational and work experience) reduces civic engagement and participation, for example measured by how people allocate their time, money, voting, and willingness to take risks to help others (Costa & Kahn, 2002).
Community mobilisation to solve health and safety problems is more likely
to occur if a community sees itself as a community (Moller, 1992; Israel et al.,
1998). People with a strong sense of community more easily organise themselves because a common identity and a shared fate are important bases for initial group formation (Heller, 1989). A weak sense of community resulting in
limited community mobilisation has been identified as an important reason for
modest results in some community-based injury prevention programmes (Jeffs
et al., 1993; Ozanne-Smith et al., 2002).
Geographical communities include people whose primary identity is based
on many different factors, e.g. culture, interest, social class, ethnicity, gender or
sexual orientation (Rifkin, 1986). This implies that defining the health/safety
problem and finding solutions that have community-wide relevance and effects
will be more difficult in geographically defined localities, as the risks and various
population characteristics may vary considerably within the community. It is
notable that some of the most successful community-based programmes have
been implemented in Scandinavian communities, which are highly homogeneous in terms of ethnicity, culture, and socio-economic status (Nilsen, 2004).
More heterogeneous communities in Australia and New Zealand have had difficulties replicating this success (Jeffs et al., 1993; Coggan et al., 2000; Day et al.,
2001).
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The degree of interconnectedness among individuals is likely to be higher in
smaller communities. This is a key reason why some researchers have proposed
that appropriate catchment areas for community-based programmes range between 6,000 and 20,000 inhabitants (Cart Project Team, 1997). Despite this,
many community-based programmes have been implemented in very large
communities. For instance, the average population size of a community designated a Safe Community by the international WHO Safe Community network
of community-based injury prevention programmes is 170,000 (Bourne et al.,
2006). The WHO Safe Communities vary greatly in size, from the small town of
Os, Norway, with 2,150 inhabitants, to the large city of Dallas, USA, with 2 million people (WHO Collaborating Centre on Community Safety Promotion,
2005). The sense of community cannot be expected to be as strong in some of
the largest, most diverse areas as it would be in smaller areas, where people are
likely to interact frequently with each other.
The concept of community and how such an entity is defined will influence
the validity of some of the other principles of the community-based approach.
For example, it is highly questionable whether programmes in large cities or areas can live up to the bottom-up ideal of the community member participation
principle. Moreover, it may be difficult to achieve favourable population-level
results in large, heterogeneous communities considering that many communitybased health promotion and injury prevention programmes lack tailored interventions to reach different segments or subgroups of the communities
(Feinleib, 1996).
The population outcome principle postulates that the goals of health and
safety programmes are population-level effects. Systematic reviews of community-based injury prevention programmes show that programmes narrowly targeting specific injury categories (e.g. certain injury types and/or age groups) can
be highly successful if effectiveness is measured in terms of reduction of the
incidence of injuries within the targeted categories (Nilsen, 2006). However, it is
quite possible to obtain highly favourable results for specifically targeted injury
categories without necessarily lowering the total injury incidence of the community if the target population only account for a small proportion of the
injuries occurring in a community.
Failure of theory
Community member participation and intersectoral collaboration are cornerstones of the community-based approach, yet little research has been conducted
to examine the relationship between community involvement and programme
effectiveness (O’Neill et al., 1997; Berkowitz, 2001; Granner & Sharpe, 2004).
The findings thus far offer “only marginal evidence” that community involvement yields health status changes (Kreuter et al., 2000, page 49) and the results
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are “insufficient to make strong conclusions about the effects of partnerships
on population-level outcomes” (Roussos & Fawcett, 2000, page 375).
Failure of application
Community-based programme theory emphasises the importance of an ecological perspective, with multiple interventions delivered at multiple levels and in
multiple settings within the community. There is considerable evidence that
multifaceted programmes are indeed more effective than narrowly focused efforts (Simons-Morten et al., 1988; Moller, 1991; Elder et al., 1993; Peek-Asa et al.,
2004; Hanson et al., 2004). Still, empirical findings suggest that there is a wide
variation in the degree to which community-based health and safety programmes actually apply an ecological perspective (Merzel & D’Afflitti, 2003).
Single-setting or single-strategy programmes outnumber multifaceted programmes, as practitioners still prefer to target intrapersonal determinants of
health rather than unhealthy aspects of people’s environments (Richard et al.,
1996).
Two other important features of the community-based approach are the
importance of taking a long-term programme view and mobilising substantial
resources to establish, deliver, and sustain programmes. Insufficient programme
duration has been identified as an important factor that explains the lack of significant effectiveness of many community-based health and safety programmes
(Feinleib, 1996; Merzel & D’Afflitti, 2003; Nilsen, 2004; Hoffmeister & Mensink, 2004). Unfortunately, few evaluations of community-based health and
safety programmes provide explicit or detailed information on the resource use,
making it difficult to determine to what extent resources influence programme
effectiveness. Still, solid empirical evidence demonstrates the utmost importance of both financial and intangible resources for programme sustainability,
which is a requirement for achieving programme effectiveness (Bjärås et al.,
1991; O’Loughlin et al., 1998; Ader et al., 2001; Doll et al., 2003; Nilsen et al.,
2005).

Discussion
This analysis of the community-based approach to health and safety programmes suggests that the theoretical underpinning of this approach has important shortcomings, implying that many community-based health and safety programmes do not function at an optimum level. The extent to which the different principles are applied (as prescribed by theory) in programme practice can
be illustrated by a two-dimensional diagram (figure 1), with an application dimension indicating the degree to which each principle is applied in practice and
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a theory dimension involving an assessment of the extent to which each principle appears to be theoretically sound.

Figure 1: Theoretical plausibility and practical application of the seven principles
of the community-based approach to health and safety programs

Theoretical dimension
The principle may have shortcomings

The principle appears to be
plausible

Intersectoral collaboration
Widely applied principle but there is a
lack of strong evidence supporting a
relationship with programme effectiveness

Population outcome
Many programmes are narrowly focused and may achieve high levels of
effectiveness for targeted injury categories without attaining favourable community-level effects

Multifaceted interventions
Evidence supports the plausibility of
the principle but few programmes are
sufficiently multifaceted
Long-term programme view
Evidence supports the plausibility of
the principle but few programmes are
sufficiently long-term
Substantial resource requirements
Evidence supports the plausibility of
the principle but programme effectiveness is often constrained by resource constraints

The principle is not fully or widely applied as intended in practice

Community focus
Many programmes are implemented in
geographically defined communities
with a poor sense of community that
yields insufficient community mobilisation and programme reach due to considerable heterogeneity

Application dimension

The principle is applied to a
large extent as intended in
practice

Community member participation
Widely applied principle but there is a
lack of strong evidence supporting a
relationship with programme effectiveness

Whereas the importance of multifaceted interventions, long-term programme view, and substantial resource requirements to attain effectiveness is
well supported by empirical evidence, the principles of community member participation and intersectoral collaboration are somewhat less convincing, as there
is a paucity of research that links programme effectiveness to this type of community involvement.
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The principles of community focus and population outcome principles have
theoretical limitations and tend to be applied in injury prevention practice without adherence to the principles’ underlying assumptions. Programmes to a great
extent define geographical or geopolitical units as communities. However, because these entities can be highly heterogeneous and be characterised by a weak
sense of community, such an approach can result in insufficient community
mobilisation and inadequate reach for many programmes. Many programmes
are narrowly focused and may achieve high levels of effectiveness for targeted
injury categories without attaining favourable community-level effects.
The findings point to the critical importance of devoting sufficient resources
to mounting and running programmes. This will allow for comprehensive community assessment and facilitate application of the principles of multifaceted
interventions and long-term programme perspectives in order to achieve a favourable population outcome.
However, even if programmes were more lavishly funded, the extent to
which local health and safety problems can be solved mainly or merely by mobilising local efforts may be questioned. Local communities are increasingly affected by wide, far-reaching societal trends. Indeed, in a world where societies
are becoming increasingly heterogeneous and populations more mobile (Tellnes,
2005), the local, geographically defined community may lose much of its decisive influence over the lives of its population.
In the contemporary world, the notion of the local community as an independent and autonomous entity that can plan and maintain itself is losing relevance (Beck, 2000). Kempny (2000, page 8) argues that “sheer places have lost
their power to define the terms of human existence” and other researchers have
referred to “the end of community as we know it” and “the decline of community” when discussing how the increasingly globalised conditions of contemporary society are creating new non-local, non-spatially bounded communities
which ignore distance and nullify time (Bauman, 1998; Appadurai, 1999). The
globalisation process poses a serious challenge to the traditional communitybased approach to injury prevention and health promotion.
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WORKPLACE HEALTH –
INFLUENCES AND
INTERVENTIONS
KERSTIN EKBERG

Introduction
Adults spend about 40% of their waking hours at work. The workplace is an
important setting both in affecting people’s health and as an environment in
which to promote health. Health in working life is not a technical, value-free
process, but rather one influenced by the ideologies, beliefs and values of key
actors, such as officials, workers and unions, employers, corporations and managers, experts and others (Levenstein & Woodings, 1997). Indeed, one of the
defining characteristics of the workplace setting is that it brings together a variety of groups and individuals who have different agendas and priorities with regard to work and health (Naidoo & Wills, 2000). Hence, the relationship between work and health may be viewed in different ways by different actors; a
conflict of interest may arise between the actors with regard to what comes first,
health or productivity.
This text begins with a look at key concepts, theories and models to explain
the relationship between health and work. This is followed by a discussion of
important empirical findings and research concerning strategies to improve
workplace health.

Workplace health influences
Workplace health may be considered an issue for the employee and/or for the
organisation and management. Numerous studies have shown strong associations between physical, organisational and psycho-social working conditions and
poor health and disease. Occupational health has in particular focused on toxic
and physical risk factors at work and their impact on worker health. Reorganisations, down-sizing and new management roles in recent years have shown that
organisational aspects and leadership are also important for health.
Occupational health researchers have studied the complex reality of workplace health with the help of work stress models which emphasise some core
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factors of importance to explain job-related health and disease. The job demand-control-social support model by Karasek and Theorell (1990) has gained
considerable support in empirical studies on associations between job strain
(based on a combination of high demands and low decision latitude at work)
and cardiovascular disease and stroke, musculoskeletal disorders, self-rated
health, and sick leave This model puts its emphasis on distinct characteristics of
the workplace from an organisational perspective and does not consider interaction aspects between the individual coping abilities, socio-economic context and
work characteristics.
A more recent model, the effort-reward imbalance model, emphasises both
the effort and the reward structure of work (Marmot et al., 1999). The model is
based on the assumption that there is a reciprocal relationship between efforts
and rewards at work. Health-adverse and health-promoting psychosocial work
environments are defined by the interaction between a person’s cognitions,
emotions, and behaviours and his or her social environment (Siegrist et al.,
2004). Imbalance between efforts, represented by job demands and/or obligations on the employee, and rewards, as money, esteem and job security/career
opportunities, may cause sustained stress reactions. It is further assumed that
this process will be amplified by a worker’s overcommitment, meaning excessive work-related commitment and a high need for approval. Highly overcommitted workers will experience more strain reactions to an imbalance between
effort and reward (Siegrist, 1996).
Empirical studies have shown associations between cardiovascular disease,
increased smoking and alcohol intake, psychosomatic health symptoms, and
poor job-related well-being (van Vegchel et al., 2005). Ongoing research in the
Strategies for Health arena shows that organisational conditions for learning and
competence development at the workplace are also associated with perceived
effort-reward imbalances and with overcommitment (Ekberg, 2006) and that
leadership also affects the effort-reward imbalance (Barajas & Ekberg, 2006).
Employees on long-term sick leave due to stress-related mental disorders have
higher overcommitment compared to employees on long-term sick leave due to
musculoskeletal disorders and compared to healthy employees (Ekberg &
Strindlund, 2006).
The reciprocity perspective between the individual and the workplace is also
a core feature in research on organisational justice. Organisational justice is a
complex concept, comprising the aspects of distributional, procedural and interactional justice. These factors have been studied separately and in combination with regard to work performance, job satisfaction, psychosomatic health,
self-rated health and sick leave (Schmitt et al 1999, Vänäänen et al 2004). Workplaces with higher levels of organisational justice may promote a mediating effect on workers’ occupational strains and could therefore contribute to employee health (Elovainio et al., 2002). In an ongoing study in the Strategies for
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Health arena, a high degree of perceived organisational justice has been shown
to be associated with better self-rated health and lower levels of burnout (Liljegren & Ekberg, 2006).
Theories of reciprocity between the employee and the employer are related
to the construct of a psychological contract. The term “psychological contract”
is used to refer to a set of beliefs regarding what employees are to give and receive from their employer (Roehling et al., 2001). The present trends of globalization, restructuring and downsizing in working life may invalidate the traditional contract of long-term security in return for productivity and loyalty.
Long-term reciprocal contracts are generally not only based on the exchange of
pay for performance, but also on psychosocial elements such as loyalty and
support (Morrison & Robinson, 1997). Rapid organisational changes may
breach the contract, leading to feelings of violation and offence.
In Sweden, sick leave increased dramatically during the late 1990s and the
beginning of the 2000s. Occupational groups who have previously been more
or less protected from occupational disorders, including middle managers and
professionals, now more commonly suffer from stress-related and psychosomatic disorders and burnout syndromes. This increase in sick leave may partly
be due to the extensive labour market reorganisations that have taken place in
Sweden and many other developed countries during the last decade. Farreaching and rapid changes increase the risks of workers’ loss of control, participation and social support, and also tend to make work roles less distinct
(Thornhill & Saunders, 1998).

Promoting workplace health
Interventions to improve employee health and safety may, according to Murphy
and Sauter (2004), be categorised into four levels: (1) legislative/policy (e.g.
regulations permitting mobility from sick leave at one workplace to another
job); (2) employer/organisation (e.g. organisational culture, flexibility in work
schedules, healthy work organisations, and psychological contracts); (3) job/task
(e.g. participation in decision making and job enrichment); and (4) individual/job interface (e.g. stress management). This taxonomy underscores the need
to approach health development and return-to-work issues in a broad and system-oriented manner.
Individual/job and job/task strategies
The main goal for any organisation, public or private, is to produce services or
products to attain predetermined production goals. Most employers do believe
that a healthy workforce is compatible with improved performance; it is there-
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fore, from an organisational perspective, worth aiming at good health and work
capacity among the employees. However, employee health tends to be viewed
as an individual responsibility. Workplace health promotion often focuses on
lifestyle interventions. Still, unless the organisational context is also considered
and modified, such strategies are likely to have a limited effect (Naidoo & Wills,
2000).
Numerous studies have shown that participation and control are among the
most pertinent health promoting factors in human life. The concept of control
cannot be restricted to the job task only, rather labour market conditions and
employment relations should also be included within the concept, as they may
influence both the actions and health of individuals at the workplace (Aronsson
et al., 2002). Higher worker control within the context of work organisations
may be considered a way to reduce stress and job insecurity (Karasek & Theorell, 1990).
Job insecurity is a major risk factor for worker health and well-being, with
stress having been shown to limit innovativeness in organisations (Länsisalmi &
Kivimäki, 1999). Job insecurity reflects the degree to which employees perceive
dimensions of their job as threatened and feel powerless to do something about
it (Ashford, 1989). However, job insecurity may also appear in seemingly safe
employment conditions. The individual’s own evaluation of the situation as
threatening is, according to Lazarus and Folkman (1984), the determinant for
feelings of job insecurity. Performance appraisal processes may, among other
factors, be influenced by a worker’s experience of control and empowerment.
Kivimäki et al. (2003) showed for example that those who were still employed
after down-sizing are at higher risk for deterioration of health, compared to
those who left and found subsequent reemployment. As shown by Wilson
(1991), participation in certain situations where worker empowerment is emphasised counteracts fear of changes in workers. Also, the opportunity for employees to participate in their work setting is related to individual development,
health, and well-being. However, the concept of participation can be problematic, and there are many obstacles to its application and numerous reasons why
it fails to be widely disseminated (Heller et al., 1998; Neuman, 1989).
Work organisation interventions may involve job design and changes in organisational practices and human resource (HR) and social policies. Changes
may affect individual level interventions involving the interface between the
employees and the work process. Determinants of sickness and poor health may
lie both in the environment and in the worker, and also in the dynamic interface
between the two. Interventions targeting either organisational changes or individual changes neglect the importance of dynamics and interaction in this interface (Murphy & Sauter, 2004). In this context, health is not viewed as a steady
state condition, but rather as developing and reacting within a sociointeractional sphere. Social exchange theories suggest that people strive for re-
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ciprocity in their interpersonal and organisational relationships (Leiter & Scahufeli, 1996). These theories underscore the need for mutual interactions between, for instance, management and employees, or between the employee on
sick leave and stakeholders including the workplace, health care providers, and
social insurance officers. Return to work must therefore address issues of communication, competence development, social support, trust, and the values that
essentially comprise organisational competence and culture. Key factors to a
positive health development may include innovative solutions of infrastructures
for health management within and between organisations. These infrastructures
should facilitate access to knowledge, promote exchange of experiences, encourage competence development and effect shared resources in terms of human resources and work. Key barriers to positive health development in a
workplace include borders limiting communication and dialogue between organisations (Friesen et al., 2001), as well as barriers established by regulations
preventing worker mobility.
Employer/organisational strategies
Several studies have shown that the attitude of the management is a significant
factor in a worker’s potential for a return to work after sickness absence
(Krause et al., 2001). Supervisors, however, often experience a conflict of interest between their responsibility for production and their responsibility for staff
well-being when an employee goes on sick leave, and they lack training and
competence in these issues (Barajas et al., 2002; Strindlund, 2002). The standards
and attitudes of the organisation to health and work capacity seem to be important, both in the attitudes of supervisors and in the authority vested in first line
managers to work with preventive and rehabilitation measures to promote
worker health (Eakin, 1992). In practice, variations occur in how supervisors
define their responsibilities and how they are able to exercise this, leading to
wide variations in how they work to promote a return to work for sick-listed
workers.
In many studies, active participation by the sick-listed person’s supervisor is
said to be a particularly important factor to workforce health. The attitude of
the management is therefore significant and influences the potential to return to
work from sick leave. A Dutch study of employees with lumbar problems
showed a 21% lower return to work in employees whose sick status was not
supported by their supervisors (Krause et al., 2001). These supervisors, however,
often seem to lack the support of more senior managers in working with issues
of ill health and rehabilitation.
Supervisors frequently experience a lack of clarity about their responsibilities
to assist sick-listed workers to return to work. They experience a paucity of support and authority. This lack of guidance leads to personal interpretations of
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how health and sickness absence should be dealt with, in what respects managers feel themselves responsible for adapting the workplace to a sick-listed
worker, and in what respects others are responsible for this task. It might simply
be a case of the extent to which an organisation gives a supervisor a mandate to
work with these issues. Uncertainty leads to avoidance of responsibility, or attempts to shift it to others. Middle managers do not know how to carry out
workplace adaptation and therefore need the help and support of, for instance,
occupational health services (Baril et al., 2003). Studies that involved teaching
middle managers or supervisors about pain and how workplace attitudes promote a return to work have shown that such interventions do, in fact, lead to
greater returns to work and to more adaptations of workplaces (Haldorsen et al.,
1997). The changes that might be required at workplaces to enable the sicklisted person to return to work thus involve a learning process for everyone involved.
Workplace involvement in return-to-work interventions for those on sick
leave is more effective than a workplace merely financing or supporting medical
activities to treat the sick-listed worker (Ekberg & Wildhagen, 1996, Loisel et al.,
1997; Loisel et al., 2002; Bernacki et al., 2000; Krause et al., 2001). Bernacki et al.
(2000) showed how, over time, organisational learning has developed through
health management programmes in some workplaces, because of the competence interchange between leadership and professionals involved in the rehabilitation processes. Return-to-work interventions following sick leave may hence
be considered a learning process over time for not only the individual but also
for the organisation, as new competence is developed and attitudes are altered.
To facilitate such learning processes, development of health management
knowledge and infrastructures at the workplace for supporting innovative
“health learning” is an important issue in developing new research approaches.
The importance of management and the workplace to both promote the willingness and ability of the individual to return to work was evident from a study
of people on long-term sick leave in public services (Strindlund & Ekberg,
2004). Forty per cent of those on long-term sick leave said in this study that
they could return to work if the situation at the workplace changed.
A key issue for return to work is time elapsed before intervention takes
place. According to Wynne and McAnaney (2004), 80% of those who are absent for six weeks or more require some assistance from their workplace in order to return to work. The probability of returning to work for those who are
absent between three and six months is reduced to less than 50% and to 20%
for those on sick leave more than 12 months.
If an employee’s poor health or disease is viewed as being caused by nonwork-related factors, some supervisors say that they are not responsible for
helping to improve the employee’s chances of returning to work. In such cases,
there is probably a lack of legitimacy from upper management for supervisors
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working with the issue, despite the fact that, in Sweden at least, responsibility
for rehabilitation applies “regardless of how work capacity has come to be reduced” (SOU, 1990). The type of ill health experienced by workers also seems
to influence the attitudes of the supervisor. Mental and psychosomatic conditions are deemed harder to deal with than physical symptoms, and these problems are largely ascribed to the individual him/herself, or his/her life situation,
rather than to the workplace (Strindlund, 2002).
The longer the time that has elapsed since a sick-listed worker fell ill or took
sick leave, the more important psychosocial and work-related factors appear to
be. However, research into the significance of these factors for a return to work
is still extremely limited. The design of the rehabilitation process affects both
the motivation of the participants and the results achieved (Baril et al, 2003).
Many studies underline the importance of the participatory nature of the
rehabilitation process. In a pilot study by Medin and colleagues (2003) workers
suffering pain were on sick leave for up to eight years. More than half managed
to enter work-related activities after six months’ participation in a problemsolving support group. One important reason for this success was the participatory and targeted design of the rehabilitation method. The participants’ overall
goal was to return to work. Each participant was to personally state how this
goal was to be achieved, and then work on achieving this goal within the framework of the rehabilitation process.
Other workplace factors impact sick-listed workers’ ability to return to their
jobs, including support from co-workers. Baril and colleagues (2003) describe
how perceived unfair distribution of the workload between colleagues can occur
if a person cannot carry out all the usual tasks because of his or her functional
impairment. In one example in which it was possible to solve this problem, the
group of workers was allowed to exercise influence over which tasks were to be
included in the work adaptation, as well as how various tasks were to be assigned among them.
Krause et al. (2001) report that people on sickness absence who experienced
high demands at work before the sickness absence had lower levels of return to
work in both the acute and sub-acute or chronic phases of their illnesses, compared to those who had low demands at work. Low levels of worker control at
work, combined with high demands, reduced return to work by a factor of two
during the sub-acute or chronic phase (but not during the acute phase). A low
level of support from one’s supervisor also reduced return to work. Interestingly, Krause’s studies and others show that a worker’s previous experience with
back problems facilitated a return to work. This can be interpreted to mean that
previous experience with health problems aids an individual’s ability to deal with
new symptoms – the individual may have learned to deal with the fear of pain
and also to minimise avoidant behaviour in connection with activity (Linton,
2001).
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Several studies demonstrate that work environment factors and standards,
and values and priorities of management are important to the success of rehabilitation measures. The literature, however, describes few examples of how
work-oriented rehabilitation can be successfully implemented in the workplace.
A worker’s return to the job that generated one’s ill health is particularly difficult for people who are on sick leave due to stress-related mental problems or
who are suffering from burnout (Astvik et al., 2006). One obstacle to the application of the regulations to promote worker health is thus the current general
interpretation of the “work-line strategy” (see Söderberg’s chapter in this anthology) to aim for return to the sick-listed workers previous workplaces.One
obstacle to the application of the regulations to promote worker health is thus
the current general tendency among sick-listed workers to return to their previous workplaces.
Legislative and policy strategies
The role of the workplace as an arena for active health promotion and for prevention of disease has become increasingly recognised, not only in Swedish legislation, but also in international legislation and through policy documents from
the European Union, the International Labour Organization, and the World
Health Organisation, amongst others.
Regulations to improve workplace environments were introduced by the
Work Environment Act, enacted in Sweden in 1991. These regulations extended the responsibilities of the employer to include a responsibility for rehabilitatory environments at the workplace. Work conditions were to be adapted
to the capacity of the individual employee, and the employee was given the right
to influence his/her own work situation and participate in changes and development work, while the employee in turn was obliged to participate in measures
designed to improve the work environment.
The National Insurance Act introduced the term “work-line strategy” into
Swedish social insurance for the first time in 1992. The term referred to rehabilitation measures that were important in facilitating a return to work for people who were on long-term sickness absences or who had a temporary or permanent work disability pension. The overall objective of the work-line strategy
is to maintain the workforce, i.e. as many people as possible should be able to
support themselves by working. The work-line strategy also means that the public sector should prioritise active measures to bring people back to work.
The emphasis in the Swedish rehabilitation process was shifted to the workplace through the transfer of greater responsibility for workplace health to the
employer. This responsibility included carrying out a rehabilitation plan and undertaking rehabilitation measures at, or in association with, the workplace, with
the intention of providing work for the sick-listed employee. The Social Insur-
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ance Office was given the role of coordinating the rehabilitation process between the different actors involved.
A general employer’s requirement was also introduced on 1 January 1992
that obliged the employer to pay sick pay for the first two weeks of each
worker’s sickness absence. The purpose of this was to increase the employer’s
responsibility for the health of employees and create incentives for employers to
initiate improvements in the work environment that would promote the health
of employees.
The employer’s responsibility for the rehabilitation of employees is, however, unclear, leaving wide scope for interpretation. In practice, therefore, public
sector authorities have increasingly assumed the day-to-day responsibility for
rehabilitation. This means, in turn, that many rehabilitation measures are carried
out without workplace conditions being taken into account and without the
employer becoming actively involved. The rehabilitation measures thus risk becoming largely focused on the individual on sick leave, rather than on the interaction between the individual worker and her or his workplace.
Return-to-work has become increasingly popular as a concept and a practice
for promoting work capacity among employees on sick leave. According to
MacEachen et al. (2006), return-to-work is characterised by a worker’s early return to the workplace, often with modified capacity, even while the worker is
still undergoing treatment. This approach is largely incorporated in the Swedish
legislation and in current attempts to support part-time sick leave as a first step
back to work. Return-to-work has, as a consequence, become an issue for the
workplace, not only in terms of health and disease management, but also from
the perspectives of law and economy.
Lack of interchange within and between organisations and an essentially
“locked” labour market restrains workforce opportunities for mobility. These
same factors also impact return to work or mobility into other jobs for those on
sick leave (Aronsson et al., 2000; Liljegren & Ekberg, 2006).
Systematic reviews of the literature on workplace-based return-to-work interventions (Franche et al., 2005; MacEachen et al., 2006) provide strong evidence that work disability duration is significantly reduced by work accommodation offers and regular contact between the worker’s health care provider and
the workplace. There is moderate evidence that disability duration is reduced by
interventions which include early contact between the employee and the workplace, ergonomic work site visits (for those workers who suffer from musculoskeletal disorders) and presence of a coordinator or case manager coordinating the return-to-work process. There is also some evidence that these interventions reduce costs that are associated with the duration of work disability periods . The qualitative studies also show that central to successful return-to-work
arrangements are good will and trust. There are often social and communication
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barriers to return to work. Intermediary actors, such as health care and the social insurance professionals, have important roles in facilitating this process.
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EMPOWERMENT AND
HEALTH ENHANCEMENT IN
WORKING LIFE – FRAMING
THE CONCEPT, REVIEWING
THE EVIDENCE
HANNA ARNESON

Introduction
Working life and workplaces are important determinants of health. Although
the individual also can impact her/his health by lifestyle and health behaviour,
most of the determinants for health derive from working conditions, e.g. employment, income and health care (Folkhälsoinstitutet, 2005). Having a job results in an income, and this income generates many assets. Work is also a source
of personal growth and development. Within work individuals develop a social
identity and status. Furthermore, work often provides access to social networks,
outside one’s family or neighbourhood. Work also stimulates a person’s selfefficacy and self-esteem. In all, having a job is good for your health (Siegrist,
2005). Yet, the workplace as an arena for health promotion is a rather recent
phenomenon as described in the literature (Källestål et al., 2004).
Empowerment is a fundamental principle in health promotion, regardless of
arena or target group. Empowerment is the process through which people gain
greater control over decisions and actions affecting their health. Empowerment
implies a mobilisation of individuals and groups to strengthen basic life skills
and enhance influence on underlying social and economic conditions (Nutbeam, 1998).
The notion of empowerment as an essential strategy for health promotion
has, unfortunately, been inadequately documented by empirical evidence in the
past, at least regarding health development in working life. Few studies have examined the relationship between empowerment in working life and health.
However, this field of research is into a phase of quick expansion. There are
probably two primary causes for this. There is now, in contrast to earlier research climates: 1) a valid and reliable instrument to measure empowerment in
working life; and, 2) a critical mass of researchers available to explore the phe-
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nomenon of workplace health promotion from a holistic perspective. Consequently, this field of research is starting to elaborate and expound.
This essay aims to give a general view of the development of an empiricallybased knowledge base describing empowerment in working life and its associations with health. This piece of work updates the literature review previously
presented in the thesis by Arneson (2006).

Empowerment and health enhancement
The concept of empowerment was originally described by Rappaport (1981),
and occurs chiefly in public health and social work (Rappaport, 1981; Rissel,
1994; Wallerstein & Bernstein, 1988). Wallerstein and Bernstein (1988) express
the overall goal of empowerment as improved quality of life and social justice. It
is suggested that empowerment encompasses individual goals (e.g. ability,
autonomy, control, and self-efficacy) and acts as a process (Hansson & Björkman, 2005). The uniqueness of the concept of empowerment is to be found in
the process leading to the goal. The process is supposed to lead to increased
influence over decisions that impact on the individual’s life (Nutbeam, 1998).
Participation in decision-making regarding one’s own activity, and self-directed
activities are crucial factors in the process of empowerment. True empowerment in this sense requires individuals to make decisions for themselves and to
actively participate in events that shape their lives. Empowerment processes involve the individual identifying problems, formulating vital goals and strategies
for solving the problems and achieving self-determined goals (Brookings & Bolton, 2000; Swift & Lewin, 1987; Zimmerman & Warschausky, 1998). Empowerment promotes an active approach to problem solving, an increased ability to
exercise control in the environment, and increased political understanding
(Kaminski et al., 2000). Empowerment may therefore be considered to be a developmental process at individual, organisational and societal levels.

Empowerment in working life
Empowerment has been extensively studied in the context of working life.
However, the majority of research on empowerment has been conducted within
the disciplines of management, business, and organisational psychology (Arneson, 2006). Potential associations between empowerment and worker health are
rarely studied. A summary of the empirical research on organizational prerequisites and psychological effects of empowerment in working life will be presented below, although the focus in this essay is the associations between empowerment and health status in working life.
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Empowerment in working life is often described, understood and explored
from the definition expressed by Thomas and Velthouse (1990), who outlined
the concept of empowerment considering the context of working life. These
researchers conceptualised empowerment in working life as an active orientation to one’s work role, categorised into four cognitions: meaning, competence,
self-determination and impact. Meaning relates to the value of the task goal or
purpose, judged in relation to the individual’s own ideal. Competence concerns
the skilfulness with which an individual can perform task activities. Selfdetermination implies the individual’s experience of being in control to initiate
and regulate actions. Impact is about “making a difference,” the degree to
which an individual can exert influence at work (Spreitzer, 1995; Spreitzer, 2005;
Thomas & Velthouse, 1990). All four dimensions must be manifested to experience empowerment. In other words, if people have the ability to make decisions
(i.e. self-determination), but they do not care about the decisions they can make
(i.e. lack of meaning), they will not experience themselves as empowered.
The definition and theory developed by Thomas and Velthouse (1990) was
later on operationalised in order to facilitate a measure of the concept empowerment. The operationalisation of the definition into a questionnaire was performed by Spreitzer (1995), who designed the Psychological Empowerment Instrument, PEI. PEI is the most commonly used instrument for measuring empowerment in the context of working life (Boudrias et al., 2003).
Studies referred to in the text below all used the PEI to examine psychological empowerment. Completed studies using the PEI concentrate on either
prerequisites and antecedents for empowerment at work, i.e. structural conditions, or on the psychological experience of empowerment in working life. Empirical studies on psychological empowerment have assumed that such empowerment is facilitated by organisational conditions, and will lead to effectiveness
and work satisfaction. A causal relation is often implied, although the majority
of the studies to date are cross-sectional, thus making conclusions concerning
causality problematic.

Antecedents for empowerment in working life
The structural prerequisites to enable empowerment are found within the organisational context (Spreitzer & Doneson, 2005). The basis for this empowerment is the sharing of power between superiors and subordinates, thereby creating more democratic organisations. In other words, the responsibility and authority to control one’s job should be delegated throughout the organisation.
Hitherto, one longitudinal study has reported that contextual factors predict
psychological empowerment. The organisational character at the workplace in
terms of formal and informal power, as well as perceived access to information,
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support, opportunity and resources, predicts longitudinal psychological empowerment and work satisfaction (Laschinger et al., 2004). Formal job characteristics
such as visible and flexible jobs that are central to the organisation’s goals facilitate psychological empowerment, as do informal jobs characterised by alliances
with supervisors, peers, and subordinates. Laschinger and her colleagues (2004)
call these characteristics “structural empowerment.” They have examined and
established the relationship between structural empowerment and psychological
empowerment in several studies (Laschinger et al., 2001a; Laschinger et al.,
2001b; Laschinger et al., 2001c; Laschinger et al., 2003; Laschinger et al., 2004;
Kluska et al., 2004). Leadership characterised by strong socio-political support, a
workplace climate with participative decision-making, access to resources and
information, and good communication with the supervisor, are qualities that are
also positively associated with psychological empowerment (Chan, 2004; Matthews et al., 2003; Siegall & Gardner, 2000; Spreitzer, 1996; Spreitzer, 2005).
Conflict with supervisors hinders empowered employees from developing or
maintaining organisational commitment (Janssen, 2004). The above-mentioned
associations between organizational associations with empowerment are summarised in table 1.
Study design
Cross-sectional
Longitudinal
Facilitators
Participative decision-making
Strong socio-political support
Good communication with the supervisor
Formal power
Informal power
Access to information
Access to support
Access to opportunities
Access to resources

√
√
√
√
√
√
√
√
√

Hinders
Conflicts with supervisors

√

√
√
√
√
√
√

Table 1: Characteristics at the workplace and associations with empowerment in
working life measured by the Psychological Empowerment Scale, a summary of
significant findings (p<0.05).

Psychological effects of empowerment in working life
The empirical research on the psychological effects of and associations with
psychological empowerment, is presented below, and summarised in table 2 as
consequences of psychological empowerment. Psychological empowerment is
positively associated with job satisfaction, effectiveness, innovativeness and im-
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proved performance on individual and group levels, as well as improved organisational commitment (Chan, 2004; Konczak et al., 2000; Sibert et al., 2004;
Spreitzer 1995b). It is also more commonly found in active jobs, as measured by
the demand-control model by Karasek and Theorell (1990). Laschinger et al.
(2001a; 2001b; 2001c) showed that nurses who recognised themselves as having
active jobs (high control and high demands) were significantly more empowered
than nurses in the high-strain group (low control and high demands). A recent
study has examined the relationship between psychological empowerment and
effort-reward imbalance at work (ERI) (Kluska et al., 2004). The rather small
study (112 nurses) found that the variance in ERI could not be explained by
psychological empowerment, once the effect of structural empowerment was
accounted for. There are no longitudinal studies reported on psychological effects of empowerment in working life. Consequently, no causal conclusions can
be drawn.
Study design
Cross-sectional
Longitudinal
Positive associations
Job satisfaction
Effectiveness in employees and managers
Innovativeness
Improved performance on individual and group level
Improved organisational commitment
Active jobs (the demand-control model)

√
√
√
√
√
√

Table 2: Psychological associations with empowerment in working life measured
by the Psychological Empowerment Scale, a summary of significant findings
(p<0.05).

Associations with health
Although the literature about empowerment and (workplace) health promotion
is based on the assumption that empowerment leads to health, only a few studies have examined this relationship. To my knowledge, there are seven studies
concerning psychological empowerment and (ill) health. These studies are presented below and summarised in table 3 with respect to design characteristics.
The results of these studies are summarised in table 4.
The results from these studies are concordant: empowerment in working life
is recurrently associated with (ill) health in a positive direction, no matter which
measures are used to operationalise health (table 4). A higher degree of empowerment is associated with better health, while lower empowerment is associated
with poorer health. The results indicate the same trend measured with SF-36,
EQ-5D, General health Questionnaire (GHQ), or strain symptoms (Arneson et
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al., 2006a; Arneson et al., 2006b; Arneson et al., 2006c; Hochwälder & Brucefors,
2005; Spreitzer et al., 1997). Empowerment is also negatively associated with
self-reported sick leave during the two previous years; the higher degree of empowerment, the fewer sick leave days (Hochwälder & Brucefors, 2005).

Author

Study
design

Arneson et
al., 2006a

Crosssectional

Arneson et
al., 2006b

Longitudinal,
2 years

1064

Public
sector

65 %

EQ-5D, SF-36, Copenhagen
Burnout Inventory

Multiple linear
regressions.

Arneson et
al., 2006c

Longitudinal,
2 years

1064

Public
sector

65 %

EQ-5D, SF-36, Copenhagen
Burnout Inventory

Multiple linear
regressions.

Ben-Zur &
Yagil, 2005

Crosssectional

228

Service
sector and
civil servants

Hochwälder
& Brucefors,
2005

Crosssectional

2011

Nurses

58 %

General Health Questionnaire,
Self-reported sick leave,
Maslachs Burnout Inventory

Multiple linear
regressions.

Laschinger et Longitudinal,
al., 2003
3 years

239

Nurses

58 %

Emotional exhaustion
(Maslach Burnout Inventory)

Structural
Equation
Modeling
(SEM).

Spreitzer et
al., 1997

393
+
125

Middle
managers
+
employees
from an
insurance
company

Crosssectional

Number Context Response Instruments to measure
of parrate
(ill) health
ticipants
1246
Public
81 % EQ-5D, SF-36, Copenhagen
sector
Burnout Inventory

100 % Maslachs Burnout Inventory
(volunteers)

100 % Strain symptoms (depression,
(volun- anxiety, somatic symptoms),
teers) Stress
+
95 %

Methods of
analysis
Multiple linear
regressions.

Correlations.
Structural
Equation
Modeling
(SEM).

Regression
Analysis.

Table 3: Characteristics of the studies that are focusing on associations between
empowerment in working life (as measured by Psychological Empowerment Instrument, PEI) and health.
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Study design
Cross-sectional
Longitudinal
Self-rated health
SF-36
Physical function
Physical role function
Bodily pain
General health
Vitality
Social function
Emotional role function
Mental health

1
1
1
1
1
1
1
1

2, 3
2, 3
3
3
3
3
2, 3

EQ-5D
EQ-5D index
EQ-5D VAS

1
1

3
2, 3

General health Questionnaire
Somatic symptoms
Anxiety and insomnia
Social dysfunction
Depression

5
5
5
5

Strain symptoms
Depression
Anxiety
Somatic symptoms

7
7
7

Burnout
Maslach Burnout Inventory
Emotional exhaustion
Depersonalization
Personal accomplishment

4, 5
4, 5
4, 5

Copenhagen Burnout Inventory
Personal burnout
Work related burnout
Client related burnout

1
1
1

Sick leave

5

Job stress

7

6

3

Table 4: Reported associations (p<0.05) between empowerment in working life (as
measured by Psychological Empowerment Instrument, PEI) and health.
1=Arneson et al. (2006a), 2=Arneson et al. (2006b), 3=Arneson et al. (2006c),
4=Ben-Zur & Yagil (2005), 5=Hochwälder & Brucefors (2005), 6=Laschinger et al.
(2003), 7=Spreitzer et al. (1997).

The findings are also unambiguous concerning burnout. The higher the degree of empowerment, the lower the degree of burnout measured both with
Maslachs Burnout Inventory and Copenhagen Burnout Inventory (Arneson et
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al., 2006a; Arneson et al., 2006b; Arneson et al., 2006c; Ben-Zur & Yagil, 2005;
Hochwälder & Brucefors, 2005; Laschinger et al., 2003).
However, the quality of the reviewed studies is weak, as the majority is studies of cross-sectional design (table 3). Empowerment in working life has been
studied longitudinal in only two study populations. The effects of empowerment on long-term health are therefore unclear.
There are two longitudinal studies on measuring self-rated health, as this is
associated with concepts related to empowerment (Arneson et al., 2006b; Arneson et al., 2006c). Both these studies emanate from the same study population,
employees from the public sector in Sweden. One of these studies (Arneson et
al., 2006b) concentrates solely on associations between empowerment and selfrated health, while the other (Arneson et al., 2006c) examines a combination of
empowerment and social support in working life on self-rated health.
In the study focusing solely on associations between empowerment and selfrated health (Arneson et al., 2006b) it was found that a higher degree of empowerment at baseline was associated with better physical role function and mental
health, and less bodily pain after two years. These findings were valid for
women. Men with a higher degree of empowerment at baseline reported better
self-rated health measured by EQ-5D-VAS. Gender differences have not been
examined or reported from any of the other researchers at this point.
In the study that examined a combination of empowerment and social support in working life and the associations with self-rated health gender differences between men and women further increased (Arneson et al., 2006c). For
women a combination of psychological empowerment and social support at
baseline was associated with less bodily pain and better general health, vitality,
social functioning, emotional role functioning, and mental health, as measured
in the SF-36, as well as better self-rated health as measured by the VAS and the
index in the EQ-5D after two years of employment. For men a combination of
psychological empowerment and social support at baseline was significantly associated with better self-rated health as measured by EQ-5D VAS after two
years.
There are three longitudinal studies investigating the associations between
empowerment in working life and burnout. The results in these three studies are
somewhat inconsistent. Laschinger et al. (2003) researched psychological empowerment as a predictor of longitudinal levels of burnout. They found that a
lower degree of psychological empowerment among nurses resulted in a higher
degree of emotional exhaustion three years later. This longitudinal association
between empowerment and burnout could not be confirmed in a separate study
conducted by Arneson et al. (2006b). However, an association towards workrelated burnout was found by Arneson et al. (2006c) when a combination of
empowerment and social support in working life was followed up after a twoyear period.
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Conclusion and implications for future research
In summary, the results of current research show that: 1) psychological empowerment is associated with self-rated health, sick leave and burnout; 2) psychological empowerment is reported to be associated with somatic and psychosocial health after a period of two years, and with burnout after three years; and 3)
a combination of psychological empowerment and social support impacts selfrated health and burnout after two years more extensively than psychological
empowerment does on its own. The assumption that empowerment is a fundamental principle in health promotion and an essential strategy when trying to
enhance health in working life seems slowly to be supported by empirical data.
Also, without a doubt, it is evident that further studies are needed.
There is a great demand for future studies that examine the relation between
empowerment and health, both empirically and theoretically. Possible questions
to rise are: Will new studies conducted in different work settings demonstrate
that empowerment affects and predicts health? What is the causal relationship
between empowerment and health? Are there differences between men and
women? How does empowerment interact with social support? How long does
an individual need to experience empowerment in order to develop better
health? In addition, better knowledge of the antecedents to empowerment will
enable interventions directed to the aetiology, thereby possibly improving empowerment as a mediating outcome towards health.
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SOCIETY-BASED STRATEGIES
AND MANAGEMENT
ROUTINES AIMED AT
PROMOTING RETURN TO
WORK
ELSY SÖDERBERG

Introduction
Promoting return to work (RTW) for people on sick leave involves the expertise
of numerous professionals working across different disciplines. In Sweden and
many other nations, the health and medical service are responsible for medical
rehabilitation, which includes – besides regular health care – advisory services,
support measures and functional assessments. The aim of rehabilitation treatments provided by health and medical services is, as far as possible, to restore
health and functional capacity to the individual (Jönsson et al., 2004). In Sweden,
the role of the social insurance authority is to assess the right to sickness benefits, and to coordinate all RTW measures of sick-listed individuals entitled to
sickness benefits, using policy guidelines set by the National Insurance Act
(AFL), (Söderberg, 2005). Employers bear primary responsibility for detecting
and investigating the need for RTW measures, ensuring that measures are implemented, and financing these measures (SOU, 2000; Goine, 2006).
Society-based strategies for handling RTW-promoting measures constitute a
complex process (Buys & Rennie, 2001; Friesen et al., 2001) that involves a continuum of ongoing intentions, actions, and relations between actors (e.g. the
physician, the case officer, the employer) who are affiliated with different organisations. From the viewpoint of the state, interaction and cooperation between actors is a means of lowering the rates of sickness and reducing costs to
the sickness insurance system. Delayed RTW of sick-listed individuals has, however, become a critical social problem in many societies, significantly affecting
economic and individual well-being (Wadell et al., 2002).
An important aspect of RTW programme efficiency depends on how coordination and management routines between actors take place. To what extent
are the RTW promoting measures really enhancing or do they actually hinder
the possibilities to return to worklife?
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Perspectives on sickness benefits in Western Europe
In most industrialised nations, including Sweden, a person is provided sickness
benefits only if she or he has a disease that results in reduced capacity to work
(Himmel et al., 1995; Cassis et al., 1996). In several countries, including the
United Kingdom, Norway, and Sweden, sickness certificates are primarily issued
by physicians, usually after an initial period of patient self-certification. Many
European countries, including Norway, Denmark, Germany, the United Kingdom, and the Netherlands, have unambiguously stipulated maximum lengths
for an individual sick leave. On the contrary, in Sweden there is, thus far, no
maximum length of a sick leave period. This can lead to marginalisation of individuals and to economic difficulty in society in general. Furthermore, the number of days during which a sick leave spell can be self-certified varies between
countries; for instance, a sickness certificate is required from day 4 in Germany,
Denmark, and Norway, but from day 1 in France, day 8 in Sweden
(Socialdepartementet, 2003), and day 8 in the United Kingdom (Shiels et al.,
2004). The possibility for part-time sick leave is in use in Norway, Sweden, the
Netherlands, France and Denmark. In the three latter countries, the part-time
sick leave is used only in relation to measures aimed at promoting RTW.
The increase in long-term sickness absence has in most Western countries
been met with multiple strategies to intensify the use of RTW measures (Lierop
& Nijhuis, 2000; Buys & Rennie, 2001; Friesen et al., 2001). Such measures include social or vocational interventions aimed at getting an individual on sick
leave back to work. The Scandinavian strategy for RTW emphasises broad coverage of sickness treatments, high benefits, and extensive re-integration efforts
before disability pension is granted. It has been pointed out that re-integration
represents a drawn out process of gate-keeping (Lindqvist, 2000). This can be
contrasted to benefit systems with broad coverage but low benefit levels. In
such systems extensive gate-keeping is not vital to maintain cost-control since
benefits are low, gate-keeping to a large extent takes care of itself. The high
benefit/tough gate-keeping approach can also be contrasted to benefit systems
where generous benefits are reserved for core workers, while other population
segments are served by low and/or means-tested benefits (Overbye, 2005).
During the 1990s, many countries carried out reforms in attempts to reduce
costs related to sickness absence and to achieve equal and fair use of sickness
insurance resources (Aarts et al., 1996; Brage et al., 1996). This has often included restrictions on the medical reasons for granting sickness benefits, rehabilitation allowances, or disability pensions. Studies (Getz & Westin, 1994;
Englund et al., 2000) have investigated such restrictions in insurance legislation
in terms of effects on sickness certification practices or physicians, or the attitudes of physicians toward the changes in rules. The majority of physicians surveyed in these research projects have stated that if sickness absence and disabil-
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ity pensions were to be certified solely on medical grounds, there would be a
greater number of consultations and referrals, more acceptable diagnoses, and
an increase in other types of public benefits.
Limited knowledge is available regarding the effects that restrictions on insurance legislation have on the decisions of physicians to certify sickness absence. It takes considerable time for changes in certification practices to be established and implemented not only among physicians, but also among patients
who request sickness certificates.

The concept of disease in the sickness insurance system in Sweden
Many of the sickness insurance benefits which the Swedish social insurance system provides are linked to the individuals’ earning income (Johansson & Jonsson, 1998), guaranteeing, to some extent, the possibility of maintaining the same
standard of living. The development of sickness benefits during the 1990s in
case of, for instance, long-term sickness absence are marked by a clear legislative ambition to exclude the possibility of individuals to receive benefits from
sickness insurance for reasons other than “strictly” medical ones (Stendahl,
2003).
The National Insurance Act (AFL) is one of the important corner-stones in
the Swedish welfare systems, and it stipulates the framework in which the social
insurance authority must act. As a set of regulations, the Swedish sickness insurance has developed over many years and has been subjected to several changes
during the years. This framework might at first sight be considered precise and
detailed, but at a deeper investigation it has been found that it allows fairly
broad adjustment of the norms at the level of supervision and application
(Stendahl, 2003).
The term disease is not defined in the AFL. The statements made by the
Social Insurance Committee (SOU, 1944) in the 1940s are still used as a guideline. That committee did not intend for its statements to be bound by court of
law. Instead, they indicated that it was necessary to define the concept of disease through everyday language and by what medical science regard to be disease. The intent of that early Committee was that subsequent changes to policy
would be easier to adapt to ongoing scientific knowledge in medicine, without
changing an entire set of rules (SOU, 1995). Due to the increase of scientific
knowledge and the medical achievements that occurred during the 1980s and
1990s, a growing number of physical complaints became accepted as medical
conditions that entailed entitlement to sickness benefits (Nachemson & Jonsson, 2000).

73

73

In 1997, the term disease was further clarified in the official guidelines (SOU,
1997), and this time the focus was on the definition of work capacity as it related to the criterion of disease. The main imperative was that work capacity
should be assessed on strictly “medical” grounds, which implies a narrower criterion than indicated in 1995. The change related to this criterion was described
as a clarification, and the change related to the criterion of work capacity was
explained as a better implementation of the existing rules. Today, entitlement to
sickness absence benefits according to the National Insurance Act require a
clear connection between the disease/illness/injury and the reduction in work
capacity, although the concept of work capacity is not defined (National Insurance Act, (AFL, 3:7)).
Researchers (Timpka et al., 1994; Cassis et al., 1996) have underlined the gap
between the importance of medical diagnosis in the health care services on the
one hand and the social insurance authority on the other. The latter requires a
precise evaluation of the incapacity to work, despite the inherent uncertainty of
such assessments. Problems with sickness certification, including the assessment
of the work capacity of the patients, often lead to more work for the physicians.
An on-going discussion among physicians concerns the problems they experienced in connection with providing sickness certificates, the consequences of
this practice, and different ways of dealing with the dilemma of trying to help
each patient as much as possible while allocating limited resources (Hussey et al.,
2004; Arrelov et al., 2005). Additionally, in Sweden and several other industrial
nations, county councils or corresponding organisations (with which the health
care services are affiliated) and sickness insurance systems have been developed
and implemented their various programmes and policies in an uncoordinated
manner.

Sickness certificates – is the content and form of the
text of importance?
The sickness certificate is a major instrument for establishing contact and conveying information between the health care services and the social insurance
authority. Obtaining a sickness certificate has a substantial impact on the life
and work situation of the patient, as well as impacting on the economic costs of
the society. In most Western countries, the responsibilities of physicians include
assessing the ability of their patients to work and issuing sickness certificates
when this capacity is reduced. The way these tasks are performed can strongly
influence the situation of the patients and also affect the financial burden on
society. In Sweden, the duties of physicians in conjunction with sick leave are
regulated by the Health Service Act and by the National Board of Health and
Welfare (Alexanderson & Norlund, 2004). The physician has two important
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roles in their work with sickness certification. The first role is as the patient’s
physician and entails creating confidence and trust, understanding the patient,
and being able to help in a meaningful way. The second role is that of a medical
expert, in other words to objectively certify the patient’s medical situation for
other actors, such as the social insurance authority (Timpka et al., 1994; Bredkjaer-Rask et al., 1996; Maeland et al., 2002). Accordingly, physicians have a gatekeeping role in ensuring that sickness certificates are issued only to those who
have medically acceptable reasons for being absent from work (Sawney, 2002).
A sickness certificate provided by a physician is to include information on the
patient’s occupation, his or her diagnosis, the degree of severity, and duration of
reduced functional capacity, the prognosis for regain of functional capacity, and
activities or rehabilitation measures that are recommended during the period of
absence (Söderberg & Alexanderson, 2003; Alexanderson & Norlund, 2004).
A study (Hussey et al., 2004) on sickness certification practices of physicians
indicated that any changes to certification practices must take into account the
range and complexity of factors that influence the physician’s decision making
regarding sickness status. Such changes will otherwise not result in improvement. While certifying physicians do not make the final decisions about awarding sickness benefits, it is recognised that the suggestions they include on the
sickness certificates have a substantial impact on the judgements that are made
in the social insurance authority (Timpka et al., 1994; Hensing et al., 1997). It is
the responsibility of case officers, affiliated to the social insurance authority, to
assess the right to sickness benefits and measures needed to promote RTW for
a sickness benefit recipient.
There are thus far only few studies (Bredkjaer-Rask et al., 1996; Maeland et
al., 2002; Söderberg & Alexanderson, 2005) that have addressed the question of
the quality of the information on the sickness certificates as a basis for decisions
on sickness insurance benefits. The authors revealed that the certificates, in general, gave little insight into the normal work tasks of the patients or whether any
type of rehabilitation measures had been considered. The main focus was on
stating the diagnosis and on prolongation of a sick leave period. Regardless of
the intended purpose of information on patients that is provided by the health
care organisation, it should be used not only to guarantee appropriate and safe
care, but also to serve as adequate guidance for actions to be taken (Thornquist,
2001). Furthermore, failure to address important workplace and other psychosocial variables can actually contribute to prolongation of sick leave periods
(Plomp, 1999; Salazar & Graham, 1999). The lack of information in sickness
certificates might also result in fewer personal meetings between the actors due
to passive prolongations of sick leave periods, and a lack of possibilities for the
individual to participate in face by face meetings.

75

75

The “work-line strategy”
During the last decade, many welfare states have become more active in developing strategies to promote RTW among sickness benefit recipients (Lierop &
Nijhuis, 2000; Buys & Rennie, 2001). In Sweden and Norway, this reform has
been called the “work-line strategy,” incorporated into the social insurance system at the beginning of the 1990s. The objective of RTW measures is to enable
for individuals on sick leave to rejoin the labour market. Examples of these
measures are work training and education. The principles of the “work-line
strategy” were a clear manifestation of a shift from policies focusing on benefits
and compensation towards more work-oriented policies, emphasised through
administrative measures, coordination and early rehabilitation. As a result of this
strategy, the tasks of the case officers in the social insurance administration have
been broadened to include not only making decisions about sickness benefits,
but also to assess the need for further measures, to facilitate RTW among sicklisted and if necessary, to coordinate such measures (Lindqvist, 2000).
According to Lindqvist and Marklund (1995) this strategy symbolises a new
relationship between work and welfare. From the viewpoint of the state, this
strategy means a decrease in sickness insurance benefits and disability pensions.
However, an important precondition for success is that a multitude of different
actors work in the same direction according to this strategy.
The employer’s responsibility for work environment in Sweden is regulated
by both the Work Environment Act (AML) and the National Insurance Act
(AFL). Under the latter, the employers bear the primary responsibility for detecting and investigating the need for RTW measures, ensuring that measures
are implemented, and financing them. Furthermore, according to the National
Insurance Act (AFL) the employer must carry out rehabilitation investigations
in the event of sickness absence lasting for more than eight weeks. The aim of
such investigation is to clearly identify RTW measures and other types of support in order to facilitate RTW, and to forward these to the social insurance authority within eight weeks from the beginning of a sick leave spell. Rehabilitation investigations appear, however, to be not very common in practice. It is
evident from several studies (Hensing et al., 1997; Marklund, 2000) that the responsibility for rehabilitation investigations is poorly understood and implemented.
According to a case study (Försäkringskassan, 2005) it is probable that a
number of rehabilitation investigations are carried out without either a purpose
or substance. They seem to be performed simply because they must be carried
out. The results showed that the employers’ proposals in regard to training,
part-time sick leave and RTW measures at another workplace are insubstantial
and often concentrated on the individual’s incapacity.
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There are probably other problems related to the rehabilitation investigations, such as a lack of focus on the actual need of changes to the individual’s
workplace or on measures facilitating the RTW process. Considering the
amount of attention devoted to the potential of RTW measures, there is a notable lack of studies focusing on how to identify the sick-listed individuals who
might profit from modified work conditions.

Management routines of the actors involved
Many documents and referrals in the health care system, and many investigations in the social insurance authority, are issued without connection to the
workplace of the individual. In the assessments of documents (e.g. sickness certificates and rehabilitation investigations) it is expected that the use of issued
information will decrease the risk of prejudicial treatment of the involved individuals. Furthermore, current sick leave reduction strategies rely on the assumption that the medical information in sickness certificates provides the case officers with sufficient information to identify sick-listed individuals for relevant
and adequate RTW measures. Studies (Fleten, 2006) have however found, that
despite the resources spent on sickness certificates, there is little information
about the effectiveness of certificates as guidelines, for this assumption have not
been tested according to daily practice. Thus far, scientific knowledge is lacking
on how decisions regarding entitlement to sickness benefits and RTW measures
are affected by the scarce information provided by health and medical services
and employers.
Along with the “work-line strategy” the quality of the management routines
of the involved actors (i.e. how and when they perform their assigned tasks) is
an extremely important aspect affecting both the right to benefits and initiation
of appropriate rehabilitation measures that can facilitate RTW. A period of sick
leave of the individual include contact with different actors and can be summarised by the following characteristics: an authority driven structure, mostly
based on written documents providing information that often is fragmentary,
centred on diagnosis aimed at stating the incapacity of the individual, and with
very little concern for matching the patient’s workplace requirements to the
RTW process.
The work capacity of the individual
The RTW process is intended to include all those activities that are designed to
analyse the starting point of the sick-listed individual and to use that assessment
as a basis for developing an individual plan for reintegration in the labour market (SOU, 2000). However, before this planning condition is reached, the paper-
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driven process, consisting of sickness certificates and rehabilitation investigations, appears to proceed independently of medical rehabilitation. Previous
studies (SBU, 2004) have documented problems in assessing the optimal length
and degree of sickness certification including a lack of valid, reliable instruments
for assessing work capacity. Furthermore, the different views on disease and
work capacity among the actors involved (e.g. the health and medical service
and the social insurance authority) may give rise to different criteria being used
in the assessment of the work capacity of the individuals. Different conceptions
on disease and work capacity may also lead to differences in individuals’ roles
and degrees of participation during the RTW process (SOU, 2000; Krause et al.,
2001).
Notwithstanding, during the last two years there has been a change in the
practices of case officers affiliated to the social insurance authority in Sweden.
Case officers (Försäkringskassan, 2005) have stated that they more often withdraw an application for sickness benefits nowadays due to the fact that patients
are deemed not to have medically acceptable reasons for being absent from
work.
The demands of the case officers have increased in recent years, since it was
decided that entitlement to sickness benefits should be made strictly on medical
grounds and that sickness certificates should be thoroughly assessed before deciding to grant compensation. Surprisingly little research has examined the experiences of case officers in the domain of social insurance (Hensing et al., 1997;
Söderberg & Alexanderson 2005). The conclusion that can be drawn is that we
know all too little about the practices connected with the assessment of work
capacity and decisions regarding sickness benefits.
The coordination meeting
Coordination of RTW measures in the social insurance authority involve new
methods of working, and according to present law and regulations, AFL 3:8, a
coordination meeting with the individual is to take place 90 days after the rehabilitations investigation have been performed. At this meeting, several participants are expected to take part, for instance, the certifying physician, the employer, the occupational health service, the employment office in case of unemployment, along with the individual and representatives from the social insurance authority. The object of such meetings is to enhance the contact between
the actors involved and to clarify any issues regarding RTW status of the individual.
According to a study (Försäkringskassan, 2005) investigating coordination
meetings the majority of case officers thought that such meetings were a good
way of promoting return to work. In their view the coordination meeting
should lead to a faster return to the previous workplace, either on full or part-
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time status, or the employee’s seeking new work. The same findings were elucidated in a study (Söderberg et al., 2006) on sickness certification practice of general practitioners (GPs). Asked for their preferences regarding future contacts
with the social insurance authority, the GPs suggested more coordinating meetings and a contact person at the social insurance office that they could quickly
reach when necessary.
On the whole, identification of factors related to RTW by an individual is a
multifaceted task, and thus handling the contact with the individual is an essential challenge for the actors involved in this process.

Implications for future research
There are no simple and clear-cut guidelines for successful RTW. Individuals
differ widely with respect to personal needs, desire to be helped and supported,
as well as regarding at what phase of the rehabilitation process they want to interact with professionals. This indicates that RTW efforts and interactions between different actors and the sick-listed individual are complicated matters that
require substantial skill and knowledge on the part of the actors involved. The
present system seems to place little emphasis on establishing the prerequisites
for such professional interactions as a way of supporting individuals. The scientific knowledge base in this area needs to be extended to provide new perspectives on management routines and interaction between the people involved –
both the professionals and the patients/clients.
In Sweden in particular, there is a chance that the health care services and
the social insurance authority might take over the responsibility for the RTW
process, and that their plans for action might be contradictory to the development of workplace related measures. For a previously sick-listed individual to
rejoin the workplace may therefore grow more difficult if sick leaves are considered too lengthy, and there is a risk that a disability pension may come to replace a return to work. Furthermore, individuals on long term sickness absence
may experience the risk of being increasingly distanced from the sphere of work
life. This in turn might entail loss of social network and loss of control over
one’s own life. The employer’s prejudice against long leaves of absence due to
sickness might place an individual in an awkward position of sometimes trying
to appear to be more ill and disabled than is really the case.
It is essential to study the cooperation between the individual, the physician,
and the case officer, to develop more understanding on the RTW cycle, from
both process and system perspectives. Further research is also needed to discern the importance of gender in RTW-promoting measures, because there is
still a lack of knowledge about how gender is “constructed” in the interaction
between the actors and the individual, especially in light of the reported gender-
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related differences in sickness absence (Kilbom et al., 2001; Wamala & Lynch,
2002). Future studies should also try to better explain the gate-keeping and
RTW-promoting functions of case officers. Research on this entire course of
activities is scarce; neither does it appear that the theoretical or methodological
aspects of this process have been investigated from the perspective of the daily
practices of the actors (e.g. physicians and case officers) involved.
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