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Abstract 
Background and objectives: From a public health perspective, it is important 
not only to improve and maintain health, but also to promote equality in 
health. Epidemiological research has showed the importance of work and 
unemployment in the development of socio-economic health inequalities, and 
peoples life chances are suggested to be conditioned by participation or 
exclusion from the labour market. The most recent economic recession has 
brought further changes to the labour market that might have aggravated the 
already multifaceted image of inequalities in health. Gävleborg County was 
one of the hardest hit counties in Sweden, which experienced a myriad of 
changes in the labour market that went beyond those of the Swedish national 
average, in terms of increase in flexible forms of employment, factory closures, 
and lay-offs. The overall objective of this thesis was to investigate the 
relationship between employment status and health-related inequalities in 
Gävleborg County, Sweden. In addition, the Specific objectives for the thesis 
were to: assess the relationship between employment status and self-reported 
health in Gävleborg (Study I); to estimate the relationship between 
employment status and suicidal ideation during the economic recession in 
Gävleborg (Study II); to estimate the prevalence of anxiety and depression 
among economically active people living in the Municipality of Gävle (Study 
III) and to assess experiences and perceptions of well-being after involuntary 
job loss in Gävle (Study IV). Methods: Study I and II in this thesis used data 
from the 2010 Health in Equal Terms survey, a cross-sectional survey carried 
out in Gävleborg County in Sweden. A total of 4,245 individuals, aged 16–65 
years were included in the analyses. Study III was performed in Wave 1 
(baseline survey) of the Gävle Household, Labour Market Dynamics and 
Health Outcomes survey (GHOLDH), a panel survey with household as the 
follow-up unit. A total of 241 persons completed a self-administered postal 
questionnaire which collected information on the employment status and 
psychological health (anxiety and depression) among persons aged 18–65 
years. The thesis used descriptive analyses and logistic regression models to 
describe and explore the relationship between employment status, self-
reported health and suicidal ideation in Gävleborg County (Studies I and II). 
Descriptive analysis of means and a multiple regression analysis for adjusted 
means of HADS, were used in order to estimate the prevalence of anxiety and 
depression among economically active persons residing in the Gävle 
Municipality (Study III). Study IV used a qualitative approach to gain a 
deeper understanding of how involuntarily unemployed persons in Gävle 
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perceive their well-being. Sixteen unemployed men and women aged 28–62 
were interviewed face-to-face. A purposeful sampling strategy was used in 
order to suit the research question and to increase the variation among 
informants. The interview texts in Study IV were analysed using thematic 
analysis. Results: In Study I, the prevalence of poor self-reported health (SRH) 
was twice as high in the group of people who were not employed (42%) 
compared to the employed group (21.6%). Individuals outside the labour 
market had odds of poor health of 2.64 (Cl 2.28–3.05) compared to their 
employed counterparts. Controlling for other covariates reduced the risk 
slightly to 2.10 (1.69–2.60), but remained statistically significant. Moreover, 
other variables such as long-standing illness, age, income and lack of social 
support were associated with self-reported poor health. In Study II, among 
those not employed, 11.2% had been in a situation where they had seriously 
considered taking their life (at some time during the past 12 months). The 
corresponding figure for those employed was 2.9%. Unadjusted results of the 
logistic regression analysis revealed that people who were not employed had 
about a four times higher risk of suicidal ideation, with an OR of 4.21 (CI: 
3.14–5.64) compared to their employed counterparts. Controlling for other 
covariates, reduced the risk from 4.21(CI 3.14–5.64) in model I, to 1.73 (CI 1.16–
2.57) in model IV, but remained statistically significant. In addition, other 
variables were associated with suicidal ideation. In Study III, the prevalence 
and risk of anxiety and depression were high among people who were out of 
work. In the multiple regression analysis, compared to employed people, 
those who were not employed had a risk of anxiety of 7.76 (5.97–9.75) and 4.67 
(3.60–5.74) for depression. Study IV revealed six different themes from the 
interviews: Work was perceived as the basis for belonging; loss of work 
affected people’s social life and consumption patterns due to changes in their 
financial situation. Feelings of isolation, loss of self-esteem, and feelings of 
hopelessness were reported, affecting the respondents’ physical well-being. 
Longer duration of unemployment increased the respondents’ negative 
emotions. Activities, structure, and affiliation in other contexts were reported 
as part of their strategy for coping with poor mental health. Conclusion: This 
thesis found a statistically significant relationship between being outside the 
labour market and poor SRH, a high risk of suicidal ideation, anxiety, and 
depression during the recent economic recession. The relationship between 
employment status and SRH was partially explained by socioeconomic, 
demographic and lifestyle variables. In addition, the relationship between 
employment status and suicidal ideation was, for the most part, explained by 
demographic, socio-economic and self-reported psychological variables. At 
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the municipal level, the prevalence of anxiety and depression was higher 
among those who were out of the labour market as compared to those who 
were employed and the odds of anxiety and depression were higher among 
people out of the labour market, but this was less prominent for depression 
than for anxiety. Job loss created feelings of loss of dignity and belonging as a 
human being. The participants experienced feelings of worry, insecurity, and 
stress due to their changed financial situation, which in turn led to isolation 
and loss of self-esteem. Social support and having activities other than work 
gave structure and meaning to everyday life. The results of this thesis indicate 
a need for early detection and potential treatment of people out of the labour 
force and for being aware of the increased risk of poor health symptoms and 
disorders among unemployed individuals. The findings also indicate a need 
for primary prevention strategies, implying that policy-makers must pay 
attention to the health status of those who are out of work, especially during 
times of combined economic hardship and labour market fluctuations. 
However, longitudinal studies are warranted to shed further light on the 
mechanisms through which employment status and conditions impact 
physical and psychological health outcomes. 
 
Keywords: Employment status, self-reported health, health inequalities, 
suicidal ideation, anxiety, depression, out of work, perceived well-being, 
qualitative approach, recession time, Gävle 
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Summary in Swedish  
Bakgrund och Syfte: I ett folkhälsoperspektiv är det viktigt att inte bara 
förbättra och bibehålla hälsan utan också främja jämlikhet i hälsa. 
Epidemiologisk forskning har visat vilken betydelse arbete och  arbetslöshet 
har i utvecklingen av socioekonomiska hälsorisker, där människors 
möjligheter i livet föreslås vara beroende  av deltagande i eller uteslutning 
från arbetsmarknaden. Den senaste ekonomiska lågkonjunkturen har medfört 
ytterligare förändringar på arbetsmarknaden som kan ha förvärrat den redan 
mångfacetterade bilden av ojämlikheter i hälsa. Gävleborgs län var ett av de 
hårdast drabbade länen i Sverige, som upplevde en myriad av förändringar 
på arbetsmarknaden som gick utöver det svenska nationella genomsnittet när 
det gäller ökning av flexibla anställningsformer, fabriksnedläggningar och 
uppsägningar. Det övergripande syftet för denna avhandling var att 
undersöka förhållandet mellan anställningsstatus och hälsorelaterade 
ojämlikheter i Gävleborgs län. Dessutom var de specifika syftena för 
avhandlingen, att bedöma sambandet mellan anställningsstatus och 
självrapporterad hälsa i Gävleborgs län (studie I); att bedöma relationen 
mellan anställningsstatus och självmordstankar under ekonomisk recession i 
Gävleborgs län (Studie II); att uppskatta förekomsten av ångest och 
depression bland ekonomiskt aktiva personer bosatta i Gävle kommun 
(Studie III) och att bedöma erfarenheter och uppfattningar om välbefinnande 
efter ofrivillig arbetsförlust i Gävle kommun (Studie IV). Metoder: Studie I 
och II i den här avhandlingen använde data från hälsa på lika villkor-
undersökningen 2010, en tvärsnittsundersökning utförd i Gävleborgs län i 
Sverige. Totalt 4 445 individer, i åldrarna 16-65 år, ingick i analyserna. Studie 
III utfördes inom baslinjeundersökningen av Gävle Household, Labour 
Market Dynamics and Health Outcomes survey (GHOLDH), en 
panelundersökning med hushåll som uppföljningsenhet. Totalt 241 personer 
besvarade ett frågeformulär som samlade information om anställningsstatus 
och psykisk hälsa (ångest och depression) bland personer i åldrarna 18-65 år. 
Avhandlingen använde beskrivande analyser och logistiska 
regressionsmodeller för att beskriva och undersöka förhållandet mellan 
anställningsstatus, självrapporterad hälsa (SRH) och självmordstankar i 
Gävleborgs län (studie I och II). Beskrivande analys av medelvärden för 
HADS och en multipel regressionsanalys för justerade medelvärden för 
HADS användes för att uppskatta förekomsten av ångest och depression 
bland ekonomiskt aktiva personer bosatta i Gävle kommun (studie III). Studie 
IV använde ett kvalitativt tillvägagångssätt för att få en djupare förståelse för 
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hur ofrivilligt arbetslösa personer i Gävle uppfattar sitt välbefinnande, här 
definierat som övergripande fysiskt och psykiskt välbefinnande inklusive 
livskvalitet. Sexton arbetslösa män och kvinnor i åldrarna 28-62 år 
intervjuades ansikte mot ansikte. En målstyrd urvalsstrategi användes för att 
passa forskningsfrågan och för att öka variationen mellan informanter. 
Intervjutexterna i studie IV analyserades med hjälp av tematisk analys.  
Resultat: I studie I var förekomsten av dålig SRH dubbelt så hög i gruppen av 
personer som inte var anställda (42%) jämfört med den anställda gruppen 
(21,6%). Personer utanför arbetsmarknaden hade odds för dålig 
självrapporterad hälsa på 2,64 (Cl 2,28-3,05) jämfört med deras anställda 
motsvarigheter. Efter kontroll för andra möjliga påverkande faktorer 
minskade risken något till 2,10 (1,69-2,60), men förblev statistiskt signifikant. 
Vidare visade sig andra faktorer såsom långvarig sjukdom, ålder, inkomst och 
brist på socialt stöd vara förknippade med dålig självrapporterad hälsa. I 
studie II, hade 11,2% bland de som inte var anställda, varit i en situation där 
de allvarligt hade övervägt att ta sitt liv (någon gång under de senaste tolv 
månaderna). Motsvarande siffra för de anställda var 2,9%. Ojusterade resultat 
av den logistiska regressionsanalysen visade att personer som inte var 
anställda hade fyra gånger högre risk för självmordstankar, med odds på 4,11 
(CI: 3,14-5,64) jämfört med deras anställda motsvarigheter. När andra 
kontrollvariabler adderades till analysen, reducerades risken från 4.21 (CI 
3.14-5.64) i modell I till 1,73 (CI 1,16-2,57) i modell IV, men förblev statistiskt 
signifikant. Andra variabler visade sig också vara associerade med 
självmordstankar. I studie III var prevalensen och risken för ångest och 
depression hög bland personer som var utanför arbetsmarknaden. I  
regressionsanalysen, hade de som inte var anställda en risk för ångest på 7,76 
(5,97-9,75) och för depression på 4,67 (3,60-5,74), jämfört med sina anställda 
motsvarigheter. Studie IV avslöjade sex olika teman från intervjuerna: Arbetet 
uppfattades som grunden för tillhörighet, arbetsförlust påverkade 
respondenternas sociala liv och konsumtionsmönster på grund av 
förändringar i deras ekonomiska situation. Känslor av isolering, förlust av 
självkänsla och känslor av hopplöshet rapporterades, vilket påverkade 
respondenternas fysiska välbefinnande. Längre tid i arbetslöshet ökade 
respondenternas negativa känslor. Aktiviteter, struktur och tillhörighet i 
andra sammanhang rapporterades som en del av deras strategier för att 
motverka dåligt psykiskt välbefinnande. Konklusion: Denna avhandling 
hittade ett statistiskt signifikant förhållande mellan att vara utanför 
arbetsmarknaden och dålig SRH, hög risk för självmordstankar samt ångest 
och depression under den senaste ekonomiska lågkonjunkturen. Förhållandet 
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mellan anställningsstatus och SRH förklarades delvis av socioekonomiska, 
demografiska och livsstilsfaktorer. Vidare, så förklarades förhållandet mellan 
anställningsstatus och självmordstankar till största delen av demografiska, 
socioekonomiska och självrapporterade psykologiska variabler. På 
kommunal nivå var prevalensen av ångest och depression högre bland de 
som var utanför arbetsmarknaden jämfört med de med anställning, och 
oddsen för ångest och depression var högre bland människor utanför 
arbetsmarknaden, men detta var mindre framträdande för depression än för 
ångest. Att förlora jobbet skapade känslor av förlust av värdighet och 
tillhörighet som en människa. Deltagarna upplevde känslor av oro, osäkerhet 
och stress på grund av deras förändrade ekonomiska situation, vilket i sin tur 
ledde till isolering och förlust av självkänsla. Socialt stöd och andra aktiviteter 
än arbete gav struktur och betydelse för vardagen. Resultaten av denna 
avhandling tyder på ett behov av tidig upptäckt och potentiell behandling av 
människor som befinner sig utanför arbetsmarknaden och att vara medveten 
om den ökade risken för dåliga hälsosymtom och störningar bland arbetslösa 
individer. Resultaten visar också på behovet av primära förebyggande 
strategier och innebär att de politiska beslutsfattarna måste uppmärksamma 
dem som inte är i arbetet, särskilt i tider med kombinerade ekonomiska 
svårigheter och arbetsmarknadsfluktuationer. Långtidsstudier är dock 
nödvändiga för att ytterligare belysa de mekanismer genom vilka 
anställningsstatus och anställningsvillkor påverkar fysiska och psykologiska 
hälsoproblem. 
 
Nyckelord: Anställningsstatus, självrapporterad hälsa, ojämlikhet i hälsa, 
självmordstankar, ångest, depression, utanför arbetsmarknaden, upplevt 
välbefinnande, kvalitativt tillvägagångssätt, lågkonjunktur, Gävle 
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1 Introduction 
 
From a public health perspective, it is important not only to improve and 
maintain health, but also to promote equality in health.1 This thesis uses a 
social epidemiological approach to health in order to study social 
determinants of health and their distribution in the population.2  
There has been a continuous interest in research into health inequalities, 
especially concerning issues of definition and potential explanatory models.3-

6  For instance, Kawachi et al.6 describe health inequality as the common term 
used to define disparities and variations in health achievements between 
individuals and groups. Furthermore, health inequalities that arise from some 
form of injustice, or that are considered to be unfair, are defined as health 
inequity. A common empirical view of the difference between health 
inequalities and health inequities is that unfairness arises when poor health 
reflects an unjust distribution of the underlying social determinants of health, 
in that they are caused by the conditions in which people live (e.g. unequal 
access to employment, health care and education).1, 2, 6, 7 In other words, 
people’s risks of poor health arise from social and economic conditions and 
their effect on people’s lives. The circumstances in which people live are, in 
turn, created by economic, social and political forces.2 For instance, according 
to Woodward and Kawachi1, health inequalities are avoidable to the extent 
that they derive from identifiable governmental policy options such as labour 
force and taxation policies, and health care funding and welfare benefits. 
Moreover, Evans et al.8 argue that social inequalities in health might lead to 
injustice due to the division of labour within society that puts certain groups 
of people at a social, economic and political disadvantage, including their 
opportunity to be healthy. On the other hand, there is no universal agreement 
that social unfairness plays a role in the construction of health inequalities; an 
alternative view argues for issues of free will and individual responsibility for 
self-care.6 
The links between poverty and health can be complex and paradoxical, even 
if they seem apparent. For example, some countries with low gross domestic 
product (GDP) have a higher average life expectancy than others with high 
GDP.9, 10 Additionally, within some countries the life expectancy in certain 
social groups is 20 years lower than the national average, despite low infant 
mortality rates.9, 10 These inequalities in health within countries arise from 
several types of social stratification (including socioeconomic, political, ethnic, 
and cultural), and can also be seen in rich countries.11 For instance, in a study 
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covering 22 European countries, Mackenbach et al.12 found that groups with 
lower socioeconomic status had substantially higher rates of mortality and 
poorer self-assessed health. Marmot9, 10 has argued that, when causes of 
variances like these are known, action should be taken; and that when action 
is taken, health will be improved. 
Socioeconomic position (SEP) has long been a commonly used concept in 
research into health inequalities.13, 14 Traditionally, SEP has been measured by 
education, occupation and income. Although there is no single best indicator, 
and these indicators have limitations, their importance as health determinants 
has been shown by a large amount of epidemiological evidence.13, 14 It has been 
argued that employment status and employment conditions, as well as 
working conditions, also have a great impact on health and health equity.2, 15, 

16 For instance, social status, personal development, social relations and self-
esteem together with financial security and protection from 
physical/psychological hazards can result from good working and 
employment conditions.2, 15, 16  Consequently, the reverse could emerge from 
poor working and employment conditions.2, 16 In this thesis, employment 
status is defined as being either inside or outside the labour market. 
Sweden in general is known as a healthy country, with a context of stability, 
democracy, and highly developed social welfare policy.17 Despite this, and 
due to a combination of earlier (early 1990s) and more recent (2008 onwards) 
economic recessions, together with a changing global context, health 
inequalities in Sweden are growing.11, 18, 19 Within Sweden, as a result of these 
economic crises, Gävleborg County has been challenged in recent years by an 
increase in flexible forms of employment and high unemployment rates, 
caused by factory closures and lay-offs above the national average.20 In 
addition, Gävleborg stands out when compared with the national average in 
other aspects of health; for example, heart attacks are more common within 
the county than in other Swedish counties, and life expectancy is among the 
lowest in the country.21 In such a complex context, understanding of the 
potential impact of job loss on health outcomes among economically active 
persons may contribute to reducing employment-related inequalities at the 
regional and national level.  
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2 Background 

2.1 Employment status and inequalities in health 
 
The role of employment status as a source of health inequalities has attracted 
attention in recent years. The reason for this is that, in comparison to research 
on income and education, far less research has been conducted on the role of 
employment status as a source of health inequalities.22-24   
The WHO Commission on Social Determinants of Health has shown that the 
association between health and working life can be understood via different 
pathways. The first of these is through employment and labour market 
relations; that is, the institutional framework governing the relationship. The 
second pathway is through employment conditions, including access to jobs, 
unemployment and security of employment. The third pathway is through 
working conditions; that is, the physical, chemical and psychosocial work 
environment and ergonomics.2, 16 For instance, Popham et al.25 showed in their 
study of working-age English men and women (29–59 years) that 
employment status contributed significantly to the social gradient in self-
reported health, and was thus an important issue for social inequalities in 
health. According to Marmot,15 people’s life chances are conditioned  by 
participation or exclusion from the labour market, where, for instance, 
material poverty caused by unemployment or feelings of injustice over salary 
contributes to bad physical and mental health. Furthermore, the importance 
of occupational position for social status and social identity means that threats 
of job instability or job loss also affect health and well-being.   
The impact of employment status on health outcomes is important in the 
aetiology of chronic disease and mortality.16, 26-31 Unemployed people show 
more symptoms of mental illness, including suicide, compared to those who 
are employed.32, 33 In addition, poverty and financial anxiety seem to mediate 
mental illness to some degree.34 In a summary of epidemiological research in 
the field, Bambra35 showed the importance of work and unemployment in the 
development of socio-economic health inequalities. Moreover, the effects of 
work and unemployment on health are influenced by politics in terms of how 
society is organised socially and economically.35, 36 Beyond employment status, 
there is mounting concern about the role of employment conditions on 
differences in health. In recent decades, there have been major ongoing 
changes in job security and patterns of employment and welfare.37 A review 
by Quinlan et al.38 found an association between precarious employment and 
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a worsening in occupational health and safety in terms of disease risk, hazard 
exposures and injury rates.  
Globally, as well as in Sweden and in Europe as a whole, there has not only 
been a rise in unemployment, but also an increase in less-secure forms of 
employment.39-42  The reason for this lies within labour market policies, power 
relations in the labour market and social context and welfare, which together 
contribute to shape the size and consequences of job insecurity.16 Insecure 
employment affects health and health inequalities among the population due 
to poor working conditions, but also due to employment status and 
conditions of employment.37, 39, 41, 43, 44  At the same time, socioeconomic 
inequalities in mortality have broadened.37 For instance, Nishikitani et al.45 
found a worsened health status among Japanese workers that was assumed 
to be caused by social inequality as a product of transformation of the social 
structure due to increased non-regular working conditions. In a British 
household panel survey, Bartley et al.46 found that favourable working 
conditions together with secure employment were associated with a 
considerably reduced risk of developing illness among healthy people. 
Furthermore, the likelihood of recovery also increased with secure 
employment. Samuelsson et al.47 showed in a Swedish study of working men 
and women that type of employment may affect work and then health. These 
authors found that job control played an important role, which was in turn 
related to type of employment, and also found that temporary employees 
reported the lowest level of job control. Similarly, Aronsson48  observed that 
temporary employees had less control over their working lives than 
permanent employees, which in turn affected their health. 

 

2.2 Employment status and inequalities in health during 
economic recession 

 
The Eurozone, including Sweden, recently experienced a recession beginning 
in 2008 and continuing for some years after. According to Benach et al.,41 in 
this situation one would expect global health inequalities and intra-country 
inequalities between social groups to increase, because the recession would 
influence job insecurity, under-employment, and levels of unemployment. 
This is in fact what happened.49 
Economic crises usually hit young people very hard, as, in comparison to 
adults, they are at a higher risk of unemployment. In line with this, several 
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European countries, including Sweden, have experienced increased 
unemployment particularly among young people.20, 50 When job offers are rare 
and competition among job seekers is fierce, a job loss is hard to handle for 
anyone, but especially for disadvantaged young people who lack basic 
education50. According to Scarpetta et al.,50 long periods of unemployment 
could, in addition to the negative effects of future employability and wages, 
also have harmful effects, many years later, on a number of other outcomes 
such as health and job satisfaction. In a study of involuntary unemployed men 
and women in Bradford, UK, Giuntoli et al.51, 52 found two tangible 
consequences of job loss at times of recession, namely financial strain and job 
market competition. Mental well-being was affected by this financial strain in 
two ways. Firstly, the financial strain directly limited the possibility of 
achieving wider goals and plans beyond merely continuing to exist. Secondly, 
there was the effect of constantly thinking and worrying about not having 
enough money to last the whole month.51 Other aspects found in the study 
were that participants experienced a loss of their role in the society, time 
structure, and motivation, as well as boredom.51, 52 

 

2.3 Conceptual framework: employment status and 
inequalities in self-reported health and psychological 
health 

 
The relationship between employment status and health has been studied 
using sociological and psychological theories as explanatory models.53-56 For 
instance, a commonly used54-57 theoretical model is the latent functions model 
developed by Jahoda.53 This uses psychosocial functions such as time 
structure, collective purpose and shared experience, social contact, status and 
identity, and regular activity to explain the health consequences of 
unemployment. However, the present thesis uses the macro structural 
framework shown in Figure 1 to investigate the relationship between 
employment status and health outcomes (self-reported health and 
psychological health) from a social epidemiological perspective considering 
employment status as a social determinant of inequality in health.58, 59 
Originally developed by Muntaner et al. and the Employment Conditions 
Knowledge Network (EMCONET), this macro structural framework can be 
used to help understand the role of employment relations and health 
inequalities.16  
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The original framework is based on the perception that employment relations 
must be viewed in their wider institutional context, starting with power 
relations, social policies and the labour market, their level of social protection, 
active policies on employment and general opinion, i.e. equality, focus on 
family.16, 59  Interactions between the main social actors give different kinds of 
social policy and economic reallocation, which direct a distribution of power 
that favours some social groups over others. Power relations are essential for 
reallocating economic resources, and consequently determine a given 
society’s level of equality. 
According to Navarro et al.,60, 61 social inequalities in health are basically the 
result of what can be called the “political economy of health”, where access to 
health care, exposure to hazards leading to disease, and opportunities for 
well-being are life experiences impacted by the main political actors. For 
instance, various public policies, implemented by different political parties 
when they are in office, mean different outcomes associated with public 
health.17, 62 
 
Figure 1. Theoretical framework: employment status and inequalities in 
health    

 
Source: Adapted for this thesis from Muntaner et al. 2010. 
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In the adapted framework presented in this thesis, the first level refers to the 
degree to which the state (at national and regional levels) implements a social 
policy, in the sense that it applies its distribution of power to influence the 
welfare state’s level of development. Labour legislation here refers both to 
welfare state benefits, such as income security for those who involuntarily 
leave the labour market, and to specific employment protection legislation. 
Collective bargaining refers to the different ways in which labour and capital 
ratios can be implemented. Also of importance are the extent to which the 
work force is covered by collective agreements and the existence of trade 
unions.16 
The level of the welfare state determines the degree to which workers are able 
to secure a livelihood in society without dependence on the market.16, 63 
Workforce protection from the insecurities of the labour market is dependent 
on the social policies implemented by the state; and, according to Esping et 
al.,16, 64 it is not possible to understand the labour market without taking into 
account the welfare state institutions that surround it, as they are deeply 
interconnected. In the European Union (EU), for example, a considerable part 
of social provisions in most member States (including Sweden) involves 
different benefits to supplement or substitute for earnings, when individuals 
for various reasons cannot find the latter on the labour market.16  
This thesis uses an adapted version (Figure 1) of the macro structural 
framework developed by Muntaner et al. to investigate the relation between 
employment status and self-reported health and psychological health 
inequalities, taking into consideration various demographic (age, sex, marital 
status), socioeconomic (income, education, occupation), social and family 
network factors (social support) as well as health-related behaviours (alcohol 
consumption, smoking habits, physical activity). The focus of the thesis is on 
the block of employment status and its outcomes, the block of power 
relations/policies serves as a background in which 
employment/unemployment occurs.  

 

2.4 Rationale 
 
A negative association between unemployment and health has been observed 
throughout Europe, including in Sweden.65 To some degree, this may be due 
to the loss of income associated with unemployment. However, the extent of 
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the social safety net could possibly have a mitigating impact, and then the 
variations between different regimes can be inferred.65 The relationship 
between socioeconomic factors and health leads to inequalities in health. 
These inequalities can be explained by the socioeconomic policy context, but 
also by life, working and living conditions, which in turn affect human 
behaviour, material and psychosocial resources and their immediate 
environment.66  
The most recent economic recession, which affected most countries in the 
world, including Europe and Sweden, has brought further changes to the 
labour market that might have aggravated the already multifaceted image of 
inequalities in health. During the most recent economic downturn, which as 
previously mentioned began in 2008, Gävleborg experienced changes in the 
labour market that went beyond those of the Swedish national average, in 
terms of increases in flexible forms of employment, factory closures, and lay-
offs.20, 67 Moreover, the county has one of the lowest levels of post-secondary 
education in the country. Although the level of post-secondary education 
gradually increased during the period 1985– 2012, the difference between 
county and country has also increased, to the disadvantage of the county.21 
Furthermore, compared with the national average, life expectancy is among 
the lowest in the country, and heart attacks are more common than in most 
other counties and in Sweden generally.21 Compared to national averages, 
Gävleborg also has a higher proportion of overweight and obese people, 
lower physical activity among women, and a lower proportion of people who 
eat enough fruit and vegetables.21 This county is, therefore, a suitable area for 
assessing the relationship between employment status on self-reported health 
and psychological health among working-age people during a time of 
economic recession. 
 

3 Objectives 

3.1 Main objective 
 
The overall objective of this thesis was to investigate the relationship between 
employment status and health-related inequalities in Gävleborg County, 
Sweden. 
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3.2 Specific objectives  
 

• To assess the relationship between employment status and self-
reported health in Gävleborg (Study I) 

• To estimate the relationship between employment status and suicidal 
ideation during the economic recession in Gävleborg (Study II) 

• To estimate the prevalence of anxiety and depression among 
economically active persons residing in the Municipality of Gävle 
(Study III) 

• To assess experiences and perceptions of well-being after 
involuntary job loss in Gävle (Study IV). 

 

4 Materials and Methods  

4.1 Gävleborg County 
 
The County of Gävleborg is located in the eastern part of central Sweden, with 
as of 2016 an estimated population of about 283,900 inhabitants.68 It has ten 
municipalities spread over two areas, and its administrative centre is the 
Municipality of Gävle, with as of 2016 around 99,600 inhabitants.68 Studies I 
and II were conducted in the county as a whole, while Studies III and IV were 
performed within Gävle.  
In comparison to other counties in Sweden, Gävleborg was one of the hardest 
affected by factory closures and lay-offs.67 The unemployment rate among 
Gävleborg inhabitants aged 16–64 increased considerably during the period 
2008–2012, from 5.5% in 2008 (Gävle: 5.9%) to 9.6% in 2012 (Gävle: 10.8%). For 
those aged 18–24 years, the unemployment rate in the county increased even 
more sharply, from 9.9% in 2008 (Gävle: 9.1%) to 17.2% in 2012 (Gävle: 
17.2%).20 By comparison, the national average among people aged 16–64 
increased from 3.7% in 2008 to 6.5% in 2012, and the average among young 
people aged 18–24 increased from 5.2% in 2008 to 10.5% in 2012.20  
Eight years after the start of the economic recession, as of December 2016, 
unemployment in the county still fluctuates at around 9.4% among adults 
aged 16–64 and at around 12.9% among those aged 18–24, as against national 
averages of 6.1% and 7.0%, respectively.69 
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4.2 Gävleborg in comparison to other Swedish counties 
and the country as a whole 

 
According to the Swedish Employment Services, there is a growing imbalance 
between the Swedish counties in terms of growth and age structure, especially 
in the forest counties (including Gävleborg), which are exposed to 
considerable strain. For instance, municipal economies in the forest counties 
are exposed to greater strains due to a decreasing working-age population, as 
older workers retire and their younger replacements are more prone to move 
to areas of greater economic growth. These generational changes in the labour 
market help to further exacerbate the imbalances between different parts of 
the country. Another problem for many forestland municipalities is a 
significant deficit of women, which has negative effects on population and 
labour regrowth.70   
Dalarna and Värmland are two other counties with similar demographics to 
Gävleborg in terms of population size, age, and gender distribution.71 The life 
expectancy for men is lower than the national average in all three counties; 
the same is true for women in Gävleborg and Värmland. Compared to 
Halland, which has the highest life expectancy in the country, the difference 
for these three counties is nearly 2 years for women and between 1.2 and 1.7 
years for men.72 
Regarding the labour market, Gävleborg has the lowest employment rates in 
the whole of Sweden for both men (61.9%) and women (57%).71 The 
employment rate among men ranges from around 72% in Stockholm and 
Halland to around 62% in Blekinge and Gävleborg. Among women, the 
employment rate varies from just over 68% in Stockholm and Halland to 57% 
in Gävleborg. Värmland also has one of the lowest employment rates among 
women. Between 2010 and 2014 there was a decrease of almost 4% in 
employment rates in Gävleborg, which was the greatest regional decline.71 
Compared to Gävleborg, Halland (with the highest employment rate) differs 
regarding population size and age distribution, with Halland having a larger 
size and younger population. Blekinge has a similar age distribution, but a 
smaller population size than Gävleborg.68   
Level of education is another important factor in the context of Gävleborg. In 
comparison to the national average, all five counties mentioned so far 
(Gävleborg, Dalarna, Värmland, Blekinge and Halland) have a smaller 
proportion of people starting post-secondary education among both men and 
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women who had completed high school studies. The exception is in Blekinge, 
where more women than average start post-secondary education.71 
Regarding health, heart attacks are more common in Gävleborg and Dalarna 
than in the country as a whole, for both men and women. Halland has one of 
the lowest rates of heart attacks in the country among men, while women have 
higher rates of heart attacks than the national average.72 These counties also 
show similarities regarding other aspects of health; for instance, obesity is 
more common in Gävleborg, Dalarna, and Blekinge than in the country as a 
whole, while Halland has the lowest proportion of obesity in the population 
for both men and women.72  

4.3 Study samples, designs, and procedures 
 
Studies I and II 

 
Studies I and II used data from the 2010 Gävleborg Health on Equal Terms 
survey (HET). HET is a national public health survey with questions that 
cover, among other things, physical and mental health, living habits, contact 
with healthcare services, financial conditions, social relationships, work and 
occupation, and work environment. The survey provides good-quality cross-
sectional data which are representative of the county.73, 74 The sampling frame 
was based on the Total Population Register (TPR), and consisted of all 221,618 
registered residents within the county aged between 16 and 84 years as of 
January 2010. Statistics Sweden carried out the sample selection, and a 
municipality-based stratified random sample of 12,000 individuals from 
Gävleborg was selected. A final check before the questionnaire was sent out 
revealed that 23 people no longer belonged to the population, giving a final 
sample size of 11,977 individuals. Overall, 5,983 individuals returned the 
questionnaire, giving a response rate of 50%. In this thesis, only those of 
working age (16–65 years) were included in Studies I and II (4,245 individuals).  
The survey for Studies I and II was conducted by Statistics Sweden, and 
comprised a co-operation between the Swedish National Institute of Public 
Health and Gävleborg County. A postal survey in combination with a web 
survey was carried out between March and June 2010, with respondents 
invited to choose whether to answer the questionnaire on paper or on the web. 
Login details were provided with mailings, allowing participants to log in 
through the Statistics Sweden website to complete the survey. Information 
about the study background and objectives, how the answers would be used, 
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and the fact that additional data (on education, income, and taxation) would 
be retrieved from the TPR was given in a separate letter along with the 
questionnaire. The same letter emphasized the confidentiality of the survey, 
as well as explaining whom the participants could turn to if they had any 
questions regarding the investigation. The questionnaires contained 
questions about health, financial condition, lifestyle, labour and employment, 
security and social relationships. 

 
Study III 
 
Study III was performed in Wave 1 (baseline survey) of the Gävle Household, 
Labour Market Dynamics and Health Outcomes survey (GHOLDH), a panel 
survey with the household as the follow-up unit.75 
The sample selection was carried out by Statistics Sweden, in two stages. The 
first stage was conducted using the Gävle TPR, with the selection made taking 
into consideration all residents of Gävle aged 18–65 years. The initial sample 
frame consisted of approximately 60,000 individuals. Data collection was 
carried out in two stages. First the head of household (or the person with more 
knowledge about the household) was interviewed. This person was asked to 
list all persons aged 18–65 years living in the household. In the next stage, a 
questionnaire was answered by those aged 18–65 years. 
          A sample of 408 individuals (corresponding to 408 households) was 
selected at the first stage (interview) and 424 individuals received 
questionnaires at the second stage. The response rate for the interview was 
224 individuals (55%) and for the survey 241 individuals (57%). Study III, only 
used individual data from the postal questionnaire (241 individuals). 
The GHOLDH survey was carried out in collaboration with Statistics Sweden, 
which administered the data collection and performed data entry. The survey 
started with the development of a research protocol and the development of 
the questionnaire. A pilot study was undertaken among 40 individuals in 
order to test the questionnaire for user-friendliness, and the questionnaire was 
then reviewed with the help of the research team at Statistics Sweden. Before 
data collection started, an information letter was sent to the selected 
individuals in order to outline the background of the study and its objectives, 
the reasons for participating, and how the answers would be used. The letter 
also emphasized the confidentiality of the survey, and explained whom the 
participants could turn to if they had any questions about the investigation. 
Following the information letter, a mailed questionnaire was sent for the first 
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time in May 2012. Two written reminders were also sent, with the last one in 
June 2012. 
The questionnaires contained questions about employment and working 
conditions, workplace conditions, income, health and health behaviour, well-
being and healthcare use, and family formation from household members 
aged 18–65 years. 
 
Study IV 
Study IV used a qualitative approach to gain a deeper understanding of how 
involuntarily unemployed persons perceive their well-being, defined as 
overall physical and psychological well-being including quality of life. This 
approach was considered suitable, as it produces contextually richer data.76 
The study used a purposeful sampling strategy, with the sample including a 
selection of persons aged 18 years and over who lived in Gävle Municipality, 
had become involuntarily unemployed during or after 2008, had been 
unemployed for at least 6 months, and were registered with the employment 
agency in Gävle.  
Participants were recruited in collaboration with the employment agency in 
Gävle. Posters advertising for participants was put up at the agency’s 
premises, and the staff at the agency assisted in the recruitment process by 
asking individuals whether they would be interested in participating in the 
study.  
In total, 50 people were either asked for or volunteered their interest in 
participating, and the staff at the employment service collected their contact 
details (email addresses and phone numbers). All who expressed interest 
were contacted by phone and invited to participate in the study. Of these 50 
people, 20 either cancelled their appointment several times, had got a job, or 
could not be reached, and an additional 14 of those interested were found not 
to correspond to the inclusion criteria. The final study sample thus consisted 
of 16 respondents (eight men and eight women).  
After agreeing to participate, informants were invited to come to the 
University of Gävle, where interviews were conducted with suitable facilities. 
Those who were unable to come to the university were given the alternative 
of the interviewer coming to their home to conduct the interview. The 
majority of the interviews took place at the university, and only two in the 
informants’ homes. The premises for the interviews both at the university and 
in the individuals’ homes were perceived to be suitable, and no problems 
related to the environment were seen to occur.  



 

14 

Information about the study background and objectives and the informants’ 
right to withdraw, as well as an assurance of confidentiality, was given before 
each interview started, and respondents were asked to give their oral consent 
to participation. Two experienced persons (women) performed the interviews. 
All interviews except one (in English) were performed in Swedish. Each 
interview lasted between 40 and 70 minutes, and was digitally recorded by 
permission of the respondent. Data collection took place during the autumn 
of 2013 and spring of 2014. A semi-structured interview guide with thematic 
open-ended questions developed by the research team was used. This 
interview guide contained questions in different domains such as experiences 
of unemployment, the prospects for a new job, mental and physical well-being, 
family ties, social and practical support, financial situation, stigma and access 
to services. 

4.4 Variables and their measurement 
 

4.4.1 Variables and their measurement: Studies I, II, and III 
 
Studies I and II used the HET questionnaire, and Study III used the GHOLDH 
questionnaire. More details of these instruments, including their objectives 
and background, can be found elsewhere.73, 75  

 

4.4.1.1 Outcome variables 
 
Self-reported health 
The outcome variable for Study I was self-reported health (SRH), which was 
assessed using the question, “How would you rate your general health?” with 
five possible answers (“very good”, “good”, “fairly good”, “poor”, and “very 
poor”). The answers were dichotomized, with those who answered “very 
good” or “good” regarded as having good health and those who answered 
“fairly good”, “poor”, or “very poor” regarded as having poor health. 
 
Suicidal ideation 
The outcome variable for Study II was suicidal ideation, assessed using the 
question “Have you ever during the last 12 months found yourself in a 
situation where you seriously considered taking your own life?” with three 
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possible answers (“no”, “yes, once”, and “yes, several times”). For the 
purpose of Study II, the responses were recoded to “yes” and “no”. 
 
Self- reported anxiety and depression 
The main outcomes for Study III were self-reported anxiety and depression, 
measured using the Hospital Anxiety and Depression Scale (HADS).77 This 
scale contains 14 items, 7 on anxiety and 7 on depressive symptoms. High 
scores correspond to high levels of anxiety (HADS-A) and depressive 
symptoms (HADS-D). Cronbach’s α was used as a statistical measure of the 
internal consistency of HADS, i.e. the reliability of the instrument. Cronbach’s 
α was 0.86 for the total HADS. 
 

4.4.1.2 Main independent variable 
 
Employment status 
The main independent variable in Studies I, II, and III was employment status, 
assessed by using one question, “What is your current main job?” The 
answers were dichotomized into two categories: those who had work and 
those who were out of work (including those on a leave of absence, students, 
and early-retirees). 
 

4.4.1.3 Other independent variables (control variables) 
 
Demographic and socioeconomic variables such as age, sex, marital status, 
education, and income were used as control variables in all three studies (I, II, 
and III). Social support was also used in all three studies, while risk 
consumption of alcohol and chronic disease were used only in Studies I and 
II. Smoking habits and physical activity were used as control variables only 
in Study I, and cash margin, SRH, self-reported stress, and anxiety were 
added as control variables only in Study II. 
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Age 
Five age groups were used in Studies I and II: 16–25, 26–35, 36–45, 46–55, and 
56–65 years, respectively. Three age groups were used in Study III: 18–39, 40–
54, and 55–65 years, respectively. 
 
Marital status 
In Studies I and II, marital status was divided into three groups: married (or 
living with a partner), single (including divorcees), or widowed. For Study III, 
marital status was dichotomized into married/living with partner and 
single/divorced/widowed.  
 
Income 
Income was collected from income and taxation registers (in relation to 2008 
for Studies I and II and to 2011 for Study III) as total individual annual gross 
income. Based on classifications used by Statistics Sweden, three groups were 
created for Studies I and II: low income (< SEK 250 thousand [tSEK]/year), 
medium income (250–750 tSEK/year), and high income (>750 tSEK/year). For 
Study III, income was dichotomized into two categories: 0–299 tSEK/year and 
≥300 tSEK/year.   
 
Cash margin   
Cash margin was used as a control variable in Study II, measured by the 
question: “Should you suddenly find yourself in an unforeseen situation in 
which you had to get hold of 15,000 Swedish crowns in one week, could you 
manage this?” There were two possible answers, dividing those who could 
do it (“yes”) from those who could not (“no”). 
 
Education 
Education was assessed using Statistics Sweden's educational register from 
2009, which classifies people in terms of their highest level of education 
according to Swedish educational nomenclature (SUN 2000).78 Three levels of 
education were created in Studies I and II: primary school or equivalent, 
secondary school or equivalent, and university or equivalent. For Study III, 
education was dichotomized into two levels: up to high school, and post high 
school. 
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Social support 
Social support was measured with the question: “Do you have someone you 
can share your deepest feelings with and confide in?” There were two possible 
answers, dividing those with social support (“yes”) from those without social 
support (“no”). Social support was used as a control variable in Studies I, II, 
and III. 
 
Risk consumption of alcohol 
Risk consumption of alcohol was assessed with three questions: “How often 
have you drunk alcohol in the past 12 months?”, “How many ‘glasses’ (an 
example was given) do you drink on a typical day when you drink alcohol?”, 
and “How often do you drink six ‘glasses’ or more on the same occasion?” 
The answers were combined into a composite variable for Studies I and II, 
categorized as “yes” (risk consumption) and “no” (no risk consumption). The 
answers to each question were given different weights summed up to a total 
value. The sum-variable could have values between 0-12. If the sum variable 
for men was larger than or equal to 6 and for women larger than or equal to 5 
they were categorized as “yes” (risk consumption) otherwise as “no” (no risk 
consumption)74 
 
Smoking habits 
Smoking habits were also assessed with three questions: “Do you smoke 
every day?”, “Do you smoke occasionally?”, and “Have you previously 
smoked daily for at least six months?” Each of the questions could be 
answered with “yes” or “no”. Smoking habits were used as a control variable 
in Study I, divided into two categories, “yes” (those who smoked every day 
and occasionally) and “no” (those who did not smoke) 
 
Physical activity 
Physical activity was used as a control variable in Study I, measured using the 
question “How much have you exercised and exerted yourself physically in 
your free time during the past 12 months?” The answers were divided into 
three categories, corresponding to low, moderate, or vigorous physical 
activity. 
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Long-standing illness 
Long-standing illness was used in Studies I and II, measured using the 
question “Do you have a long-standing illness, health problem, or similar?” 
The answer was dichotomized into “yes” or “no”. 
 
Self-reported health 
SRH was assessed using the question “How would you rate your general 
health?”, with five possible answers (“very good”, “good”, “fairly good”, 
“poor”, and “very poor”). For Study II, the answers were dichotomized and 
used as a control variable. Those who answered “very good” or “good” were 
regarded as having good health, and those who answered “fairly good”, 
“poor”, or “very poor” were regarded as having poor health. 
 
Self-reported stress 
Self-reported stress was used as a control variable in Study II, assessed using 
the question “Do you feel stressed at present? ‘Stressed’ means a state in 
which you feel tense, restless, nervous, worried, or distracted.” There were 
four answer alternatives: “not at all”, “to some extent”, “fairly much”, and 
“very much”. These were divided into three groups: “not at all”, “somewhat”, 
and “fairly much or very much”. 
 
Anxiety 
Anxiety was used as a control variable in Study II, measured using the 
question “Do you have symptoms or signs of anxiety, worry, or anguish?” 
with three possible answers: “no”, “yes, mild discomfort”, and “yes, great 
discomfort”. A dichotomous variable was created to distinguish those 
without anxiety (“no”) from those with anxiety (“yes, mild” and “yes, great”).  
 

4.5 Data analyses 
 
Data analyses for Studies I and II were performed using version 20.0 of IBM 
SPSS Statistics,79 and included descriptive and logistic regression analyses. 
The Hosmer–Lemeshow test was used to assess the fit of the logistic model 
against actual outcomes.80 Frequency tables with absolute frequencies and 
percentages were constructed in order to present the distribution of the 



 

19 

respondents using the key variables. The secondary data used in Studies I and 
II were adjusted (by Statistics Sweden) for non-response bias and differences 
in sample sizes in different strata, by using population weights. Register data 
were used to calibrate non-response bias for various groups of individuals74, 

81, 82.  
Data analyses for Study III were performed using version 13.0 of the SAS 
software package,83 and covered a descriptive analysis of means and a 
multiple regression analysis for adjusted means. Statistics Sweden performed 
the survey sampling, data collection, and data processing, including the 
calculation of survey weights. Separate survey weights were calculated for 
responding individuals and households, including weights for sampling 
probabilities as well as calibration weights for non-response rates. 
In the fourth study, only unemployed people were included, and thematic 
analysis was used to analyse the data. According to Braun and Clarke,84 
thematic analysis can be used across a range of epistemological and 
theoretical approaches. This type of analysis provides a way to organize and 
derive meaningful themes reflecting the data, and produces rich and detailed 
information while taking into account the complexity of the data. It gives a 
purely qualitative, nuanced, and detailed explanation of the data.84 

 
Study I 
Descriptive statistics were calculated for the distribution of SRH across 
variables, presented as tables with absolute frequencies and percentages. The 
association between employment status and SRH was assessed with logistic 
regression, using two models. In the first model, the association between 
employment status and SRH was analysed with no explanatory variables 
included. The second model added potential control variables such as age, sex, 
marital status, education and income, social support, smoking habits, risky 
consumption of alcohol, physical activity, and long-standing illness. Results 
are presented as odds ratios (ORs) with 95% confidence intervals (CIs).  
 
Study II 
The distribution of suicidal ideation across key variables among the 
respondents was described using absolute frequencies and percentages, 
presented in tabulated form. The relationship between employment status 
and suicidal ideation was assessed with logistic regression, using four models. 
Model I analysed the relationship between employment status and suicidal 
ideation only. Model II included potential demographic confounders such as 
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sex, marital status, and age, and Model III added socioeconomic variables 
such as income, cash margin, education, and social support. Finally, Model IV 
(the full model) incorporated all variables in the study, including health and 
lifestyle variables such as SRH, long-standing illness, self-reported stress, 
anxiety, and risk consumption of alcohol. Results are presented as ORs with 
95% CIs. Tests for collinearity between variables (e.g. socioeconomic variables) 
were carried out before fitting the analytic models. 
 
Study III 
In the descriptive analysis, HADS-A and HADS-D were presented as means 
with 95% CIs. A multiple regression analysis was used to examine possible 
differences by employment status among cases of anxiety and depression. 
Adjusted HADS means were calculated using a linear mixed model with 
dichotomised predictor variables (employment, age group, sex, total 
individual income, education, social support, and marital status) as fixed 
variables, the household cluster as a random variable (to account for the 
clustering of respondents within households), and the individual survey 
weight as a weight variable. The adjusted means estimates were calculated 
with 95% CIs. Statistical diagnostics were carried out, including tests of 
normality, linearity, and homoscedasticity.   
 
Study IV 
The analyses were performed in six steps. The first step involved transcribing, 
a deep perusal of the entire material, and listing of initial thoughts. In the 
second step, the transcriptions were encoded with codes representing the raw 
data, with systematic compilation of relevant data for each code over the 
entire data. The third step consisted of gathering the general themes, 
attempting to distinguish contexts and the differences between codes and 
themes, and contemplating the levels of themes. In the fourth step, the themes 
were examined in order to ensure that they worked in relation to the extracted 
codes (level 1) and the entire data set (level 2). In the fifth step, the essence of 
each theme was defined, named, and described; and finally, in the sixth step, 
examples of findings linked to the research question were selected and the 
results were recorded. 
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4.6 Ethical considerations 
 
Studies I and II were based on secondary data, and ethical approval was given 
by the Swedish National Institute of Health and the Regional Ethical 
Committee in Uppsala. Studies III and IV were approved by the Regional 
Ethical Committee in Uppsala. The thesis followed the ethical guidelines of 
the Swedish Research Council.85 All respondents received information, either 
in writing (Studies I, II, and III) or orally (Study IV), about the study 
background and objectives, how the answers would be used, who to turn to 
with possible questions, and the fact that additional data would be retrieved 
from the TPR (Studies I, II, and III). The information also clearly emphasized 
the confidentiality of the survey, the voluntary nature of participation, and 
the fact that the respondents had the right to withdraw at any time. 
 

5 Results  

5.1 Study I: Employment status and self-reported health 
 
Study I included 4,245 individuals: 2,330 women and 1,915 men. Overall, the 
prevalence of poor SRH was 28.5%, with a higher percentage among women 
(30.2%) than among men (26.7%). The prevalence was twice as high in the 
group who were not employed (42%) in comparison to the employed group 
(21.6%). In the oldest age group (56–65 years), 36.5% declared their health as 
not good, compared to 18.3% in the youngest group (16–25 years). The 
prevalence of poor SRH was 32.5% among those with the lowest income (<250 
tSEK), in contrast to 20.7% among those with highest income (>750 tSEK). 
Compared to their employed counterparts, respondents who were not 
employed were more likely to report that their health was poor, with an OR 
of 2.64 (CI: 2.28–3.05). After adjusting for other socioeconomic and health 
variables, the OR for poor SRH was only slightly reduced to 2.10 (CI: 1.69–
2.60), and remained statistically significant. 
Long-standing illness, age and income were also associated with poor SRH. 
Individuals with low income (< 250 tSEK) had an OR of 1.89 (CI: 1.31–2.70) for 
poor SRH compared to those with high income (>750 tSEK), and those without 
social support had an OR of 2.22 (CI: 1.70–2.91) for poor SRH compared to 
those who had this support.  
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Finally, individuals with a low level of physical activity had an OR of 5.98 (CI: 
4.25–8.42) for poor SRH compared to those who were vigorously active.  

 

5.2 Study II: Employment status and suicidal ideation 
 
Study II used the same dataset as Study I: 4,245 individuals aged 16–65 years, 
comprising 2,330 women and 1,915 men. Among those not employed, 11.2% 
had at some time during the past 12 months been in a situation where they 
had seriously considered taking their life. The corresponding figure for those 
employed was 2.9%. The results also revealed that the youngest age group 
(16–25 years) reported suicidal ideation three times more often than the oldest 
age group (56–65 years): 11.4% versus 3.1%, respectively. Among those with 
no cash margins, 14.4% reported suicidal ideation compared to 3.0% of those 
who had cash margins. In terms of health and lifestyle, suicidal ideation was 
more common among individuals with no social support (14.9%), poor SRH 
(12.7%), fairly much or very much self-reported stress (22.8%), and symptoms 
of anxiety (16%) compared to those who had social support (4.5%), good SRH 
(2.8%), no self-reported stress (1.1%), and no symptoms of anxiety (0.9%), 
respectively. 
Unadjusted results of the logistic regression analysis revealed that people 
who were not employed had about a four times higher risk for suicidal 
ideation, with an OR of 4.21 (CI: 3.14–5.64) compared to their employed 
counterparts. Controlling for sex, marital status, and age decreased this OR 
only slightly, to 3.93 (CI: 2.85–5.42). After adding socioeconomic variables 
such as total income, cash margins, education, and social support the OR 
decreased further to 2.64 (CI: 1.84–3.81). After the full adjustment, when 
variables such as SRH, long-standing illness, self-reported stress, symptoms 
of anxiety, and risk consumption of alcohol were added into the multivariate 
analyses, the OR reduced even further, but the association between no 
employment and suicidal ideation continued to be statistically significant, 
with an OR of 1.73 (CI: 1.16–2.57) compared with those who were employed.   
Among the control variables, young age (16–25 or 26–35 years), being 
widowed, having no cash margins, and having no social support were all 
associated with suicidal ideation. Health and lifestyle variables such as poor 
SRH, fairly much or very much self-reported stress, symptoms of anxiety, and 
risk consumption of alcohol were also associated with suicidal ideation. For 
instance, individuals who reported anxiety had an OR of 7.98 (CI: 4.71–13.51) 
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for suicidal ideation compared to those without such symptoms. In addition, 
those who reported fairly much or very much stress were three and a half 
times more likely (OR: 3.55; CI: 1.94–6.50) to report suicidal ideation 
compared to those who had no stress. Regarding age, the youngest group (16–
25 years) had an OR of 2.74 (CI: 1.40–5.38) and the next youngest (26–35 years) 
had an OR of 2.48 (CI: 1.35–4.57) for suicidal ideation, all compared to the 
oldest group (56–65 years). 
 

5.3 Study III: Employment status, anxiety, and depression 
in a municipal context 

 
The distribution of HADS scores across variables in this population of 241 
adults (18–65 years) showed that both anxiety (HADS-A) and depression 
(HADS-D) were associated with employment status, with unemployed 
persons scoring higher than their employed counterparts on both HADS-A 
(7.76 [CI: 5.77–9.75] vs. 4.13 [CI: 3.60–4.66]) and HADS-D (4.67 [CI: 3.60–5.74] 
vs. 2.70 [CI: 2.18–3.22]). Women reported higher HADS-A scores and lower 
HADS-D scores in comparison to men. Both HADS-A and HADS-D scores 
were slightly higher among the group aged 40–54 years in comparison to both 
other age groups (18–39 years and 55–65 years). Compared to their married 
counterparts, those who were single/widowed scored higher on both HADS-
A and HADS-D. Respondents with the lowest individual and household 
incomes reported higher HADS-A scores, and the same pattern was seen for 
HADS-D, but to a lesser degree.  Overall, the HADS scores were higher for 
anxiety than for depression.  
The multiple regression analysis revealed that HADS-A was strongly 
associated with being unemployed (out of the labour force). Compared with 
people who reported being employed, the adjusted mean HADS-A score 
among the unemployed group was 6.69 (95% CI: 5.28–8.10) compared with 
4.46 (95% CI: 3.28–5.64) for HADS-D.  
Controlling for other covariates (age, sex, marital status, education, income, 
and social support) reduced the statistical significance of being unemployed 
for both HADS-A and HADS-D. The mean HADS-A score decreased from 
7.76 (CI: 5.77–9.75) to 6.69 (CI: 5.28–8.10) and the mean HADS-D score 
decreased from 4.67 (CI: 3.60–5.74) to 4.46 (CI: 3.28–5.64). However, in both 
cases, the difference in mean scores between the employed and unemployed 
groups remained statistically significant. 
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5.4 Study IV: Experiences of unemployment and well-
being after job loss in Gävle Municipality during the 
recent economic recession 

 
The participants in Study IV were eight women aged 40–61 years and eight 
men aged 28–62 years. Thirteen of them were born in Sweden and three in 
other countries; thirteen had secondary education and three had a university 
education; nine owned their own homes, six lived in rented accommodation, 
and one lodged with relatives; nine lived with a person who had a steady 
income, one had an ill partner, six were single, and nine had children living 
at home.  
The analysis revealed six different themes from the interviews: I) work as the 
basis for belonging, II) a changed financial situation influencing social life and 
consumption patterns, III) unemployment leading to isolation and loss of self-
esteem, IV) unemployment, health, and well-being, V) the importance of 
unemployment duration, and VI) the search to feel well. 
The respondents perceived work as the basis for belonging, and loss of work 
affected their social lives and consumption patterns due to changes in their 
financial situation. They also expressed feelings of isolation, which in turn 
reinforced their loss of self-esteem. Moreover, psychological symptoms, such 
as feelings of hopelessness, affected their physical well-being, and a longer 
duration of unemployment increased their negative emotions. Finally, the 
respondents reported that activities, structure and affiliation in contexts other 
than work were their coping strategies against poor mental health.  
 

6 Discussion 
 
The main objective of this thesis was to investigate the impact of employment 
status on health-related inequalities in Gävleborg County. Overall, Studies I, 
II, and III found a statistically significant relationship between employment 
status, poor SRH, and psychological health (in terms of self-reported suicidal 
ideation, anxiety and depression) among people outside the labour market. 
Study I showed a higher prevalence of poor SRH in this group, with twice as 
many unemployed as employed people reporting poor SRH. Study II 
revealed that the prevalence of suicidal ideation was more than three times 
higher among those not employed compared to those employed. Moreover, 
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Study III found differences in HADS-A and HADS-D scores by employment 
status, with higher HADS scores among the unemployed than the employed.  
Unemployed people’s experiences and perceptions of well-being after 
involuntary job loss were in Study IV further investigated by face-to-face 
interviews. After job loss, the respondents experienced feelings of loss of 
dignity and belonging as a human being. Loss of work also affected their 
social lives, consumption patterns, and physical and psychological well-being. 

6.1 Employment status and self-reported health 
 
The findings from Study I showed that, among residents aged 16–65 years, 
there were differences in SRH according to employment status; people who 
were outside the labour market (not employed) had a higher risk of poor SRH. 
Similar results have been found in Sweden and internationally.65, 86-88 For 
instance, studies from Sweden and Poland found that employment status had 
a strong association with SRH, with unemployed people reporting a much 
higher risk of poor SRH compared to their employed counterparts.86, 89 The 
association seemed to some degree to be explained by economic hardship, but 
the odds remained highly significant.86 However, a study from Finland90 
reported that the event of becoming unemployed did not affect SRH; the 
unemployed already had poorer health before they became unemployed, 
compared to those who remained employed. 
There is an ongoing debate on whether unemployment causes poor health or 
poor health causes unemployment, and several researchers have argued that 
the relationship is complicated.87, 91 The arguments apply to confounders and 
mediators, which can be economic, social and clinical.92 For self-reported 
general health, there is support both for health selection and for causation.93 
For instance, the relationship may go from poor health to unemployment to 
low socio-economic position; in other words, by health selection. On the other 
hand, SRH could be affected by employment status directly or indirectly, most 
likely either through poverty or differences in income.25 
The cross-sectional design of Study I precluded any conclusions about health 
selection. Despite this, the study showed a consistent and statistically 
significant higher risk of poor SRH among the unemployed, even after 
adjustment for other covariates. Some researchers have argued that poverty, 
social exclusion, and low social status are explanations of the relationship 
between unemployment and ill health, since they are all experienced by those 
who are long-term inactive or unemployed.34 Others have stated that, during 
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periods of high levels of unemployment, the group of unemployed people 
includes well-educated white-collar workers, with a high proportion of 
individuals who are experiencing unemployment for the first time; that is to 
say, a healthier and more heterogeneous group. This means that it may be the 
social structure experienced during unemployment itself, rather than 
selection, which affects the health of the unemployed.34, 94  
In Study I, there was no information available on the duration of 
unemployment, and so it was not possible to analyse whether the differences 
in SRH were due to the length of unemployment, as has been found in other 
studies.95, 96 For example, a study conducted in China found that the 
probability of poor SRH increased during the first five years of 
unemployment, and thereafter decreased.95 A longitudinal study of more than 
24,000 individuals from Germany96 reported that, after unemployment had 
lasted for some time, the individuals tended to shift back towards their 
baseline levels of satisfaction. This could imply that the unemployed become 
mentally habituated to their situation relatively quickly. Moreover, the 
authors suggested that, in the presence of high aggregate unemployment, the 
stigmatizing effects of unemployment were less evident.96 
After adjusting for control variables in Study I, the odds of poor SRH 
decreased only marginally, from 2.64 (CI: 2.28–3.05) to 2.10 (CI: 1.69–2.60), and 
remained statistically significant. These findings are consistent with those of 
a study conducted in Northern Sweden, where the risk of poor SRH among 
the unemployed persisted when unemployment levels were high compared 
to periods of low unemployment, even after adjusting for sociodemographic 
variables.97 Several studies have found that people with illness and disabilities 
report very poor health.98-100 Furthermore, others suggest that factors such as 
income, working conditions psychosocial factor and health-related 
behaviours operating through physiological and pathological changes have 
been considered as potential links between employment status and health 
inequalities.2, 92, 101 For instance, one study found that, regardless of socio-
economic position, unemployed individuals had poorer SRH than those who 
were employed.25  
In line with an earlier study of Polish men and women89, Study I showed that 
age, low income, and lifestyle were associated with poor SRH. For example, 
in comparison to the youngest age group (16–25 years), persons aged 36–45 
years had an OR of 2.50 (CI: 1.64–3.82) and those aged 46–55 years an OR of 
3.25 (CI: 2.15–4.92) for poor SRH. In terms of lifestyle, the results showed a 
very strong relationship between low physical activity, risk consumption of 
alcohol and poor SRH. The links between unhealthy habits and poor health 
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are well known.102 For instance, deteriorating labour market conditions have 
been found to predict a reduction in physical activity in the population, 
especially among the unemployed.102 
 

6.2 Employment status and psychological health 
 

6.2.1 Suicidal ideation 
 
Study II found that individuals who were not employed had higher odds of 
suicidal ideation (OR: 4.21; CI: 3.14–5.64) compared to their employed 
counterparts. These findings are in line with other studies.103-106 For example, 
in a study of male Vietnamese twins,104 unemployment was a significant 
predictor of suicidal ideation. However, conflicting results from other 
countries have been reported, where no association has been observed 
between unemployment and suicidal ideation.107, 108 Instead, factors linked to 
psychological distress and mental disorder were associated with suicidal 
ideation.107 
In the present data, self-reported stress and self-reported anxiety were used 
to measure psychological health. Adjusting for these factors reduced the risk, 
but the effect of employment status remained statistically significant. It is 
possible that these findings indicate that other factors, not captured by the 
survey, may have played a role. A strong relationship between suicidal 
ideation and indicators of mental disorder has been found by others.107, 108 For 
instance, a study among the general population in Finland reported that 
depressive mood seemed to be a necessary precondition for suicidal ideation 
among unemployed persons.109 
There is a continuing debate on the nature of the association between 
unemployment and suicidal ideation, regarding whether unemployment is 
itself a causative event or a vulnerability factor when another provoking 
factor is present.110 For example, in a review of literature on suicidal behaviour, 
Platt110 argued that unemployment acts as a long-term difficulty or 
vulnerability factor rather than as a crisis event. Platt also found that the 
duration of unemployment was of importance, and that long-term 
unemployment increased the risk of suicidal behaviour.110 As mentioned 
above, in Study II there was no information available on duration of 
unemployment, and so it was not possible to analyse whether there were 
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differences in suicidal ideation due to the length of unemployment. In 
addition, due to the cross-sectional nature of the study, it was not possible to 
draw any conclusions regarding whether unemployment acted as a 
provoking agent or vulnerability factor. However, despite adjustment for 
other covariates, the increased risk of suicidal ideation among those out of 
work remained statistically significant. Severe depressive reactions and poor 
mental health could cause this vulnerability, and unemployment has been 
found both nationally and internationally to be a risk factor for poor mental 
health and depressive reactions.111-113 Moreover, it has been suggested that, 
beyond duration, some types of unemployment could be more severe than 
others.113 For instance, in a review of research on unemployment and mental 
health from the Nordic countries, Björklund et al.113 found that the more 
drastic types of unemployment, such as lay-offs, were more severe than other 
types. 
Factory closures and lay-offs in Gävleborg during the recent economic crisis 
(which started in 2008) have been above the Swedish national average and 
have played a part in the rapid increase of the unemployment rate for persons 
aged 16–64 years, from 7.2% in 2008 to 12% of the labour force in 2010 (when 
the data were collected). At the same time, the unemployment rate for young 
people (18–24 years) increased from 17.2% to 27.3%.114 This might indicate that 
these lay-offs and subsequent unemployment could have affected the 
individuals’ vulnerability via poor mental health.113 Unemployment is one of 
the most stressful life events an adult can experience, and its consequences 
can include substantial financial and emotional strain on the individual and 
their family, fractured social relations, risky behaviours, and diminished self-
esteem.95 In addition, being out of the labour force might give a sense of 
helplessness, which has been found to be associated with suicidal ideation.107, 

108 
Another finding from Study II was that young age and being widowed were 
associated with suicidal ideation, which has also been reported previously.115, 

116 Moreover, lack of social support and a cash margin, poor SRH, and risk 
alcohol consumption were all found to be associated with suicidal ideation. 
Similar results have been reported by Hintikka et al..117 Using data from a 12-
month follow-up study on suicidal ideation in the Finnish general population, 
these authors found that those who were unemployed, lived alone, 
experienced self-reported financial hardship and were frequent alcohol 
drinkers had a higher risk of suicidal ideation.117 The relationship between 
employment status and suicidal ideation was mostly explained by self-
reported stress and symptoms of anxiety.  
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Anxiety as a source of suicidal ideation has been reported by others in both 
cross-sectional and longitudinal analyses.116, 118, 119 For instance, Taylor et al.116 
reported that suicidal ideation was significantly associated with anxiety and 
stress-related problems among South Australians. Although depression was 
not included as a control variable in Study II, it has previously been found to 
be associated with suicidal ideation.107, 108, 118 
 

6.2.2 Anxiety and depression 
 
Regarding anxiety and depression, Study III found that individuals in Gävle 
Municipality who were not employed had higher HADS scores than their 
employed counterparts. 
The high levels of anxiety and depression observed might be a reflection of 
feelings of low self-esteem, perceived helplessness and lack of control over 
retaining their work during economically difficult times, which can possibly 
be understood in the light of the argument that unemployment is 
psychologically destructive, because it deprives a person of important aspects 
of employment such as financial security, a structured day, shared 
experiences and status within a given society.77, 120, 121 A similar relationship 
has been reported by others.120, 121 For instance, studies from Lithuania and the 
USA observed a relationship between employment status and anxiety and 
depression.120, 121 In the USA, the prevalence of both anxiety and depression 
was higher among people who were unemployed or unable to work, 
compared to those who were employed.120 In Lithuania, severe depression 
was found among individuals who were unemployed, and depression was 
more elevated among the long-term unemployed.121  
Several studies have shown that the duration of unemployment is of 
importance for the relationship between unemployment and mental health.30, 

122, 123 For instance, in a study from northern Sweden a cumulative relationship 
between unemployment and depressive symptoms was observed among both 
men and women.122 Moreover, in a systematic review and meta-analysis of 
prospective observational studies, Kim et al. observed that both perceived job 
insecurity and unemployment resulted in a risk of depression and depressive 
symptoms over the long term.123 Due to the small cell numbers and wide 
confidence intervals in Study III, we could not analyse the stratified sample 
according to duration of unemployment, and for the same reason it was not 
possible to perform a gender analysis. 
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An analysis of data from a cross-sectional baseline survey of the Korean 
Longitudinal Study of Ageing found gender differences in depressive 
symptoms in relation to employment status; there were more depressive 
symptoms among older men than among middle-aged men, and the inverse 
pattern was observed among women.124  
Gender differences are common in relation to psychological symptoms such 
as anxiety and depression. It has long been known that the social environment 
is of critical importance for health, as this is where social determinants, 
including gender, interact with each other and exacerbate biological 
vulnerabilities.125, 126 Drydakis et al. reported significant negative effects of 
unemployment on mental health in Greece, with in all cases women more 
negatively affected than men.127 An analysis of longitudinal data from two 
countries (Sweden and Ireland) revealed that the context had a major 
influence on the relationship between unemployment, gender, and mental 
health.128 The same study also found that differences in roles and positions 
between men and women on the labour market and in the family were the 
reason for differences in the relationship between unemployment and mental 
health. 
On the other hand, a critical review by Piccinelli and Wilkinson concluded 
that determinants of gender differences in depressive disorders are far from 
being established.129 Moreover, longitudinal panel data from Australia, 
Canada, Switzerland and the UK revealed that employment is critical to men’s 
mental health, but is less important for women.130  However, a review by 
Madden et al. found that, although sex differences in anxiety and depression 
do exist between Western women and Western men, there is a lack of 
knowledge of why the relationship exists, and of its boundary conditions.131 
In the regression analysis in Study III, after controlling for other possible 
explanatory variables such as sex, age, marital status, education, and income, 
mean HADS-A scores decreased from 7.76 (CI: 5.77–9.75) to 6.69 (CI: 5.28–8.10) 
and mean HADS-D scores decreased from 4.67 (CI: 3.60–5.74) to 4.46 (CI: 3.28–
5.64), but the difference in mean scores between the employed and 
unemployed groups remained statistically significant. It is possible that these 
findings indicate that other factors not captured by the survey may play a role. 
Studies from Norway and France reported a relationship between a low 
educational level and the level of anxiety and depression symptoms.132, 133 In a 
random sample of male and female employees in three regions of west-central 
France, Murcia et al. reported a high prevalence of depressive symptoms 
among employees with little education and blue-collar workers. However, the 
statistical significance disappeared after controlling for classical risk factors 
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for mental disorders (marital status, social support, life events, and family 
history of depression).133 
Conflicting observations have been reported regarding risk factors for 
depression and anxiety.134, 135 For instance, Ansseau et al.134 found that the risk 
factors were similar for anxiety and depression, while Kessler135 found 
differences in the impact of aspects such as socioeconomic status (SES) in 
relation to depression and anxiety. Socioeconomic status was observed to be 
strongly related to major depression, and less strongly related to general 
anxiety disorder.135 Moreover, longitudinal studies have reported a 
relationship between socioeconomic status and depression.136-138 Two 
different theories have been put forward to explain the process linking SES 
and depression: stress and strain.139, 140 The stress theory postulates that 
personal resources, such as self-esteem, mastery, locus of control and coping 
style, can buffer the impact of stress on depression. The theory also assumes 
that individuals with higher SES are better provided with such resources.140 
The strain theory, on the other hand, focuses on the impact of community 
characteristics such as social welfare, social cohesion, infrastructure, values 
and public health policy.141 However, other studies have reported conflicting 
results regarding the contextual effects on mental disorders.142 
It has been argued that unemployment and retirement are linked to poor 
mental health, especially among men.143, 144 On the one hand, the high 
incidence of depression among unemployed or retired men may partly be 
related to a loss of income. On the other hand, other “non-monetary” costs 
resulting from loss of employment have been found to be much more 
substantial, because of the role work plays in providing social relationships 
as well as contributing to an identity in society and individual self-esteem.124  
Study III also revealed that social support had an impact on the regression 
coefficients for anxiety and depression. Individuals reporting low social 
support were found to have high regression coefficients for anxiety and 
depression compared with individuals who reported having high support. 
These findings are similar to previous observations that supportive 
relationships protected vulnerable women from depression.137 In addition, it 
has been suggested that social isolation mediates the relationship between 
economic status and mood disorders.124, 137 In this case, it is possible that being 
out of paid employment in Gävle Municipality and being isolated from 
friends and family might represent a risk of being anxious and depressed. 
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6.3 Experiences of unemployment and well-being after job 
loss in Gävle Municipality during the recent 
economic recession 

 
Study IV aimed to explore the impact of involuntary job loss on people’s 
perceived well-being at a time of economic recession. The results revealed that 
the respondents perceived work as the basis for belonging, and loss of work 
affected their social lives and consumption patterns due to changes in their 
financial situation. Other feelings such as isolation, loss of self-esteem, and 
psychological symptoms also affected their physical well-being. The 
respondents’ negative emotions increased with the length of unemployment. 
Activities, structure, and affiliation in contexts other than work were reported 
as important coping strategies against poor mental well-being. 
Study IV also revealed that work was perceived as being a very important 
part of human identity, and formed the basis for belonging and dignity as a 
human being in the sense that work was deeply ingrained in society, and it 
was necessary to have a job in order to fulfil the role of being a good person. 
Moreover, poor finances were perceived as a source of stress and insecurity, 
as this had substantial effects on a person’s social life with family and friends. 
The lack of financial resources affected people’s ability to socialize and seek 
services such as visiting a doctor. Others have reported similar findings.51, 145, 

146 For instance, our findings have similarities with observations from a study 
among Finnish men, where feelings of exclusion from society were 
reported.145 A study in the UK reported that financial strain was perceived as 
a source of stress associated with the experience of unemployment, loss of 
time structure and loss of social role.51, 52 In addition, Nordenmark et al. 
suggested that both the psychological and economic aspects of employment 
are important and central for mental well-being, and could affect unemployed 
persons in different ways.146 
Regarding the psychological consequences of unemployment, Study IV found 
that the respondents’ unemployment situation triggered feelings of 
hopelessness and fear of not getting a new job, which in turn affected their 
physical well-being (e.g. in terms of sleeping problems and progressive pain). 
Emotions of worthlessness and shame were another consequence. Others 
have reported the impact of unemployment on people’s mental health and 
well-being; studies have consistently shown that loss of work and changes in 
one’s financial situation are associated with poorer mental health.147-150 For 
instance, a meta-analysis of 237 cross-sectional and 87 longitudinal studies 
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revealed that unemployed people had more symptoms of reduced well-being 
and distress compared to their employed counterparts.148 
In accordance with Jahoda’s deprivation theory,53 which proposes that 
employment provides certain benefits, such as time structure, social status, 
identity and social contacts, Study IV revealed activities, structure, and 
affiliation in other contexts as being very important for the respondents’ 
mental well-being. The impact of unemployment on people’s mental health 
and well-being has been found to be influenced by the use of coping strategies 
and the social or emotional support they might receive.51, 149 In addition, social 
capital, defined as participation in social activities and social networks, has 
been suggested to be beneficial for subjective well-being.151, 152 The concept of 
coping strategies was not used in Study IV, but nevertheless, the participants 
perceived other activities as giving meaning and hope, and described how 
having a routine contributed to a stronger sense of purpose. The respondents 
saw these other activities as their best coping resources against poor mental 
health and as an important pathway to potential reintegration into the job 
market. Structured time use was also pointed out as an important factor for 
improved mental health in a meta-analysis carried out by McKee et al.149   
The participants in Study IV expressed that support from family and society 
was an important ingredient for mental well-being; they mostly reported 
getting this support from family and friends. These findings have similarities 
with observations from a study of men and women in Bradford, UK, where 
participants underlined the importance of social support and access to 
services.51  

6.4 Employment status, self-reported health, and 
psychological health outcomes in Gävleborg 
compared to other Swedish counties 

 
Studies I, II and III showed a statistically significant relationship between 
employment status, poor self-reported health and psychological health 
(suicidal ideation, anxiety and depression) among people outside the labour 
market. Similar results as in Studies II and III have been found in Skåne, a 
county in Southern Sweden. For instance, using the GHQ12 instrument for 
self-reported psychological health and 2008 public health survey in Skåne, 
Lindström et al.153 found that both men and women outside the labour market 
(e.g. those who had retired early and the unemployed) had significantly 
higher odds of poor psychological health; the authors suggested that 
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economic stress and trust affected the observed association.153 The same study 
found no differences in psychological health between different SES groups or 
between employed men and employed women. In Gävleborg, people 
experienced hardship due to the economic recession, which could explain the 
poor psychological health found among those outside the labour market. 
Another study, covering 55 municipalities in central Sweden, found 
employment status to be strongly related to poor mental health symptoms 
such as anxiety/depression154. Moreover, the same study found poor social 
support related to poor mental health, findings similar to those in Gävle 
Municipality.154 However, the studies mentioned above used different 
instruments for measuring psychological health and it is not possible to 
compare the results further, only the overall associations. 
Study I found a prevalence of poor SRH of 30.2% for women and 26.7% for 
men. Twice as many people in the non-employed group (42%) as in the 
employed group (21.6%) stated that their health was not good. This can be 
compared with the prevalence of in total 9% for women and 7% for men 
reported in a 2006 study that covered 58 municipalities in central Sweden.86  
However, that study had the SRH divided into three groups (good, 
neither/nor and poor health). If ”neither/nor” are added to the group with 
poor SRH (as they are in our Study I), then the prevalence of poor SRH in total 
was 33% among women and 28% among men in the Moralius et al study86, 
which is in line with results from Study I in this thesis. Moreover, as with the 
present results, the authors of that study observed a strong association 
between employment status and SRH. In line with our findings, Moralius et 
al. reported that economic hardship, lack of social support, and physical 
inactivity were related to poor SRH.86 In this thesis ,we were not able to divide 
those out of the labour market into different groups, as could be seen in the 
results of the Moralius et al study. They found differences between groups 
where, for instance, students and individuals on parental leave showed no 
significant differences in poor SRH compared to those employed, while the 
unemployed and those who had taken early retirement had significant higher 
odds to report poor SRH.86 Moreover, those in early retirement had the 
highest OR of 7.5 (CI: 6.5–8.5) and the unemployed had OR of 1.8 (CI: 1.4–2.2) 
adjusted for other socioeconomic and health variables and compared to the 
employed counterparts86. However, respondents in our study who were not 
employed had OR of 2.10 (CI: 1.69–2.60) to report their health as poor 
compared to their employed counterparts even after adjusting for other 
socioeconomic and health variables. The disparities may possible be 
explained by the fact that the present study included, for instance, both 
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students and early retirees. Moreover, one could speculate that the differences 
in poor SRH between the unemployed in this thesis and those in the study by 
Moralius et al. might also be due to the time the data were collected. The data 
in the thesis were collected during the latest economic recession, with high 
unemployment in the county as a result, while the data in the other study 
were collected at a time of lower unemployment. Previous studies have 
observed that the differences in SRH between those unemployed and those 
employed were larger when unemployment levels were high.97, 127 For 
instance, using data collected during periods of low and high unemployment 
in Sweden, Åhs et al. reported that even after adjusting for sociodemographic 
variables, the risk of poor SRH among the unemployed persisted when 
unemployment levels were high, compared to periods of low 
unemployment.97  
As already mentioned, Gävleborg is a forest county with similarities to other 
forest counties in Sweden that are exposed to considerable strain due to 
increasing regional differences in growth and age structure.70 Similarly to the 
results from this thesis, a study in Västernorrland found a prevalence of 28.2% 
among women and 27% among men who reported their health as poor. In 
addition, the same study found higher odds of poor SRH among those out of 
work. Compared to their employed counterparts, respondents who were not 
employed had odds ratios of 2.31 (CI 1.94-2.75) for women and 2.40 (CI 1.96-
2.94) for men respectively155. In our study, we used gender as a control 
variable and found no significant differences by gender. Moreover, in line 
with our findings, the association was to some extent explained by health and 
socioeconomic variables.155 In addition, a follow-up study of the Northern 
Swedish Cohort found a significant relationship between unemployment and 
mental health among both men and women.156 
There is, unfortunately, a lack of regional studies as well as comparable 
register data regarding inequalities in employment or other measures of 
inequality, as many studies are carried out at a national level. 
 

6.5 Strengths and limitations  
 
The use of both quantitative and qualitative methods is one strength of this 
thesis. Another strength is the use of large datasets collected at the regional 
level (Studies I and II), complemented with municipal data (Studies III and IV) 
from a county strongly affected by factory closures and a high level of 
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unemployment.70 To the best of our knowledge, this is the first thesis to 
examine the association between employment status and inequality in health 
in Gävleborg County. Furthermore, the data were collected at the peak of the 
most recent economic recession using well-validated instruments. For 
example, the HET questionnaire has been reviewed for quality and validity, 
and, the question about suicidal thoughts used in this thesis has been found 
to work well.73 Moreover, SRH is well-known to be a reliable measure of 
health, taking into account somatic health and well-being as well as their 
impact on the individual’s quality of daily life.99, 157 HADS, which was used in 
Study III, is known to be both reliable for the general population and one of 
the few instruments that does not discriminate according to gender.158, 159 The 
qualitative analysis in Study IV complemented the results of the quantitative 
studies by focusing on the experiences of people who had lost their job 
directly as a result of the most recent economic recession. There was a large 
variety in age, family situation, housing, financial situation, and level of 
education among the participants, representing diverse experiences of 
unemployment. 
However, there are certain limitations to the present research. For one thing, 
it is possible that under-reporting may have occurred. The analyses were 
based on cross-sectional data, which precludes any conclusions on causality 
and its direction (Studies I, II, and III). Moreover, it was not possible to 
perform analyses including employment conditions and duration of 
unemployment. Concerning employment conditions, such as temporary and 
precarious employment, other studies have reported that the health of 
temporary employees is similar to or poorer than the health of unemployed 
persons.160-163 For instance, Pirani et al. found among Italian workers that 
temporary employment led to poorer SRH and was particularly damaging for 
health when extended over time.163 Duration of unemployment may also have 
an impact on aspects of psychological health such as suicidal thoughts, 
anxiety, and depression.30, 105, 121-123 
In the regression analyses performed in Studies I, II, and III, the covariates 
that were used as control variables only explained part of the observed 
differences between employment status and the various outcomes, suggesting 
a potential role for other factors that could not be included (e.g. length of 
unemployment). For instance, the covariates used in the suicidal ideation 
analysis seemed appropriate, but it was not possible to include self-reported 
depression, which has been found to be associated with suicidal behaviour in 
general and suicidal ideation in particular.109, 111, 112, 164, 165  
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The analyses of self-reported anxiety and depression in Study III were based 
on a small sample, so it was not possible to make sub-divisions in terms of 
employment status, gender, or duration of unemployment. The available 
research points to a female predominance in both the incidence and the 
prevalence of depressive disorders in relation to unemployment.127, 128, 166   
The non-response rate of 50% is another limitation of the studies, as it has been 
suggested that non-respondent groups have a high likelihood of reporting 
poor health outcomes in population-based surveys.167, 168 For instance, in some 
studies, non-responders to surveys have been found to have a high prevalence 
of mental disorders.77 Still, the response rate is in line with decreasing 
response rates in population-based surveys in Sweden as a whole,169 and it is 
unlikely that the results would have been affected by non-response bias. 
Statistics Sweden used population weightings to estimate prevalence at the 
population level, and register data were used to calibrate non-response bias 
for various groups of individuals.74, 81, 82 
Another limitation is that the thesis is based on self-reported data with no 
possibility of using supplementary registry data regarding outcomes. 
Moreover, in this thesis, we did not use information about children in 
households, although we know that parental unemployment can have effects 
on children and families.170, 171 
Finally, Study IV included only one municipality and a small number of 
participants, and the findings should, therefore, be interpreted with caution.  
 

7 Conclusions and implications  
 
The studies in this thesis found a statistically significant relationship between 
non-employment and poor SRH, high risk of suicidal ideation, anxiety and 
depression during the recent economic recession. The relationship between 
employment status and SRH was partially explained by socioeconomic and 
lifestyle variables, and the relationship between employment status and 
suicidal ideation was substantially explained by self-reported psychological 
variables (anxiety and self-reported stress), demographic variables and social 
variables. At the municipal level, the odds for anxiety and depression were 
higher among people out of the labour market, but this was less prominent 
for depression than for anxiety. Job loss created feelings of loss of dignity and 
belonging as a human being. The participants experienced feelings of worry, 
insecurity, and stress due to their changed financial situation, which in turn 
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led to isolation and loss of self-esteem. Social support and pursuing activities 
other than work gave a structure and meaning to everyday life. However, 
longitudinal studies are warranted in order to shed further light on the 
mechanisms through which employment status and conditions impact 
physical and psychological health outcomes.  
The results of this thesis indicate a need for early detection and potential 
treatment of people outside the labour force. For instance, general 
practitioners in the municipality need to be aware of the increased risk of poor 
health symptoms and disorders among unemployed individuals. The 
findings also indicate a need for primary prevention strategies, and imply that 
policy-makers must pay attention to the health status of those out of work, 
especially during times of combined economic hardship and labour market 
fluctuations. This thesis was conducted at the regional and municipal levels 
(Gävleborg County and Gävle Municipality), and so the results can provide 
insights into similar contexts, regarding the potential impact of job loss on 
SRH and psychological health outcomes.  

7.1 Future directions 
 
This thesis investigated the relationship between employment status as a 
determinant of inequalities in health in a regional context. Similar studies are 
warranted in other Swedish regions, which will allow for more fruitful 
comparisons of the magnitude of health-related inequities at a regional level. 
Furthermore, the thesis results indicate poor self-reported health, elevated 
risk of suicide ideation, anxiety and depression among those outside the 
labour force. Thus, longitudinal studies are warranted so as to address how 
changing from unemployment to employment and vice-versa could affect 
health outcomes at the population level in the long-term. Moreover, such 
research might also help us to understand the different pathways through 
which employment status is related to poor health outcomes in Gävleborg 
County.  In addition, studies are needed that compare self-reported outcomes 
with actual register-based data from health care facilities across the region, in 
diagnoses such as anxiety and depression, which together with suicidal 
ideation are risk factors for suicide attempts. 
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