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The purpose of this article is to contribute to knowledge about workplace-based prevention and re-
habilitation programs by investigating effects on outcomes concerning employee health, psychosocial

working conditions, sickness absence, sick-cases and rehabilitation indicators in 19 Swedish public human
service workplaces including 311 individuals. Interviews with middle managers and an examination of doc-
umentation about prevention and rehabilitation interventions at the workplaces made it possible to group
the workplaces in two workplace program groups — high versus low quality workplace-based preven-
tion and rehabilitation programs. Statistical methods used were reliability tests, correlation analyses and t
tests. Results indicate significant associations between changes in employee-judged stress and psychosocial
working conditions, and changes in employee-judged health. The results concerning changes in employees’
health, stress and psychosocial working conditions (after workplace-based programs) showed significant
differences between workplaces with high quality workplace-based programs compared with workplaces
with low quality workplace-based programs, with the former having more favourable results. The study
indicates that workplace-based prevention and rehabilitation programs with a broad change strategy and
high levels of management and employee involvement can apply to small public sector workplaces.
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The importance of psychosocial working environment
conditions for employees’ health and wellbeing, for
organisational development and for sustainable eco-
nomic development has been highlighted in several
Swedish political initiatives (SOU [Official Reports of
the Swedish Government], 2009) and European politi-
cal initiatives in recent years (Black, 2008; Commission
of the European Communities, 2007; European Net-
work for Workplace Health Promotion, 2007; World
Health Organization, 2008). According to these ini-
tiatives, investment in employee health and psychoso-
cial working conditions can contribute to lower costs
associated with sickness absence, improved quality of
production and a better organisational image (Com-
mission of the European Communities, 2007). How-
ever, despite these actions and related working life
projects, work-related ill health and demanding psy-
chosocial working conditions are still common for many
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occupational groups (Härenstam & MOA Research
Group, 2005; Swedish Work Environment Authority,
2010).

When it comes to different sectors in Swedish work-
ing life, the prevalence of sickness absence and sickness
presenteeism is higher in public human service organi-
sations than in other sectors (Aronsson & Gustafsson,
2005). Also employees in public human service or-
ganisations are overrepresented among the long-term
sick-listed, and employed women have a notably higher
risk for long-term sickness absence than employed men
(Lidwall & Marklund, 2006). This trend poses signif-
icant challenges. However, while several workplace-
based prevention and rehabilitation programs have been
carried out in this sector of working life, knowledge
on the effects of such programs is limited (Åkerlind,
Ljungblad, & Granström, 2010; Kelloway, Teed, &
Kelley, 2008).

1

https://www.cambridge.org/core/terms. https://doi.org/10.1017/idm.2014.1
Downloaded from https://www.cambridge.org/core. IP address: 79.136.38.171, on 27 Oct 2020 at 12:27:44, subject to the Cambridge Core terms of use, available at

http://dx.doi.org/10.1017/idm.2014.1
mailto:stig.vinberg@miun.se
https://www.cambridge.org/core/terms
https://doi.org/10.1017/idm.2014.1
https://www.cambridge.org/core


STIG VINBERG

Perspectives

There are several both disparate and overlapping ap-
proaches to managing health. However, researchers
from different scientific areas point at the importance
of an integrated approach concerning both prevention
and rehabilitation interventions at both an individual
and organisational level. ‘Disability Management’ is an
approach that goes beyond traditional vocational re-
habilitation due to its focus on prevention of injury
as well as return to work assistance following injury,
and the importance of using the workplace for inter-
ventions at all levels of the organisation (Westmorland
& Buys, 2002). Trends in individual worker rehabili-
tation suggest a shift from community-based services
to work-placed disability management (Shrey, 1996).
Amick et al. (2000) point at the importance of an in-
tegrated approach that incorporates the effects related
to safety management and prevention, systems for ef-
fectively managing health conditions, and the organisa-
tional climate and behaviours that comprise the context
of the workplace. A systematic review of disability man-
agement interventions found strong evidence support-
ing the economic merits of multi-sector disability man-
agement programs (Tompa, de Oliveira, Dolinschi, &
Irvin, 2008). The study also found moderate evidence
for interventions that included an education compo-
nent, work accommodation offer and multiple contacts
with the workplace during rehabilitation processes.

Another approach of relevance is ‘Workplace health
management’, which addresses wider perspectives on
managing health at work (Shain & Kramer, 2004).
When it comes to health promotion investments, several
studies concerning economic effects have been pub-
lished. However, many of these focus on individual-
based interventions such as health and wellness training
and lifestyle changes. Research reviews (Aldana, 2001;
Pelletier, 2001) show that such interventions often have
positive effects on lowering costs for medical treatment
and sickness absence. Also, in a Swedish review of work-
place health promotion interventions (Källestål et al.,
2004) it was concluded that only a few of the examined
articles focused on the organisational level.

According to Aronsson (1995), two factors have
to be present to achieve success in workplace change
projects: (a) employee influence and participation in
the change process; and (b) the active support of man-
agement. Results from research on areas such as lead-
ership (Yukl, 2009), quality development (Axelsson,
2000), stress management (Kompier et al., 2000) and
ergonomics (Westgaard & Winkel, 1997) lend sup-
port to this two-factor idea. However, there are several
other important factors for successful workplace inter-
ventions. Two research reviews conclude that the most
successful workplace health interventions have focused
on broad strategies for maintaining health while also
giving attention to special interventions targeted at spe-

cific risk groups (Pelletier, 2001; 2009). Also, several
recent research studies point out that leadership influ-
ences psychosocial working conditions, health and well-
being among employees. Studies reveal relationships be-
tween leadership and, for example, job satisfaction (Ng
& Sorensen, 2008), sickness absence (Nyberg, 2009),
well-being (Kuoppala, Lamminpää, Liira, & Vaino,
2008), self-rated health (Larsson, 2010; Vinberg, 2008)
and self-rated musculoskeletal pain (Fjell, Österberg,
Alexandersson, Karlqvist, & Bildt, 2007). Psychosocial
working conditions such as balanced job demands and a
high level of job control can be looked upon as mediat-
ing factors between leadership behaviours and employee
health (Nyberg, 2009).

In summary, several studies show positive effects of
integrated workplace-based prevention and rehabilita-
tion programs. However, many studies are limited by a
cross-sectional design and few studies focus on public
human service organisations. Therefore, there is a need
for more longitudinally oriented studies, especially in
public sector dominated workplaces.

Purpose and Research Questions
The earlier described conditions constitute a basis for
the study purpose, which is to contribute to knowledge
about workplace-based prevention and rehabilitation
programs by investigating effects on outcomes concern-
ing employee health, psychosocial working conditions,
sickness absence and rehabilitation indicators in pub-
lic human service organisations. The following research
questions were addressed:

1. Which empirical relationships can be found between
employee health, stress, psychosocial working condi-
tions, sickness absence and rehabilitation indicators?

2. When different change strategies are applied to
workplace-based prevention and rehabilitation pro-
grams, can differences be detected concerning the
effects on outcome indicators for health, stress, psy-
chosocial working conditions, sickness absence and
rehabilitation indicators?

3. What conclusions for the design of workplace-based
rehabilitation and prevention programs can be drawn
from the answers to the research questions?

Method
The longitudinal panel data reported here is part of a
research and development project concerning Swedish
public human service workplaces (Vinberg, Larsson,
Landstad, & Malmquist, 2012). In the present study,
19 workplaces with a population of 311 individu-
als (41% of all permanently employed persons in one
Swedish municipal organisation) participated in a lon-
gitudinal study with two measuring points — be-
fore (November-December 2006) and after two years
(November-December 2008) from the starting point
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WORKPLACE-BASED PREVENTION AND REHABILITATION PROGRAMS

of workplace-based prevention and rehabilitation pro-
grams. The sample consisted only of those individuals
that had been working at the workplaces during the
study period and who completed a questionnaire at
both measuring points. This selection made it possi-
ble to compare results for the same individual before
and after interventions. The workplaces included home
care, elderly care and schools in the municipality. Of
the 311 employees, 19 were middle managers and 292
were co-workers. Among the middle managers, 14 in-
dividuals (74%) were women and the mean age was
49.9 years. Among the co-workers, 243 individuals
(83%) were women and the mean age was 47.9 years.

The research design consisted of a combination of
quantitative and qualitative methods. The 311 individu-
als answered an individual questionnaire at two points in
time with a 2-year interval (before and after workplace-
based prevention and rehabilitation programs were car-
ried out). Also, data on an individual level related to
sickness absence, number of sick-cases and rehabilita-
tion indicators were collected from the organisations’
human resource accounting systems at two points in
time.

Qualitative data collection consisted of semistruc-
tured interviews with middle managers and an examina-
tion of documents reviewing content of the workplace-
based prevention and rehabilitation programs that had
been carried out. The middle managers at the work-
places are subordinate to the senior management but
above the operational staff at the workplaces. Based
on the interviews and document examination it was
possible to divide the workplaces into two groups: (a)
one group with what were judged to be high qual-
ity workplace-based programs, and (b) one group with
what were judged to be low quality workplace-based
programs. The high quality workplace-based programs
dealt with several extensive prevention and rehabilita-
tion interventions concurrently, the degree of partic-
ipation by middle managers and employees was high
and several arenas were used during development pro-
cesses. The low quality workplace-based programs had
a lower degree of participation by middle managers and
employees, were more-expert oriented and dealt with
only a few problem areas. This classification is in accor-
dance with our earlier research (Vinberg, 2008).

Workplace-Based Prevention and Rehabilitation
Programs
A wide spectrum of individual and group-based inter-
ventions was carried out at 19 participating workplaces.
All workplaces participated in general educational in-
terventions described later and also planned and per-
formed workplace-based prevention and rehabilitation
interventions. However, these latter interventions var-
ied in comprehensiveness between the workplaces.

All middle managers at the 19 participating work-
places were educated in how to use a model for ‘hu-
man resource accounting’ during 2005, and it was im-
plemented at all workplaces from 2006. By using the
model, 6 key indicators can be measured on a yearly
basis and at an individual and aggregated workplace
level:

� sickness absence
� number of sickness absence occasions
� rehabilitation data (number of individuals achieving

vocational rehabilitation interventions and number of
individuals returning to work after such interventions)

� employee turnover
� health index covering leaders’ and employees’ per-

ceptions of the psychosocial work environment, job
characteristics, health and wellbeing.

The results of the key figures at an individual
level were summarised and aggregated at a workplace
level for each workplace by using the key indicators
in November-December 2006, November-December
2007 and November-December 2008, and these were
used as a basis for discussions and planning of differ-
ent workplace-based prevention and rehabilitation pro-
grams. However, the level and number of health, work-
ing environment and rehabilitation interventions varied
among workplaces studied. Some workplaces had par-
ticipated only in general interventions in the municipal-
ity while other workplaces had performed more specific
interventions both at an individual and organisational
level. Some workplaces used the municipality’s human
resource managers and staff from the occupational health
service as consultants in discussions about different in-
terventions. All middle managers at the workplaces
prepared annual ‘health statements’ about important or-
ganisational changes, policies related to health, working
environment and rehabilitation issues and improvements
that had been carried out during the year.

Another extensive intervention was a leader and co-
worker development program held during the period
October 2006 to November 2007. The leader develop-
ment program consisted of 6 days of education on two
occasions during 2006, which focused on expanding
knowledge on group-based communication, vocational
rehabilitation and how leaders can positively influence
their own and their co-workers’ working conditions.
In spring 2007 the leaders participated in an additional
day focusing on how to continue with improvement
processes at their workplaces. To supplement the mid-
dle management program, during the period January
to June 2007, co-workers participated in three educa-
tion and training days focusing on team functioning and
how to handle work conflicts. Groups of 8 to 15 co-
workers participated in each training session. In total,
764 employees (both permanent and temporary work-
ers) participated.
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A third general intervention at the studied work-
places was the implementation of a new work sched-
ule model (Time Care). The model provided a pro-
gram that gave the employees the option of using a
computer-based system to influence the scheduling of
their working hours. From November 2007 the model
was implemented at workplaces in elderly care and pre-
schools. Middle managers and one contact person from
participating workplaces received a 2-hour educational
session about the system and were thereafter responsible
for the implementation of it. The project is still ongoing
with an aim to implement the model at all workplaces
in the municipality.

Qualitative Methods
In total 19 interviews with middle managers from each
participating workplace were conducted. The inter-
views, guided by a questionnaire consisting of 15 semi-
open questions, lasted one to two hours. The questions
focused on areas that have been identified in earlier
research as important for a health-promoting leader-
ship and for creating health-promoting organisations
(Larsson, 2010; Vinberg, 2006). The questions ad-
dressed were prevention and rehabilitation processes at
an organisational and individual level, leader behaviours,
future plans and visions. Also background data concern-
ing the employees and workplaces were gathered.

Two researchers conducted the interviews. One re-
searcher led the interview, while a second observed
and asked complementary questions. The interviews
were recorded and then transcribed. Each interview
transcript was from 45 to 70 pages in length. Anal-
ysis of the transcribed interviews was carried out ac-
cording to the following steps: several readings were
carried out, and then the focus areas of leadership be-
haviours and workplace-based prevention and rehabili-
tation programs were used as a basis for a further assess-
ment (Graneheim & Lundman, 2003). This process was
carried out separately by each of the authors. The re-
searchers also examined planned and performed work-
place prevention and rehabilitation programs by look-
ing at written documentation in the ‘health statements’
from each leader regarding interventions at their work-
places. Finally, consensus discussions were held among
the researchers to identify behaviours and prevention
and rehabilitation processes.

The researchers categorised the workplaces into two
groups: high quality workplace-based program group and low
quality workplace-based program group. These categories
were based on the interviews and written documenta-
tion about interventions. Theoretical aspects concern-
ing a health-promoting leadership (Larsson & Vinberg,
2010; Nyberg, 2009; Yukl, 2009) and integrative ap-
proaches concerning prevention and rehabilitation pro-
cesses (Amick et al., 2000; Shain & Kramer, 2004;
Vinberg, 2008) provided a basis for these groupings.

Aspects of leadership behaviour were related to strategic
and visionary behaviour, communication and informa-
tion, employees’ responsibilities and authority, learning
in organisations, coaching of employees, dialogues in the
workplace, humanity and trust, leader’s visibility at the
workplace and reflective leadership (Larsson & Vinberg,
2010). Aspects concerning prevention and rehabilitation
processes included the number of interventions at an in-
dividual and organisational level, participation of leaders
and employees in these processes and frequent evalua-
tions of employee health, rehabilitation and working
conditions at the workplace (Vinberg, 2008).

From the interview results and the documentation of
interventions at each workplace, the researchers valued
the degree of different components in a health pro-
moting leadership and the degree of integrated preven-
tion and rehabilitation interventions at an individual and
organisational level. The high quality workplace-based
program group was characterised by a more developed
health-promoting leadership, several health, rehabilita-
tion and working environment interventions and a rel-
atively high degree of participation from leaders and
employees during development processes. Concerning
health-promoting leadership at least seven of nine leader
behaviours presented above (Larsson & Vinberg, 2010)
comprised criteria for a high quality workplace pro-
gram. Other criteria were that working environment
interventions included at least five different working en-
vironment areas, cooperation with occupational health
services and the social insurance office in ongoing vo-
cational rehabilitation processes at an individual level,
and that the workplaces had developed organisational
routines for vocational rehabilitation and working envi-
ronment improvements. Also, a criterion was that most
of the co-workers and the middle managers partici-
pated in planning and implementation of interventions.
The low quality workplace-based program group was
characterised by a lower degree of health-promoting
leadership and participation, and workplaces that dealt
with only a few problem areas.

Quantitative Methods
The panel consisted of 311 individuals who responded
to a questionnaire at Time 1 (November-December
2006), before workplace-based programs were intro-
duced, and at Time 2 (November-December 2008),
after workplace-based programs were carried out. The
sample consisted only of those individuals who were
working at the workplace during the study period and
who answered the questionnaire at both times. The
questionnaire contained a total of 12 validated items
covering perception of the psychosocial work environ-
ment, job characteristics, health and wellbeing, which
have been used in several Swedish research studies (Ox-
enstierna, Widmark, Finnholm, & Elofsson, 2008; Vin-
berg et al., 2012). All items were rated on a 7-point

4 INTERNATIONAL JOURNAL OF DISABILITY MANAGEMENT

https://www.cambridge.org/core/terms. https://doi.org/10.1017/idm.2014.1
Downloaded from https://www.cambridge.org/core. IP address: 79.136.38.171, on 27 Oct 2020 at 12:27:44, subject to the Cambridge Core terms of use, available at

https://www.cambridge.org/core/terms
https://doi.org/10.1017/idm.2014.1
https://www.cambridge.org/core


WORKPLACE-BASED PREVENTION AND REHABILITATION PROGRAMS

scale from 1 (Never) to 7 (Always). Three indexes were
developed on the basis of substantive considerations and
factor analyses across all items (principal factor anal-
yses with the varimax method). The model was ac-
cepted due to the quality values of Kaiser-Maier-Olkin
Measure of Sampling Adequacy 0.76, Barletts’s Test of
Spericity 0.000 and 55.8% explained variance. Inter-
nal consistency data was calculated at both measuring
points using Cronbach’s alpha (α) coefficient showing
satisfactory values between 0.63 and 0.77 (Kline, 2000).

The Health index (three items) covered how the re-
spondents judged work-related fatigue, back and shoul-
der pain, and engagement and being alert at work dur-
ing the last three months. To compute the scores for this
variable, sum scores were calculated, allowing a range
from 3 to 21. High scores indicated a high level of
health. The Stress index contained 3 items related to
worry about ability to perform work tasks, small mar-
gins of time for work and time pressure. Sum scores
here were from 3 to 21 and high scores indicated a
low level of stress. The Psychosocial Working Condition
index covered 6 items concerning monotonous and in-
teresting work, possibility to decide about work tasks,
feedback from leaders, learning at work and team cli-
mate at work. To compute the scores for this variable,
sum scores were calculated, allowing a range from 6 to
42. High scores indicated a high level of satisfactory
psychosocial working conditions.

From the organisation’s human resource accounting
system it was possible to collect yearly data concern-
ing sickness absence, sick-cases and rehabilitation data
for each individual at both measuring points. These
indexes concerning sickness absence, sick-cases and re-
habilitation were defined in accordance with earlier re-
search (Malmquist, Vinberg, & Larsson, 2007). Sickness
absence was defined as (the number of sickness absence
hours/the number of working hours) × 100. Sick-cases
was defined as the number of sick-cases/the number of
working hours. Rehabilitation (inflow) was defined as (the
number of sick-cases started after day 29/the number of
working hours) × 10,000. The factors 100 and 10,000
are included in the formula to avoid disproportionately
small figures that require many decimals (Malmquist
et al., 2007). Rehabilitation (return) was defined as the
number of returns to work after day 29/the number
of sick-cases that have started after day 29. Difference
scores were also calculated; for example, ‘Delta health
index’ indicates the difference between Health index
2008 and Health index 2006.

Statistical Analyses
Statistical analyses were carried out using SPSS version
18.0. The analyses consisted of comparisons of Time 1
and Time 2 responses of individuals using the previously
described indexes. For all used indexes, mean (M), stan-
dard deviation (SD) and Cronbach’s alpha (α) were cal-

culated for both measuring points (Time 1 and Time 2).
As measures were performed for the same individual at
Time 1 and Time 2, the t test to measure differences
between groups was based on paired samples test.

Spearman’s correlation coefficient (rho) was used for
measures of associations between changes in employee
Health index and changes in stress, psychosocial work-
ing condition, sickness absence, sick-cases and reha-
bilitation data. Comparisons were also made between
groups of workplaces and individuals grouped into the
two groups: one judged as using high quality workplace-
based programs, and the other judged as using low qual-
ity workplace-based programs. First, mean changes for
all indexes were calculated for individuals within both
groups. Second, an independent samples test assuming
equal variances was used for comparing differences in
indicator mean changes for the two groups.

Results
A summary of the qualitative analysis including the ear-
lier described interviews with middle managers and ex-
aminations of documentation about workplace-based
prevention and rehabilitation programs carried out in
the workplaces is presented in Table 1.

The results presented in Table 1 show a relatively
large variation between the workplaces studied. A small
group of workplaces was judged to have a high degree
of a health-promoting leadership and a high degree of
integrated prevention and rehabilitation interventions,
another group of workplaces had these to a moder-
ate degree, and one group of workplaces had some or
no degree of the two forms of intervention consid-
ered. According to the degree of a health-promoting
leadership and degree of integrated prevention and re-
habilitation interventions the workplaces were grouped
into one group judged as a low quality workplace-based
program group (1), and one group judged as a high qual-
ity workplace-based program group (2). Workplaces as-
sessed as having at least a moderate or strong degree of
health-promoting leadership and a moderate or strong
degree of integrated prevention and rehabilitation inter-
ventions were grouped as high quality workplace-based
program group. The result of this grouping was that 11
workplaces were classified in the low quality workplace-
based program group and 8 workplaces were classified in
the high quality workplace-based program group. This
grouping of workplaces provided a basis for the quan-
titative analysis described later in Table 4. The charac-
teristics of the individuals in the final panel were 82%
women, mean age 48 years, and 61% employed under
a collective labour agreement. Individuals in the groups
studied were similar with respect to gender, age and
employment types.

The investigation of the ‘health statements’ submit-
ted by the middle managers shows that the interven-
tions at several of the workplaces typically focused on
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TABLE 1

Summary of Degree of a Health-Promoting Leadership and
Workplace Integrated Prevention and Rehabilitation
Interventions in 19 Workplaces

Workplace

Health-
Promoting
Leadership

Integrated
Prevention and
Rehabilitation

Workplace
Group

1 b b 2

2 b b 2

3 b c 1

4 c b 1

5 a b 2

6 c b 1

7 a b 2

8 b c 1

9 c b 1

10 b c 1

11 b b 2

12 b c 1

13 b c 1

14 a a 2

15 b c 1

16 b c 1

17 c c 1

18 a a 2

19 a a 2

Note: a = denotes a strong degree of connection to studied ar-
eas; b = corresponds to a moderately strong degree of connec-
tion, and c = corresponds to some or no degree of connection.
Workplace group: 1 = low quality workplace-based program
group, 2 = high quality workplace-based program group.

one or a few health, working environment and rehabil-
itation improvements rather than introducing improve-
ments according to a holistic approach. The dominant
interventions were wellness training and physical activity
at work, physical working environment improvements
with respect to air systems and buildings, investigations
from occupational health services, supervision on how
to handle clients, working with conflicts in groups, team
development days and work with systematic work en-
vironment. However, several workplaces categorised in
the high quality workplace-based program group used
the yearly results from the model for human resource
accounting for analyses and planning of interventions
with a high degree of involvement from both middle
managers and co-workers. These workplaces invested
more in interventions concerning psychosocial work-
ing conditions such as improvements in work organi-
sation, team development and vocational rehabilitation
interventions for individuals on sick-leave or individuals
with early stages of ill-health. There was also a more de-
veloped cooperation with occupational health services
and a more developed health-promoting leadership at
these workplaces.

Descriptive Quantitative Analyses
Table 2 shows the reliability coefficients (Cronbach’s al-
pha) and the means (M) and standard deviations (SD)
for Time 1 and Time 2 variables (before and after per-
formed workplace-based programs) for the whole study
group. High mean values for the indexes of health, stress,
psychosocial working conditions and rehabilitation (re-
turn) indicate more positive values. Low mean values
for the indexes of sickness absence, sick-cases and reha-
bilitation (inflow) indicate more positive values.

The alpha coefficients for the three questionnaire in-
dexes used were between 0.63 and 0.77 in this sample,
which is in accordance with accepted levels of relia-
bility coefficients in the social sciences (Kline, 2000).
The test–retest correlations, ranging from 0.59 to 0.63,
showed that the scales for the indexes were fairly stable
over time. For the indexes of stress and psychosocial
working conditions there were significantly lower val-
ues at Time 2. For the Health index there were also
lower values at Time 2, but the difference was not sig-
nificant. For the index concerning sick-cases there was
a significant increase, when comparing values at Time
1 and Time 2. For the indexes concerning sickness ab-
sence and rehabilitation (inflow and return) the changes
were not significant for the whole study group.

Interrelations of Indicators
For the entire study group, the relations between
changes in the Health index (between 2008 and 2006)
and changes in the other used indicators were analysed
(see Table 3). There were no significant relations be-
tween changes in the Health index and changes in sick-
ness absence, sick-cases and indexes of rehabilitation.
However, changes in scores for the Stress index and the
Psychosocial Working Conditions index related signif-
icantly in the assumed direction with changes in scores
on the Health index.

Effects of Workplace-Based Programs
From the interviews and examinations of documents
(see Table 1), it was possible to group the workplaces
into two groups: low quality quality workplace-based
program group and high quality workplace-based pro-
gram group. In Table 4, changes in the reported ques-
tionnaire data, data for sickness absence and rehabilita-
tion are presented for the two groups of workplaces.

When comparing mean changes in scores on indexes
by individuals grouped in the high quality workplace-
based program group with individuals grouped in the
low quality workplace-based program group, signifi-
cant differences concerning health, stress, psychosocial
working conditions and rehabilitation (return) were re-
vealed. There were more positive mean changes con-
cerning employee-judged health, stress, psychosocial
working conditions and rehabilitation (return) in the
high quality workplace-based program group, while
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TABLE 2

Basic Statistics of the Study Indicators

Time 1 Time 2

Indicator � M SD � M SD t p

Health index .63 10.05 3.06 .65 9.80 3.21 1.61 .109

Stress index .73 10.46 3.31 .77 9.86 3.44 3.70 .000

Psychosocial Working Condition index .69 23.24 4.68 .68 22.68 4.44 2.29 .020

Sickness absence 6.44 14.03 5.31 10.89 1.34 .182

Sick-cases 0.94 1.38 1.33 1.84 − 3.89 .000

Rehabilitation (inflow) 1.01 4.60 1.07 5.04 − 0.16 .875

Rehabilitation (return) 0.09 0.25 0.08 0.22 0.54 .590

Note: (N = 311); t values and p values indicated for paired sampled test.

TABLE 3

Correlation Coefficients∗ Between Changes of Health Index and Changes
of Indicators for Stress, Psychosocial Working Conditions, Sickness
Absence, Sick-Cases and Rehabilitation

Indicator Delta Health Index p

Delta stress index 0.41 .000

Delta psychosocial working condition index 0.46 .000

Delta sickness absence − 0.05 .389

Delta sick-cases − 0.04 .507

Delta rehabilitation (inflow) 0.02 .706

Delta rehabilitation (return) − 0.02 .831

Note: (N = 311); ‘Delta’ denotes the difference between the 2008 and 2006
results.
∗ Spearman’s rho.

TABLE 4

Mean Changes in Indicators of Health, Stress, Psychosocial Working Conditions, Sickness Absence, Sick-Cases and
Rehabilitation for Two Workplace Groups

Indicator
High Quality Workplace

Group (n = 111) M
Low Quality Workplace

Group (n = 200) M t p

Delta health index 0.30 − 0.55 − 2.70 .007

Delta stress index 0.12 − 1.00 − 3.31 .001

Delta psychosocial working condition index 0.31 − 1.05 − 2.68 .008

Delta sickness absence − 4.66 − 3.87 0.135 .893

Delta sick-cases 1.29 3.88 1.33 .159

Delta rehabilitation (inflow) 0.83 − 0.35 − 1.66 .098

Delta rehabilitation (return) 0.10 − 0.10 − 3.16 .002

Note: (N = 311); t and p values are indicated for independent samples test, equal variances assumed; ‘Delta’ denotes the
difference between the 2008 and 2006 results.

there was a decrease in scores for these indexes in the
low quality workplace-based program group.

Discussion
The purpose of this study was to contribute to knowl-
edge about the effects of workplace-based prevention
and rehabilitation programs in public human service or-
ganisations. This is of particular importance due to high
sickness absence, low degree of self-rated health and de-

manding psychosocial working conditions in this sector
of working life (Aronsson & Gustafsson, 2005; Lidwall
& Marklund, 2006; Skagert, Dellve, Eklöf, Pousette, &
Ahlborg, 2008). Also, studies in this research field of-
ten focus on larger private organisations and there is a
lack of studies with a longitudinal design where quali-
tative and quantitative methods are combined (Vinberg,
2006).

The rather strong relationships in the assumed di-
rection between employees’ assessment of changes in
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health, and changes concerning stress and psychosocial
working conditions that resulted are in line with other
research studies (de Lange, Taris, Kompier, Houtman,
& Bongers, 2003; Karasek & Theorell, 1990). The fact
that these relationships are shown when the variables
were measured at two points in time indicates possible
causality. Another conclusion is that stress and psychoso-
cial working conditions such as the ability to perform
work, time margins in work, possibilities for decision-
making over work tasks, feedback from leaders and a
good team climate at work are of particular importance
for employee health in public human service organi-
sations. The study finding of no significant relation-
ships between changes in scores for the Health index
and changes concerning sickness absence, the number
of sick-cases and rehabilitation indicators are in accor-
dance with research showing that the overlap between
concepts of illness (the ill health individuals identify
themselves) and sickness absence (related to the social
role a person with illness takes or are given) are fairly low
(Wikman, Marklund, & Alexanderson, 2005). How-
ever, these results open possibilities for further research
in this area.

When looking at the effects of the interventions for
the group as a whole through a comparison of index
mean values at both measuring points there was a sig-
nificant change for the worse in the two indexes for
stress and psychosocial working conditions, and the in-
dex for sick-cases. To some extent these results are in
line with general trends in Swedish working life during
the follow-up period, which have been characterised by
deteriorating psychosocial working conditions, insecu-
rity and worry about organisational change (Härenstam
& MOA Research Group, 2005; Swedish Work En-
vironment Authority, 2010). Another explanation can
be that small public workplaces have limited resources
for carrying out workplace change processes, which in
turn affects the quality of such processes. This is in
a way supported by results for the study group as a
whole; although the workplace-based programs were
extensive, several middle managers point at difficulties
in translating results from the model for human resource
accounting into concrete prevention and rehabilitation
measures.

However, when workplaces grouped as having high
quality workplace-based programs are compared with
workplaces with low quality workplace-based pro-
grams, there are significant differences concerning mean
changes in scores for the health, stress, psychosocial
working conditions and rehabilitation (return) indexes.
There are also more improvements in scores for the in-
dexes on sickness absence and sick-cases in the high
quality workplace-based program group, although the
differences are not significant between the groups. This
result could be interpreted to mean that workplaces with
more high quality workplace-based programs have ‘bal-
anced’ an otherwise negative development caused by a

negative working life trend. If correct, this interpreta-
tion then suggests that workplace-based prevention and
rehabilitation programs in public human service organ-
isations using a broad change strategy with high levels
of participation from both managers and co-workers,
and developed leadership behaviour are more effective
in improving employee health and psychosocial work-
ing conditions. Several researchers from different areas
support the idea that more holistic workplace change
programs with a high degree of participation from both
leaders and co-workers are more effective (Åkerlind
et al., 2010; European Network for Workplace Health
Promotion [ENWHP], 2007; Ingelgård & Norrgren,
2001; Vinberg, 2008). Also, the results give some sup-
port to the need for integrative approaches concern-
ing prevention and rehabilitation measures (Shain &
Kramer, 2004; Tompa et al., 2008; Westmorland &
Buys, 2002).

As mentioned in the introductory section, several re-
searchers point to the importance of a health-promoting
leadership for improving employee health and for creat-
ing a healthy work organisation. Recent research shows
that high relation-oriented leadership is important and
that successful leadership behaviour is characterised by
a strategic and visionary leader role, infrastructure for
communication and information, authority and re-
sponsibility among employees, learning culture, cross-
functional discussions and dialogues between leaders and
employees, plainness and simplicity, humanity and trust,
visible leaders and reflective leadership (Larsson & Vin-
berg, 2010). The results from the interviews with lead-
ers in this study confirm earlier research that shows that
being a leader in public human service organisations in-
volves dealing with constantly shrinking resources in the
context of ongoing organisational and societal change
(Skagert et al., 2008). Our opinion is that these spe-
cific circumstances in public human service workplaces
must be considered in future successful workplace-based
prevention and rehabilitation processes in this sector of
working life.

Limitations and Strengths
It is important to note that the findings in this study
come from a limited sample of small Swedish public
human service organisations and that the results should
therefore be interpreted with caution. The empirical
base needs to be broadened to further investigate the
effects of different workplace-based programs to find
out more about successful factors and obstacles for such
programs. One strength of the study is its longitudinal
design, which made it possible to follow the same in-
dividual before and after workplace-based programs. A
second strength is the combination of qualitative and
quantitative measures including both subjective and ob-
jective data. However, a weakness is that the group-
ing of workplaces and individuals into two groups is
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rather arbitrary. In future research it will be impor-
tant to more precisely group workplaces according to
workplace-based programs and to combine data on em-
ployee health and psychosocial working conditions with
organisational outcomes concerning, for example, effi-
ciency and quality.

Conclusion
In summary, this study provides evidence concerning
positive links between employee ratings of changes in
health, and changes in stress and psychosocial working
conditions in public human service organisations. The
study also indicates that high quality workplace-based
prevention and rehabilitation programs with a broad
strategy and a high level of manager and co-worker
involvement can apply to small public sector workplaces.
However, it is important to find out more about how
such workplace change processes should be adopted to
particular circumstances in these workplaces.
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