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Abstract

Mental disorders are now the most common disorders for sick
leave benefit and the second most common for long periods of sick
leave. They are also the most common reason for receiving disability
pensions. Long term work-stress or burnout is a prevalent cause of
mental disorders and since it’s causes could be clinical or societal,
there is a need to systematically address it from different perspectives.
The aim of this thesis is to construct an overarching model that encom-
passes more than the medical side to help local authorities develop
a mental health strategy for work-stress mental health illnesses. The
work-stress mental health situation in Stockholm is addressed using a
systems mapping approach to visualize the effect of future strategies
of relevant institutions. Literature is reviewed to understand the
national context of mental health in Sweden, identify relevant actors
which affect work stress mental health and highlight their roles. This
is then presented in a systems map through which the impact of
policies can be shown across sub-systems. It is presented to several
experts for validation which results in agreement on the accuracy and
relevance of the model, identification of more sub-systems, actors that
can be added to the model and the limitations of important actors such
as occupational health centres and primary care. The exercise also en-
tailed insights on how national and local level mental health policies
could factor in the individuals’ resources and support employers with
wellness and rehabilitation to counteract stress at workplace.

Keywords: work stress; mental health; systems mapping; mental
health policy; Stockholm
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Sammanfattning

Psykiska störningar är nu de vanligaste sjukdomarna för sjuk-
frånvaro och de näst vanligaste under långa sjukperioder. De är
också det vanligaste skälet för att få invaliditetspension. Långvarig
arbetstress eller utbrändhet är en vanlig orsak till psykiska störningar
och eftersom orsakerna kan vara kliniska eller samhälleliga finns det
ett behov av att systematiskt ta itu med det ur olika perspektiv. Syftet
med denna avhandling är att konstruera en övergripande modell som
omfattar mer än den medicinska sidan för att hjälpa lokala myndig-
heter att utveckla en mentalhälsostrategi för psykiska sjukdomar i
arbetet. Arbetsstressens mentalhälsosituation i Stockholm behandlas
med hjälp av en systemkartläggningsmetod för att visualisera effekten
av framtida strategier för relevanta institutioner. Litteraturen grans-
kas för att förstå den nationella kontexten för psykisk hälsa i Sverige,
identifiera relevanta aktörer som påverkar arbetsstress mental hälsa
och belyser deras roller. Detta presenteras sedan i en systemkarta
genom vilken effekterna av policyer kan visas över delsystemen. Det
presenteras för flera experter för validering som resulterar i en över-
enskommelse om modellens noggrannhet och relevans, identifiering
av fler delsystem, aktörer som kan läggas till modellen och begräns-
ningarna för viktiga aktörer som arbetshälsocentraler och primärvård
. Övningen innehöll också insikter om hur psykisk hälsopolitik på
nationell och lokal nivå skulle kunna påverka individens resurser och
stödja arbetsgivare med wellness och rehabilitering för att motverka
stress på arbetsplatsen.

Nyckelord: arbetsstress; mental hälsa; systemkartläggning; psykisk
hälsopolicy; Stockholm
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Chapter 1

Introduction

1.1 Need for this Research

According to a study in 2015, 110 million people were affected by
mental illnesses in Europe [1]. Since mental health disorders affect the
person’s emotional, social and financial robustness, their economic
burden is extensive. The costs related to disorders of the brain in-
cluding mental, neurological and neuro-degenerative disorders, in
2010, was estimated to be 798 billion euros in Europe. Direct medical
costs for treating mental disorders were 39% of this proportion while
direct non-medical costs (for ex. social service) were attributed to
13%. Indirect costs, due to a person’s loss of production, made for the
largest share of 48% [2].

In the last 25 years, Sweden has adopted methods such as Com-
pulsory Community Care (CCC) system to avoid re-hospitalization of
patients and offer wholesome care in the community. Several studies
have tried to evaluate them but authors have argued that the results
are difficult to generalize and draw comprehensive conclusions to de-
termine whether Community Treatment Orders (CTOs) are effective
or not [3].

It is well known that mental health risk factors are a complex sys-
tem of interdependent factors [4]. Policy makers recognize that risk
factors from across areas like psycho-social, neurobiological, physical,
social, socioeconomic, interpersonal must be taken into account to
devise programs [5, 6].

There is a need to look across perspectives because 70% of
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4 CHAPTER 1. INTRODUCTION

patients suffering with common mental health disorders like anxiety,
mood and substance use disorders are treated in primary or commu-
nity care facilities [7, 8]. Like mental health issues, most primary care
issues like chronic pain, COPD and obesity are affected by behavioural
and psycho-social issues, they are convenient initial contact points
[9]. Even if there are effective mental health interventions in place,
they are rarely used for those who are diagnosed [10]. This is because
the physicians and medical staff at the primary healthcare facilities
face barriers in referring the patients to specialty facilities [11]. As a
result, specialty mental healthcare facilities have low inflow and the
resources remain underutilized. To address this under-utilization,
more collaborative policies are required [12].

One of the approaches to address the complexity of interdepen-
dent factors is to use system dynamics modelling which may give an
insight into how these factors interact [13]. The insights may give the
policy makers a better idea to design and select intervention strategies
[14]. This model will help improve the knowledge of institutions and
policy makers, identify weak links in inter-agency cooperation and
pinpoint which programs must be used where.

1.2 Research Statement

The aim of this work is to design an overarching model that
encompasses more than the medical side to help local authorities
develop a strategy for work-stress mental health illnesses.

1.3 Structure of the Thesis

The background of mental health strategy in Sweden is reviewed
in Chapter 2. The process and approach of modeling is elaborated in
Chapter 3. Chapter 4 presents analyses of the model, results from it
and the subsequent validation exercise. The suggested improvements
are further discussed in Chapter 5 and conclusions from the model are
discussed in Chapters 6.



Chapter 2

Background

Sweden’s mental health policy largely revolves around de-
hospitalization, normalization, inclusion (in the labour market),
equality and positive rights. Patients diagnosed with mental illnesses
are seen as vulnerable citizens or those who are in need of support.
In the early nineties, countries in Europe including Sweden, shifted
their policy from institutional mental health care to community based
mental health care [15]. Reforms targeted at the vulnerable, disabled
and underprivileged have resulted in more community health ser-
vices and a shift from the responsibilities for people with mental
health disorders [3]. However, there is a gap to be filled as to how
these marginalized people across institutions are being serviced from
a policy point of view [16].

2.1 Mental Health and medical treatment

When an individual encounters symptoms of a mental health dis-
order, A GP or a psychiatrist is contacted for a first visit. Specialized
teams for special diagnoses requires referrals. Patients may have to
wait more than 13 weeks to visit a psychiatric unit. [16, 17]. Inpatient
care has been considerably reduced, second only to Italy in Europe
[18]. Outpatient services are rarely measured [16, 19].

Charges vary county wise, out of pocket payments is at most 1100
Swedish kronas or 100 euros after which the state takes over. Inpa-
tient care is put out of this cap, which varies from county to county.
People on disability benefit or with low income may have a different
cap [16, 17]. Prescribed drugs and pharmaceuticals follow centralized
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6 CHAPTER 2. BACKGROUND

or national rates and are sold on high subsidies [16]. Outpatient care
follows a yearly cap of around 2200 swedish kronas or 200 euros [16].

2.2 Mental Health and Financial Support

For an individual diagnosed with a mental illness, two kinds of
transfers are provided, income replacement or financial compensa-
tion. Transfers simply mean redistribution of income or wealth by the
government without expecting goods or services in return. Income
Replacement (IR) is provided when the person can’t earn a regular
income. For instance, sick pay and disability pensions . FC is provided
as compensation for low income [16, 20].

Eligibility for sick pay is that the disability is decreasing work
ability by at least 25%. At least 14 days of discontinued work ex-
perience is mandatory to be eligible, paid for by the Swedish Social
Insurance Agency (Försäkringskassan). Regular assessment is carried
out for eligibility with respect to the worker’s present assignments at
the employer’s and then consequently with respect to all the other
assignments at the employer’s. If still eligible, the worker’s ability is
measured against the labour market at large and they may be asked to
find employment elsewhere while regularly decreasing their sick pay
(to 75% of their salary). Unemployed persons are beneficiaries of sick
pay (those who are registered at an employment service) [16, 20]. A
disability pension is provided if the person is considered ineligible to
work in the long run. This type of compensation is lower (around 60%
of salary). The eligibility is continuously checked by the insurance
agency if it has changed for the better [16].The issue here with respect
to mental health and basic income support is that mental illness usu-
ally manifests early in life. Without a history of employment, people
are not entitled to a basic pay but a universal safety net, which pays
way lower than the basic pay.

Mental disorders are now the most common disorders for sick
leave benefit and and the second most common for long periods of
sick leave. The most common reason for receiving disability pensions
too (40% of all cases) has become mental disorders. So, although dis-
ability benefits are quite accessible, a large group of people may have
been marginalized from an early age away from the labour force in a
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low income zone [16, 21]. The decision regarding a person’s ability is
taken solely by the insurance agency in consultation with the doctor
and the individual. This gives them the authority to decide the fate
of an individual and they may be either too roughly sent back in the
labour loop or made to exit it indefinitely [16, 22].

Mental disorders are also covered by a disability allowance to
cover any extra expenses due to the illness. Although entitled to, this
type of allowance is rarely provided to those who are suffering from
mental disorders [20]. It is largely provided to physically disabled
groups and in this case, the Social Insurance Agency may not deem
it fit to be provided. The case may also be that it is not demanded by
the individual. This has raised questions if the disability allowance
is truly universal and if mentally ill individuals should be provided
with it, without an examination [20].

2.3 Mental Health and Social Support

Housing for the mentally ill became a huge challenge in the early
90s when mental health was de-institutionalized and asylums were
shut down [16, 23]. A large number of patients were accommodated in
the hospitals and those who were discharged were the municipality’s
responsibility [24]. Later, acts were passed to make the municipalities
the solely responsible for providing housing and sheltered housing for
those with mental impairments and that demand to be looked after in
daily life [25].The person needs to apply themselves to these services
by proving their entitlement. It is given once only if no solutions can
be worked out.The housing provided maybe independent in nature
or if that can’t be fulfilled then caregivers maybe provided (sheltered
housing) [16, 25].

In a survey made by The National Board of Health and Wel-
fare (Socialstyrelsen), it was found that the housing was not aimed
at rehabilitation i.e. the contract was permanent and wasn’t leading
up to the patient to secure their independent apartment. Some hous-
ing facilities were marked as "institutions". For large counties like
Stockholm, 43% of the patients were shifted to other counties because
of a shortage in housing. Although, a surplus of empty beds was
estimated, the high demand created a deficit in large counties because
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of large numbers affected by mental disorders [26].
Mental disability takes a toll on work capacity more than all other

disabilities [27].The general responsibility of getting people employed
is that of job-centres which are a central institution with local repre-
sentations. They are also responsible for assessing the work capacity
of people and matching it with the labour market. They may also
run programs or vocational training to increase employability [27].
Job-centres may also offer sheltered employment where the salary is
provided through state grants to certain levels and to a certain amount
of time. This may lead to the person getting a full time employment.
Samhall is a state owned company which may provide employment
to those with mental disability who have no work experience or
have been absent from the labour market for a long period of time
[27].Those who are already employed with mental disabilities, reha-
bilitation has to be a joint effort between the Social Insurance Agency
and the employer.

In case, the individual is deemed unemployable from the per-
spective of the labour market, it is the duty of the municipality to
rehabilitate and assure an occupation to the individual. But the enti-
tlement of the individual and the role of the municipality is not clear
as to how they will deal with a specific group of individuals [27].

2.4 Why Systems Approach?

Systems mapping is identified as a suitable approach to address
work-stress mental health in the city. It has been realised from liter-
ature survey that the healthcare options and institutions across the
city pertaining to our theme are causally spread out. This means that
the public’s healthcare resources consistently interact with each other
while a patient’s medical status also changes with time and so does
the corresponding treatment cycle [28]. Moreover, it is observed that
treatment cycles and healthcare resources also inter-operate [16, 28].
This can be termed as dynamic complexity [29]. To visualize and
intervene in such a system would be difficult since the interventions
will have unintended consequences. The dynamic complexity can
be approached effectively by system dynamics methodology through
making causal diagrams or simulation models [29]. A particular
advantage of using systems mapping or causal loop diagram for
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representing the scenario is that the dynamic nature of the system
can be captured by feedback loops. This must be seen as the system’s
ability to continuously adapt with the changing environment [30]. In
this particular case, the change in the system would be caused by the
patient’s changing medical status which will affect the environment
i.e. the healthcare institutions and the treatment cycles.

Policy wise, through the literature survey, it has been seen that
mental healthcare is a function of welfare, in the local context. Welfare
is a complex system of public agents, for instance, local governments
and administrative bodies, so it must not be addressed as a centralized
system. In some cases, these agents may have different interests which
affect policy, services and transfers aimed at marginalized groups [16].
Additionally, the plans and policies which are screened from the
literature may be seen as qualitative requirements for the future as
defined by authorities. For instance, CAMM (centrum för arbets miljö
och medicin) mentions in their annual report, the willingness to test
certain early intervention measures in the workplace to facilitate treat-
ment of work-stress related mental health disorders by doctors and
rehabilitation coordinators and whether it can prevent and shorten
sick leaves at the work place [31]. So, clearly such diktat in the future
may affect doctors, rehabilitation coordinators, the employee and
more in some way or the other. To visualize the effect and extent of
such interventions, system dynamics modeling is regularly used since
it effectively presents the complexity of such scenarios [32]. Secondly,
systems approach also facilitates the inclusion of factors at multiple
levels and how a given factor may vary depending on another factor
in the system [29] which too is vital for the research question at hand.
Because the aim of this work is to inform policy makers regarding
the status quo and for the model to be used as a reference for policy
formulation. Adding to this, it is an appropriate method to visualize
a complex system which may lead to a study to evaluate or build
evidence for policy interventions that involve factors across domains.
This is because effects of policy interventions may play out over
a long period of time far away from the fulcrum of interest in the
causal chain [13]. This method can identify, if the conditions are con-
ducive for policies in the pipeline. For instance, it maybe instinctive
to increase availability and accessibility of mental health services to
achieve better outcomes. But usability of services may depend also



10 CHAPTER 2. BACKGROUND

on community factors such as social stigma and monetary status. So,
a policy to increase availability would make no difference [33]. This
means that, the structure and function of variables and links between
them must be better understood before planning interventions. This
understanding can be generated by combining multiple variables
under multiple sub-systems in a dynamic backdrop which can be
achieved by systems approach [13].



Chapter 3

Model Development

The major steps of developing a model include conceptualizing,
inputting data, building and validation [13, 29].

Figure 3.1: Model Development

It is started with either the process having a participatory ap-
proach, where participants are led to identify important variables,

11
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actors and their effects on the target group and from their inputs
a model is developed [33]. Or, the one more suited for this re-
search question, an approach where empirical data is extracted from
databases or journals and relevant findings then modeled step by step
followed by a validation exercise [13, 34, 30]. Details of the extracted
data are given in chapter 4.

For the purpose of the research question at hand, to get the
data in to the model, it was classified under three groups. Namely,
Patient, in which the interaction of the employee or patient with the
healthcare resources in the city is noted. Second, treatment, in which
the treatment procedures corresponding to listed work-stress mental
health disorders are noted. Third group, policy, in which the future
plans or requirements from identified institutions are noted. The
list of their corresponding sources are covered in more detail in the
chapter 4. This is pieced together in the next step by mapping causal
relationships between the elements of the aforementioned groups,
much like the mapping procedure followed in studies covered in the
literature survey [30, 33]. Once these groups have been represented
they are put together as sub-systems to build the model. This step is
largely enabled by using the system dynamics module of data visual-
ization tool, Kumu and is explained in more detail in the subsequent
sections of this chapter. Lastly, the model’s accuracy and relevance is
checked against the actual system through a validation exercise. This
step is sourced from the process followed by studies observed in the
literature [34].

3.1 Conceptualizing

Since, the the scope of the study was clearly defined to be Stock-
holm and work-stress mental health, the search terms were formulated
on that basis. The trajectory of an employee’s healthcare resources
with symptoms of burnout and details of treatment for general work-
stress mental disorders were sourced from the page about work-stress
mental health disorders on viss.nu [28]. As mentioned in the last sec-
tion, an employee’s healthcare resources were considered as elements.
For instance, General Physician, Occupational Health Center and Psy-
chiatry are elements of the Patient group. While, lifestyle advice, SSRI
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(selective serotonin reuptake inhibitors) and monthly follow up by the
psychosocial team are elements of the treatment cycle. Causal rela-
tionships between these elements were developed taking inspiration
from the method used to map mental health stressors in the literature
[33] i.e. using a patient’s changing health requirements and mapping
their most probable trajectory through the healthcare resources. And
using the patient’s changing mental condition to develop feedback
loops, again inspired by literature [30]. For instance, an employee
encountering symptoms would most probably reach out to their em-
ployer for aid or reach their nearest general physician through 1177,
a medical service widely used throughout Sweden [28, 35]. On get-
ting the right aid through these resources, the employee’s symptoms
would decrease, this would complete one feedback loop. Initially, free-
hand maps were developed on paper and later appropriated to Kumu.

As clearly stated in the research question, the model is to be
used for policy formulation and as noted in chapter 2, there are ad-
ministrators involved at different levels of the employee’s journey
through their healthcare resources [16]. For instance, as a preventive
measure to stress, wellness at workplace would be the responsibility
of the employer [36] while Primary healthcare is the responsibility of
the city’s county council [16]. Through background study, as refer-
enced in chapter 2, the employer, Social Insurance Agency and Region
Stockholm were identified to be the major administrators that the em-
ployee would encounter to access their resources. In the initial maps,
the group elements were marked with their corresponding respon-
sible administrators and later appropriated to Kumu as explained in
later sections of this chapter.

Since, systematic review studies that used modeling approach
have been noted for high realism at predicting policy [13] and integrat-
ing multiple sub-systems for generating better results [13], another
layer of complexity was added to the model. From literature survey,
organizations that formulate policy or are involved in the process,
pertaining to work-stress mental health in the city were identified. For
instance, CAMM, which is a research institution and advises region
Stockholm on work environment and employee health [37]. Also,
Swedish work environment authority which creates work environ-
ment regulations on a national level [36, 38]. Their future plans were
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studied as requirements in policy, those plans relevant to the theme
were noted down and causally linked to the groups in the existing
model. This process is inspired by the mapping process as found
in the literature [29]. This is considered to be the third group in the
model, Policy and the aforementioned organizations are considered
to be the elements of the group. As already stated, linking plans
and policies to causal pathways in the rest of the map is an attempt
to aid policy formulation and better inform policy makers to avoid
unintended consequences [13].

3.2 Input Data

Once the data has been classified under the aforementioned
groups along with their causal relationships and visualized in rough
sketches, it was translated to the final model in Kumu. The detailed
table of elements, their classification and their causal relationships
can be seen in Table 4.1. The elements in the groups were created
in Kumu using the "elements" tab. While, causal pathways were
translated from the rough sketch by selecting the "connections" tab,
a connection in Kumu creates a one sided arrow. The exercise was
started with the elements from patient and treatment groups and then
extended to the policy group. Linking the policy group elements
to the elements in patient and treatment groups is explained in the
section 3.3. To distinguish the elements of the three groups from each
other, they were colour coded. So, the elements have grey, green and
orange colour for patient, treatment and policy groups respectively.
While, in Kumu, the links too can be classified by selecting the link.
This feature has been utilized to assign the link to be either "neutral"
or "negative". While neutral links only suggest causal relationships
between elements, negative links suggest reduction in the element
towards which the one sided arrow points. Negative links have been
utilized in the model, to signify the reduction in symptoms of the
patient. For instance, the negative link from Primary Care GP element
to Symptom(s) element, which means the employee’s symptoms re-
duce after treatment by the GP [28]. The inspiration of this type of
representation has been taken from the literature [33]. Further, some
arrows have also been tagged with number of days. This has been
done to show the promised time in which employee gets access to
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their healthcare resource. For instance, the employee once referred to
a specialised service from the primary care GP, must gain access to
it within a promised time of 90 days [23]. To represent the same, the
time links have been used to connect the element primary care GP
to elements psychosocial team, special rehabilitation and psychiatry.
The time links can be distinguished from other links in the model
since they have been colour coded to black. Their corresponding
quantity (in days) maybe viewed by the user by double clicking on
the link and viewing the prompt on the left hand side of the screen in
Kumu. As mentioned in section 3.1, for each element the responsible
administrator was also noted in the rough sketch and same has been
translated to the Kumu model by using the "tag" tab which is available
for each element. A "tagged" element generates a colour coded disk
on the element. For instance, the patient group element, Primary
care GP is coded with a light blue disk, which signifies that Region
Stockholm is responsible for primary care in the city [16]. While, the
element Wellness at workplace has a royal blue disk over it which
signifies that the employer is responsible for that element [36]. The
colour coding scheme is automatically generated by Kumu and can
be see in the index adjoining the map. The completed model in Kumu
can be viewed in figure 4.2.

3.3 Model Building

As explained in section 2.4, feedback loops in a causal loop dia-
gram are essential to explain the dynamic complexity of a model and
more so pertaining to this research question, since it is to be used to
visualize policy [30]. Having established a structure for the model,
each feedback loop covering the elements of a particular group has
been named logically to ascertain the dynamic complexity. So, it is the
employee’s changing heath status that is changing the environment of
the model and the names of the feedback loops showcase just that. For
instance, the loop showing the employee approaching an occupational
health center through the employer, getting referred to a primary care
GP and consequently getting the right treatment to see reduction in
symptoms has been termed "work stress primary loop" [37, 9]. While,
the loop in which the employee is referred to a psychosocial team
through Primary care GP and consequently observes reduction in
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symptoms is named as "counselling" [28].The next loop is termed as
"sick leave" in which the patient is referred to a special rehabilita-
tion team by the GP, after the treatment, the patient goes through a
rehabilitation and then returns to normal [28, 16]. So, the terms for
the feedback loops highlight the dynamic nature of the employee’s
condition.

As mentioned in section 3.2, the layer of policy elements and
their causal relations was added only once the patient group and the
treatment group had been structured. The elements in policy group
have been linked to the elements in rest of the two groups logically
by studying the policy requirement in question. For instance, one
of the policy plans of Swedish Work Environment Authority in the
final map, states that t1hey would be working together to exchange
knowledge with the leadership of occupational health centres to focus
on internal work environment [38]. So, consequently in the map, the
policy element Arbetsmiljöverket (Swedish Work Environment Au-
thority) has been linked to patient element occupational health centre
in a feedback loop termed "knowledge exchange" while the prior
is also linked to "wellness at work place" since that is the intended
consequence of the plan, which in turn has been negatively linked
to the patient group element symptom. Since wellness at workplace
is known to prevent burnout in employees [39]. The other links and
loops between policy elements, patient elements and treatment ele-
ments have been formed following the same logic, see Table 4.1 and
section 4.2 for details. Again, this causal mapping process is replicated
by processes illustrated in the literature [29, 30, 33]. Lastly, keeping
in mind that the map would be used by policy makers, for better
understanding, slight adjustment have been made to the current ter-
minology. So, groups of elements would be referred to as perspectives
in the sections that follow. Also, policy group would be referred to as
goal perspective, for the same reason.

3.4 Validation

Following the mapping process, a questionnaire was designed to
evaluate the information in the model, on the basis of it’s accuracy and
relevance. The formulation of questions asked from the interviewees
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have been designed as found in the literature which followed similar
causal mapping process [34, 33]. There are ten statements with which
the expert may agree or disagree on a scale of one to five, they may
also choose to have no opinion. The statements are listed as follows:

• The perspectives in the model are accurate.

• The elements in the model are accurate.

• The time-links in the model are accurate.

• The administrators in the model are accurate.

• The goals in the model are accurate.

• The perspectives in the model are relevant.

• The elements in the model are relevant.

• The time-links in the model are relevant.

• The administrators in the model are relevant.

• The goals in the model are relevant.

The statements address the accuracy and relevance of sub-systems, el-
ements, time-sensitivity, involvement of administrators and strategies
of institutions with respect to the actual system. Three questions are
also added to the questionnaire, which are aimed at garnering opin-
ions and suggestions from them to improve the model, they are listed
as follows:

• Should more elements be added and which?

• What can be done to improve the model?

• Which alternative loops/perspectives can be considered?

Seven experts were consulted for this exercise who came from back-
grounds like researchers in Health Ergonomics and Psychology, lead-
ers in public and private institutions working with public affairs, men-
tal health and human resource strategy and researchers in healthcare
infrastructure. While, Experts 1, 2 and 3 were met individually with
the meetings lasting upto one hour. Experts 4, 5, 6 and 7 were met
together in a group as part of a workshop on workplace mental health
strategy. The presentation and subsequent discussion took half an
hour.



Chapter 4

Results

4.1 Model

The model was made using the systems mapping module of
data visualization platform called Kumu. The platform was chosen
in particular since it’s systems mapping module has a wide palette
of options to create a systems map, causal loop diagram or a stock
and flow diagram. Editing options such as decorating, clustering
and filtering enable to present more data systematically. It’s advance
editing option puts all the data present in the map in the form of a
code, which makes editing convenient. With these features, it allowed
more flexibility to visualize complex qualitative data.

The information in the model has been listed in table and de-
tailed in the text that follows and in section 4.2. In table 4.1, the
elements in the model in each perspective and the links between them
are explained for each loop. While, in the adjoining columns, a concise
description of the loop is given. As defined in section 3.2, the relevant
administrators involved are mentioned and in the last column, the
source of the corresponding information in the loop is mentioned. The
treatment cycles have been mentioned in the footnotes to make the
table concise and "negative" has been mentioned before an element to
indicate a negative arrow towards it, as explained in section 3.2.

18
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Table 4.1: Information in the Model

Perspective Loop Links Description Admin(s) Data
Source(s)

Patient

Employer Symptom(s)
to OHC
and OHC
to (nega-
tive) Symp-
tom(s)

An indi-
vidual feels
burnout,
seeks ap-
pointment
with OHC
& returns to
normal

Employer [36, 28]

1177 Symptom(s)
to Primary
Care GP
and Pri-
mary Care
GP to
(negative)
Symp-
toms(s)

The em-
ployee feels
burnout,
seeks ap-
pointment
with Pri-
mary Care
GP & re-
turns to
normal

Region
Stockholm

[35, 16,
28, 9]

Work Stress
Primary
Loop

Symptom(s)
to OHC to
Primary
Care GP to
(negative)
Symp-
tom(s)

The em-
ployee is
referred by
the OHC
to Primary
Care GP &
returns to
normal

Employer
& Region
Stockholm

[37, 36,
16]
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Counselling Symptom(s)
to OHC to
Primary
Care GP to
Psychoso-
cial Team
to Primary
Care GP to
(negative)
Symp-
tom(s)

The em-
ployee
receives
intervention
from the
psychosocial
team as
referred by
the GP &
returns to
normal

Employer
& Region
Stockholm
& Social
Insurance
Agency

[28, 16,
36, 25]

Sick Leave Symptom(s)
to OHC to
Primary
Care GP
to Special
Rehab to
Rehabili-
tation to
(negative)
Symp-
tom(s)

The em-
ployee is
referred to
specialized
rehabilita-
tion from
the GP, after
treatment,
employee is
rehabilitated
to normal

Employer
& Region
Stockholm
& Social
Insurance
Agency

[28, 16,
36, 25]

Long Sick
Leave

Symptom(s)
to OHC to
Primary
Care GP to
Psychiatry
to Rehabil-
itation to
(negative)
Symp-
tom(s)

The em-
ployee
continues
to be in sick
leave so GP
refers them
to Psychi-
atry, after
treatment,
employee is
rehabilitated
to normal

Employer
& Region
Stockholm
& Social
Insurance
Agency

[28, 16,
36, 25]
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Treatment

Adaptation
Disorder

Symptom(s)
to Primary
Care GP to
treatment
cycle of
adaptation
disorder1 to
(negative)
Symp-
tom(s)

The em-
ployee is
diagnosed
with adap-
tation dis-
order, they
go through
the treat-
ment cycle
possibly also
involving
Psychoso-
cial team
and back to
normal

Region
Stockholm

[28, 16]

Crisis
Response

Symptom(s)
to Primary
Care GP to
Psychoso-
cial team to
treatment
cycle of
crisis re-
sponse2 to
(negative)
Symp-
tom(s)

The em-
ployee is
diagnosed
with crisis
response,
the GP refers
them to
Psychosocial
team, after
treatment,
return to
normal

Region
Stockholm
& Social
Insurance
Agency

[28, 16]

1Brochures to Lifestyle advice to Self-help Advice to Family Therapy to Voluntary
Organizations

2Psychosocial Team to Monthly Follow Up to Possible Sick Leave
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Fatigue
Syndrome

Symptom(s)
to Primary
Care GP
to Special
Rehab to
treatment
cycle of
fatigue syn-
drome3 to
(negative)
Symp-
tom(s)

The em-
ployee is
diagnosed
with fatigue
syndrome,
the GP refers
to them
to Special
rehabilita-
tion with
possible
intervention
by a Psychi-
atrist, after
treatment
and assess-
ment, return
to normal
following
assessment

Employer
& Region
Stockholm
& Social
Insurance
Agency

[28, 16,
25]

Depression Symptom(s)
to Primary
Care GP
to Special
Rehab &
Psychiatry
to treat-
ment cycle
of Depres-
sion4 to
(negative)
Symp-
tom(s)

The em-
ployee is
diagnosed
with de-
pression,
referred to
special reha-
bilitation & a
psychiatrist,
after treat-
ment and
assessment,
return to
normal

Employer
& Region
Stockholm
& Social
Insurance
Agency

[28, 36,
25]

3Initial Sick Leave to Special Rehab to Possible Medication to Weekly Follow Up
to Sick Leave to Assessment

4Possible Medication to SSRI to Maximum Dose to SNRI to Sick Leave to Assess-
ment



CHAPTER 4. RESULTS 23

Goal

Early Inter-
vention by
LUCIE

CAMM to
Wellness
at Work-
place to
(negative)
Symp-
tom(s) to
Primary
care GP
and Psy-
chosocial
team and
Special
Rehab and
Psychiatry
to Rehabil-
itation to
(negative)
Symp-
tom(s)

LUCIE
checklist by
CAMM at
workplace
to facilitate
early pre-
vention &
effective
treatment
by doctors
and reha-
bilitation
coordinators

Region
Stockholm

[31, 40,
41]

Research,
Develop-
ment &
Dissemina-
tion

Academic
Research
to CAMM
to Primary
Care GP &
Psychoso-
cial Team
& Special
Rehab &
Psychiatry
& OHC to
Academic
Research to
CAMM

Academic
Research
is sourced
by CAMM
which will
be dissem-
inated to
medical
actors and
used to form
policy with
inputs from
OHC

Region
Stockholm

[31, 37]
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Knowledge
Exchange

Swedish
Work En-
vironment
Authority
to OHC to
Swedish
Work En-
vironment
Authority
to Wellness
at Work-
place to
(negative)
Symp-
tom(s)

Swedish
Work En-
vironment
Authority &
OHCs share
knowledge
to make
better in-
ternal work
environ-
ment which
prevents
burnout in
employees

[38, 39]

Home Care
Work Situa-
tion

Academic
Research to
CAMM to
Home Care
Profes-
sionals to
CAMM to
(negative)
Psychiatry

Academic
research
is sourced
by CAMM
along with
data from
home care
profession-
als to reduce
the use of
psychiatry
amongst
them

Region
Stockholm

[31]
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Women
Dominated
Activities

Academic
research to
CAMM to
Women to
CAMM to
Wellness at
Workplace

Academic
research
is sourced
by CAMM
and data
is sourced
through
women at
work to
improve
work envi-
ronment for
them

Region
Stockholm

[31]

As confirmed in Region Stockholm’s medical and administrative
information directory viss.nu, the cause of mental illness and ill-
health is a result of prolonged stress gone unchecked [28]. This tal-
lies with what was found in the literature about chronic organizational
stress culminating in burnout and being detrimental to mental health
[42]. Burnout refers to the process of depletion of these resources i.e.
erosion of emotional, physical and cognitive energy or their combina-
tion [42]. When an employee requires help with their symptoms, the
role and responsibilities of the employer and their relationship with
the Occupational Health Centers (OHC) are clarified in the Swedish
Work Environment Authority’s provisions on organizational and so-
cial work environment [36] which also throws light on the National
Board of Welfare’s regulations on systematic quality work for orderly
division of workload, prevention of stress and maintaining wellness at
workplace.
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Figure 4.1: Default view of a systems map in Kumu

The scope of services of OHCs and their criteria to issue referral
to primary care is explained in the 2018 report of Centrum För Arbets-
Och Miljömedicin (CAMM), an institution for research in work envi-
ronment within Region Stockholm [31]. The role of primary care in
mental health disorders is well established [9] and 1177 health guide
(vårdguiden) is an efficient and common way for residents in Sweden
to reach it [35]. The referral system from primary care to specialized
services, their scope and roles in the area of work stress related mental
health was elaborated in Region Stockholm’s medical and administra-
tive information directory [28]. While information regarding waiting
times for these services, definitions, duration of sick leaves and roles
of institutions was extracted from scanning relevant legislations [23,
24, 16].

The diagnosis of work stress mental health disorders, their
treatment cycles and the roles of primary care, specialized care, Social
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Figure 4.2: The model as presented for Validation

Insurance Agency and the employer was found in Region Stockholm’s
medical and administrative information directory [28]. The role of
the employer in rehabilitation of the employee, the Social Insurance
Agency and Region Stockholm is extracted from the Swedish Work
Environment Authority’s policies and legislations [36, 25, 23, 24].
Institutions that make and aid policies in work stress mental health
were identified from CAMM’s report in 2018 [31], additionally it also
informed regarding CAMM’s future strategies. While future strategies
relevant to the area of interest were scanned from annual reports of
the Swedish Work Environment Authority and Region Stockholm
respectively [38, 40].
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Finally, the data presented in the map was extracted from a
total of four legislations, four annual reports, two fact sheets, four
brochures, one health database and one policy document. In the map,
there are seven, fifteen and seven elements in patient, treatment and
goal perspective respectively, connected by a total of sixty links. There
are sixteen loops and three administrators in the model. 69% of the
elements were taken from Region Stockholm’s medical and adminis-
trative information directory [28] and the Swedish Work Environment
Authority’s policy document [36]. While, 24% of elements were taken
from fact sheets, brochures and annual reports.

4.2 Analysis of the Model

As explained in Chapter 2, mental health policy is an integral
part of the welfare system in Sweden, which keeps the individual at
the centre, so the individual’s or patient’s perspective must be consid-
ered. The employer has immense responsibility to maintain a work
environment that ensures wellness and prevents work-stress. The
Swedish Work Environment Authority has regulations for social and
organizational work environment known as Organisatorik Och Social
Arbetsmiljö (OSA) [37]. As mentioned in section 4.1, according to
the Swedish Work Environment Authority’s guidelines, the employer
would direct the individual to an Occupational Health Center (OHC)
in condition of a burnout [36]. It may take from 7 to 30 days to get an
appointment with the OHC.

The employee may choose to try self help through 1177, access
their nearest health centre, which is the primary care offered across
Sweden. The citizen is promised to have an appointment with a
primary care general physician within 7 days of their reaching out.
The OHC may also suggest the employee to seek help at the primary
care center.

Moving forward, it depends on the assessment of the primary
care GP as to how the patient navigates the healthcare system and the
treatment cycle. They could be asked for follow-up visits, prescribed
specialist care, get referred to counselling or specialized rehabilitation
In case the employee has severe anxiety, personality disorder, bipolar
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Figure 4.3: Patient’s Perspective

disorder or other severe psychiatric disorders they would be referred
to a psychiatrist [28]. Nationally, a patient seeking specialized treat-
ment is guaranteed access within 90 days diagnosis. In this case, the
patient maybe sent on a sick leave by the employer to accommodate
their treatment and it is the duty of the employer to make a plan
with the employee before the sick leave, conduct regular follow-ups
and most importantly help them rehabilitate to work. Post-treatment
rehabilitation to work would require the employer to work with the
Social Insurance Agency. If deemed unemployable, by the current
work place, the employee could also use the services of the Swedish
Employment Agency (Arbetsförmedlingen) who run re-employment
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Figure 4.4: Treatment Perspective (in green) presented in tandem with
patient’s perspective

training services [28].

The diagnosis determines the way an employee is approached by
the system and it’s policies as explained in section 2.1. It is therefore
important to consider the treatment perspective. Since, these illnesses
have complex symptoms, a well-balanced mix of interventions is
required [28]. Stress related mental illnesses are differentiated on the
basis of severity.

The first level of treatment cycle is for individuals diagnosed with an
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adaptation disorder. It is characterized by an emotional response to
a stressful situation or emotional disturbance caused while adjusting
to significant stressful situations [43]. The treatment cycle consists of
lifestyle advice, stress management advice and possible medication
[28]. The second level of treatment cycle is for individuals diagnosed
with a crisis or stress response syndrome. It is defined as the response
of a person exposed to one or more traumatic events [44]. In this
case, the patient would definitely be directed to a specialist such as a
psychologist. The specialist would follow up with them in a month’s
time. A sick leave is possible or special accommodations maybe
made at the workplace by the employer [28]. The third level is for
individuals diagnosed with a fatigue syndrome. Adverse symptoms
include palpable fatigue, lack of sleep and cognitive dysfunction.
The treatment usually entails an initial short sick leave, referral to
a special rehab team for MMR2 rehabilitation, stress management
advice, weekly follow ups and re-assessment after sick leave. The
Social Insurance Agency must be contacted when the employee is
eventually ready to return to work. The treatment cycle for depression
is also presented in the map, which is a special case [28].

As explained in Chapter 2 and section 4.1, the process of for-
mulation of strategy and policy in work-stress mental health involves
a complex coordination between actors on various levels. To consider
the effect of future plans, policies and goals of these actors, the goal
perspective is considered.

The Swedish Work Environment Authority is responsible to oversee
if the laws regarding work environment are being followed by orga-
nizations. In their 2017 to 2027 plan they mention some needs, plans
and goals that are relevant to the theme. Development of regulatory
methods in the workplace, new ways to gather statistics, and new
ways of measuring the impact of strategy are desired. They aim to
create effective communication between stakeholders in the field at
the local and national level. The need to understand the role of OHCs
in wellness and preventive strategies towards work-stress related
mental health illnesses. They also aim to shift focus from external
work environment to internal work environment and collaborate with
heads of OHCs in this aspect. Their aim to better the coordination
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Figure 4.5: Goal Perspective (in orange)

between various research bodies on local and national level for more
effective dissemination of research to the stakeholders.

Region Stockholm are the governing body of Stockholm re-
sponsible for all of its publicly financed healthcare. In their 2017 to
2021 health policy plan [40] they mention the need to design early and
preventive interventions to counteract mental illnesses and measures
to prevent somatic health issues among mental health patients. They
aim to make measurable goals for public health based on budget,
follow-up, planning and other suitable indicators. Centrum För Ar-
bets Och Miljömedicin (CAMM) is an organization within Region
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Stockholm with the task of assessing and preventing health risks in
the work place. Their latest annual report identifies [31] certain target
groups highly prone to work-stress to improve their psychosocial
work environment, one of them being home care medical service.
CAMM aims to create a more sustainable work situation for them
by interviewing home care managers to get a gist of problems and
opportunities.They aim to create long term job exposure matrices for
physical and psychosocial stress at work for identified target groups
by collaborating with academics and researchers. Women dominated
work areas for instance, mid-wives and nurses is also identified as a
target group for mental illnesses and long sick absences, CAMM aims
to identify factors contributing to their aggravating work environment
such as their need to work overnight. For prevention of sick leaves
they also plan to identify stress inducing factors by Lund University
Checklist for Incipient Exhaustion. LUCIE is a tool for clinically as-
sessing work stress exhaustion in employees [41].

Through figure 4.5, the impact of some future policies of in-
stitutions on the patient’s perspective and the treatment perspective
can be understood.

Tools like the LUCIE checklist are planned to be tested if early
identification of mental illnesses through them can facilitate early
intervention by doctors and rehabilitation coordinators and whether
sick leaves can be prevented or shortened. Figure 4.6 is a snapshot
of the Early Intervention loop, which covers the targeted elements in
patient’s perspective.
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Figure 4.6: Early Intervention

CAMM’s goals to work closely with researchers such as those at KI
to create long term sustainable job exposure matrices for physical and
psychosocial stress. This would be followed by working with the
heads of OHCs to map relevant policies and disseminating this to the
medical actors. Figure 4.7 represents the elements involved.
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Figure 4.7: Research, Development and Dissemination

One of the major challenges is to prevent psychiatry from increasing.
In conjunction with that, CAMM has identified professionals working
within home care management as a group at risk of work-stress related
mental health illnesses. The aim is to develop a method for better op-
portunities to create a sustainable work situation for the home care
staff. The data would be collected by following the home care staff’s
work situation and health, interviewing them with questionnaires and
text messages. Figure 4.8 shows the corresponding elements involved.
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Figure 4.8: Home Care Work Situation

Mental health related sick leaves have risen sharply recently in
women dominated activities. CAMM’s plan is to identify which fac-
tors in work life contribute to stress in their work conditions. Figure
4.9 presents the elements involved for this plan.
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Figure 4.9: Women dominated work

4.3 Validation

Although, it isn’t entirely possible to validate a model since ab-
solute validity cannot be attained [45], a high degree of face validity
maybe attained, which means the degree to which a model is an
accurate representation of the real system in context of the intended
application [46]. Since experts from multiple backgrounds partici-
pated in the exercise, it was evaluated from many outward indications
which is beneficial for the face validity of the model.
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Table 4.2: Validation Scores

Expert Expertise Accuracy Relevance
1 Board Member, Stress Research Institute 3 3.8
2 Professor, Organizational Ergonomics in Healthcare 2.9 3
3 HR Strategy, Work Environment 3 5
4 Leader, Public Affairs 3.2 3
5 Professor, Psychology 3 3.4
6 Researcher, Healthcare Infrastructure 2.8 3
7 Project Manager, Health Impact Center 2.8 3

The above table presents the average scores out of five from the
ratings given by the experts on accuracy and relevance on different
attributes of the model. Additionally, the experts were asked ques-
tions as mentioned in section 3.4 and some noteworthy suggestions
were made. Expert 1 commented that Inspektionen För Vård Och
Omsorg (IVO) and Stress Research Institute (SRI) could be considered
as elements in the goal perspective, in figure 4.5. IVO is a body
which supervises, provides feedback, issues permits and ensures
that businesses qualify on safety regulations. While, Stress Research
Institute is a national knowledge center working in the realm of stress
reactions, sleep and health. They mentioned that including the pa-
tients’ perspective and restricting the mapping to a particular line of
disorders was a clever approach. They also suggested that the time
sensitivity of the model can only be considered ideal because in reality
there were many factors influencing the variation in waiting times.
It was because the governing bodies are unable to address the prob-
lem of waiting times, since the focus is towards new patients while
not on those which are awaiting treatments in queues. They further
argued that too much time was being spent by medical practitioners
doing administrative work for the patient with the Swedish Social
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Insurance Agency. There is also a conflict of interest between the
two institutions since governing bodies look to cut costs and shorten
sick leaves. Finally, they commented that, as it can be observed in
figure 4.5, Region Stockholm currently has a very limited role to play
in work stress mental health management but their role should be
broadened because their is a lack of incentive for them to rehabilitate
employees. Employers are law-bound to help employees rehabilitate
from work-stress and developing more well-informed leadership at
the work place is important for early prevention.

Expert 2 commented that emergency wards may be added as
an element in the patient’s perspective, in figure 4.3, since they have
an important role in rehabilitation and treatment of work stress mental
health illnesses. They also commented that sufficient information is
available to the institutions mentioned in section 4.1 about the state
of work stress mental health issues. But they must now focus on
working with the employer to make the work environment better and
also ensure that patients with more severe disorders are given quicker
access to primary care.

Expert 3 suggested that Sveriges Kommuner Och Landsting
(SKL), a trade union which represents employers across Sweden,
could be added as an element in the goal perspective, in figure 4.5.
They emphasized that Rehab Akademin, a subsidiary of Region
Stockholm which works in the area of occupational rehabilitation
could also be considered as an element in the patient’s perspective, in
figure 4.3. Their services include self-assessment of work stress, coun-
teracting long-term pain and fatigue syndrome, work-life oriented
rehabilitation, supporting return to work and adjusting to it after sick
leave. They also commented that it would be a worthy addition if the
employer’s perspective could also be added to the model, in figure
4.5. They appreciated the cross perspective insights as observed in
figures 4.6, 4.7, 4.8 and 4.9.

Expert 4 commented that Myndigheten för arbetsmiljökunsap,
a govenment agency which is a national knowledge center for work
environment issues, could be considered as an element in the goal per-
spective, in figure 4.5. They appreciated the inclusion of academia as
an element in the model and mentioned that Stress Research Institute
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could be included as an element in the goal perspective as they are
an important knowledge partner of Region Stockholm. Expert 5 sug-
gested that the role of Occupational Health Services (OHC) is limited
to only large organizations. They mentioned that the internal struc-
ture of organizations could be added to the model as a perspective
in figure 4.5. Also, the role of private health insurance providers in
prevention and rehabilitation is important and they could be added as
an element in the patient’s perspective, in figure 4.3. They elaborated
that the role and reach of private health insurance providers has not
been mentioned in the strategies too, as discussed in section 4.1, while
more and more number of working professionals buy their services
to complement public healthcare. The number of health insurance
policies continued to increase during 2018 and the year end, more
than 650,000 had a healthcare insurance, which means that nearly
14 percent of employed personnel between the age of 16 to 64 had a
health insurance. The largest increase has been between employment
based insurance policies, which increased from 33,000 to 400,000 in
2018. These institutions promise avoiding long waiting times by
directing the employee to a specialist straight away without refer-
rals, preventive health services such as personal on-call support and
web-based health programs. Medical and occupational rehabilitation
services to get back to work quickly after a sickness.

Expert 6 suggested that trade unions could be added as an
element in the goal perspective, in figure 4.5. Expert 7 commented
that the employer buys the services of consultants and private or-
ganizations to manage work environment and they could be added
as an element in patient’s perspective, in figure 4.3. For instance,
Arbetsmiljö akademin, a private organization subsidized by Region
Stockholm. They offer tailor-made solutions to help organizations
comply with the Swedish Work Environment Authority’s systematic
work environment regulations, ergonomic mapping, risk assessment,
inspection and auditing or current situation analysis. They reiterated
that patient has too much responsibility towards their own treatment,
as also mentioned in Chapter 2. So, the employer must have a larger
role to play in the treatment. For this reason, wellness should be prop-
agated as a preemptive measure EAP or employee assistance program,
in which, employees are provided with psychological counselling and
financial advice is one such solution. Moreover, Mental Health First
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Aid training at work which is an evidence based practice enabling
employees to recognize signs of stress related mental illnesses, reach-
ing out to others and encouraging them to share personal stories. As
the element "wellness" is present in figure 4.3, the two solutions could
be added to figure 4.5, if another sub-system, "employee perspective"
was to be added.

Through the validation exercise, it was agreed that represen-
tation of sub-systems, elements, role of administrators and goals of
institutions are accurate and relevant since 4 out of 7 experts gave
a score of 3 on 5 on accuracy and 5 out of 7 experts rated 3 on 5 on
relevance of elements, goals, administrators and perspectives in the
model. While, the waiting times in the model are subject to change in
the real world. Suggestions were made to explore the roles of other ac-
tors. For instance, the role of trade unions (arbetsgivarorganisationer)
which are employee organizations, the biggest of them being SKL. The
role of Myndigheten för arbetsmiljökunsap which is a government
agency within the Ministry of Labour and serves as a national level
knowledge center for work environment issues. The need for a similar
representation of the internal structure of the workplace was also
expressed as a precursor to the employee developing symptoms.



Chapter 5

Discussion

Literature review indicates the need for mental health to become
a board room topic in organizations and for wellness at work to be
incentivized for the top management. One way of viewing this is as
shown in the WHO pyramid model [47]. As seen in Figure 5.1, differ-
ent mental health services have been represented in a hierarchy where
frequency of need decreases from bottom to top while costs increases
from bottom to top. Policies at the work place must give precedent to
the services at the bottom rung. Employers should also be encouraged
to check stress levels at work by using metrics such as number of sick
leaves.

Mental health policy simulation requires original research and
cannot use existing solutions since mental health drivers are influ-
enced by a complex group of interdependent factors. The policies and
strategies differ by their context, which means where they are going
to be applied (region, neighbourhood, school, workplace, prison). So,
examining social conditions of the context must be undertaken and
it differs across levels and regions. It was a challenge at first to find
a suitable method to address the research statement since the data
available was qualitative in nature and it was needed to sort it into
modeling terms without distorting it’s value. Also, it was a challenge
to extract literature which addressed the theme holistically. Another
challenging aspect was to pick the right tool to model, since it had
to be flexible enough to accommodate the data. Although, once a
suitable method was selected, relevant institutions identified and a
comprehensive tool picked, it was easy to sort the data and analyze it.

42



CHAPTER 5. DISCUSSION 43

Figure 5.1: WHO mental health pyramid

The model helps local authorities visualize the status quo of the work-
stress related mental healthcare in their region. It also helps them vi-
sualize the possible consequences of their strategies across levels by
allowing inclusion of factors and how they may affect other factors in
the system and anticipate unintended consequences. Feedback loops
and bi-directional relationships can be explored through the model to
shape implications of interventions.



Chapter 6

Conclusions

Mental health is a complex issue since it is affected by factors
from various areas. It must be addressed in a systematic manner but
there seems to be no proper way to represent it’s complexity. Hence,
the overarching map is designed which encompasses more than just
the treatment aspect. The map is a comprehensive tool for data vi-
sualization i.e. to represent the navigation of a stressed employee
through various healthcare institutions and treatment cycles to inform
the local authorities about the impact of their strategy on both these
perspectives. There are some points that must be taken away from the
systematic representation.

From the literature survey, it was determined that systems map-
ping approach is suitable for visualizing policy outcomes as discussed
in section 2.4. Integration of sub-systems and presenting causal
pathways in the map would be helpful to the research endeavour
as discussed in section 3.1. The mechanics of the Swedish mental
healthcare policy were understood and then contextualized to the
theme of work-stress mental health policy in chapter 2. Based on this,
the sub-systems or perspectives were determined, namely, patient,
treatment and goals in figures 4.3, 4.4 and 4.5 respectively. The classifi-
cation of the qualitative data obtained in the literature led to a systems
map which visualizes the impact of planned strategies across the men-
tioned perspectives, in figure 4.2. The validation exercise determined
a good degree of face validity of the model as discussed in section 4.3
and cross-perspective visualization of impact of strategies, as shown
in figures 4.6, 4.7, 4.8 and 4.9, was appreciated. While, suggestions for
exploring actors such as SKL, Myndigheten för arbetsmiljökunsap and

44
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inclusion of internal structure of the work-environment were made.
Insights were also provided regarding the limitations of authorities,
primary care, specialized care and private institutions.

Primary care being one of the most accessible points of con-
tact for the patient, they are overburdened. Although, specialists
take over depending on the diagnosis, the waiting time for that is
usually long and the Primary care GP is left to attend to a lot of
unnecessary administrative work. This includes coordinating with
the employer and the Social Insurance Agency, since without the GP’s
recommendation the employee would not be granted a sick leave.
Most of the policies and strategies pointed out in early sections of
the report are targeted at prevention and shortening sick leaves and
reducing psychiatry. While it is visible from the map that both sick
leaves and psychiatry are not necessarily a part of the treatment.
So, the policies may miss out on targeting the right elements. The
goals have the intent to identify stress inducing psychosocial factors
at the workplace, develop relevant matrices and dissemination of
knowledge but they don’t cover much ground on the employer’s role
in maintaining wellness as a prevention measure at the workplace.
A need for prevention through organizational structure has been
felt but little is said about helping the employers directly with that.
OHCs are an important actor in both prevention and rehabilitation
and so they have been involved in many goals. But most small and
medium sized organizations are usually not privy to their services
and for them the strategies would be amiss. Region Stockholm’s
report mention much about empowering the individual and that an
employee must be able to use their own resources for prevention of
stress. But institutions’ strategies don’t really take the employee or the
individual into account. An employee’s own resources such as family,
friends, professional network, church and community remain largely
neglected.

In conclusion, through this work, an overarching model has
been constructed which encompasses more than the medical side
to help local authorities develop a strategy for work stress mental
health illnesses. The work presents recommendations to inform policy
decision making and also a methodology on how to design, build and
analyze complexity of mental health.
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