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1. Lasbifogade artikel Peterson, U. ”Gruppsamtai pa arbetsplatsen kan motverka
utbrindhet.” Identifiera artikelns vetenskapsteoretiska utgangspunkt i en av de
skolbildningar som vi gitt igenom och ge minst fyra karakteristiska kéinnetecken
ur artikeln for din identifikation. (5 p) '

3. Klargdr med eghid ‘ord fem karaktenstlska kannetecken pa den hermeneutiska
vetenskapsteoretiska traditionen. (2,5 p)

3. -'Ange skillnaden melian den positivistiska vetenskapsteoretiska standpunlcten att
vetenskapen ska vara viirderingsfri och den kritiska teorins uppfattning att den
bér vara virderande. Klargor 1 detta sammarthang dven begreppet
kunskapsintresse. (3 p) ‘

4. Vilken nytta har en forskare av deduktion och ge ett eget exempel pa en
deduktiv slutsats. (1,5 p)

5. Redogdr for innebdrden i den "hermeneutiska citkeln/spiralen”! lllustrera med
ett exempel (2 p) '

6. Lis foljande bersttelse frin en professionell vardare om ett mote med en patient.
Ange minst tre olika typer av forklaringar som forekommer 1 texten till Bengts

avstindstagande och aggressivitet och ange innehallet i forklaringarna med illustrerande
exempel ur texten. (6 p) '

Patienten Bengt har genomgdit en svdr operation och &r kiind pd avdelningen som
butter, lite aggressiv och mycket svirkontaktbar. Inga anhdriga har besdkt Bengt sedan
operationen for tvé dagar sedan. Vdrdaren Siv berdttar om det forsta métet med Bengt
(namnen fingerade):

*Jag tinkte att jag skall forstka ndrma mig Bengt och jag skall inte ge mig. Bengt
borjade med att ifrigasétta min kompetens och jag talade om for honom sakligt vilken
kompetens jag hade. Han iﬂégasatte vidare den medicin jag kom med och om det var |
titt och jag bemétte det med att jag sa att jag forstar att du kan faktiskt undra, for det

" & droppar i ndgon slags vétskaien Jiten mugg. Han kunde ju inte veta vad det var, s&
da gick j jag och hiimta flaskan jag hade tagit det ur sd han fick lasa pa flaskan vad det
var. Jag blev inte arg och sa, att det forstar du vil att Jag gOr Tatt och det far du vl bara .

lita pa, inte s&. Jag vet inte, jag kunde ju lika girna ha reagerat si. Det blev s att jag sa -



- Ok jag forstér att-du kan undra”. Han skulle testa om jag fortfarande var kvar trots att

han stdtte bort mig och nér det gatt s3 langt blev det lite lattare. Jag visste att patienter

. ofta kunde bl lite aggressiva p g a syrestiningsbrist efter operationen, men han var

ovanligt otillginglig.

Sen s4 sig jag hans fotter eftersom han hade s svért att andas kunde han inte bja sig
ned och skéta sina fotter. Han gick barfota, pd rummet, fotterna var svulina och sig
forskrickliga ut och dé utan att gbra ndgot konqst-igt av det, s4 sa jag bara; "] ag ser att
dina fotter skulle kanske behiva ha lite skotsel och jag forstar att det 4r svért for dig att
gi)'rd det” och frigade om jag fick gora det.

Och dé sag han att det var sd ochl efter en stunds tvekan sa han: “Det &r inte s 1att att
klar sig sjélv, och hir verkar ju ingen ha tid, fast man &r pé ett sjukhus. Férstér du inte
att man kiinner sig dvergiven”. Men efter en stunds tystnad sé fick jag det. Sé tog jag in
attiraljer och sa. Man kan ju skota om fotterna ratt sa snabbt, men jag gjorde si att det
 fick ta lite tid. Han fick sitia i en stol med fStterna i vatten och sadér och det luktade
gott och.f'éttema fick ligga lite i blét. Han kunde inte komma 4t sina fStter pa grund av
siret efter operationen och jag var tvungen att sitta pa golvet ndr jag gjorde det, si jag
kom 1 Iégre stidllning #n han och han satt med huvudet ner och dérfor kunde man inte nd
- hans blick. Mén da nir jag satt dir pa golvet och liksom smorde hans fétter och sd och
da fick jag se hans dgon och di mottes vi! Plotsligt skrattade vi bada t\}é!

Och jag vet inte iksom, jag vet inte vad. D4 sléppte han liksom alla murar som han
byget upp da -~ nej dom var inte dir mera och jag motte blicken i hans 6gon och han log
med hela ansiktet och sen sa borjade han prata och sen s pratade jag inte négbnting. '
Och det var han som bérjade som sagt prata och prata och det var ju bara att jag stillde
lite frégor ibland som, jag &r tvungen att stélla fragor. Men da vart han sé arg, det forstar
du vl att jag inte kan prata nir jag inte kan andas. Men da nir jag satt p golvet s&
pratade han, det méste ha varit ndgra murar som hade brustit. Han berittade om sin oro
* och ensamhet och att hanvar ridd for att blir hemskickad innan han hade himtat sig
efter operationen. Han tyckte personalen bara sprang omkring och inte hade tid med
honom och hans oro. Visste dom iﬁte att han var .ehsaﬁéﬁéﬁaé'bch inte hade ndgon som
_skuile kunna skdta om honom nir han kom hem.”

Ur Gétlind, B. "Det Genuina métet i vérden”. (Hér ndgot modifierat) -
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Att hitta effektiva strategier for att fére-
bygga stress/utbrandhet/utmattning ar
“angeldget. En forehallandevis billig inter-
vention 4r att pa arbetet ha reflekterande

samtalsgrupper under handledning.
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ULLAPETERSON, med dr, fektor,
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Anpassningsstérning och reaktion pa svar stress (diagnoskod
F 43 enligt ICD>-10} var i september 2010 den n#st vanligaste
diagnogsen vid pagaende sjukskrivning [1]. Av folkhéisorap-
porten: 2008 framgar att stressrelaterade besvér som sémn-
besvar, ngslan och oro, stdndig trotthet samt vark i nack- och
skulderregionen har blivit vanligare sedan 1980-talet, utom
aldrarna dver pensionséldern [2]. En kartlaggning av arbets-
forhalianden i samtliga lander inom Europeiska unionen visa-
de att 22yrocent upplever stress i arbetet, och siffran fér det
svenska urvalet var 38 procent [3]. Att férsdka hitta effektiva
strategier for att firebygga stress/utbrandhet ar darfor ange-
laget. Farutom att det kan bidra till att minska lidandet for
den enskilde individen kan det medfora positiva effekter for
" organisationer och arbetsplatser [4].

Utbrindhet och definitiones

Det fdrekommer flera olika definitioner av uthrindhet (burn-
out) i litteraturen. Maslach et al [5] definierar utbrandhet som
»a psychological syndrome inresponse to chronic interperse-
nal stressors on the job. The three key dimensions of this re-
sponse are an overwhelming exhaustion, feelings of cynicism
and detachment from the job, and a sense of ineffectiveness
and lack of accomplishmente. Dessa tre dimensioner ingér
ocksa i det mest anvanda instrumentet f5r att méta utbrénd-
het: Maslach burnout inventory [6]. Ett annat skattningsin-
strument, som ocksd anvinds i den nedan beskrivna studien,
ar Oldenburg burnout inventery (OLEI), ddr utbrdndhet defi-
nieras utifran de tva dimensionerna utmattning (exhaustion)

och cynism/distansering fran arbetet och dess innehall {dis- -

engagement) [7]. .
Utmattning har i tidigare studier visat sig vara den dimen-
sion som har stirst samband med depression, &ngest, sbmn-
besvir [8], stressrelaterade symtom [9] och sjukfranvaro {10].
Utbréndhet har beskrivits utifran olika teoretiska utgangs-
punkfer: individ-, interpersonellt-, organisations- och sam-
hallsperspektiv [10]. Pines har dven beskrivit detd ett existen-
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Socialt stod fran kollegor, som i Balintgrupper, kan fungera som
en buffert mot upplevd stress., :

tiellt perspektiv och menar att orsaken ligger i ménniskans
behov av att uppleva livet som meningsfullt och att f& kénna
sig betydelsefull [11]. Detta medftr att inter ventioner som syf-
tar till att forebygga stress/utbrandhet méaste ske pa manga

olika arenor. I en EU-rapport om stress och kardiovaskulér

sjukdom rekommenderas bla avspinningsteknik, livsstil,
sémn, arbetsmilit och socialt stod som viktiga omraden att
fokusera pa fér att firebygga och minska stress [12].

Vikten av socialt stod, sarskilt fran kollegor ‘
Socialt stéd har visat sig ge positiva effekter pa savil fysisk
som psykisk halsa (for en dversikt, se Taylor [13]). Det har dven
visats ha positiva effekter pa fysiologiska processer (kardio-
vaskulart, endokrint och immunologiskt) [14]. Een litteratur-
oversikt fann Hogan et al att 73 av 92 studier med olikainter-
ventioner som innehdll sociait stéd visade en positiv effekt av
detta, framfor allt { interventioner som innehdll bade att ge
och att ta emot socialt stiid [15]. Socialt stéd har positiv inver-
kan pa individens allménna vilbefinnande oavsett stressniva
och kan dven ha enmedierande effekt och fungera som en buf-
fert maot upplevd stress {18, 17].

Utifran en litteraturéversikt identifierade Williams et al 30
olika definitioner av socialt stéd. De konstaterade att defini-
tionen var beroende av dels den kontext den anvandes i, dels
forskningens teoretiska perspektiv [18]. Det har betonats att
socialt stod bor ses sorn ett multidimensionellt begrepp {19],
och stédets funktion har # itteraturen beskrivits i olika for-
mer, tex som informations-, instrumentelit och emotionellt
stod [131. Schaufeli et al menar att kollegiala stédgrupper har

B SAMMANFATTAT

Anpassningsstorning och
reaklion pa svér stress &rden
nast vaniigaste diagnosen
vid pagaende sjukskrivning.
‘Deltagare i en reflekterande
kollegial samtatsgrupp upp-
tevde battre haisa, lagre grad
av utrnattning och mer delak-
gghet i arbetet nankon-
troligrupp. '

Reflekterande kollegiala
samtalsgrupper med ett
striskturerat arbetssétt kan
vara en forhallandevis biflig
intervention for att forebyg-
ga/forhindra utveckling av
stress och utmattning.
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potential att erbjuda alla dessa former av stéd och dérfér kan
vara anvindbara fir att forebygga utbrandhet [10].

* Tidigare studier av sambandet mellan socialt stdd och ut-
brandhet har dock visat varierande resultat [20, 21], men det
finns flera studier som visat att socialt stod frén kollegor &r
© pelaterat till lagie' grad av utmattning [22-24). '

Kollegialt stéd i grupper, exempelvis Balintgrupper, med
strukturerat uppldgg och med en gruppledare, har visat sig
kurmna bidra till att minska forekomsten av utbréndhet {25,
26]. Kjeldmand et al intervjuade nio ldkare som deltagitien
Balintgrupp under 3-15 4r, och resultatet visade bla att delta-
gande i gruppen upplevdes bidra till att férebygga utbrandhet
{27]. Hardelin menar att »arbetet i en trygg Balintgrupp kan
verka som en antidot mot utbrandhet genom att det leder till
skad medvetenhet, spilvkansla och nyfikenhet pa psykologis-
ka processer« [28]. Enligt Maslach et al kan kollegiala grupper
ge kanslomissigt stéd, nya insikter och medfora att deltagar-
na kanner igensigsiilvaide andradeltagarna och dvenvara»a
much needed source of humor, optimism, and encouragement
when the going gets toughs [29].

Mot bakgrund av detta genomforde vi en randomiserad
kontrollerad studie i ett Jandsting £or att prova om reflekte-
rande kollegiala samtalsgrupper med ett strukturerat upp-
lagg utifran en pedagogisk metod kan vara anvéndbara for att
forebygga/forhindra utveckling av stress och utbréandhet [3C].

Studie av reflekterande kollgegiala samtalsgrupper
En enkatstudie med fragor om hilsa, livskvalitef, livsstil, ut-

brandhet och arbetsmiljé bland samtliga landstingsanstalida.

i ettlin (n=6118) genomfordes och gav en svarsfrekvens pa 65
procent 8], Utifrn enkétsvaren identifierades de som lag
éver 75:e percentilen pa den dimension i OLBI som mater ut-
mattning och darfér kunde tinkas vara i riskzonen for ut-
brandhet/utmattning (n=660), De erbjods att deltaireflekte-
rande kollegiala samtalsgrupper som syftade till att férebyg-
~ ga/férhindra utveckling av stress och utbréndhet. 151 persc-
ner (22,9 procent) tackade ja till detta.

Efter informerat samtycke blockrandomiserades de till an-
tingen deltagande i grupp (n=51) eller tiil en kontrollgrupp
(n=80) som endast svarade pa de uppfoljande enkéterna.
Medelaidern (standardavvikelse) for deltagarna var 52,7 ar
(5.6) och 50,7 &r (6,7}  kontrollgruppen, och 96 procent av del-
tagarna var kvinnor. ‘ -

Syftet med dereflekterande koilegiala grupperna var att:

« Ge tid och méjlighet till reflektion och diskussion tillsam-
mans med kollegor med fokus pa stress och med utgangs-
punkt i sin egen situation och sina egna erfarenheter.

+ Ge méjlighet till utbyte av erfarenheter mellan kollegor
franolikaarbetsplatser. |

« Gemdbjlighet till att bade £ ge och fa ta emot stid fran kolle-
gor. .

« Geméilighet att genom att arbeta med individuella forénd-
ringsmal kunna finna andra, nya copingstrategier for de si-
tuationer som upplevs stressande,

+ Deitagarna skulle ge forslag pa organisatoriska forandring-
ar som skulle kunna bidra tifl att minska stressen i arbetet.

Den problembaserade metod som anvindes under grupptréf-
farna har tidigare anvants i rehabilitering av patienter med
olika sjukdomstillstand [31-33]. Metoden har utvecklats med
hjalp av en problembaserad inlérningsmodell, ock det har be-
tonats att den 4r pedagogisk och inte psykoterapeutisk [32].
Stress ar ett komplext fenomen, och ursprunget till (arbete
och/eller fritid) och upplevelsen av stress kan variera sivil
mellan individer som mellan olika arbetsplatser [34]. Meto-
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den ansags relevant for att kunna méta denna komplexitet ef-
tersom arbetet i gruppen var deltagarcentrerat i den bemér-
kelsen att de teman som diskuterades { grupperna bestdmdes
av deltagarna sjalva utifran deras egen situation och uppfatt-
ning o vad som orsakar stressen. En manual for innehéltoch

“uppligy av grupptriffarna utarbetades.

Huvudsakligen kvinnliga deltagare

Attagrupper (n=51, varav 96 procent kvinnor) med 5-8 delta-
gare i varje grupp startade och traffades pa arbetstid tvé tirn-
mar per veckaunder tio veckor tillsammans med en i metoden
utbildad handledare. Handledarna var socionom, sjukgym-

‘nast eller likare anstillda inom féretagshalsovarden och

hade tidigare erfarenheter av att haarbetat med grupper. Alla
traffar inleddes med enkort sittande avspanning.

Férsta traffen inneholl presentation av handledare, deita-
gare, anvand metod och syfte med tréffarna. Deltagarna for-
mulerade dven en dverenskommelse om gemensamma regler
for grupptraffarne, tex avseende sekretess kring det som dis-
kuteras i gruppen. Under andra triffen brainstormade delta-
garna utifrin den évergripande fragan »Vad tror du ger stress/
utrnattning?« (ur ett individ- , organisations- och samhiils-
perspektiv). Resultatet av detta anviindes sedan for att vilja
texna tili de resterande tréffarna,

De fortsatta traffarna innehéll refiektion, diskussion och
erfarenhetsutbyte kring det tema som deltagarna sjatva valt
att diskutera. Varje grupptraff avslutades med att deltagarna
formulerade ett kortsikrigt férindringsmal kopplat till det
terna som diskuterats och som utvirderades vid nasta traff.
Uppfétining genom{fdrdes efter sju och tolv médnader efter av-
slutningen med enkdtfragor avseende utbrindhet, depres-
sion, 4ngest, sidlvskattad hillsa, krav i arbetet och eventuella
forandringar i arbetsférhallanden. '

Diskussionstetnan i grupperna )

Teman som diskuterades i grupperna var tex inre och yttre
krav och hur man kan hantera dem, maktioshet, gransdrag-
ning, balans mellan arbete och fritid, konflikter pﬁ arbetet,
strassorer och positiva faktorer i arbetet samt vad som ger in-

- dividen kraft. Deltagarnas svar pa den &ppna fraga som bade

gruppdeltagare och kontrollgrupp fick (-Hur skulle enligt Din

mening_arbetsrelaterad stress/utbréndhet kunna forebyg-

gas? — Vad maste goras?«) tolkades med en kvalitativ inne-
hallsanalys och fdljande sex kategorier (exemplifierade med
citat) framkom:

+ Krav och resurser; »Mal och resurser méste stimma Gver-
ens - visom arbetar bland patienterna far ta emot missnoj-
et fran allmanheten nar resurserna inte ricker tilks »Syn-
liggéira och vaga prata med varandra om véra inre och yitre

krav.

+ Tid, crk ocharbetsro: »Lugn ocharbetsro utan standiga fér-
andringar.« »Rekrytera fler yngre till varden, &ldern tar ut
sin ritt, jag orkar inte med alla nya krav och foréndringar
langre.«

« Reflektion och eftertanke: »Kollegiala grupper, stddgrup-
per £&r samtal och tid for eftertanke. Vi i varden ser sa
mycket lidande, tragiska saker som vi bar med 0ss.« N

« Feedback: »Maste fa hora att vi gor ett bra arbete, inte bara
att vi kostar sa mycket pengar.« »Lyssna pa mig och ta mig

“pa allvar rigr jag siger att det ar fr mycket arbete.« »Varje
individ maste bli sedd utifran den man &r, kinslan av att
vara behdvd.« ' '

+ Arbetsledning: »Standig dialog chef~medarbetare om arbe-
tets utveckling, och ha ett tppefibeh Hifatande arbetskli-

mat. Diskutera vad som 4r realistiskt att orka med.« »Lang- -
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siktiga, konsekventa fordndringsstrategier — personalen
aste hinna f6lja med.«

+ Kamratskap och arbetsglidje: »Arbetsgemenskapen maste
komma tillhaka — oka gruppkinslan pa arbetsplatsen.c
»Vara observant pA hur vara arbetskanrater mar ochkénna
igen tecken pa utbridndhet.« I

Battre hilsa och dkad delaktighet
Resultatet visade att gruppdeltagarna vid uppfoljningen efter
sju méanader upplevde bittre halsa (P < 0,01), mindre kraviar-
betet (P=0,02) och ligre grad av utmattning (P=0,04) &n kon-
trollgruppen. De tv forstpamnda skiilnaderna kvarsiod dven
vid uppfoliningen efter tolv méanader. Den kliniska signifi-
kansen fér detta 4r svar att beddma, men det framkom aveni
den éppna fraga som gavs vid uppfoljningen att deltagarna
. upplevde mindre av stress, stressymtom, ilska och oro. Dess-
utom uppgav hélften av deltagarna vid upplithningen efter
tolv manader att de hade fortsatt att tréffas efter att grupp-
samtalen avslutats, vitket kan indikera att de var betydelse-
fuila fér dem. Resultatet visade inga statistiskt signifikanta
skillnadér mellan grupperna avseende depression, ngest el-
ler distansering fran arbetet (disengagement).

Vid uppféliningen efter sju manader framkom att utveck-
lingsméjligheterna och delaktigheten i arbetet hade gkat i
hégre grad for deltagarna dn for kontrollgruppen. Vid tolv mé-
naders uppfoljning kvarstod skillnaden i upplevd delaktighet
i arbetet. Dessutom upplevde fler deltagare &n kontroller att
det sociala stidet i arbetet hade okat. En bidragande orsak till
dettakan havarit att allahade informerat sin arbetsledare om
deltagandet i gruppen, vilket kan ha medfort att férandring-
ar/forbatiringar pa arbetsplatsen genomfordes parallelit med
gruppdeltagandet, Tidigare forskning har visat att en kormbi-
nation av perspektiven »bottom-up« {anstélldas delaktighet)

-respektive »top-downe {arbetsledningens initiativ och enga-
gem[an}g} har varit framgéngsrikt i stressforebyggande insat-
ser [35], S

»Gruppen var uppmuntrande, gav stod ...«

¥id avslutandet av gruppsamtalen svarade deltagarna pa en
Bppen fraga HHur tyckte du att det var att deltaien kollegial
samtalsgrupp? — Vad har det medfort for dig?«), och svaren
analyserades med en kvalitativ innehallsanalys. Resultatet
visade bla att deltagarna uppskattade att f3 dela sina erfaren-
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heter med kollegor i liknande situation, och gruppen var upp-
muntrande, gav stod och bidrog till en kénsla av solidaritet
och till att man inte behdvde kAnna sig ensam i sin situation.
Deltagandet gav mojlighet till reflektion, och genom att »sitta
ord pa problemenc blev det lattare att hantera dem. Deltagarna

" beskrev att delirt sig mer om stress generellt men ocksé att de

fatt skade kunskaper om sina egna stressignaler och cop-
ingstrategier. Farre symtom pé stress, mindre av ilskaoch oro
och forbatirad somn beskrevs ocksa. Kenkreta exempel pa for-
andringar som gruppdeltagandet medfért gavs ocksa »Jag har
fatt ett annat tinke; »Jag kommer att prioritera mer nu.« For-
andringsforslag pa organisationsniva for att férebygga stress

- som diskuterades under grupptriffarna dokumenterades av

handledarna och har redovisats fér landstingsledninger.

Studiens begransningar
Flertalet av deftagarna i grupperna var kvinnor (96 procent)
anstillda inom hilso- och sjukvéard. Slutsatser avseende ef-
fekten av samtalsgrupper for man kandérfor inte dras utifran
den hir studien. Taylor {36] menar att kvinnor, jamfort med
m#n, dr mer bendgna att sdka socialt stod vid upplevd stress,
och av dem som tackade ja till deltagande i ovan refererade
studie var 89 procent kvinnor. Det finns dock studier som pe-
kar pa att socialt stod &r positivt for bade mén och kvinnor
men att de kan foredra olika former av stid j14]. Metoden be-
héver darfor provas i grupper inkiuderande fler mén.och and-
rayrkeskategorier. . L

Att endast 22,9 procent tackade ja till deltagande i en sam-
talsgriipp utgdr en begransning for studien. En tankbar orsak
kan varaatt inbjudan till deltagande vénde sig till dem somre-
dan hade en hig grad av utmattning (Gver 75:e percentilen i
utmatining) och att deltagande da ytterligare hade okat deras
belastning. Vid en jamférande analys av deitagarna och de
som inte tackat ja framkom att de som valde att inte delta var
yngre och visade hogre grad av utmattning och distansering
Fran arbetet (P<0,01), Er annan orsak kan vara att alla inte
kanner sig bekvama med eller vill delta i grupp och darfér be-
héver erbjudas individuella stodinsatser. Att kombinera re-
flekterande koliegiala grupper med férebyggande insatser pa
arbetsplatsen skulle vara intressant att provai fortsatt forsk-
ning. :
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Tentamen har som utgangspunkt foljande artikel: Ahnquist J, Wamala SP, Lindstrom M. What
has trust in the health-care system got to do with psychological distress? Analyses from the '
national Swedish survey of public health. Infernational Journal for Quality in Health Care
2010;22:250-258 samt kurslitteratur Forskningsprocessen av Olsson & Sérensen. B

Din uppgift ér att besvara nedanstiende frgor och pé sa séitt visa att Du har kunnat identifiera
och forstd innebdrden av olika steg i forskningsprocessen inklusive grandliggande begrepp.
Det gar bra att svara pd svenska, engelska eller en blandning av bida. Avskrift av textstycken
ir inte tillatet. Frigans podng ger en viss vigledning om hur omfattande svaret bor vara.

LYCKA TILL!

7. Beskriv minst tre skillnader mellan den hermeneutiska metoden till skillnad fran
kvalitativ innehéllsanalys. (3 p)

8. Beskriv huvuddragen i den fenomenologiska metoden. (Z p)

9. Artikeln av Ahnquist et al” What has trust....” ir en kvantitativ artikel. Beskriv
kortfattat hur en kvalitativ design pa det behandlande problemomrédet i ndmnda
artikel skulle ldggas upp:

a) Beskriv hur skulle en kvalitativ insamiingsmetod skulle 1dggas upp (2 p)
b) Beskriv hur skulle urvalet vara utformat (1p)
¢) Beskriv hur slutsatsen i en kvalitativ artikel skulle vara utformat 2p)

10. Vad innebir oberoendekravet mellan forskaren och undersdkningsdeltagaren?
2p)

11. Vilket var syftet med ovanstdende studie? .(1 P)

12. &) Hur skedde urvalet till ovanstéende studie? (1 p)
b) Vad innebir OSU? (2 p) ' |
¢) Vilken variabel i undersdkningen sades vara den beroende? (1 p)
d) Vilket instrument anvéndes i understkningen? (1p)
¢) Ange tva av studiens begrisningar enligt forfattarna. (2 p)
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INTroaQuction

Mental healtlr disorders are a serious public health problem.
Around 450 million people currently suffer from mental
health disorders, placing mental disorders among the leading
causes of ill-health and disability woddwide [1], Mild gsychzw
tric symptoms are becoming increasingly common in the
general population in many countrics, including Sweden [2,
* 3]. Previous research has shown mild psychistric symptoms
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to be assoclated with increased sk for severe psychiatric
problems at 2 later stage [4~7) and predictors of severe psy-
chiatric disease [4, 5, 8, 9). Apart from an increased risk for
major psychiatric disorders, recurrent and unireated mental
heaith syrptoms have been linked to the sk of chionic
physical -disease, suicide, general disability and poor work
performance [10}]. Furthermore, poor mental health has a
substantial impact on people’s quality of life and ‘societal
costs in general [11].
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Just like physical health, mental hesith is determined by
several factors ranging from genetics to social structure [2];
There is 2 knowledge gap betweén mental health in relation
to wider determinants [12], and the possible role of other
social factors is less well understood.

Several researchers have emphasized trust as an important
patt of social systems and also as zn impoertant social deter-

minant of populaton health [13-151. Trust includes the -
expectation that an individeal or institution will act compe- |

tendy, faily, openly and with concern {16 17]. The trust
relationship is affected not only by social networks, but also

‘by institutional frameworks of which the health-care system |

is one example [18]. Trust acts w0 overcome the uncertainty
and vulperability in the relationship between the patient of an
insdmtion and its representatives [19], and may thus be
regarded a5 an ‘ernotional incculadon against anxiety” [20].
The health-care system has often been discussed in
refation to population health. According to Gilson, health
systems are a vital element of the social fabric in any country,
rather than just delivery mechanisms for health-care interven-
tions {21]. The performance of any health-care system is
based on institutional trust. Ingtirutional trust in the health-
care systemn has been deseribed as a collective good, like
social trust or socdial capital [16]. It has been claimed that
trust nnde@ms the cooperation within the health-care system
that is necessary to health production and elso facilitates
commuuication and disclosure of medically relevant infor-
mation, which Is impostant for patients’ willingness to seek

heslth care and encourages the use of services {16, 22, sub-

mission of treatment and patient cornpliance [17, 23]. Hence,
trust in the health-care system is believed to be important in
its own right, for direct influences on public health [24] and
for the provision of effective health care [16].
_ On the other hand mistrust and poor relationships with
public providers can discourage people from seeking health
care, and may thus cause delays in seeking health care until
the health conditions detexiorate. Furthermore, the patients
who seek care may not disclose all-important medical infor-
metion and may be less likely to maintain the continuity of
care [22, 23, 25}, Ulimately, a lack of trust in the health-care
systern may have detrimental effects on the health and weli-
being of the consumers.

Consequently, it is plausibly more beneficial for a person .

overall psychological health to have trust in the heaith-care
systemn than not to have trust. Furthermore, a person with
high trust in the health-care system 2nd suffering from
mental health problems is probably also more likely to seek

" health care and accept and receive the recommended treat-
ment. Thus a hypothesis statmg that lack of instredonal trust
in the health-cate system is assodiated with psychological dis-
tress seems highly plausible {26].

Little empizical research has been conducted to investigate
the effect of ust in the health-care systern on health out-
comes [27]. Two recent studies, one Swedish and one US
study, have demonstrated that lack of trust In the health-care
systerd is significantly associated with self-rated health {28,
29]. One additional Swedish study found an association
between lack of trast in the health-care systemn and hazmbal

Health care system mistrust and psychological distress

health behaviour (smoking) [30]. However, to our knowledge
no other previous study, neither Swedish nor international,
has investigared the relationship between instwtional trust in
the health-care systerm and psychological distzess, In this
study we aim to investigate the association between psycho-
logical distress and instirutional (vertical} trust in the health-
care systemn, while taking into account potential confounders.

Methods
Study popuiation

The analyses wers based on the 2006 ‘Swedish National
Public Health Survey, which was carried out by Statistics
Sweden in eollaboration with 2 number of various health-care
regions and districts in Sweden and coordinated by the
Swedish Natdonal Institute of Public Health. The total study
population comprised a randomly selected sample of 56 889
individuals {26 305 men znd 30 584 women) aged 16-84
years, The response rate was 6(h1%. Detailed informal:ion
on the swudy population and dawa collection is published
elsewhere [31].

Collection of data

Date were collected within 2 three-month period during
spring 2006, based on a postal self-administered question-
naire linked to segistry data from Swmtistics Sweden.
Respondents were assured confidentiality and informed
about data linkage with registry data. Data from the com-
pleted questionnaire were de-identified and coatrolled for
errors, inconsistencies znd internally missing data [32). The
present study was approved by the Department of Data
Inspection, the Research Ethical Commitiee at the Swedish
Nationa]l Board of Health and Welfare {20031208) and the
Stockholm  Regional FEthics Committee {DNR 2005/

1146-31).

Assessment of variables

Quteome wariable. Psychological distress” was measured by
the 12-item version of the General HMealth Questionnaire
(GHQ-12) [33]. The GHQ-12 is based on the respondents’
assessments of their present relative state in relation to their
usual, or normal, swmte [33]. The iterns inchuded in the
GHQ-12 are listed in Table 1. The frst eight items had four
alternative answers: ‘More/better than usually’, As usual,
Tess than usual’ and Much -less thzn uwsval’ and were
dichotomnized into two alterpatives denoting “‘good’
psychological heakh and two alternatives denoting ‘bad’
psychological health. The four latter itemns had sorméwhat
different alternative answers. The four alternative answers to
these four items were: Mot at all’, ‘Not more than usually’,
‘Moze than usually” and ‘Much more than wsually’. The first
two of these answers were categotized as psychological
distress and the two remaining 45 no psychological distress.

“The GHQ-12 pives a total score manging from 0 to 12.
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Table | The General Health Questicnnajre (GHQ-12) items

GHQ-12 itemns

Have you been able to concentrate on what you have been
doing during the past weeks

Have you had problems with your sleep during the past
weeks - . - e

Do you feel that you have been useful during the past weeks
Have you been able to make decisions in different areas
duzing the past weeks

Have you felt tense during the past weeks

Heve you during the past weeks been able 1o appreciate what
you have been doing during the day

Have you been able to deal with your problems dusing the
past weeks _ '
Generally speaking, have you felt happy duzing the past
weeks o '

Have you felt unable to deal with your own personal

. problems during the past weeks

Have you felt unhappy and depressed during the past weeks
Have you lost faith in yourself during the past weeks

Have you felt worthless during the past weeks

A recommended and commonly used cut-off point of three

or tore symptoms was used in this stdy to indicate -

psychological distress [34, 35]. -

Matn doterminant. “Institational trust in the health-care
systetn’ is a selfrated itemm which measuzes 2 vertical
dimension of trust ardd encompasses an individua¥s trust in
the health-care system. Trust in the health.caze systern was
measuzed by the following question: “What trust do you have
in the health-care system?”. Response options were: (@ Very

high trust’, (i} ‘Rather high trust’, (i) ‘Not high’, (iv) No

trust at all' and (%) ‘No opinion’. As only 3% of the
respondents answered ‘No opinion’, this response zlternative
was coded as missing.

Esplanatory variables. Age, country of birth, educational
level, financial stress, employment status, farnily stames and
long-term  Mness were adjusted for in the analyses a§
confounding factors.

Age’ was categorized into fouwr age groups: 16-29,
3044, 45--64 and 6584 years.

‘Country of birth’ was categorized as () Sweden, {#} other
OECD countties (other Nordic countries, Burope) and

(i) other countries (Africa, Asia, Latin America, Middie East). |

‘Educational attainment’ was categorized into three levels

.. (based on the highest examination level passed): { low (nine

~ years compulsory school ox less), (i) intermediate (upper sec-

ondary school or less) and (i) high {university/college level),

- “Occupational statzs” was categosized as follows: () manual

workers, (1) lower non-manual workers, {iiy ron-rmagual

workers, (v) farmers and self-employed and (v) unclassified
occupational status (e.g stadents),

‘Financial stress’ was recorded ‘present if respondents gave

+a ‘yes” answer to the question: ‘Have you during the last 12

L 252 .

months had difficuldes paying ordinary bills (such as food,
reat eqc,)?,

‘Employment status’ was categorized as follows: () employed,

{ii) other economically inactive {eg students, sick-leave zbsence
or maternity leave) and (i) woemployed, ‘
‘Family status’ was based on the following four categosies:
() living zlone without children, (i) living alone with children,
(i) cohabiting without children or (iv) cohabiting with chil-

dren in 2 household. Living alone was categorized as bping 2

lone adult if respondents reported the first two alternatives,

Long-term illness” was based on 2 Ges’ or ‘no’ answer
question: ‘Are you suffering from any long-term illness, after
effects from accident ot other ailment? Respondents who
answered ‘yes’ were regarded as suffering from long-term
illness. :

- ‘Interpersonal trust’ measures the horizontal dimension of
trust and reflects the person’s perception of trust in other
people, and has been used in previous US {36] and Swedish
studies [37]. Low interpersonal trust was tecorded present if
the respondents gave 2 ‘a0’ answer to the question: ‘Do you
think that other people can be trusted in general?”,

Statistical methods

Data anajyms. Using SAS, version 9.1.3, prevalence (%) of
institational trust in the health-care system, demographic,
soclosconomnic and  interpersonal trust  vadables were
calculated {Table 2). Prevalence of psychological distress and
crude odds ratios and 95% confidence intervals (OR, 95%)
were also caleulated in order to analyse associations between
dernographic, sociveconomic, interpersonal  trust and
institutional trust in the health-care systen variables and
psychological distress (Table 3). Three multiple Jlogistic
regression models adjusting for potential confounders (age,
counity of birth, educational level, occupational  status,
financial stress, employment status, family status, long-term
illness and interpersonal trust) were analysed to ascertain
independent associations between trust in the health-care
system and psychological distress {Table 4), All analyses were
stratified for gender.’

Results

The characteristics of the sample population are summarized
in 'Table 2. The proportion of respondents with very low
trast in the healdi-care system was 3% for both women and
men. Approximately 10% of all men and women were horn

in countries outside Sweden. The proportion with low edu-
cational level (pine years compulsory school or less) was

fairly higher among men than among women (55% com-
pared to 51%). A larger proportion of wornen (18%) than
men (14%) reported that they had experienced financial
stress during the past year. A 5% proportion of hoth women
and men were unemployed, The prevalence (%) of men and
women living alone (with or without children) was 33% and
35%, respectively. The proportions of individuals suffering
from longterm flness was 11% for men and 12% for

T10T ‘2 A1Bniqe ] uo I93SIeAlUL} 0IG910) T /Aiosjeenolpicy xo oybyuiyydiy woly p'apno [umacy



Health care system mistrust and psychologieal distrass

Table 2 Prevalence (%) of trust in the health-care system, demographic, sociceconomic and interpersonal trust vargables®

"Trust in the health-care system

Very high 16.G
Moderately high _ 57.8
Moderately low o ' ) 230
. Verylow (oo trustat all) o, . C 32
Age (years)
16-29 18.1
3644 _ 227
45-64 ‘ 32.9
- 65-84 263
Country of birth
Sweden 914
OECD (Other Nordic, Europe, North America) 5.6
. Other (Asia, Latin America, Aftica) ' 2.7
Educational leve] ’ .
High : 13.4
Intermediate 321
Low : o 54.5
Occupational staras
Neo-manual workers 311
Lower ron-manual workers 8.2
Workers C 498 -
Farmers and self-employed 5.0
Unclassified oceupational status 59
Financial stress durting the past year
No 85.7
Yes- ) 14.3
Employment status
Employed 52.6
Other activities (students, parental leave etc.) 42.6
Unemployed 4.8
Living alone (with or without children)
Ne 67.1
Yes 329
Long-termn illness ]
. No : §9.3
Yes 10.7
Interpersonal Trust
High : : 7 75.4
Low ' , 24.6

134 14,6
59.8 58.9
23.9 235
29 . 8.
19.5 18.9
23.8 22.3
30,9 31.8
25.7 26.0
90.2 90.8
7.2 6.6
2.6 26
175 15.6
31.5 - 318
51.0 52.6
31.2 , 31.2
15.0 11.8
441 46.8
23 35
75 : 6.7
81.2 © 838
17.8 _ 16.6
480 52,6
471 424
49 48
653 662
347 339
88.2 . 88.7
11.8 11.3
756 755
24.4 24.5

*The Swedish National Public Health Survey 2006. ijssing values were exciuded in the caleuladion nf percentages.

womer. Low interpersonal trust was reported by a fourth of
all wornen (24%) and men (25%),

A larger proporton of women (19%) than men (13%)
reported that they suffered from psychologieal distress. The
reported prevalence of psychological distross was higher in
younger ages, with the highest prevalence anong younger
women. Socioecoromic disadvantage (financial stress and
being unemployed), living alone, low interpersonal trust and
fong-term illness were stastically significantly associated with
psychological distress, while low educational level and iow

occupational status was not. The likelihood of psychological
distress differed significanty in = graded fashion in refation
to levels of high trust in the health-cate system. The crude
odds rados for the ‘dowest trust in the health-care systerm’
category were 2.80 (2.32-3.38) and 3.18 (2.68-376) for
mexn and women, respectively, when compared with the very

high trust category (Table 3).

The size of odds ratios were considerably reduced after
further adjustment for age, country of birth, educationel
level, financial stress, employment status, family status,
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Table 3 Prevalence (%4} of psychological distress
12) according to trust in the health-

(Cly of psychological distress (GHQ-
interpersonal trust vagabjes®

; &nd prevalence (%), crude odds rades {OR) 2nd 95% confidence intervals
cate system, demographic, socioeconornic and

Psychological distress
No
Yes
Trust in the health-care system
Very high
Modezately high
Moderately low
. Very low (no trust at all)
Age (years)
1628
3044
4564
6584
Country of birth
Sweden
OECD {Other Notdic, BEurope,
North America}
Other (Asia, Latin America, Africa)
Educational level
High
Intermediate
Low
Occupational status
Noo-manual workers
-Lower non-ipanual workers
Worleers
Farmers and self-employed
Unclassified occupational starus
Financial suress during the past year
No
Yes
Employment status
Empioyed
Other activities (stadents, parenta)
leave etc)
Unemployed
Living alone {with or without children)
No
Yes
Long-term illness
No
Yes
Interpersonal Trust
High
Low

Men (N = 26 305)

14.5
13.7
11.9

12.9
13.1
12.3
101
154

10.3
28.6

10.7
13.9

277 -

12.9
18.6

0.1
36.1

10.4
204

1.00
1.03 (0.92-1.91)
1.69 (1.50-1.91)
2.80 (2.32-3.38)

1.00

1.08 (0.97-1.20)
0.82 (0.74-0.91)
0.65 (0.58-0.73)

1,00
1.68 (1.47-1.92)

2.64 (2.22.-3.14)

1.00
0.94 (0.83~1.05)
0.80 (0.72--0.90)

1.00
0.95 (0.87-1.03)
1.03 (0.88-1.19)
0.83 (0.68-1.00)
1.24 (1.06-1.45)

1.00
3.40 (3.13-3.70)

100
1.35 (1.25-1.46)

3.22 (2.81-3.70)
1.00
1.58 (1.46-1.70)

1.00
5.06 (4.63-5.2)

1.00
2.20 (2.04-1.66)

Women (V== 30 584)

°

81.0
190

14.6
16.8
25.8
351

. 269

22.0
17.4
122

18.4
23.0

30.6

19.0
21.6
18.2

17.5
183
18.9
132
25.6

155

354

16,3
203

337

16.7
23.6

160
41.0

153
30.8

1.00

118 (1.07-1.30)
2.04 (1.84-2.27)
3.18 (2.68-3.76)

1.00
0.77 (0.71-0.83)
0.57 (8.53-0.62)
0.38 (0.34-0.41)

1.00
133 (1.20-1.47)

1.96 (1.68-2.29)

1.00
117 (1.07-1.28)
0.95 (0,.87-1.03)

1.00
110 (1.02-1.18)
1.06 (0.96-1.16)
0.72 (0.57-0.91)
1.63 (145-1.83)

1.60

2.99 (2.80--3.20)

1.00
131 (1.23-1.39)

2.6 (2.32-.2.04)

1.00
3.54 (1.46-1,64)

1.00

- 3.62 (3.36-3.90)

1.00
246 (2.31-2.62)

Total @V = 56 839)

833

1617

12.6
14.2
21.8
30.3

21.5
19.1
15.0
117

154
21.2

- 287

15.2
17.9
i7.2

15.6
16.6
153
117
214

13.1
32.5

13.5
175

316

14.0
204

13.3
389

13,0
259

1.00
1.14 (1.06-1.23)
1.93 (1.78-2.09)

3.00 (2.65-3.40)

1.00
0.86 (0.81-0.82)
0.64 (0.61-0.69)

0.46 (0.43-0.49)

1,00
148 (1.36-1.60)

221 (1.97-2.48)

1.00
1.05 (0.98-1.12)
0.86 (0.81-0.92)

1.00

102 (0.97-1.08)
1.10 (1.02-1.19)
0.73 (0.63~0.85)

1.52 (1.38-1.65)

100
3.20 (3.04--3.38)

1.00
1.35 (1.29--1.42)

286 (2.62-3.13)

1.60
157 (1.50-1.64)

1.60

415 (3.92-4.40)

1.00
233 (2.25~2.45)

"The Swedish National Public Health Survey 2006.
+ "Missing values were excluded in the caleulation of percentages.
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Health care system miscrust and psychological distress

Table 4 Age adjusted and multivariate adjusted odds ratios (OR) and 95% confidence intervals (CI) of psychological distress

(GHQ-12) in relation to trust in the health-care systern®

Model 1
OR (95% CI)

Men (IN = 18 558)
" Trustin the health-care system
" Very high : : | Lo
Moderately high 1.00 (0.90--1.13)
Moderately low 1.63 {1.44-1.84)
Very low (no trust at all) C2.63 (217317
Women (IN = 21 444)
Trust in the health-care system

Vety high 1.00

Moderately high 1,13 (1.03-1.25)
Moderately low 1.92 (1.722.13)
Very low L. 293 (247348

Model 2 Model 3
OR (95% CI)

80 140

1.07 (0.93--1.23) 1.03 (0.90-1.19)
1.56 (1.34-1,81) 1.20 (1.20--1.63)
1.88 (1.48~2.39) 1.59 (1.25-2.02)

1.00 1.00

1.23 (1.08-1.38) 1.18 (1.05-1.34)
1.78 (1.57-2.03) 1.60 (1.40-1.82)
222 (1,80-2.75) 1.83 (147-2.27)

*The Swedish National Public Health Survey 2006. Model 1. Adjusted for age. Model 2. Adjusted for age, countey of bixth, educatonal
level, occupational status, financial stress, employment status, family status and long-term filness. Model 3. Adjusted for age, country of
birth, educational Jevel, occupational status, financial stress, employrnent status, family starus, fong-term illness and interpersonal st

long-term illness and interpersonal trust in the models, redu-
cing the odds rafios of the Towest trust in health-care system’
category to 1.59 (1.25-2.02) and 1.83 (L47-2.27) for men
and women, respectively (Table 4). Further adjustments for
patents recently secking health caze (the last three months)
did not notably affect our results,

Diiscussion

The results of the present study show that independent of
age, country of birth, socioeconomic circumstances, long-
termn illness and interpersonal trust, very low trust in the
health-care system was associated with 59 and 83%-fold
increased zisk of psychological distress among men and
women, respectively. This association was graded in a dose~
response fashion in relation o various levels of trust in the
health-care systemn. The results thus indicate that individuals
with low trust in the health-care-system to a significantly
higher extent report psychological distress.

To our knowledge this is the first study to investigate the
relationship between trust in the health-care system, a form
of system- or institotion-based trust, and psychological
distzess.

Most prior studies have focused on individual trust in
physicians [38--41], which can be considered as a very
special case of interpersonal trust, of in specific segments of

- the health-care systern, such 25 lack of trust in health insurers
or hospitals [42—44], instead of trust in the entire health-care
systers. ‘This is susprising considering that trust in the health-

© care system is considered important for some reasons. First,
it represents a moral value in itself, which is important

because healtf-care systems are welfare institations that -

reflect and shape societal values and porms and may thus

enhance the general well-being of society. Second, trust facili-
tates collaboration between welfare systems and their consu-
mers, which is fundamental o the provision of efficient

health care [16]. Resules Som this study indicate that even in -

a country such as Sweden, ie. a welfare state with universal
access to health care and a long history of citizens” high level
of trust in instmidons {45), lack of wust in the health-care
system is stll associated with poor health outcomes.

The results from the present study are concordant with
the very few previous studies examining health effects of
trust in the health-care systern which have indicated an
assoclation with self-rated heaith [29} and 2 harmful health
behaviour (smoking) [30]. Furthermore, in accordance with
the present study, previous studies examining other mote
general aspects of trust, such as feelings of trust and recipro-
city, have indicated an inverse association with common
menal disorders {inchuding psychological distress) [46].

Furthermore, the results from a previous study indicate
that lack of trust in the health-case systern seems to be more
strongly associated with health status than low tmst in per-
sonal physicians [28], which stresses the importance of con-
sidering institutional trust in the health-care systermn as
important also from a policy-making perspective.

However, trust is 2 complex process and more research is
nceded on how trust finks to, or is influenced by wider
systerns and vice versa [47]. Health care can also be scen as
intdnsically refational {16] and there is some evidence that
direct’ comnunicative experiences from interactions with
medical professionals tend to have 2 much more profound
influence on trust than more remote experiences (l.e. media
or public) evea though these individual experiences ate not
scientific, objective or representative of the health care
systern 25 a whole [47). In the patient—phiysician relationship

the personal communication becomes most important for
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trust due to the concrete inter-subjective expesence and refa-
tive weakness of theoretical knowledge on the part of the
patdent {47]. This indicates a need for further ernphasis on
the quality of the human interactions which tzkes place at the
access point, Le. communicative aspects of patient and pro-
fessional interiction and the consideration of affective
elements of health care [48).

Strengths and hmltatmns

First, the cross-sectional design of dhis study makes it difficult
to draw causal inferences concerning the direction. of causality
between low institutional trust zad harmful psychological dis-
tress. The most plausible direction of causality would be from
trust in the health-care system to psychological heaith,
because trust may entail health protective psychosocial and
other beneficial mechanisms which affect a persor’s overail
snd mental health. Furthermore, institutional trust seems to
be a mainly cohort phenomenon determined by the experi-
ence of different birth cohorss during their childhood znd
“adolescence [49]. Even though we believe that the direction
of causality fiom low trust in the health-care system to
?sychological distress seems most plausible, an inverse associ-
ation may alsc be possible. However, we believe that the
direction of causality from trust in the health-care system to
mental health is mote importaat, but formally no causal infer.
ences can be drawn frora this cross-sectional study:

Low trust in the healthwcare systern may, however, be a
miarker of some other factor that causes poor health, Hence,
it is possible that lack of trust in the health-care system by
itself does not fead to psychological distress, but represents

correlates  of other socioeconomic factots determining .

psychological distress. At least two previous inrernational
studies have indicated evident connections between psycho-
Iogical distress and SES {50, 51]. For this reason we incladed
z compzehensive set of socioeconomic indicators in our

- enalysis. When individual -level sociveconomic indicators
were’ controlled for, we sdll found a significant association
between trust in the health-caze system and psychological dis-
tress. Even 50, other individual psychological factors, such as

- cynicism and locus of control, which we were not able to
assess in this survey, may have contributed to the observed
association berween lack of tust in the health-care system
and psychological distress [52].

We also considered interpersonal trust as a potential con-
founder in the analyses. This is because trust is perceived to
be a complex and mulddimensional phenomenon, which
consists of a mix of trust in strong Hes, weak tes, institutons
and pessonal traits [53]. Thus trust may be considered to be
& less objective measure of real trust levels for different
welfare institotions. However, when adjusting for interperso-
nal trast in the muldvatiate analyses, the association between
trust in. the health-care system and psychologieal distress sl
remains significant. '

Second, it is possible that nonresponders differ from
tespondess. The non-response tate of 39%, which included a
large proportion of men, socially disadvantaged and inhabi-
tants in metropolitan areas, is problematic, Unfortunately, we
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do not have informaton on the prevalence of psychological
cistress and trust in the health-care system in this subgroup.
The results presented here may thus actually be an underest-
mation of the prevalence of psychological distress and of the
magnitude of true associadons demonstrated in the present
paper. ‘

Third, the single measure of trust in the health-care
systern is self-reported and thus difficalt to validate, Hence,
the true prevalence of trust in the health-care system in

Sweden might have been underestdmated in this study

However, this gquestion has previcusly been used to measure
institutional trust in the health-care systemn in Sweden [29,
30] and other countries {54] and the measure has been
shown to be rather stable over time for individuals [49).

Purthermore, results in the present study show strong
associztions between trust in the health-care system and 2
highly validated measure of psychological distress [S5-61]
which persisted even after adjusting for potental confoun-
ders and swatifying for sex using a large data set that rep-
resents the gensral population of Sweden.

Fourth, owing to the cross-sectional characteristics of the
study design, we were not able to evaluate associations
between trust in the health-care system and psychological dis-
tress from a life course perspective. Further research needs to
address these issues and 1o investigate vihether the association
between lack of trust in the health-cate system and psychologi-
cal distress is causal and the pathways by which it may occur.

Public health implications

Trust in the health-care systern is associated with health out-

comes that call for attention in relation fo public health poi-
icies that alm at increasing access to health-care services.
Strategies and policies related to the availability of health-care
services should also address concerns related to who actually
gets into the system ot not [62). Purthermore, the communi-
cative aspects of trust in the paten: and professional inter-
action and its affective dimension should also be taken into
consideration when forming such policies.

Conclusions

In conclusion, this study shows that lack of trust in the
health-cate system is associated with increased likelthood of
psychological distress, even after adjustments for potential
confounders including interpersonal trust, Hence, mistrust
and poor relationships with the heslth-caze systern and
hezlth-care providers may wltimately have detrimental effects
on the health of the consumers. Public health policies should
include strategies aimed at increasing access to health-care
services, where trust plays a substanual role,
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13.

14.

15.

16.

17.

Utga fran artikeln och ange dataniva for foijande varxabler (4 p)
a) psychologlcal distress’

b) ‘age’

c) ‘country of birth’

d) ‘long-term illness’

Utga fran tabell 2 och beriikna ett centralmétt for kvinnorna i variabeln
‘eccupational status’. (1 p)

Utga fran tabelt 2 och redovisa variabeln educational level’ for ménnen i
ett lamphat diagram (2 p)

V_id eft prov i statistik fick nigra studenter foljande poéng:
. 5,10,6,8,8,7,8,5, 6, 7

Berikna ett valfritt centralmadtt och ett Vaifrltt centralmatt (du behdver inte
ta hinsyn till datanivin). (2 p)

1 spridningsdiagranumet nedan finns tva variabler redovisade och en rit linje ar
anpassad till materialet. Vilket alternativ anger korrelatmnskoetﬁclenien (r)?

(1p)

a)r=-0,92
byr= 0,12
c) r=0,92
d) r=-0,12




