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1 Introduction 

Mental health problems are a major public health concern and a significant reason for labour 

market inactivity (OECD, 2012). They constitute a significant economic burden, which is 

mostly explained by the decreasing functioning ability (Wahlbeck et al., 2018). Since many 

developed countries are facing the challenge of ageing populations, it would be increasingly 

important to promote work ability and longer working careers (OECD, 2010). In Finland, men-

tal health problems are the leading cause for long-term sickness absence from work (Social 

Insurance Institution of Finland, 2019) and the most common reason behind disability retire-

ment (Finnish Centre for Pensions, 2019). They can also decrease work productivity even if the 

employee is present at the workplace, as even minor depressive symptoms are associated with 

productivity losses at work (Beck et al. 2011). Thus, the total costs of mental health problems 

are substantial, and not always easy to measure. It has been estimated that in Finland the direct 

and indirect economic costs of mental health problems are proportionally the highest within the 

European Union, over 5% of the country’s GDP (OECD/EU, 2018).  

 

As working life has been changing from physically demanding duties towards more psycholog-

ically and socially demanding positions (Berkman, Kawachi & Theorell, 2015), also the im-

portance of psychosocial working conditions has been growing (Laaksonen et al., 2006) and 

the psychosocial demands on the employee have increased (Cottini & Lucifora, 2013). Despite 

the vast positive effects employment can have on people’s lives, being exposed to adverse 

working conditions can be detrimental for employee’s mental health functioning (Stansfeld, 

Bosma, Hemingway & Marmot, 1998). Adverse psychosocial working conditions have been 

noted to be associated with subsequent sickness absence from work (Roelen et al., 2013) and 

as frequent or long sickness absence spells may eventually lead to work disability (Kivimäki et 

al., 2007), adverse working conditions could significantly contribute to the social and economic 

burden of mental health problems. In work organizations, promoting better working conditions 

is one way to foster longer working careers (Shemeikka et al., 2017). Thus, it is important to 

gain a more profound understanding of the association between adverse working conditions and 

poor mental health functioning in order to find ways to relieve the social and economic burden 

that mental health issues can cause in working-age populations.  

 

In the last years, there has been worrying trends of labour market inactivity among younger 

adults. In Finland, the number of disability pensions granted due to mental health causes is on 

the increase particularly among younger people (Finnish Centre for Pensions, 2019). This gives 
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rise to concern as the younger people are as they exit the labour market because of mental ill-

health, the shorter their careers will be and more active years will be lost due to disability. If a 

young person is excluded from the working life, instead of becoming active taxpayers, they 

might become dependent on income transfers for decades (Shemeikka et al., 2017). Addition-

ally, it is less common to return to work for those who are on a disability pension due to mental 

health problems than it is for other causes, such as injuries or cardiovascular diseases (Laak-

sonen & Gould, 2015). From the economic point of view, it is especially important to invest in 

mental health of the working-age population (Wahlbeck et al., 2018), and attention should be 

paid to mental health functioning of young adults. Therefore, it is vital to gain a better under-

standing of the mechanisms behind mental health problems to reduce their negative conse-

quences. 

 

The aim of the present study is to examine the relationship between adverse working conditions 

and poor mental health functioning among under 40-year-old municipal employees of the City 

of Helsinki. The study is part of Prof. Tea Lallukka’s project Kuka jaksaa töissä? Työolot, 

työolojen muutokset ja työkyky nuorilla, keski-ikäisillä ja ikääntyvillä työntekijöillä [Who is 

able to work? Working conditions, changes in working conditions, and ability to work among 

young, middle-aged, and aging employees], which is funded by the Finnish Work Environment 

Fund (Grant #117308). The data used in the study was collected through a survey questionnaire 

in 2017 for the Helsinki Health Study, which is an ongoing health research. In the present study, 

I explore the associations of psychosocial and physical working conditions with poor mental 

health functioning. This is done in order to track work-related factors which are connected to 

poor mental health and thus, might contribute to worsening functioning, higher incidence of 

sickness absence from work, and even work disability. 
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2 Literature review: Mental health and work 

In this chapter I present the relationship between mental health and work in the light of previous 

research literature. First, in 2.1, I will clarify the concepts of mental health and common mental 

disorders (CMDs), and continue to explore the nature, prevalence and costs of mental health 

problems in the Finnish context. Then, I concentrate on previous research conducted on the 

sociodemographic characteristics, behaviours and life experiences associated with mental 

health problems. Then, I investigate how mental health is associated with functioning at work 

and productivity losses in forms of sickness absence from work, presenteeism, and disability 

retirements due to mental health causes. 

 

In 2.2, I explore the association between working conditions and mental health by introducing 

previous research results on the topic. First I concentrate on psychosocial working conditions’ 

association with mental health and pay special attention to research conducted on job demands 

and job control. Finally, I conclude my literature review with an investigation on physical work-

ing conditions and their association with poor mental health. 

 

2.1 Mental health 

Like physical health, mental health is vitally important for one’s wellbeing, and it is the foun-

dation of living a happy and fulfilled life (OECD, 2018). Despite the difficulty in defining men-

tal health comprehensively, World Health Organization (2001) has stated mental health to in-

clude “subjective well-being, perceived self-efficacy, autonomy, competence, intergenerational 

dependence, and self-actualization of one’s intellectual and emotional potential.” Thus, mental 

health is more than just the absence of mental disorders. (WHO, 2001). However, Galderisi, 

Heinz, Kastrup, Beezhold and Sartorius (2015) have criticized WHO’s and other earlier defini-

tions of mental health for concentrating only on the presence of positive emotions, and their 

own definition emphasizes the importance of being able to feel also negative emotions in situ-

ations where it is natural. Thus, mental health needs to be defined also as the ability to cope 

with adverse life events, to recognize and express one’s feelings, and to empathize with other 

people. (Galderisi et al., 2015). 

 

Common mental disorders (CMDs) is a widely used term in research literature to condense the 

vast variety of high prevalence mental health problems into a succinct concept. WHO defines 

CMDs as prevalent depressive and anxiety disorders. They include depression, phobias, gener-
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alized anxiety disorder, panic disorder, and obsessive-compulsive disorder. CMDs are diagnos-

able conditions that can vary in gravity and duration and should be distinguished from normal 

negative emotions that are a natural part of human life. (WHO, 2017).  

 

Depression and simple phobia are the most common CMDs among the working population 

(Sanderson & Andrews, 2006). Severe mental disorders are rare, and approximately three out 

of four mental disorders are mild or moderate CMDs. Yet, health care systems are usually better 

prepared to treat severe mental disorders and do not reach or recognize those with more com-

mon and milder mental health disorders. (OECD, 2012). As people with severe mental disorders 

such as schizophrenia are often outside the workforce (Crowther, Marshall, Bond & Huxley, 

2001), in the present study on the municipal employees of the City of Helsinki, I concentrate 

on examining less severe mental health problems which often manifest as CMDs.  

 

Decline in mental health can lead to various harmful consequences on personal and societal 

levels. Today, mental health problems are one of the greatest health concerns worldwide and a 

significant reason for labour market inactivity (OECD, 2012). OECD has estimated more than 

one in six citizens in the European Union to suffer from mental health problems (OECD/EU, 

2018) and that up to one in two people will experience mental health problems during their 

lifetime (OECD, 2014). As common mental disorders expose one to unemployment and poor 

physical health (OECD/EU, 2018), they often have negative influences on individual wellbeing. 

Mental health problems are also connected to diminished functioning (WHO, 2017) and poorer 

work functioning (Nieuwenhuijsen, Franche & van Dijk, 2010) and can even provoke work 

disability (Wang, Adair & Patten, 2006). Thus, it is also of economic interest to better under-

stand the associations between work and mental health functioning. 

 

 

2.1.1 Mental health problems in Finland 

Like in most developed countries, mental health problems constitute a significant economic and 

social burden in Finland. Today, they are one of the greatest national public health concerns 

(Suvisaari, 2015). In 2017, 5% of the Finnish population suffered from depressive disorders, 

nearly 4% from anxiety disorders, and 15% from one or more mental disorders (IHME, 2019). 

Since depression affects such a broad segment of the population and has such vast consequences 

on a national level, in the media it has often been referred as a national disease (e. g. in Anttila, 

2011). During the last decade the number of people receiving antidepressant prescriptions has 

not drastically changed (Kelasto, 2019), but when comparing the situation to that of 20 years 



 

5 

 

ago, the share of annual users of antidepressants has increased considerably in all age groups 

(Suvisaari, 2015). Also research results indicate that depression has become more prevalent in 

Finland, and especially among women (Suvisaari, 2015). 

 

Mental health problems are the most common reason in Finland for receiving sickness benefits. 

In 2018, the Social Insurance Institution of Finland compensated for 4.6 million sickness ab-

sence days from work due to mental health problems, which was half a million more than in 

the previous year. The second most common reason, musculoskeletal disorders, accounted for 

4.3 million days of sickness absence. Because the Social Insurance Institution of Finland pays 

sickness benefits only for absence from work that lasts more than nine days, the true number of 

sickness absence days due to mental health problems is even higher. (Social Insurance Institu-

tion of Finland, 2019). Without the sickness absence spells caused by mental health problems, 

the Finnish GDP would be 0.3 to 0.4 percent higher than it is today (Wahlbeck et al., 2018).  

 

As research has shown that sickness absence spells due to mental health problems might even-

tually lead to work disability and full retreat from the labour market (Lallukka et al., 2019), the 

consequential costs that mental health problems cause are much more substantial. According to 

the data of the Finnish Centre for Pensions (2019), 8 100 people were retired on the disability 

pension due to mental health problems in 2018, of which 3 900 were due to depression. This 

means that daily over 10 people were granted disability pension due to depression in Finland. 

Despite the fact that being on a disability pension is equally common among men and women, 

62% of those who are retired on a disability retirement due to depression are women. (Finnish 

Centre for Pensions, 2019). Men are more often granted disability pension due to circulatory 

disorders and injuries than women (Laaksonen, Rantala, Järnefelt & Kannisto, 2016). 

 

The development in the incidence of disability retirements due to mental health problems has 

not been consistent. Between 2007 and 2014 their number was declining and then, stayed some-

what stable between 2014 and 2016. Between 2017 and 2018, there was again a rapid increase, 

and the number of people retiring on the disability retirement due to mental health problems 

grew again in all age groups (Laaksonen, 2019), and especially among women (Finnish Centre 

for Pensions, 2019). While the total number of disability retirees fell significantly between 2010 

and 2018, by 60 500 people in just eight years, the share of disability pensions due to mental 

health problems jumped from 38% to 52% (Moring et al., 2011; Finnish Centre for Pensions, 

2019). The most common diagnoses as reasons for granting disability pension for mental health 
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problems in 2018 were depression and mood disorders (39%), and schizophrenia and similar 

diagnoses (26%) (Finnish Centre for Pensions, 2019). 

 

Work disability due to depression has been on the increase particularly among under 30-year-

olds (Rikala, 2018), which is especially alarming, since young people could still have many 

healthy years and long working careers ahead of them. In case a young person is excluded from 

working life, they might become dependent on income transfers for decades to come (She-

meikka et al., 2017). Additionally, those who go on a disability pension due to mental health 

problems are less likely to return to work than those retired due to other disabilities (Laaksonen 

& Gould, 2015). Mental health problems are also particularly prevalent among people who have 

been on income support for a long period of time (Bakkum & Vaalavuo, 2019), which indicates 

both the economic disadvantage that is connected to mental health issues, but also the wider 

economic costs mental health problems cause for societies. 

 

The annual costs of mental health problems in Finland are around 6 billion euros (Wahlbeck et 

al., 2018) and their direct and indirect economic costs are estimated to be proportionally the 

highest within the European Union, around 5% of the Finnish gross domestic product (GDP) 

(OECD/EU, 2018). The direct costs, such as expenditure on health care goods and services, are 

easier to measure as they have a clear monetary value and are directly caused by mental health 

problems. The indirect costs do not rise from direct payments related to mental health problems, 

but include the costs of lost resources. These include losses in productivity for example in forms 

of unemployment, informal care-giving, and premature mortality. Their value is more obscure 

and difficult to measure. However, considering only those effects which are easily converted 

into monetary values will lead to underestimation of the true costs of mental health problems. 

(OECD, 2014).  

 

Despite the magnitude of the issue, mental health problems continue to be undertreated. In Fin-

land, there are considerable regional differences in the accessibility of mental health treatment 

(Moring et al., 2011), and less than one third of those suffering from major depressive disorder 

receive proper treatment as it is defined in official guidelines (Hämäläinen et al., 2009). Mental 

health services constitute only around 4% of all health care costs in Finnish municipalities and 

the share has even decreased, as in 2000, the share of the expenditure was 5.5%. If no actions 

are taken, it is likely that the total costs of mental health problems will keep on rising also in 

the future. (Wahlbeck et al., 2018). Many studies have concluded that CMD treatments and 
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interventions have a high return on investment (e. g. Chisholm et al., 2016; Katon et al., 2006; 

Lo Sasso, Rost & Beck, 2006; Mihalopoulos, Vos, Pirkis & Carter, 2012). Chisholm et al. 

(2016) conducted a return on investment analysis on treatment costs and health outcomes of 36 

countries. The conclusion of their analysis was that when considering only the economic bene-

fits, the benefit ratios to costs in investing in mental health care and services were 2.3-3.0 to 1, 

and when they included also the value of health returns, the benefit ratios were as high as 3.3-

5.7 to 1. Thus, investing in prevention of mental health problems should be seen as profitable 

investments instead of costs. 

 

2.1.2 Predictors of mental health problems 

Although mental health problems can occur in all populations, research has shown them to be 

more common among specific sociodemographic groups and to be connected with certain be-

haviours and life experiences. There is a great body of research literature indicating poorer 

socioeconomic circumstances to be connected with a higher prevalence of mental health issues 

(e. g. Fryers et al., 2003; Hudson, 2005; Laaksonen et al., 2007; Lahelma et al., 2006; Reiss, 

2013). Disadvantage causes accumulating stress, which can induce mental disorders (Allen, 

Balfour, Bell & Marmot, 2014). For example suffering from chronic depression is much more 

common among people with low income than in high income groups. In Finland, only 4% of 

men in the highest income quintile suffer from chronic depression, whereas for men in the low-

est quintile the share is 19%. Among women, the equivalent percentages are 7% and 20%, 

respectively. (OECD/EU, 2018).  

 

Data collected from numerous studies by Fryers, Melzer and Jenkins (2003) showed particu-

larly unemployment, low income, and having lower level of education to be connected to a 

higher prevalence of CMDs. Yet, as Fryers et al. (2003) conclude, the direction of causality 

between CMDs and social disadvantage is not always easy to confirm. Comorbidity of more 

than one mental and physical illnesses is common (OECD/EU, 2018), and having health issues 

can influence the social status one will attain (Lahelma & Rahkonen, 2011). Then again, for 

example in the case of depression, most longitudinal studies suggest low socioeconomic status 

to cause the illness and not vice versa (Muntaner, Eaton, Miech & O’Campo, 2004). 

 

A study conducted with a cohort of over 40-year-old municipal employees of the City of Hel-

sinki showed economic difficulties experienced in childhood to be connected to CMDs in adult-

hood even after adjusting for current economic circumstances (Laaksonen et al., 2007), which 
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suggests that poor socioeconomic conditions early in life could alone influence future mental 

health. A cohort study on the total Finnish population born in 1987 found prenatal and child-

hood circumstances, such as parents’ low level of education, parents’ divorce, mother’s smok-

ing during pregnancy, death of a parent, and parents’ problems with mental health to also pre-

dict mental health disorders later in young adulthood (Paananen, Ristikari, Merikukka & Gis-

sler, 2013). As mental disorders often appear early in life, 75% of them developing until the 

age of 24 (OECD, 2012), it is especially important to pay attention to the early years of life 

when tackling mental health problems. Because mental health problems among young adults 

often appear during years spent in education (Shemeikka et al., 2017), they might disrupt one’s 

studies and prevent from graduating, which might have wider negative consequences for indi-

vidual’s working career and future.  

 

Despite the vast amount of research showing lower socioeconomic status to be associated with 

poor mental health, also contradictory findings exist, which suggests that the ways socioeco-

nomic status and mental health connect are complex and might even be situation-specific. Many 

research findings indicate that the most severe mental disorders, such as schizophrenia, are 

more common among people with low socioeconomic status (Agerbo et al., 2015), but for less 

severe common mental disorders the findings are not as straightforward (Laaksonen et al., 2007; 

Lahelma, Laaksonen, Martikainen, Rahkonen & Sarlio-Lähteenkorva, 2006). Hämmig and 

Bauer (2013) found in their study conducted in Switzerland higher social status to be associated 

with better general and physical health, but for mental health, the social gradient was reversed, 

higher social status meaning more psychological stress and burnout symptoms. Additionally, 

Lahelma et al. (2012) did not find occupational class differences in disability retirement due to 

mental health causes, whereas for other disability retirement causes low occupational class was 

a strong risk factor.  

 

A register-linkage study by Sumanen, Pietiläinen, Lahelma and Rahkonen (2017) covering the 

years from 2004 to 2013 found that among over 40-year-old employees of the City of Helsinki, 

those with lower education had more long sickness absence spells due to mental health causes 

than those with higher education. Then again, a study conducted with the same cohort showed 

poor mental health functioning to be more common among higher socioeconomic status groups 

(Sekine, Chandola, Martikainen, Marmot & Kagamimori, 2009). These somewhat mixed re-

sults might suggest that the more severe mental health problems which require a sick leave are 

more common among lower socioeconomic groups. As Phelan, Link and Tehranifar (2010) 
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state, people with higher economic status have more flexible resources to adopt protective strat-

egies to stay healthy. Study results by Gadalla (2008) additionally suggested that those with 

higher education might be more capable and willing to seek help when confronting mental 

health problems. Thus, it is possible that the vast economic and social resources that are con-

nected with high socioeconomic status could also prevent milder mental health issues, such as 

depressive symptoms, from developing into more severe conditions like major depression. 

 

Research literature gives numerous explanations on how socioeconomic status can affect one’s 

health from different lifestyle factors and health behaviours to the social environment and the 

characteristics of the current healthcare system (Hämmig & Bauer, 2013). Different indicators 

for socioeconomic circumstances and different mental health measurements might also provide 

different research results, and their relation might vary among different research populations 

and cultural settings (Lahelma et al., 2006). As high income enables better material conditions 

and can give access to for example medical care, childcare, activities, and services (Lynch & 

Kaplan, 2000), socioeconomic status measured with income levels might communicate differ-

ent life conditions than occupational status or length of education. In the present study, respond-

ents’ socioeconomic position is indicated by their occupational class, which is derived from 

their occupational titles and classified into categories. Socioeconomic position refers to one’s 

relational socioeconomic status, that is, their socioeconomic situation within a group (Berkman, 

Kawachi & Glymour, 2015). Muntaner et al. (2004) use the term socioeconomic position be-

cause they consider it to refer to both one’s social class, that is, the social relations of ownership, 

but also to the socioeconomic status indicating the order in which people are socially organized 

according to some socially valued attribute, such as income or length of education. 

 

One indicator of socioeconomic disadvantage is experiencing economic difficulties, and re-

search has shown it to be associated with poor mental health functioning (Lallukka et al., 2013). 

Of the seven different indicators of socioeconomic circumstances studied, Lahelma et al. (2006) 

found both current and childhood economic difficulties to have the most consistent associations 

with CMDs, and the associations stayed strong even after adjusting for other socioeconomic 

indicators. When using conventional socioeconomic measures, that is, income, education and 

occupational class, the associations were inconsistent or disappeared after adjusting for other 

socioeconomic measures. Additionally, they observed some reverse associations between men-

tal health and socioeconomic indicators, for example between occupational class and the GHQ-
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12 score, and respondents’ own education and their MCS score, meaning that lower socioeco-

nomic status was associated with better mental health outcomes. Thus, the association between 

socioeconomic status and mental health varied even within the same data depending on the way 

socioeconomic circumstances and the presence of CMDs were measured with.  

 

When socioeconomic status is operationalized as occupational class, it is also related to one’s 

working conditions which, in turn, can contribute to health (Lahelma et al., 2006). Adverse 

working conditions might weaken employees’ mental health functioning (Stansfeld et al., 

1998). In a study by Kaikkonen, Rahkonen, Lallukka and Lahelma (2009), occupational class 

inequalities in self-rated health (SRH) were greatly explained by heavy physical workload at 

work and adverse work environment exposures. Of the psychosocial factors studied, only job 

control explained health inequalities to some extent, whereas other psychosocial working con-

ditions did not explain them. A data collected from employees working in large and middle-

sized companies in Switzerland showed all physical work demands and physical exposures to 

be more common among those in low-status occupations, whereas for psychosocial factors the 

results were more varied. The higher one’s social class was, the more common were poor work-

life compatibility, high time pressure, and frequent interruptions at work. (Hämmig & Bauer, 

2013).  

 

Additionally, in their cross-national study conducted with British, Japanese, and Finnish co-

horts, Sekine et al. (2009) further confirmed the connection between disadvantage and physical 

ill-health by showing that physical functioning was lower among people with low socioeco-

nomic status in all three cohorts studied. Socioeconomic status was reported as occupational 

class and SF-36 was used to measure physical and mental functioning. However, poor mental 

functioning was found to be connected with low socioeconomic status only in the Japanese and 

British cohorts. Interestingly, in the Finnish cohort the association was reversed and mental 

functioning was poorer among people with high socioeconomic status. (Sekine et al., 2009). 

The results indicate that there are possible cultural differences in the association between work-

ing conditions and mental health functioning, which might be partly attributable to local polit-

ical practices. 

 

In addition to socioeconomic factors, also other sociodemographic characteristics and behav-

iours have been connected to poorer mental health. Numerous studies have reported higher 
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prevalence of mental health disorders among women than among men (Allen et al., 2014; Bax-

ter et al., 2014; WHO, 2017), and people living alone report more mental health problems than 

those who are married or cohabiting (Joutsenniemi, 2011). Adverse health behaviours, such as 

smoking and binge drinking (Kouvonen, Mänty, Lallukka, Lahelma & Rahkonen, 2016), in-

somnia and sleep deprivation (Roane & Taylor, 2008; LeBlanc et al., 2007; Sivertsen, Krokstad, 

Øverland & Mykletun, 2009), and low leisure-time physical activity (Lahti, Lahelma & Rahko-

nen, 2017) have also been associated with mental health problems in numerous studies. For 

obesity the results are more varied, as some studies on the topic have reported associations 

between obesity and poor mental health (e. g. Hiilamo et al., 2019; Scott, McGee, Wells & 

Browne, 2008; Baumeister & Härter, 2007; Roberts, Deleger, Strawbridge & Kaplan, 2003), 

whereas others did not find such straightforward associations (e. g. Svärd, Lahti, Rahkonen, 

Lahelma & Lallukka, 2016; Atlantis & Baker, 2008).  

 

As Da Silva et al. (2012) have noted, the effect between mental health problems and health 

behaviours is likely to be bidirectional. This might be the case also in other characteristics and 

behaviours associated with poor mental health. For example the relationship between unem-

ployment and mental illness is reciprocal (Paul & Moser, 2009), as unemployment often leads 

to worsening mental health, and vice versa (OECD, 2014). Not being married is associated with 

mental health problems in many studies as stated before, but prior mental health problems are 

also associated with shorter marriages and never getting married (Breslau et al., 2011).  

 

However, it needs to be acknowledged that many of the health behaviours and other character-

istics which are associated with poorer mental health cluster around specific groups of people 

and are also connected with one’s socioeconomic status. Disadvantage tends to accumulate 

(Eaton, Muntaner & Sapag, 1999) and adverse health behaviours like smoking or having an 

unhealthy diet are more common among those in lower socioeconomic positions (Stringhini et 

al., 2010). According to the cumulative inequality theory, “social systems generate inequality, 

which is manifested over the life course via demographic and developmental processes, and 

that personal trajectories are shaped by the accumulation of risk, available resources, perceived 

trajectories, and human agency” (Ferraro & Shippee, 2009, p. 334). The theory emphasizes the 

role of social structures in shaping individual behaviours and life trajectories. 

 

Additionally, how adverse life events and poor physical and mental health cluster around those 

who are socioeconomically worse off can be seen as a manifestation of social stratification. 
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Social stratification is the process in a society which provides people with different access to 

resources and rewards (Eaton et al., 1999) and which ranks people on a continuum of socially 

favorable attributes, such as income or length of education (Muntaner, Borrell, Benach, Pasarín 

& Fernandez, 2003). Thus, rather than seeing for example adverse health behaviours simply as 

an individual trait or choice which causes poor mental health, it is important to examine the 

wider social and environmental structures’ contribution to mental health.  

 

2.1.3 Mental health, functioning and loss in productivity 

In addition to the social strain mental ill-health can cause for individuals and societies, they can 

also impair functioning at work (Nieuwenhuijsen et al., 2010) and thus, weaken productivity 

(OECD, 2014). As a study by Beck et al. (2011) showed, even minor depressive symptoms are 

associated with productivity losses at work, and the more severe depression the study partici-

pants were suffering from, the more their work functioning was impaired. The high economic 

costs caused by mental health problems are mostly explained by the decreasing functioning 

ability (Wahlbeck et al., 2018). Therefore, in order to be able to increase productivity and to 

prolong working careers of the Finnish population, the Prime Minister’s Office (2009) has de-

clared it to be important to promote maintaining functioning ability. In the 2000’s, working 

careers in general have become longer in Finland, but especially the group of young adults and 

those in early middle age are facing challenges in the development of their working careers 

(Shemeikka et al., 2017).  

 

Mental health problems are associated with poorer health functioning (Achat, Kawachi, Spiro, 

DeMolles & Sparrow, 2000). Health functioning refers to a person’s ability to perform their 

normal everyday tasks at work and in the private sphere. Problems with mental health function-

ing, such as psychological distress and role disabilities due to emotional problems, can thus 

affect one’s daily functioning. (Ware, 2000). Often mental health functioning is used in research 

literature as an indicator of one’s mental health status or as an indicator of the absence or pres-

ence of CMDs (e. g. Achat et al., 2000; Cheng, Kawachi, Coakley, Schwartz & Colditz, 2000; 

Lahelma et al., 2006; Mein, Martikainen, Hemingway, Stansfeld & Marmot, 2003) and thus, to 

have poor mental health functioning is usually considered equal to having poor mental health. 

In the present study, mental health functioning is measured with the Mental Component Sum-

mary (MCS) scale of the widely used 36-item Short-form Health Survey (SF-36), which will 

be described in more detail in Chapter 4. In the present study, the MCS score indicates the 

respondent’s mental health status (Ware, 2000). 
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Having good mental health is important for individual wellbeing, but from an economic point 

of view it is particularly important to examine mental health’s association with work. Problems 

with mental health can impair functioning at work (Nieuwenhuijsen et al., 2010) and the term 

work functioning is often used in research literature to indicate different dimensions of work 

which are affected by changes in worker’s functioning ability (van Schaaijk, Nieuwenhuijsen, 

Frings-Dresen & Sluiter, 2019). In the context of health, the term work functioning refers to 

worker’s ability to meet work-related demands while considering their health (Abma, van der 

Klink, Terwee, Amick & Bültmann, 2012). According to Nieuwenhuijsen et al. (2010), most 

common measurements for work functioning focus on work role limitations and changes in 

productivity and effectiveness at work. The same functions are measured with the MCS of the 

SF-36 instrument (Ware, 2000), which signals that work functioning and mental health func-

tioning are somewhat overlapping concepts and highlights the importance of good mental 

health functioning in enhancing also work ability. 

 

When work ability has been weakened, it can lead to productivity losses in different ways. Low 

work ability is associated with unemployment and being on a disability pension (Shemeikka et 

al., 2017). Worsening mental health has been noted to be a risk factor for sickness absence 

spells of all lengths (Mauramo, Lallukka, Lahelma, Pietiläinen & Rahkonen, 2018), but prob-

lems with mental health can decrease work productivity also in the form of presenteeism. Pres-

enteeism is an indirect cost of mental health problems, as it refers to the loss in productivity 

when a person is present at the workplace but their work performance is affected by their mental 

ill-health (OECD, 2014). In a study conducted in the United States, presenteeism was measured 

as “the hour-equivalents per week of health-related reduced performance on workdays”. Work-

ers suffering from depression were found to have lost productive time (LPT) at work on average 

5.6 hours per week, whereas for those who were not depressed, LPT was 1.5 hours per week. 

Depression often coincided with physical symptoms, such as pain and fatigue, and LPT was the 

highest among those who reported major depression together with physical symptoms. (Stew-

art, Ricci, Chee, Hahn, & Morganstain, 2003). 

 

In addition to the losses in economic productivity that impaired work functioning can cause, it 

might in certain occupations have hazardous consequences to both workers and their clients. 

For example among nurses, CMDs are relatively common, and decreased functioning in their 

work can lead to medical malpractice with serious repercussions. (Gärtner, Nieuwenhuijsen, 

van Dijk & Sluiter, 2012). In a systematic review by Gärtner, Nieuwenhuijsen, van Dijk and 
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Sluiter (2010), common mental disorders among nurses and allied health professionals were 

found to impair work functioning and were associated with general errors and medication er-

rors, deteriorated patient safety and decreased patient satisfaction. Thus, employee mental 

health is important also for successful performance at work in other than just pure economic 

measures. 

 

Among the working population, poor mental health can decrease work productivity also by 

reinforcing early labour market exits in the forms of disability retirement or early voluntary 

retirement. Harkonmäki, Lahelma, Martikainen, Rahkonen and Silventoinen (2006) found in 

their study on older municipal employees of the City of Helsinki that those with poor mental 

health functioning were six times more often planning on retiring early than the reference group 

with the best mental health functioning even after adjusting for poor physical health, socioeco-

nomic status and the employment status of one’s partner. Additionally, suffering from mental 

health problems increases the risk of early retirement also for somatic causes (Lahelma, Pie-

tiläinen, Rahkonen & Lallukka, 2015). 

 

In most of the OECD countries, the number of disability retirements due to mental health prob-

lems has increased rapidly and especially among young people (OECD, 2010) who might not 

have spent almost any time in work before retiring (OECD, 2012). As unemployment during 

early adulthood is associated with subsequent work disability due to CMDs (Harkko, Virtanen, 

& Kouvonen, 2018) and those on a disability pension due to mental health causes are less likely 

to return to work than those due to other causes (Laaksonen & Gould, 2015), disadvantageous 

life trajectories in young adults can be especially harmful. In some countries, already one in 

two disability benefits are granted due to mental disorders (OECD, 2012), and these early exits 

from the labour market are extremely costly for national economies. From the economic point 

of view, it is especially important to invest in mental health of the working-age population 

(Wahlbeck et al., 2018). 
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2.2 Working conditions and mental health 

Work can have varying effects on person’s mental health. Having a job can protect from mental 

health problems (Martikainen & Mäki, 2011) and being in work and thus having a regular in-

come enables one to attain a healthy lifestyle (Ahola, Väänänen, Vahtera & Kivimäki, 2011). 

Work also provides nonfinancial benefits, such as meaning to one’s life and social contacts, and 

people who are employed are generally healthier than those who are unemployed (Avendano 

& Berkman, 2015).  

 

Nevertheless, work can also provoke negative mental health consequences. Stress can provoke 

illnesses by weakening one’s capacity to take care of their own physical and mental wellbeing 

or by its direct biological detrimental effects (Cohen & Ashby Wills, 1985) and job-related 

burnout and depressive disorders often coincide (Ahola et al., 2005). Exposure to adverse work-

ing conditions can cause mental health issues (Wieclaw et al., 2008) and increase the amount 

of sickness absence days from work (Laaksonen, Pitkäniemi, Rahkonen & Lahelma, 2010). In 

case an employee is suffering from mental health problems, it might affect also their co-workers 

negatively (Cottini & Lucifora, 2013). Thus, the ways working conditions relate to mental 

health problems need to be examined. Next, I introduce research findings on psychosocial and 

physical working conditions’ associations with mental health.  

 

2.2.1 Psychosocial working conditions 

As working life is changing from physically demanding jobs to more psychologically and so-

cially challenging tasks (Berkman et al., 2015), the importance of psychosocial working condi-

tions is growing (Laaksonen et al., 2006). Simultaneously, increasing market competition has 

led to higher requirements of employee flexibility, such as more demanding work tasks and less 

job control (Cottini & Lucifora, 2013). This demand of flexibility has been predicted to become 

the new norm in the work life (Avendano & Berkman, 2015). Psychosocial stressors at the 

workplace can provoke mental health problems in employees (Bhui, Dinos, Stansfeld & White, 

2012), and OECD (2010) has stated in their report that one major explanation for the increasing 

numbers of disability pensions due to mental health causes is the increase in work-related stress. 

To overcome these challenges, it is increasingly important to enhance employee mental health 

(Nieuwenhuijsen et al., 2010). 

 

There is a growing body of evidence of the association between adverse psychosocial working 

conditions and poor mental health. High job demands provoke psychological symptoms such 

as stress in employees, and as physical and psychological symptoms often coincide, employees 
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confronting adverse working conditions experience accumulating negative consequences (Gar-

cía-Herrero, Mariscal, García-Rodríguez & Ritzel, 2012). It should be noted that as people react 

differently to circumstances and workplace stressors (Mark & Smith, 2012), stress cannot be 

defined simply as stressful environmental conditions. Instead, stress is rather a relationship be-

tween environmental and personal attributes, and whether stress appears or not depends on both 

the environment and personal characteristics. Stress is a state where a person feels their re-

sources to be inadequate to meet the environmental demands, and this experience jeopardizes 

one’s wellbeing. (Lazarus & Folkman, 1984). The disparity between resources and demands is 

also in the core of the Demand-control model. 

 

The Demand-control model is one of the most well-known and widely applied theoretical 

frameworks concerning psychosocial working conditions’ relation to stress and morbidity. It 

was developed already in the 1970’s by sociologist Robert Karasek. According to the model, 

job strain, that is, the disparity between high job demands and lack of control over one’s own 

job, forms the greatest risk factor for stress-related illnesses. Therefore, it is not only the de-

mands on the job that worker needs to confront that cause stress-related physical and mental 

ill-health, but rather the organizational structure of work which affects the relation between job 

control and job demands. That is why Karasek and Theorell (1990) in their book Healthy Work. 

Stress, Productivity, and the Reconstruction of Working Life emphasize the role of management 

and organizational level procedures in enhancing employee wellbeing. (Karasek & Theorell, 

1990).  

 

Karasek and Theorell (1990) provided a vast theoretical background and empirical evidence for 

the Demand-control model in their book. In studies conducted in Sweden and in the United 

States, high job demands and low control were connected to depression, exhaustion, and re-

ceiving medication. Since the development of the Demand-control model, research has often 

shown low job control and high job demands to be connected with adverse mental health out-

comes. Virtanen et al. (2007) demonstrated high job demands and low job control to be associ-

ated with depression and anxiety disorders in the Finnish working population. Especially low 

job control was associated with the 12-month prevalence of mental health problems. (Virtanen 

et al. 2007). Also Lahelma et al. (2006) found an association for both high job demands and 

low job control with poorer mental health measured with the GHQ-12 measurement. 
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In a longitudinal, 3-phase study, Kouvonen et al. (2016) found continuous or increasingly low 

job control and high job demands to be connected with a higher likelihood of CMDs in midlife 

public employees. In another longitudinal study, Kouvonen et al. (2017) linked the self-reported 

measurements of psychosocial and physical working conditions with the data on psychotropic 

medication prescriptions. The study found that those with increased job demands were more 

likely to receive psychotropic medication than those experiencing repeatedly low job demands 

during the follow-up. Additionally, experiencing high job demands in both phases of the study 

was associated with the prevalence of anxiolytic and antidepressant medications.  

 

Other studies have reported varying results on the associations of job demands and job control 

with mental health. A prospective study conducted in the United States on female nurses used 

the Short-Form 36 (SF-36) scores to measure the functional health status of the respondents 

first at baseline and then four years later with a follow-up survey. Of the psychosocial working 

conditions studied, low job control was the strongest predictor of deteriorating mental health 

and physical functioning. (Cheng et al., 2000). Also a study by Dalgard et al. (2009) conducted 

in Norway found low job control to be associated with poor mental health, especially when it 

was found in combination with high job demands, whereas high job demands alone did not 

show statistically significant association with mental ill-health. High job control seemed in their 

study to have a strong buffering effect, as those reporting both high job demands and high job 

control did not have almost any increase in their psychological distress during the follow-up 

period. Then again, another study conducted among Norwegian nurses did not observe such 

buffering effect, but showed baseline job demands to be associated with sickness absence dur-

ing the 1-year follow-up period. Further analysis showed mental health functioning to mediate 

the effect, meaning that high job demands might impair mental health functioning, which sub-

sequently could lead to sickness absence spells. Similar mediation effect was found for physical 

health functioning. (Roelen et al., 2013). 

 

There are also several studies that have examined the association between working conditions 

and retirement. One study conducted with the cohort of over 40-year-old employees of the City 

of Helsinki found low job control and computer work to be the greatest risk factors for disability 

retirement due to mental health causes, but low job control was a great risk factor also for 

disability retirement due to musculoskeletal disorders (Lahelma et al., 2012). In another study 

by Ahola et al. (2011), job strain, that is, the disparity between high job demands and low job 

control, stayed as a predictor of disability pension even after adjusting for all other variables. 
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Harkonmäki, Rahkonen, Martikainen, Silventoinen & Lahelma (2006) studied instead respond-

ents’ intentions to retire early, and found that both low job control and high job demands were 

associated with planning on retiring early. Thus, various adverse health-related outcome 

measures have been associated with high job demands and low job control in earlier studies. 

 

Despite the growing body of evidence on the associations of high job demands and low job 

control with mental health issues, a study on Danish workers by Wieclaw et al. (2008) found in 

their study that high job demands were associated with a lower risk of anxiety disorders in both 

men and women, and results for the association between job demands and depressive disorders 

were inconsistent. However, as in their study anxiety and depressive disorders were defined as 

receiving a clinical diagnosis in a hospital, it might be that the association between psychosocial 

working conditions and mental health is different when considering the severity of mental 

health issues. As people in higher socioeconomic status often report having higher job demands 

(Kristensen, Borg & Hannerz, 2002) and because the most severe mental health problems are 

more common in lower socioeconomic groups (Agerbo et al., 2015), the results by Wieclaw et 

al. (2008) might communicate the connection between severe mental disorders and low socio-

economic status instead of a straightforward association between high job demands and good 

mental health. 

 

2.2.2 Physical working conditions 

Adverse physical working conditions continue to affect a high number of workers (Tynes et al., 

2017), even though the importance of psychosocial working conditions has been growing 

(Laaksonen et al., 2006). Tynes et al. (2017) defined in the context of their study physical work-

ing conditions to be “occupational exposures of the body with possible relevance for musculo-

skeletal health”, which signals both the strong influence physical working conditions have on 

physical health of employees, but also the orientation of studies that have been conducted on 

the topic. The association between adverse physical working conditions and poorer physical 

health is well established and comprehensively studied. 

 

However, only few studies have reported associations between adverse physical working con-

ditions and mental health problems. For example Kouvonen et al. (2017) found repeated and 

increased exposure to high physical workload to be associated with psychotropic medication 

purchases during the follow-up period. Another longitudinal study conducted with the same 

cohort of ageing municipal employees of the City of Helsinki found that repeated exposure to 

awkward postures and rotation of the back, and repeated or increasing exposure to repetitive 
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movements were associated with CMDs (Kouvonen et al., 2016). In a study conducted with the 

same cohort, physical workload was first strongly associated with mental health measured with 

the GHQ-12, but after adjusting for other working conditions, their association weakened 

(Laaksonen et al., 2006). Another Finnish study with 248 workers of a food industry company 

showed that worsening physical working conditions increased both physical and mental strain 

during the follow-up period of four years, but only among younger employees (Neupane, Vir-

tanen, Luukkaala, Siukola & Nygård, 2014). In a Swedish study, Gunnarsson, Vingård & Jo-

sephson (2007) found poor physical work environment such as noise and chemical hazards to 

be associated with mental health problems, whereas heavy lifting and monotonous work were 

not. Thus, the type of operationalization might influence the association between physical 

working conditions and mental health. 

 

Other studies did not find an association between adverse physical working conditions and poor 

mental health (e. g. Laaksonen, Lallukka, Lahelma & Partonen, 2012). Understandably, most 

research on adverse physical working conditions has concentrated on examining physical out-

comes. Adverse physical working conditions have been previously associated with for example 

poor self-rated health (Bauer, Huber, Jenny, Müller & Hämmig, 2009; Kaikkonen et al., 2009; 

Laaksonen et al., 2006; Gunnarsson et al., 2007), poor physical health functioning (Mänty et 

al., 2016), and even with adverse pregnancy outcomes (Mozurkewich, Luke, Avni & Wolf, 

2000).  

 

In the present study physical working conditions are operationalized as physical workload, 

which in the context of this study includes awkward working positions, rotation of the back, 

repetitive movements, and heavy physical effort or lifting and carrying heavy loads (Kouvonen 

et al., 2017). The measurement is described in more detail in Chapter 4. Heavy physical work-

load has been associated with different adverse outcomes in previous studies, such as sickness 

absence spells of all lengths (Laaksonen, Pitkäniemi, Rahkonen & Lahelma, 2010), disability 

retirement (Lahelma et al., 2012), fatigue and sleep problems (Åkerstedt, Fredlund, Gillberg & 

Jansson, 2002) and even premature mortality (Ervasti et al., 2019).  

 

Exposure to adverse physical working conditions is more common among specific sociodemo-

graphic groups. Research has shown men to report poorer physical working conditions than 

women (Gunnarsson, Vingård & Josephson, 2007; Platts et al., 2013). Also, people with low 

education are more likely to experience adverse physical working conditions such as radiation, 
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noise, unsafe conditions, and physical stress at their work (Lynch & Kaplan, 2000). In a study 

by Laaksonen et al. (2006), occupational class was inversely associated with physical workload 

meaning that in higher occupational classes, physical workload was lower. The differences in 

physical working conditions have been noted to greatly explain the occupational differences in 

self-rated health (Toch et al., 2014) and socioeconomic differences in disability retirement 

(Polvinen, Gould, Lahelma & Martikainen, 2013). Additionally, when examining disability re-

tirement due to all causes, Lahelma et al. (2012) concluded in their study heavy physical work-

load to be the greatest risk factor for early retirement. Thus, exposure to adverse physical work-

ing conditions among lower socioeconomic groups might widen health inequality and subse-

quently also economic inequality.  

 

Physical exertion from work can directly weaken both physical and mental health (Avendano 

& Berkman, 2015). However, it is also possible that adverse physical working conditions could 

affect also mental wellbeing through worsening physical health, and the consequences might 

emerge during a long period of time. A study on a French cohort showed that those who had 

during their career experienced adverse physical working conditions, that is, ergonomic strain 

and physical danger, reported lower levels of quality of life after labour market exit. Adjusting 

for current physical and mental health as measured with the SF-36 attenuated this association. 

(Platts et al., 2013).  

 

In conclusion, there are not many earlier studies which have examined physical working con-

ditions’ association with poor mental health, and the few previous studies have reported some-

what heterogeneous results of the association between physical working conditions and mental 

health. However, as some longitudinal studies conducted among ageing employees of the City 

of Helsinki have showed adverse physical working conditions to be associated with poorer 

mental health, some evidence exists suggesting that there is an association between the two.  
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3 Study design and research questions 

In the present study, I am interested in how adverse psychosocial and physical working condi-

tions are associated with poor mental health functioning among younger municipal employees. 

I use cross-sectional survey data collected for the Helsinki Health Study in 2017.  

 

The present study is part of Prof. Tea Lallukka’s project Kuka jaksaa töissä? Työolot, työolojen 

muutokset ja työkyky nuorilla, keski-ikäisillä ja ikääntyvillä työntekijöillä [Who is able to work? 

Working conditions, changes in working conditions, and ability to work among young, middle-

aged, and aging employees] (funded by the Finnish Work Environment Fund, grant #117308,  

link: https://www.tsr.fi/valmiit-hankkeet/hanke?h=117308), and was supervised by PhD 

Jaakko Harkko, Prof. Anne Kouvonen and Prof. Tea Lallukka. The idea of Lallukka’s project 

is to gain a better understanding of working conditions, their changes, and how they connect to 

functioning and health. As prolonging working careers is a political goal of the Finnish govern-

ment, the project provides valuable information on how to promote work ability, with special 

attention being paid in the early stages of working careers.  

 

The aim of the present study is to examine the associations of adverse psychosocial and physical 

working conditions with poor mental health functioning in younger municipal employees. 

Based on the literature review conducted on the topic, I assume that employees with adverse 

psychosocial working conditions, that is, low job control and high job demands, also have 

poorer mental health functioning than others. Additionally, I assume adverse physical working 

conditions to be associated with poor mental health functioning, even though the results have 

been more varying than in the case of psychosocial working conditions’ association with poor 

mental health. 

 

I explore how controlling for covariates (sociodemographic variables: gender, age, marital sta-

tus, having children, and occupational class, and adverse health behaviours: binge drinking, 

smoking, insomnia, and obesity) and other working conditions alter these associations. 

 

Based on the literature review, research questions of this study are as follows: 

1) How adverse psychosocial and physical working conditions are associated with poor 

mental health functioning in younger municipal employees? 

2) How controlling for sociodemographic characteristics, adverse health behaviours, and 

other working conditions alters the association? 

https://www.tsr.fi/valmiit-hankkeet/hanke?h=117308
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4 Data and methods 

In this chapter I present the data and methods used in the study. First I briefly introduce the 

Helsinki Health Study (HHS), from which the data for the present study was received. Then, I 

introduce the data, the process and methods of data collection, and the inclusion criteria for the 

final analytic sample. I also present the ethical considerations that needed to be acknowledged 

during the research process. 

 

Next, in 4.4., I move on to introduce the measurements that were used in this study for mental 

health functioning, psychosocial and physical working conditions, sociodemographic variables, 

and health behaviours. I conclude this methodological chapter with a brief introduction to the 

statistical methods that were used in the analysis of the data, mainly logistic regression analysis. 

 

4.1 The Helsinki Health Study 

In this study, I use data collected in the Helsinki Health Study (HHS). The HHS (link: 

https://www.helsinki.fi/fi/tutkimusryhmat/helsinki-health-study) is an ongoing health study 

that started in 2000 in the University of Helsinki’s Department of Public Health. The HHS 

combines register data from several official register databases with a personal survey question-

naire and provides a wide range of information on the determinants of employee health and 

wellbeing. The cohort consists of municipal workers of the City of Helsinki and aims at reach-

ing the same respondents in follow-up surveys to enable longitudinal research frames. (Lahelma 

et al., 2013). 

 

The City of Helsinki is the largest employer in Finland, with nearly 40 000 employees working 

under hundreds of different occupational titles in local administration, social welfare and 

healthcare, education, transportation, culture, and technical services (Lahelma et al., 2013). The 

City of Helsinki as an employer encourages their employees to participate in the study and 

allows workers to answer the survey questionnaire during working hours. If the respondent 

gives their consent to link their personal survey with official register databases, such as registers 

of the Finnish Centre of Pensions and the Social Insurance Institution of Finland, it gives an 

opportunity to reach a comprehensive set of information on employees’ health, work, medica-

tion, income, social life, and wellbeing. To date, the HHS has provided research data for around 

250 scientific articles, 15 doctoral dissertations, and 30 theses since the first round of the survey 

in 2000–2002. The follow-up surveys have been conducted in 2007, 2012, and 2017. Addition-

https://www.helsinki.fi/fi/tutkimusryhmat/helsinki-health-study
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ally, the HHS is designed to be comparable with the Whitehall II study from the United King-

dom and the Japanese Civil Servants Study, which enables executing international comparative 

studies.  

 

Originally, the HHS covered only midlife and older municipal employees of the City of Hel-

sinki, and the survey was sent to a sample of workers who were 40 years or older. Since the 

most recent round of the survey in 2017, all under 40-year-old workers (born earliest in 1978) 

who had been working for the City of Helsinki for at least four months and had at least 50% of 

regular work hours per week, have been included in the study (Lallukka et al., submitted 2019). 

As the latest round of the HHS with younger employees was implemented in 2017, to date, 

most of the published scientific articles have used data from previous survey rounds including 

only midlife and ageing employees. Register-based studies (e. g. Sumanen et al., 2017) have 

had the access to information also on younger workers.  

 

The present study is one of the first ones that have been conducted using the survey question-

naire data from workers of the City of Helsinki of under 40 years of age. As for this age group 

there is available data only from only survey round, this study is cross-sectional. 
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4.2 Data 

The survey questionnaire was sent in 2017 to under 40-year-old employees of the City of Hel-

sinki, which in the time of the survey meant 11 459 people. 5 898 answered the survey, thus the 

response rate was 51.5%. Non-response analysis showed the data to represent the target popu-

lation adequately, however, men, those of young age, people with low occupational status or 

low income, and those with long sickness absence spells were somewhat less likely to have 

answered the survey. Additionally, those doing shift work or working part-time also had lower 

response rates. (Lallukka et al., submitted 2019). 

 

After excluding those cases from the analytic sample that either were not at work at the moment 

of completing the survey or had missing values for the variables of interest, the present study 

consists of 4 315 respondents. 78% of the respondents were female and 22% were male. The 

gender distribution is typical for the Finnish public sector. The small number of male employees 

is because most jobs in the City of Helsinki are in female-dominated occupations, such as in 

education, social work, and health care. 

 

It was possible to fill the questionnaire online (n=3 407, 58%) or as a paper version (n=1 704, 

29%). In case the worker had not answered the survey within two months, they received a phone 

call from an interviewer to be able to answer the survey through phone (n=787, 13%). The 

online survey was implemented with Webropol software. A personal link to the survey was sent 

to the work e-mail addresses of the employees or the paper version of the study was sent to their 

home addresses. The survey was available in Finnish, Swedish, English and Russian. After the 

online survey was closed, five gift vouchers were drawn among the respondents in a prize draw.  

 

Most respondents filled the survey between September and December of 2017, but 14 respond-

ents returned the paper survey the following year. Paper questionnaire was 12 pages long and 

the questions were identical with the online version. The phone interview was shorter than other 

two forms of the questionnaire and thus, surveyed less information. It did not cover the section 

with the complete SF-36 measurement, neither all questions related to working conditions. 

Therefore, those who answered the survey by phone (n=787) were first excluded from the final 

analytic sample. 

 

The target group of this study is the working population and I am interested in how working 

conditions are associated with employees’ mental health functioning. Therefore, only those who 
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were in full time or part time work when completing the survey were included in the analytic 

sample. Respondents who were unemployed, on a parental leave, on a medical leave longer 

than 6 months, or who were receiving rehabilitation subsidy were excluded from the data, as 

well as workers whose main economic activity was left unspecified or who were full-time stu-

dents. Thus, 526 respondents in total were excluded from the data for not having work as their 

main economic activity when completing the survey. 

 

Last, those respondents who were missing some of the variables of interest (n=270, explained 

in more detail below) were deleted from the data, resulting in a final analytic sample of 4 315 

respondents. I performed a logistic regression analysis to test whether the deleted cases 

(n=1 583) differed statistically significantly from the respondents who remained in the data for 

the analysis in their mental health functioning or sociodemographic characteristics. The results 

showed that the excluded respondents were slightly more often under 30 years old, not married, 

but had children (data not shown). Additionally, the deleted cases were significantly less likely 

to have poor mental health functioning. Yet, it needs to be taken into consideration that re-

spondents who were not actively working at the moment of completing the survey were all 

excluded from the analytic sample. Thus, the differences in the characteristics of the included 

and excluded respondents reflect more the exclusion criteria than other types of biased selection 

in the final analytic sample. Additionally, as many of the excluded respondents were missing 

several variables, the number of cases included in the missingness analysis was limited. 
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4.3 Ethical considerations 

The research plan of the Helsinki Health Study was approved by the Personnel Committee of 

the City of Helsinki, and the ethical committees of the Health Department of the City of Hel-

sinki and the University of Helsinki have given their favourable statements for the implemen-

tation of the study. 

 

It was voluntary to participate in the survey. All information collected for the study is only to 

be used for the designed research purposes, and to ensure privacy protection, everyone working 

with the HHS data must sign a non-disclosure agreement before receiving access to it. The 

employer, the City of Helsinki, is not able to access the data at any part of the research process. 

The data is processed confidentially and according to the Personal Data Act. Research results 

are always reported at the group level, thus no individual respondents can be identified. Addi-

tionally, I conducted all data processing and statistical analyses of this study on the computers 

of the University of Helsinki on the university server to ensure secure data retention. 
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4.4 Measurements 

4.4.1 Mental health functioning 

The outcome variable of the present study was mental health functioning, which was measured 

with the Mental Component Summary scales of the 36-item Short-form Health Survey (SF-36). 

SF-36 is a self-assessment tool to evaluate one’s general health status and disease burden. It 

consists of eight subscales, which compile into two summary measures of mental health func-

tioning (Mental Component Summary, MCS) and physical health functioning (Physical Com-

ponent Summary, PCS). Mental health includes the domains of vitality, social functioning, role 

limitations due to emotional problems, and mental health, whereas the physical health function-

ing includes the domains of physical functioning, role limitations due to physical health prob-

lems, bodily pain, and general health. Despite this division, the scales of vitality, general health, 

and social functioning often correlate with both physical and mental health summary scores. 

(Ware, 2000). In this study, I only use the MCS in the analysis, as I am interested in mental 

health functioning of the respondents. 

 

On the Vitality (VT) scale of the MCS, it is asked on a 6-item Likert scale ranging from All the 

time to Not at all, how often during the past four weeks the respondent has felt 1) full of pep 

and life, 2) very energetic, 3) worn out, and 4) tired. Mental Health (MH) is measured on the 

same scale, inquiring how often the respondent has felt 1) nervous, 2) “down in dumps”, 3) 

peaceful, 4) sad, and 5) happy. Social Functioning (SF) is measured with questions inquiring 

whether and to what extent problems with one’s health have disturbed their social life. Role 

limitations due to emotional problems (Role-Emotional, RE) is measured with three statements 

asking whether or not respondent has, due to issues with their emotional life, 1) cut down time 

spent on work or other activities, 2) accomplished less or 3) not been able to concentrate on 

their tasks as carefully as usual. (Ware, 2000). 

 

Thus, SF-36 measures different health concepts with differently scaled response alternatives. 

Subscales measure the frequency, incidence, veracity or magnitude of certain feelings, emo-

tions and experiences, with varying scales from dichotomous Yes or No to Likert scales with 

up to six response alternatives. (Ware, 2000). On each scale, a higher score indicates better 

health functioning. In the HHS, the SF-36 is scored as recommended by the RAND Corporation 

so that the score of each scale represents the average score of the items answered within that 

scale (RAND Corporation, n. d.).  
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The MCS score mean was 47.3 (SD 10.8) for women and 48.3 (SD 10.5) for men. Finally, MCS 

scores were dichotomised from the lowest quartile separately for men and women into respond-

ents with poor mental health functioning, and others. The score limit for the lowest quartile in 

women and men was 41.38 and 43.24, respectively. Thus, 838 women and 238 men were de-

fined as having poor mental health functioning. 

 

4.4.2 Working conditions 

Psychosocial working conditions were operationalized as job control and job demands, which 

were measured with Karasek’s Job Content Questionnaire (JCQ). JCQ examined job control 

with nine items and job demands with five items. Different number of items have been used in 

previous research, but in the HHS, the short version is used as recommended in revision 1.5 of 

the JCQ. In the introduction to this section of the survey, participants were asked “How well 

the following claims describe your work? Do you agree or disagree with the claim?” and then 

claims such as “I have to work very fast” and “My work demands learning new things” were 

listed. For every statement, response alternatives were Strongly agree; Agree; Neither agree or 

disagree; Disagree; and Strongly disagree. If the respondent had answered less than half of the 

questions within a domain, that is, less than five questions on job control or less than three 

questions on job demands, they were excluded from the data. If less than half of the items were 

missing on each domain, the mean was counted from those questions that were answered within 

that domain. Then, weighted item means were computed.  

 

Finally, both job control and job demands were dichotomised. Job control was dichotomised 

from the lowest quartile into those with low job control (27%) and others, and job demands 

were dichotomised from the highest quartile into those with high demands (25%) and others. 

Thus, in job control reaching a score between 0 and 3.25 and in job demands between 3.93 and 

5.00 indicated having adverse psychosocial working conditions. 

 

Physical working conditions were operationalized as physical workload measured with an 18-

item instrument developed by the Finnish Institute of Occupational Health (Piirainen, Hirvonen 

& Elo, 2003). This instrument examines the prevalence and frequency of repetitive movements, 

uncomfortable postures, extreme temperatures, noise, and other hazardous exposures at work. 

Introduction in the survey section was as follows: “Next, some elements of work and work 

environment will be listed. Do they occur at your work, and until what extent do they disturb 

your work?” The response alternatives were Does not occur; Occurs, but does not disturb at all; 

Occurs and disturbs a bit; and Occurs and disturbs a lot.  
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In an earlier study conducted with over 40-year-old employees of the City of Helsinki (Kouvo-

nen et al., 2017), the items of the instrument loaded on three factors, of which one best described 

physical workload of the employees. The items included were awkward working positions, ro-

tation of the back, repetitive movements, and heavy physical effort or lifting and carrying heavy 

objects. The items within the factor in the present study had Cronbach’s alpha of 0.86, which 

indicates high internal consistency among the items within the physical workload factor. 

 

I created a summary scale of the physical workload factor items by counting the mean if the 

respondent had answered at least half of the items within the physical workload factor, that is, 

at least two questions. The physical workload mean in the total cohort was 2.16 (SD 0.81). 

Then, physical workload was dichotomised from the highest quartile into high physical work-

load, and others. 23% of the respondents had a mean of 3.00 or higher and were classified as 

having high physical workload. Those with a mean of 2.75 or lower were classified as others. 

 

4.4.3 Other variables 

In the logistic regression analysis, I adjust for the effect of sociodemographic variables and 

health behaviours on the association between working conditions and mental health function-

ing. Sociodemographic covariates used in the analysis are gender, age, marital status, having 

children, and occupational class, and adverse health behaviour was operationalized as binge 

drinking, smoking, obesity as having a body mass index (BMI) 30 or higher, and reporting 

insomnia symptoms. All covariates except occupational class were dichotomised. 

 

Response alternatives for gender were male and female. Age was counted from the year of birth. 

For the analysis, respondents were grouped in two age groups (<30 and 30≤). Marital status 

was dichotomised into two groups, in which one group included married or cohabiting respond-

ents, and the second group included others, meaning unmarried, divorced and widowed re-

spondents. Number of minor children living in the respondent’s household was dichotomised 

into a variable as either having children or not having children.  

 

Socioeconomic position was operationalised in this study as occupational class derived from 

the employer’s registers. If the respondent had not given consent for register linkage in the 

survey questionnaire, their occupational title was revised manually from their personal ques-

tionnaire. In the data, occupational titles were classified into four occupational class categories 

according to a classification system by Statistics Finland: Managers and professionals (e.g. 
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teachers and physicians); semi-professionals (e.g. nurses and foremen); routine non-manual 

workers (e.g. clerical employees and childminders); and manual workers (e.g. technical and 

cleaning staff). As the number of manual workers was small in the study data, routine non-

manual workers and manual workers were combined together. Because wage levels and the 

length of education are similar within both occupational classes, in the context of the present 

study, I considered it justified to combine routine non-manual workers and manual workers 

together to represent the lowest occupational class group.  

 

Health behaviour was operationalized as alcohol consumption, smoking, insomnia, and obesity 

as measured with BMI. Respondents who reported daily smoking were classified as smokers, 

whereas occasional smokers and former smokers were combined with the non-smoking group. 

Alcohol consumption was dichotomised into binge drinkers and others. Binge drinking was 

defined as drinking six or more units of alcohol on a single occasion at least once a month, as 

had been done in an earlier study by Salonsalmi, Laaksonen, Lahelma and Rahkonen (2012). 

Other levels of alcohol consumption were merged together, including non-drinkers. BMI was 

counted from the self-reported height and weight as weight divided by the square of the height. 

Then, BMI variable was dichotomised into the group of obese respondents with BMI 30 or 

higher (as in Lallukka et al., 2008). 

 

Insomnia symptoms were measured with the Jenkins Sleep Questionnaire (JSEQ) by four ques-

tions. The respondent was asked to evaluate how often they had suffered, during the past four 

weeks, from the following insomnia symptoms: Troubles falling asleep; Waking up several 

times per night; Having trouble staying asleep (including waking up too early); and Waking up 

after one’s usual amount of sleep, yet still feeling tired and worn out. There were six response 

alternatives ranging from Not at all, to During 22-28 nights. If the respondent had reported 

suffering from any of the four symptoms on 15 nights or more during the past four weeks, they 

were classified as having insomnia symptoms (as in Lallukka et al., 2014). 

 

After excluding respondents who were missing any of the covariates presented above, the final 

study sample consisted of 4 315 respondents.  

 

  

https://en.wikipedia.org/wiki/Human_body_weight
https://en.wikipedia.org/wiki/Square_(algebra)
https://en.wikipedia.org/wiki/Human_height
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4.5 Statistical methods 

In this study, I am interested in how independent variables that indicate psychosocial and phys-

ical working conditions are associated with poor mental health functioning and how controlling 

for covariates alters this connection. First, study population characteristics are analysed by fre-

quencies, cross-tabulations and Chi-square tests and are presented in a descriptive table. Then, 

having poor mental health functioning, that is, belonging to the lowest quartile of MCS scores, 

is analysed by binary logistic regression.  

 

4.5.1 Logistic regression analysis 

Logistic regression analysis is the most commonly used regression analysis suitable for research 

questions and data where the outcome variable is binary (Hosmer, Lemeshow & Sturdivant, 

2013). As it is often used in health-related sciences, one frequently used outcome in logistic 

regression is whether one suffers from a disease or not (Tabachnick & Fidell, 2014). In the 

present study, mental health functioning is dichotomised as poor or other, and I use logistic 

regression to predict the probability of having poor mental health functioning when knowing 

the values of the predictor variables and covariates, that is, working conditions, sociodemo-

graphic characteristics, and health behaviours. 

 

The main idea of logistic regression analysis is to find the model which best depicts the rela-

tionship between independent predictor variables and the outcome variable. The models are 

used to predict the values of the outcome variable and compare the predicted values to the actual 

obtained values. (Hosmer, Lemeshow & Sturdivant, 2013). The odds ratios (ORs) obtained 

from the logistic regression indicate the probability of the outcome. The further the OR is from 

1, the more important the variable in question is in predicting the value of the outcome, given 

that it is also statistically significant. Similarly, the closer the OR is to 1, the smaller is the effect 

of the variable on the outcome. Not all predictor variables are inevitably associated with the 

outcome, and their selection to the models should be based on thorough background research. 

(Tabachnick & Fidell, 2014). 

 

In logistic regression, predictor variables can be measured on different scales (Hosmer, Leme-

show & Sturdivant, 2013) and there is no strict criteria for the distributions of the outcome or 

the predictor variables (Tabachnick & Fidell, 2014). Thus, it is a well adaptable method and 

suitable for answering different research questions with different data. However, there should 

not be too high multicollinearity between the predictor variables, and the number of cases 
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should not be too low in order to obtain standard errors and parameter estimates of good size 

(Tabachnick & Fidell, 2014). 

 

In the present study, I execute a logistic regression analysis by sequentially adjusting for co-

variates in groups which have been chosen based on previous research on mental health. The 

results are shown by ORs and their 95% confidence intervals (95% CI). For all three predictor 

variables indicating working conditions (job control, job demands, and physical workload) I 

create four models for each, where the variable indicating working conditions is used as the 

main predictor variable and poor mental health functioning is the outcome. Then, I gradually 

add covariate variables in blocks to the logistic regression models to control their effect on the 

connection of the main predictor variables (separately for job control, job demands, and physi-

cal workload) and the dependent variable, mental health functioning.  

 

In the first models, I adjust for sociodemographic variables, that is, gender, age, marital status, 

and having children. All above-mentioned sociodemographic variables are converted to be di-

chotomous. In the second models, I adjust for occupational class, which has three hierarchical 

categories. I use the highest occupational class, managers and professionals, as the reference 

category. Next, in the third model, I additionally adjust for adverse health behaviours, that is, 

smoking, binge drinking, obesity, and insomnia symptoms. In the full, fourth model, I adjust 

also for other working conditions.  

 

I conduct all data analyses on IBM SPSS Statistics (version 25) software package. 
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5 Results 

In the following chapter, I present the results of the cross-tabulations and the logistic regression 

analysis. First, the sociodemographic and health behaviour characteristics of the study popula-

tion were analysed with cross-tabulations and the results are shown in Table 1. The results are 

reported both in the total cohort and separately for women and men. P-values were observed 

with Chi-square tests and are reported for each variable in the descriptive table. The descriptive 

table shows the number and percentage of cases in each group and the percentage of people 

with poor mental health functioning, that is, people who belong to the lowest quartile of the 

MCS scores (MCS Q1, %) within the group. 

 

Then, I briefly conduct an interaction analysis for gender to test whether separate analyses for 

women and men were needed. Last, I introduce the results of the logistic regression analysis in 

three sections. The odds ratios for poor mental health functioning are observed in all parts of 

the analysis. In the first section, job control is used as the main predictor variable, job demands 

in the second, and physical workload in the third section of this chapter. 

 

5.1 Descriptive results 

The final analytic sample included 4 315 respondents, of which 3 361 (78%) were women (Ta-

ble 1). The age range in the study sample was from 19 to 39, mean and median age being 31.9 

(SD 4.6) and 32 years, respectively. Mean age for women was 31.8 (SD 4.7) and for men 32.6 

(SD 4.5). Men were more often over 30 years old (73%) than women (66%). Of women, 63% 

were married or cohabiting and 63% did not have children. For men, the equivalent percentages 

were 71% and 63%, respectively. 

 

Most common occupational class was semi-professionals with 42% of women and 31% of men 

belonging to the group. 27% of women and 30% of men were in the highest occupational group 

managers and professionals. Routine non-manual and manual workers consisted almost 31% of 

women and 39% of men in the sample. Chi-square tests did not show statistically significant p-

values in any of the cross-tabulations for occupational class and thus, between the occupational 

class groups, there were no substantial differences in the proportion of respondents with poor 

mental health functioning. 

 

Health behaviours were also examined separately for women and men. Binge drinking, that is, 

at least six units of alcohol on an occasion once a month or more often, was considerably more 
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                  Table 1. Descriptive statistics of the data and the distributions of poor mental health functioning by sociodemographic characteristics, health behaviours and working conditions 

 

 

 

 

 

 

 

 

 

 

 

 

 

             

 
                           

                                         

 

 

 

                           

 

 

 

 

 

 

 

 

 

 

 

 

 

  

  

 

 

 

 

 

  Female   Male   All   

  
n % 

MCS  

Q1, % 
p n % 

MCS  

Q1, % 
p n % 

MCS  

Q1, % 
p 

All 
3 361 100 25.0 - 954 100 24.9 - 4 315 100 25.0 - 

Age 
 <30 1 145 34.1 27.9 

.005 
256 26.8 21.9 

.184 
1 401 32.5 27.1 

.057 
≥30 2 216 65.9 23.5 698 73.2 26.1 2 914 67.5 24.1 

Marital status Married or cohabiting 2 130 63.4 21.2 
<.001 

679 71.2 21.6 
<.001 

2 809 65.1 21.3 
<.001 

Others 1 231 36.6 31.4 275 28.8 33.1 1 506 34.9 31.9 

Has children 
Yes 1 249 37.2 21.3 

<.001 
351 36.8 19.9 

.006 
1 600 37.1 21.0 

<.001 
No  2 112 62.8 27.1 603 63.2 27.9 2 715 62.9 27.3 

Occupational class 
Managers and  

professionals 
922 27.4 25.2 

.943 

288 30.2 24.3 

.818 

1 210 28.0 25.0 

1.000  Semi-professionals 1 411 42.0 24.7 293 30.7 26.3 1 704 39.5 24.9 

 
Routine non-manual workers  

& manual workers 
1 028 30.6 25.2 373 39.1 24.4 1 401 32.5 25.0 

Alcohol consumption Binge drinking 665 19.8 34.7 
<.001 

409 42.9 28.9 
.016 

1 074 24.9 32.5 
<.001 

 Others 2 696 80.2 22.6 545 57.1 22.0 3 241 75.1 22.5 

Smoking Yes 422 12.6 35.3 
<.001 

96 10.1 37.5 
.003 

518 12.0 35.7 
.000* 

 No 2 939 87.4 23.5 858 89.9 23.5 3 797 88.0 23.5 

Obesity  Obese, BMI≥30 504 15.0 30.0 

.005 

139 14.6 29.5 

.180 

643 14.9 29.9 

.002 
 Not obese, BMI<30 2 857 85.0 24.1 815 85.4 24.2 3 672 85.1 24.1 

Insomnia symptoms Yes 1 059 31.5 44.2 

<.001 

227 23.8 48.5 

<.001 

1 286 29.8 45.3 

<.001  
No 2 302 68.5 16.1 727 76.2 17.6 3 029 70.2 16.5 

MCS Q1, % = poor mental health functioning; the percentage of cases belonging to the lowest quartile of MCS points 
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 Female   Male   All   

 
n % 

MCS  

Q1, % 
p n % 

MCS  

Q1, % 
p n % 

MCS  

Q1, % 
p 

All 3 361 100 25.0 - 954 100 24.9 - 4 315 100 25.0 - 

Job demands 

 
High 930 27.7 36.1 

<.001 

133 13.9 41.4 

<.001 

1 063 24.6 36.8 
<.001 

 
Other 2 431 72.3 20.7 821 86.1 22.3 3 252 75.4 21.1 

Job control 

 
Low 895 26.6 30.6 

<.001 

254 26.6 33.9 

<.001 

1 149 26.6 31.3 

<.001 

Other 2 466 73.4 22.9 700 73.4 21.7 3 166 73.4 22.6 

Physical workload 

  
High 836 24.9 27.9 

.025 

159 16.7 25.8 

.789 

995 23.1 27.5 

.032 

Other 2 525 75.1 24.0 795 83.3 24.8 3 320 76.9 24.2 

MCS Q1, % = poor mental health functioning; the percentage of cases belonging to the lowest quartile of MCS points 
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common among men (43%) than women (20%). Smoking was slightly more common among 

women as nearly 13% of women and only 10% of men were current smokers. Women suffered 

considerably more often from insomnia symptoms (32%) than men (24%). 15% of both women 

and men were obese, that is, had a BMI 30 or higher.  

 

In both genders, poor mental health functioning was most common among those with insomnia 

symptoms (women 44%, men 49%), smokers (women 35%, men 38%), and those not married 

or cohabiting (women 31%, men 33%). Also the group of binge-drinking women had a high 

proportion of respondents with poor mental health functioning (35%). Of the working condi-

tions, having high job demands was most often associated with poor mental health functioning, 

as 36% of women and 41% of men with high job demands also had poor mental health func-

tioning. 31% of women and 34% of men with low job control had poor mental health function-

ing. In women, high physical workload had statistically significant associations with poor men-

tal health functioning, 28% of those with high physical workload also having poor mental health 

functioning. In men, there was no considerable difference in mental health functioning between 

those with high physical workload (26%) and others (25%). 

 

In women, all observed variables had statistically significant (p≤.05) associations with poor 

mental health functioning apart from occupational class. When analysing the total cohort to-

gether, occupational class was the only variable which was not statistically significantly asso-

ciated with poor mental health functioning. In men, age, occupational status, obesity, and high 

physical workload did not reach statistically significant p-values in the descriptive analysis.  

 

5.2 Testing gender as a moderator 

After conducting the descriptive analysis, I executed an interaction analysis to test if gender 

moderated the association between working conditions and mental health functioning, that is, 

whether women and men differed statistically significantly in how working conditions and 

mental health functioning were associated. This was done to test if running separate analyses 

for women and men was required in further analysis. I conducted three separate logistic regres-

sion analyses with the adjustments of the first model (Model 1) in which I adjusted for socio-

demographic variables (age, gender, marital status, having children) and included the following 

interaction terms: job demands*gender (p=.456), job control*gender (p=.347) and physical 

workload*gender (p=.672). 
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The results for the interaction terms were not statistically significant which means that there 

were no statistically significant differences between women and men in the associations of pre-

dictor variables indicating working conditions and the outcome of having poor mental health 

functioning. Thus, I decided to complete the following analysis for the total cohort together. 

 

5.3 Job control and poor mental health functioning 

First, I examined the associations between job control and mental health functioning. The re-

sults are shown in Table 2. In the first logistic regression model (Model 1, χ2(5) =90.929; 

p<.001), I examined how having poor mental health functioning varied between respondents 

with high and other levels of job control when gender, age, marital status and having children 

were adjusted for. In Model 1, logistic regression analysis showed that those with low job con-

trol were 1.5 times (OR=1.50; 95% CI=1.29-1.74; p<.001) more likely to have poor mental 

health functioning than their counterparts with other levels of job control when sociodemo-

graphic characteristics were adjusted for. Of other predictor variables in Model 1, respondents 

who were not married or cohabiting (OR=1.59; 95% CI=1.37-1.84; p<.001) or did not have 

children (OR=1.25; 95% CI=1.06-1.47; p<.05) were more likely to have poor mental health 

functioning. Age (OR=0.97; 95% CI=0.83-1.14; p=.734) did not show statistically significant 

associations with poor mental health functioning in the first model. 

 

Next, in Model 2, (χ2(7) =97.037; p<.001), occupational class was adjusted for in addition to 

adjustments made in Model 1. It did not result in considerable changes in the odds ratios, as the 

likelihood of those with low job control (OR=1.60; 95% CI=1.36-1.87; p<.001) to have poor 

mental health functioning went from 1.5 to 1.6. Managers and professionals was used as the 

reference category for other occupational classes. Routine non-manual and manual workers 

(OR=0.78; 95% CI=0.65-0.95; p<.05) were slightly less likely than managers and professionals 

to have poor mental health functioning. No statistically significant difference between manag-

ers and professionals and semi-professionals (OR=0.86; 95% CI=0.72-1.03; p=.102) was found 

in the second model.  

 

Then, health behaviours, that is, binge drinking, smoking, obesity, and insomnia symptoms 

were adjusted for in Model 3 (χ2(11) =486.020; p<.001) in addition to previous adjustments in 

Model 2. Again, there were no substantial changes in the odds ratio of having poor mental 

health functioning among those with low job control (OR=1.50; 95% CI=1.27-1.78; p<.001). 

The odds ratios for insomnia symptoms (OR=4.03; 95% CI=3.46-4.68; p<.001), binge drinking 
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Table 2. The associations between job control and poor mental health functioning. 

 Model 1 Model 2 Model 3 Model 4 

Characteristics OR 95 % CI OR 95 % CI OR 95% CI OR 95% CI 

Job control Others 1.00  1.00  1.00  1.00  

 Low 1.50 1.29-1.74 1.60 1.36-1.87 1.50 1.27-1.78 1.47 1.24-1.74 

Gender Female 1.00  1.00  1.00  1.00  

 Male 1.03 0.87-1.22 1.04 0.88-1.23 1.10 0.91-1.33 1.20 1.00-1.45 

Age ≥30 1.00  1.00  1.00  1.00  

 <30 0.97 0.83-1.14 1.01 0.86-1.18 0.99 0.84-1.18 1.01 0.85-1.20 

Marital status Married or  

cohabiting 
1.00  1.00  1.00  1.00  

 Others 1.59 1.37-1.84 1.62 1.39-1.87 1.44 1.23-1.69 1.45 1.24-1.71 

Has children Yes 1.00  1.00  1.00  1.00  

 No 1.25 1.06-1.47 1.23 1.04-1.45 1.32 1.11-1.58 1.31 1.10-1.56 

Occupational 

class 

Managers and 

professionals 
  1.00  1.00  1.00  

Semi-professionals   0.86 0.72-1.03 0.85 0.70-1.02 0.88 0.72-1.06 

Routine non-manual &  

manual workers 
  0.78 0.65-0.95 0.74 0.60-0.91 0.79 0.64-0.99 

Alcohol  

consumption 

Binge drinking 
    1.36 1.14-1.61 1.35 1.14-1.61 

Others     1.00  1.00  

Smoking Smoking     1.48 1.19-1.84 1.47 1.18-1.84 

 Non-smoking     1.00  1.00  

Obesity   BMI ≥30     1.14 0.93-1.40 1.16 0.95-1.42 

 BMI <30     1.00  1.00  

Insomnia 

symptoms 

Yes     4.03 3.46-4.68 3.80 3.27-4.43 

No     1.00  1.00  

Job demands High       1.91 1.62-2.25 

 Low       1.00  

Physical work-

load 

High       0.90 0.75-1.10 

Low       1.00  

Model 1: Adjusted for gender, age, marital status, and having children 

Model 2: Additionally adjusted for occupational class 

Model 3: Additionally adjusted for health behaviours (alcohol consumption, smoking, obesity and insomnia) 

Model 4: Additionally adjusted for other main predictor variables (job demands and physical workload) 
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(OR=1.36; 95% CI=1.14-1.61; p<.05) and smoking (OR=1.48; 95% CI=1.19-1.84; p<.001) 

were all statistically significant and indicated that health behaviours were associated with men-

tal health functioning. Obesity (OR=1.14; 95% CI=0.93-1.40; p=.196), however, was not asso-

ciated with poor mental health functioning. 

 

Finally, I conducted the fourth model (χ2(13) =543.316; p<.001) in which I additionally adjusted 

for the other two main predictor variables, that is, job demands and physical workload. In this 

full model, having low job control (OR=1.47; 95% CI=1.24-1.74; p<.001) indicated almost 1.5 

times higher likelihood of having poor mental health functioning than those with other levels 

of job control. Routine non-manual and manual workers (OR=0.79; 95% CI=0.64-0.99; p<.05) 

were slightly less likely to have poor mental health functioning than managers and profession-

als, whereas semi-professionals did not differ statistically significantly from the highest occu-

pational class group. 

 

5.4 Job demands and poor mental health functioning 

Next, I conducted a logistic regression analysis using job demands as the main predictor varia-

ble (Table 3). I did four models by sequentially adjusting for the same variables as I did with 

job control above. First, in Model 1 (χ2(5) =167.265; p<.001), sociodemographic characteristics 

were adjusted for. After these adjustments the odds ratio for high job demands (OR=2.24; 95% 

CI=1.92-2.61; p<.001) was 2.24, indicating that those with high job demands were over two 

times more likely to have poor mental health functioning than their counterparts. As with job 

control, age (OR=1.03; 95% CI=0.87-1.20; p=.762) was not statistically significantly associ-

ated with poor mental health functioning, but being married or cohabiting (OR=1.67; 95% 

CI=1.43-1.93; p<.001) and having children (OR=1.22; 95% CI=1.03-1.44; p<.05) were. 

 

In Model 2 (χ2(7) =167.544; p<.001), I adjusted for occupational class. It did not affect the odds 

ratios of any of the variables in the model and did not show differences in poor mental health 

functioning between the reference group managers and professionals, and semi-professionals 

(OR=0.96; 95% CI=0.80-1.14; p=.608) or routine non-manual and manual workers (OR=0.96; 

95% CI=0.80-1.16; p=.690).  

 

Then, in addition to the adjustments made in the previous two models, health behaviours were 

adjusted for in Model 3 (χ2(11) =523.785; p<.001). This slightly decreased the odds ratio of high 

job demands to 1.91 (95% CI=1.63-2.25; p<.001). Apart from obesity (OR=1.18; 95% CI=0.96-  
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Table 3. The associations between job demands and poor mental health functioning. 

 Model 1 Model 2 Model 3 Model 4 

Characteristics OR 95 % CI OR 95 % CI OR 95% CI OR 95% CI 

Job demands Others 1.00  1.00  1.00  1.00  

 High 2.24 1.92-2.61 2.24 1.92-2.61 1.91 1.63-2.25 1.91 1.62-2.25 

Gender Female 1.00  1.00  1.00  1.00  

 Male 1.18 0.99-1.40 1.18 0.99-1.40 1.22 1.01-1.47 1.20 1.00-1.45 

Age ≥30 1.00  1.00  1.00  1.00  

 <30 1.03 0.87-1.20 1.03 0.88-1.22 1.01 0.85-1.20 1.01 0.85-1.20 

Marital status Married or  

cohabiting 
1.00  1.00  1.00  1.00  

 Others 1.67 1.43-1.93 1.67 1.44-1.94 1.48 1.26-1.74 1.46 1.24-1.71 

Has children Yes 1.00  1.00  1.00  1.00  

 No 1.22 1.03-1.44 1.22 1.03-1.40 1.30 1.09-1.56 1.31 1.10-1.56 

Occupational 

class 

Managers and 

professionals 
  1.00  1.00  1.00  

 Semi- 

professionals 
  0.96 0.80-1.14 0.93 0.77-1.12 0.88 0.72-1.06 

Routine non-manual &  

manual workers 
  0.96 0.80-1.16 0.89 0.73-1.08 0.79 0.64-0.99 

Alcohol  

consumption 

Binge drinking     1.35 1.13-1.60 1.35 1.14-1.61 

Others     1.00  1.00  

Smoking Smoking     1.46 1.17-1.82 1.47 1.18-1.84 

 Non-smoking     1.00  1.00  

Obesity  BMI ≥30     1.18 0.96-1.44 1.16 0.95-1.42 

  BMI <30     1.00  1.00  

Insomnia 

symptoms 

Yes     3.83 3.39-4.46 3.80 3.27-4.43 

No     1.00  1.00  

Job control Low       1.47 1.24-1.74 

 High       1.00  

Physical  

workload 

High       0.90 0.75-1.10 

Low       1.00  

Model 1: Adjusted for gender, age, marital status, and having children 

Model 2: Additionally adjusted for occupational class 

Model 3: Additionally adjusted for health behaviours (alcohol consumption, smoking, obesity and insomnia) 

Model 4: Additionally adjusted for other main predictor variables (job control and physical workload) 
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1.44; p=.116), all adverse health behaviours were associated with poor mental health function-

ing. Binge drinking (OR=1.35; 95% CI=1.13-1.60; p<.05), smoking (OR=1.46; 95% CI=1.17-

1.82; p<.05), and insomnia symptoms (OR=3.83; 95% CI=3.29-4.46; p<.001) were all con-

nected to poor mental health functioning. The p-values of different occupational class groups 

did not reach statistically significant levels. 

 

Of all the analyses, the Model 3 when using job demands as the main predictor variable was 

the only model in which gender (OR=1.22; 95% CI=1.01-1.47; p<.05) became statistically sig-

nificant, meaning that men were slightly more likely to have poor mental health functioning 

than women after other sociodemographic characteristics, job demands, and health behaviours 

were adjusted for. However, this association again diminished in the full model (Model 4; χ2(13) 

=543.316; p<.001). Even after all the adjustments, those with high job demands (OR=1.91; 95% 

CI=1.62-2.25; p<.001) were almost twice as likely to have poor mental health functioning as 

those with other levels of job demands. 

 

5.5 Physical workload and poor mental health functioning 

In the last part of the analysis, physical workload was used as the main predictor variable (Table 

4). In Model 1 (χ2(5) =68.486; p<.001) sociodemographic characteristics were adjusted for. Hav-

ing high physical workload (OR=1.19; 95% CI=1.01-1.40; p<.05) indicated a slightly higher 

likelihood of having poor mental health functioning than other levels of physical workload. 

Again, not being married or cohabiting (OR=1.63; 95% 1.41-1.89; p<.001) and not having chil-

dren (OR=1.24; 95% CI=1.05-1.46; p<.05) were associated with poor mental health function-

ing, whereas age and gender were not. 

 

In Model 2 (χ2(7) =70.982; p<.001), adjusting for occupational class had almost no effect on the 

odds ratios and did not result in statistically significant differences in poor mental health func-

tioning between occupational groups. High physical workload (OR=1.24; 95% CI=1.05-1.48; 

p<.05), not being married or cohabiting (OR=1.65; 95% CI=1.43-1.93; p<.001) and not having 

children (OR=1.23; 95% CI=1.05-1.45; p<.05) were statistically significantly associated with 

poor mental health functioning in the second model, while other adjusted variables were not. 

 

In the third model (Model 3; χ2(11) =464.314; p<.001), health behaviours were adjusted for. High 

physical workload (OR=1.05; 95% CI=0.88-1.27; p=.576) did not have statistically significant 

association with poor mental health functioning after the adjustments. Binge drinking (OR= 
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Table 4. The associations between physical workload and poor mental health functioning. 

 Model 1 Model 2 Model 3 Model 4 

Characteristics OR 95 % CI OR 95 % CI OR 95% CI OR 95% CI 

Physical  

workload 
Others 1.00  1.00  1.00  1.00  

 High 1.19 1.01-1.40 1.24 1.05-1.48 1.05 0.88-1.27 0.91 0.75-1.10 

Gender Female 1.00  1.00  1.00  1.00  

 Male 1.05 0.89-1.25 1.06 0.89-1.26 1.11 0.92-1.34 1.20 1.00-1.45 

Age ≥30 1.00  1.00  1.00  1.00  

 <30 0.99 0.84-1.16 1.01 0.86-1.19 1.00 0.84-1.19 1.01 0.85-1.20 

Marital  

status 
Married or  

cohabiting 
1.00  1.00  1.00  1.00  

 Others 1.63 1.41-1.89 1.65 1.43-1.92 1.47 1.25-1.72 1.46 1.24-1.71 

Has children Yes 1.00  1.00  1.00  1.00  

 No 1.24 1.05-1.46 1.23 1.05-1.45 1.32 1.11-1.58 1.31 1.09-1.56 

Occupational 

class 

Managers and  

professionals 
  1.00  1.00  1.00  

 
Semi-professionals   0.91 0.76-1.08 0.91 0.75-1.10 0.88 0.72-1.06 

 Routine non-manual 

& manual workers 
  0.86 0.70-1.04 0.84 0.68-1.03 0.79 0.64-0.99 

Alcohol  

consumption 
Binge drinking     1.35 1.13-1.60 1.35 1.14-1.61 

Others     1.00  1.00  

Smoking Smoking     1.47 1.18-1.83 1.47 1.18-1.84 

 Non-smoking     1.00  1.00  

Obesity  BMI ≥30     1.15 0.95-1.41 1.16 0.95-1.42 

  BMI <30     1.00  1.00  

Insomnia  

symptoms 
Yes     4.07 3.50-4.73 3.80 3.27-4.43 

No     1.00  1.00  

Job control Low       1.47 1.24-1.74 

 High       1.00  

Job demands High       1.91 1.62-2.25 

Low       1.00  

Model 1: Adjusted for gender, age, marital status, and having children 

Model 2: Additionally adjusted for occupational class 

Model 3: Additionally adjusted for health behaviours (alcohol consumption, smoking, obesity and insomnia) 

Model 4: Additionally adjusted for other main predictor variables (job control and job demands) 
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1.35; 95% CI=1.13-1.60; p<.05), smoking (OR=1.47; 95% CI=1.18-1.83; p<.05) and insomnia 

symptoms (OR=4.07; 95% CI=3.50-4.73; p<.001) were all associated with poor mental health 

functioning, but again, obesity was not (OR=1.15; 95% CI=0.95-1.41; p=.161). There were no 

clear differences in mental health functioning between managers and professionals and semi-

professionals (OR=0.91; 95% CI=0.75-1.10; p=.333) or routine non-manual and manual work-

ers (OR=0.84; 95% CI=0.68-1.03).  

 

In the full model (Model 4; χ2(13) =543.316; p<.001) after adjusting also for other predictor 

variables, that is, job demands and job control, high physical workload (OR=0.91; 95% 

CI=0.75-1.10; p=.344) was not statistically significantly associated with poor mental health 

functioning. 
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6 Discussion 

In this chapter, I discuss the results of the present study. First, in 6.1, I summarize the key 

findings of the study, and discuss them in relation to earlier research literature conducted on the 

association between working conditions and mental health. I also discuss the practical interpre-

tation of the results, that is, how they relate to working life and what could be done in order to 

enhance employee mental health. Then, in 6.2., I discuss the methodological considerations that 

should be acknowledged, and the limitations of the present study. Finally, I propose direction 

for future research that could further clarify the long-term effects of working conditions on 

employee mental health. 

 

6.1 Summary of the main results 

The results of this study showed adverse psychosocial working conditions to be associated with 

poor mental health functioning even after adjusting for sociodemographic characteristics, ad-

verse health behaviours, and adverse physical working conditions. This was in line with the 

hypothesis made based on the literature review conducted on the topic. After the full adjust-

ments, those with high job demands were nearly twice as likely to have poor mental health 

functioning than others, and those with low job control were 1.5 times more likely to have poor 

mental health functioning than those with other levels of job control. These results highlight the 

importance of favorable psychosocial working conditions in enhancing mental health function-

ing in employees and are in line with previous studies that have observed associations of high 

job demands and low job control with poor mental health (e. g. Kouvonen et al., 2016; Lahelma 

et al., 2006; Virtanen et al., 2007). Some previous studies have found only low job control 

(Cheng et al., 2000; Dalgard et al., 2009) to be associated with mental health problems, but in 

the present study, the association was found for both, yet it was stronger for high job demands. 

 

As mental health functioning has been observed to mediate the association between high job 

demands and sickness absence from work (Roelen et al., 2014), in order to decrease the amount 

of sick days and the possible subsequent work disability due to mental health causes, it could 

be important to tackle adverse psychosocial working conditions. Thus, for work organizations, 

helping workers with high job demands or low job control to better adjust their work to their 

needs and health status might prevent decline in mental health functioning and thus, reduce the 

social and economic burden of mental health problems. Additionally, it has been noted that the 

more employees have had the possibility to influence their own work when workplace reforms 

have been made, the better their working life quality has become (Shemeikka et al., 2017). 
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Employees should be given better chances to shape their work. In some studies, high job control 

has been noted to have a buffering effect from mental health problems and to protect from the 

adverse effects high job demands might have on the worker (Dalgard et al., 2009) and thus, 

enhancing job control could prove to be an important measure in order to promote employee 

mental health.  

 

Adverse physical working conditions operationalized as high physical workload was associated 

with poor mental health functioning only when adjusting for sociodemographic characteristics, 

including socioeconomic position, but after adjusting for health behaviours the association 

weakened and was not statistically significant anymore. This was opposite to what was hypoth-

esized based on the literature review. The result of the present study suggests that adverse health 

behaviours might partly explain the association between high physical workload and poor men-

tal health functioning. Thus, as other studies have shown before (Gunnarsson et al, 2007; Laak-

sonen et al., 2012), it seems that adverse physical working conditions do not have clear associ-

ation with poor mental health, and the association which has been observed in some studies (e. 

g. Laaksonen et al., 2006) to be greatly explained by other factors.  

 

However, as Kouvonen et al. (2016, 2017) have found in their longitudinal studies conducted 

with the cohort of over 40-year-old employees of the City of Helsinki associations between 

repeated or increasingly high physical workload and some of the measurement’s components 

to be associated with subsequent psychotropic medication and CMDs, it is possible that adverse 

physical working conditions operationalized as high physical workload could show stronger 

associations with poor mental health in longitudinal studies using follow-up survey or register-

linkage data. Additionally, as the cohort in the present study consisted of under 40-year-old 

employees, their time spent in work life has probably been shorter than for those in the cohort 

of ageing employees and thus, they have not been exposed to adverse physical working condi-

tions for equally long period of time. Therefore, in order to prevent the possible negative con-

sequences of long-term adverse physical working conditions on mental health that might appear 

in the future, special attention should be paid in those younger workers exposed to continuous 

or increasingly high physical workload. 

 

In this study, adjusting for socioeconomic position did not particularly alter any of the associa-

tions between adverse working conditions and poor mental health functioning. Thus, occupa-

tional class did not explain the association between adverse working conditions and poor mental 
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health. Additionally, socioeconomic position was only partially associated with poor mental 

health functioning. Semi-professionals did not differ in their mental health functioning statisti-

cally significantly from managers and professionals in any parts of the analysis. In the full 

model the odds ratio for routine non-manual and manual workers was 0.8, indicating that man-

agers and professionals were more likely to have poor mental health functioning. In the models 

where job demands and physical workload were used as main predictors, there were no statis-

tically significant differences between occupational classes. When job control was used as the 

main predictor variable, routine non-manual and manual workers were in all models less likely 

to have poor mental health functioning than managers and professionals.  

 

The result that mental health was better among those in the lowest occupational group than the 

highest group of managers and professionals was in line with some other studies on the topic 

(e. g. Hämmig & Bauer, 2013; Sekine et al., 2009). Then again, most scientific literature states 

poorer socioeconomic situation to be associated with poor mental health (e. g. Fryers et al., 

2003; Hudson, 2005; Laaksonen et al., 2007; Lahelma et al., 2006; Reiss, 2013), and some 

previous studies have found varying associations between socioeconomic indicators and mental 

health depending on the chosen socioeconomic indicator, even within the same data (Lahelma 

et al., 2006). These mixed results highlight the meaning of operationalization and conceptual-

ization of both socioeconomic circumstances and mental health measurements in this field of 

research, but they also signal the complexity of mental health, and its possibly differing mech-

anisms in different study populations. 

 

Adjusting for adverse health behaviours attenuated the associations between adverse psycho-

social working conditions and poor mental health functioning only slightly. However, physical 

workload’s association with poor mental health functioning became statistically insignificant 

after adjusting for adverse health behaviours, indicating that adverse health behaviours partly 

explained the association between adverse physical working conditions and poor mental health.  

Additionally, health behaviours were associated with poor mental health functioning. Of all the 

variables studied, insomnia symptoms had the strongest association with poor mental health 

functioning (ORs 3.8-4.1). This was expected as insomnia impairs functioning (Ustinov et al., 

2010) and mental health problems and insomnia often coincide (Sivertsen et al., 2009). Depres-

sion has been observed to be more common among those with insomnia than in the general 

population and people with insomnia to be in a twofold risk of developing depression (Baglioni 

et al., 2011). Also the importance of good sleep in maintaining work ability has been recognized 
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in earlier studies (e. g. Lian et al., 2015; Sivertsen et al., 2009). However, the ways insomnia, 

adverse working conditions and poor mental health functioning are associated with each other 

would require further research on the topic. 

 

This study was conducted with a cohort of young adults. Thus, it gives an insight into the asso-

ciation between working conditions and mental health in a group of workers whose active par-

ticipation in the labour market is an essential question as the population in Finland is aging. As 

Wahlbeck et al. (2018) have stated, from the economic point of view it is especially important 

to invest in mental health of the working-age population. In order to prolong working careers 

and reduce early exits from the labour market due to problems with mental health, special at-

tention should be paid to the psychosocial working conditions of younger workers who could 

still have long careers and many productive years ahead. 

 

The results of the present study were in line with much of the earlier research on the associations 

between working conditions and mental health. Nonetheless, there is no consensus on to what 

extent problems with mental health can be explained by one’s environment and how much is 

explained by individual characteristics and behaviours. According to Horwitz (2013), mental 

health professionals tend to locate the roots and cures of mental illness in the individual, 

whereas sociologists examine the social causes of mental health problems, or consider the 

symptoms as cultural products that differ depending on the context in which they emerge. 

Therefore, the means to prevent and cure mental health problems vary from changing the cir-

cumstances, such as working conditions, to altering individual traits through for example health 

behaviour interventions. In this study, the association between psychosocial working conditions 

and mental health functioning was not particularly altered by health behaviours, which suggests 

adverse psychosocial working conditions to be associated with poor mental health functioning 

despite individual behavior.  

 

Based on previous work by Martikainen, Bartley & Lahelma (2002) and Rugulies, Aust & Syme 

(2004), Rugulies (2019) has modified a conceptual framework of the causal pathway on how 

psychosocial working conditions influence physical and mental health. He states that research 

on psychosocial working conditions should not be restricted only to cover individual responses 

to circumstances, since macro-level societal structures like legislation affect the meso-level 

workplace structures that, in turn, shape the psychosocial working conditions that the individual 
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is experiencing. These psychosocial working conditions induce cognitive and emotional pro-

cesses in individuals that influence one’s health behaviour and provoke psychological and phys-

iological changes in employees. (Rugulies, 2019). Thus, differentiating outward circumstances 

and individual behaviour is not always straightforward. Stressful work can for example trigger 

smoking and other adverse health behaviours and thus, one’s environment and their behaviour 

are strongly interconnected. (Karasek & Theorell, 1990). The results of this study further affirm 

the need for organizational structures and practices to help workers to adjust their psychosocial 

working conditions better to their health and needs. 

 

6.2 Methodological considerations 

This study has some limitations and methodological considerations that need to acknowledged. 

First, using self-reported measures for both mental health and working conditions in research 

has been criticized, since having mental health problems might affect the way one estimates 

their working conditions and thus, can lead to biased results (Laaksonen et al., 2012). If a per-

son’s mental health functioning has weakened, it is possible that they assess also other aspects 

of life more negatively than they would if they felt well. Also personality can affect the way 

one evaluates their work environment (Karasek & Theorell, 1990). 

 

Second, this study was cross-sectional and thus, no subsequent changes or outcomes could be 

measured. The results of logistic regression analysis are not suitable for making causal assump-

tions (Tabachnick & Fidell, 2014). Together with the possibility of self-reporting bias men-

tioned above, it needs to be noted that the observed association between adverse working con-

ditions and poor mental health functioning does not unambiguously mean that adverse working 

conditions would always lead to poor mental health functioning. A systematic review by Bonde 

(2008) of sixteen studies observed a consistent connection between self-reported adverse psy-

chosocial working conditions and an increased risk of depression, but as Bonde states, it is not 

possible to draw reliable conclusions of the direction of causality (Bonde, 2008).  

 

Third, despite the growing body of literature on “psychosocial” phenomena, the definition and 

usage of the word in research has also been criticized. Mutaner and Chung (2005) have claimed 

psychosocial epidemiology to emphasize individual psyche disproportionately, thus underrat-

ing societal structures and the prevailing historical circumstances. Rugulies (2019) argues that 

“psychosocial factors” is an ambiguous concept, since it is used to refer both to the work or-

ganization and to the personalities and attitudes of the members of the organization. Also in the 
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present study, the measurement of psychosocial working conditions is likely to represent both 

the work organization and individual personalities.  

 

Fourth, in the present study, as the two highest occupational groups did not differ statistically 

significantly in their mental health functioning, no clear gradual association was found. In the 

study cohort of municipal employees used in this study, more respondents were from health 

care and social service sectors than in the working population in general. Therefore, occupa-

tional class of semi-professionals included for example nurses, which is an occupation where 

common mental disorders are prevalent (Gärtner et al., 2012). It is possible that the association 

between socioeconomic position and mental health functioning might have been clearer in other 

study populations where different occupations were more widely represented.  

 

Last, as the study cohort consisted of municipal workers, female gender and specific occupa-

tions were likely to be overrepresented in comparison to the general working population. It is 

also important to note that mental health problems are often associated with unemployment 

(Avendano & Berkman, 2015) and therefore, people actively participating in working life likely 

represent a population with better mental health than the general population. According to Beck 

et al. (2011), depressive symptoms might restrain from getting or maintaining a job and the 

severity of depression has been noted to associate with the level of weakened work functioning. 

Thus, in population samples which consist only of employed people, the results might under-

estimate the associations between mental health and environmental factors. In this study, the 

lowest quartile of the MCS scores was defined as having poor mental health functioning. This 

definition is done in relation to the other respondents in the study sample and thus, those who 

were defined as having poor mental health functioning might actually fall into other categories 

in wider samples.  

 

This study showed adverse psychosocial working conditions to be associated with poor mental 

health functioning. Because the present study was cross-sectional, it leaves many questions to 

be answered for future research. As an association was found, it would be important to examine 

subsequent sickness absence spells or possible disability pensions to investigate the conse-

quences of long-term exposure to adverse psychosocial working conditions to detect their true 

costs. Additionally, as some studies (Kouvonen et al., 2016, 2017) have observed an association 

between adverse physical working conditions and poor mental health functioning within longi-

tudinal research frames among older municipal employees, it would be important to study these 
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associations also among younger workers. Since there will be follow-up surveys with the same 

cohort examining the same variables, future research could investigate the long-term effects of 

adverse working conditions on mental health functioning and possibly their associations with 

subsequent work disability due to mental health disorders. Longitudinal research frames could 

enable examining the possible effect of continuous, long-lasting adverse working conditions on 

mental health functioning. 
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7 Conclusion 

In this study, I examined the associations of adverse psychosocial and physical working condi-

tions with poor mental health functioning. The results of the study showed an association be-

tween adverse psychosocial working conditions, that is, high job demands and low job control, 

and poor mental health functioning even after adjusting for sociodemographic characteristics, 

health behaviours, and physical working conditions. The results were more ambiguous for 

physical working conditions, as after adjusting for health behaviours, the association between 

adverse physical working conditions and poor mental health functioning diminished and was 

not statistically significant anymore. 

 

This study contributes to the growing body of evidence of the association between adverse 

psychosocial working conditions and poor mental health functioning. The study sample con-

sisted of a cohort of under 40-year-old municipal employees of the City of Helsinki. The results 

highlight the importance of enhancing favorable psychosocial working conditions among 

younger employees to prevent subsequent negative consequences of poor mental health, such 

as sickness absence spells and work disability. As populations are aging in many developed 

countries and disability pensions due to mental health problems are a prevalent reason for early 

labour market exit, it is increasingly important to inquire into the factors that can contribute to 

keeping the working-age populations healthy and thus, able to work. As the present study was 

cross-sectional and found an association between adverse psychosocial working conditions and 

poor mental health functioning, further research could clarify the long-term effects of adverse 

working conditions on mental health functioning among younger employees. 
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