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Preface 

Dame Carol Black’s Review – Working for a Healthier Tomorrow – recently recognised that 
there is strong and growing evidence that work, health and wellbeing are closely and 
powerfully linked and need to be addressed together. 

The NHS, as Europe’s largest employer, is committed to ensuring the best health and 
wellbeing for its staff. With over 450 different organisations employing staff in the NHS, 
there is a general recognition that while there are some organisations that support staff with 
excellent health and wellbeing initiatives there is also inconsistency across the NHS. 

An independent NHS health and wellbeing review was announced by Secretary of State 
Alan Johnson MP on 25 November 2008 as part of the government’s response to Dame 
Carol Black’s report on the health of the UK’s working age population. In January 2009, 
Dr Steve Boorman agreed to lead the review. 

Against this background, The Work Foundation led a partnership with RAND Europe 
and Aston Business School undertaking the research and analysis to support the review. 
RAND Europe led the literature review on health and wellbeing in the UK. 

The literature review is intended to provide evidence on whether health workplace 
interventions could be useful to mitigate health risk factors, and to reduce the costs 
associated with poor health and wellbeing in British workplaces and the NHS. In order to 
achieve this, the study: (1) examines the extent of poor health and wellbeing in British 
workplaces and the NHS; (2) reviews the scholarly literature on the effectiveness of health 
workplace interventions in terms of health and work-related outcomes; and (3) identifies 
some lessons that can be learnt from a small group of ‘good practice’ comparators 
identified by Dr Steve Boorman. 

The main findings of this study are as follows: 

• Health and wellbeing remain key issues in British workplaces and the NHS. 
• Poor health and wellbeing at work lead to significant individual, organisational, 

economic and societal consequences due to sickness absence. 
• Health and wellbeing in the workplace seems a particular challenge to the NHS in 

England. 
• The cost of presenteeism should also not be under-estimated. 
• Workplace health interventions can be effective to address poor health and 

wellbeing. 
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RAND Europe is an independent not-for-profit policy research organisation that aims to 
serve the public interest by improving policy-making and informing public debate. Its 
clients are European governments, institutions and firms with a need for rigorous, 
impartial, multidisciplinary analysis. 

The Work Foundation is the leading independent authority on work and its future. It aims 
to improve the quality of working life and the effectiveness of organisations by equipping 
leaders, policymakers and opinion-formers with evidence, advice, new thinking and 
networks. 
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Executive summary 

The Work Foundation led a partnership with RAND Europe and Aston Business School 
undertaking the research and analysis to support the Boorman review. RAND Europe led 
the study on whether health workplace interventions could be useful to mitigate health risk 
factors and to reduce the work-related costs associated with poor health and wellbeing in 
British workplaces and the NHS in England. This section highlights some of the main 
findings of the research. 

Health and wellbeing remain key issues in British workplaces  
Despite the downward trends in fatal and non-fatal injuries in Great Britain over past 
decades, evidence shows that health and wellbeing at work remain key issues. For instance, 
work-related illness due to stress, anxiety and depression are on the rise. In Great Britain, 
during 2007/08 an estimated 2.1 million people suffered from an illness that they believed 
was caused or made worse by their current or past work; 229 workers suffered fatal injuries 
at work; and 299,000 self-reported injuries occurred. Finally, 34 million working days 
were lost overall (1.4 days per worker), 28 million due to work-related ill-health and 6 
million due to workplace injury. 

Poor health and wellbeing at work lead to significant individual, organisational, 
economic and societal consequences due to sickness absence 
Poor health and wellbeing issues at work can be damaging to both individuals and their 
immediate family, and eventually to the community and society they live in. The Health 
and Safety Executive estimates the costs to individuals of workplace accidents and work-
related ill-health to be between £10.1 and £14.7 billion in Great Britain. These costs 
include loss of income, extra expenditure of dealing with injury or ill-health, and subjective 
costs of pain, grief and suffering. 

The consequences of poor health and wellbeing at work are costly to employers. There is a 
lot of information on absenteeism, both in terms of the number of days lost and their 
associated cost to employers themselves. The Health and Safety Executive estimates the 
costs to employers of workplace accidents and work-related ill-health to be between £3.9 
and £7.8 billion in Great Britain. These costs include sick pay, administrative costs, 
damage from injuries and non-injuries, recruitment costs, and compensation and insurance 
costs. There are estimates that work-related illness was responsible for 27.6 million 
working days lost in 2007/08 in Great Britain, representing 1.15 days lost on average per 
worker. Besides this, there are estimates that work-related injuries were responsible for 6.2 
million days lost during the same year, representing 0.22 days lost on average by each 
worker. 
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In the financial year 2006/07 an average of 9.3 working days were lost per staff year to 
sickness absence across the whole civil service in the United Kingdom. There are 
nevertheless important differences across departments in term of sickness absence, ranging 
from 3.3 to 12.4 average working days lost per staff member.  

In addition to the individual and organisational consequences of health and wellbeing 
issues at work, there are non-negligible consequences for society as a whole. The Health 
and Safety Executive estimates the costs to society of workplace accidents and work-related 
ill-health to be between £20.0 and £31.8 billion in Great Britain. These costs comprise loss 
of output, medical costs, costs to the Department for Work and Pensions of administering 
benefit payments, and Health and Safety Executive and local authority investigation costs. 

Workplace health and wellbeing seems a particular challenge to the NHS in England 
The proportion of workers reporting an illness or an injury varies across sectors, jobs and 
organisations. Although its results should be interpreted with caution, our logistic 
regression analysis has shown that working in human health activities (hospital, medical 
practice, dental practice and other human health activities) or in the NHS, as opposed to 
other activities and organisations, increases the odds of reporting a work-related illness or 
an injury. Moreover, NHS workers report more work-related illnesses due to stress, anxiety 
and depression than other workers in England. 

The NHS in England shows a comparatively high average of working days lost per staff per 
year, i.e. 10.7 compared to the average of 9.3 in the public sector. Moreover, NHS workers 
seem to stay on sick leave longer than other workers. 

The cost of presenteeism should also not be underestimated 
There is less information available on the cost of presenteeism because it is more difficult 
to calculate than the cost of lost days. In addition, the cost of presenteeism is an indirect 
cost to employers that has remained largely invisible to them until recently. However there 
are estimates that presenteeism due to poor mental health leads to a loss of working time 
nearly 1.5 times that caused by sickness absence due to mental ill-health in the United 
Kingdom. 

Workplace health interventions can be effective to address poor health and wellbeing 
Workplace health interventions can mitigate health risk factors and reduce the work-
related costs associated with poor health and wellbeing in British workplaces and the NHS. 
The concept of health and wellbeing at work goes beyond the mere absence of illness or 
disability. It should be understood as a “state of complete physical, mental and social 
wellbeing” (World Health Organization, 1948). 

Various antecedent factors are related to the health and wellbeing of workers: work-related, 
lifestyle and socio-economic factors. Workplace health interventions aiming at improving 
health and wellbeing at work should therefore not focus only on work-related factors. 

Evidence from the literature and the selected case studies show that many workplace health 
interventions targeting problems due to work-related antecedent factors such as low back 
pain, musculoskeletal disorders and mental health disorders can have positive health 
outcomes. The literature also suggests that interventions aimed at improving damaging 
lifestyle behaviours such as poor diet, smoking, alcohol abuse and lack of physical activity 
can be effective in terms of health outcomes. Nevertheless, few studies directly relate 
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workplace interventions to work-related outcomes, and the economic effectiveness of 
interventions varies greatly across sectors. 
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CHAPTER 1 Introduction 

1.1 The challenge of health and wellbeing at work 

Over the past three decades, growing public concern over the rise of unemployment in 
many industrialised countries has overshadowed the debate on the “quality” of jobs.1 
Increasing the quantity of jobs was seen as the main priority. It appears that in some cases 
little thought was given to the potential impact of policies devised to increase job numbers 
on the ability of such jobs to safeguard employees’ health and wellbeing.2 In addition, it 
could be said that the transition of modern economies towards a post-Fordist productivity 
model characterised by automation and the rapid rise of services were perceived by many as 
the end of “tough jobs” (physical jobs that presented many health hazards and risks) 
(Askenazy, 2004). Statistics on work-related illnesses and injuries corroborate these 
perceptions. Between 1974 and 2008, the number of fatal injuries to employees fell by 75 
percent in Great Britain. During the same period, the number of reported non-fatal 
injuries fell by 70 percent.3  

Although downward trends in fatal and non-fatal injuries at work in many industrialised 
countries reinforce these perceptions that “tough jobs” are declining, job quality has 
increasingly gained the attention of policymakers and workers over recent years. This 
increasing interest in job quality can be explained by several factors such as increased job 
insecurity, worsening of working conditions, and reduced possibilities of combining work 
with other private and social responsibilities (European Commission, 2008). From 1990 to 
2008, the rate of self-reported work-related illness – particularly due to stress and related 
conditions – doubled. It jumped from 820 per 100,000 employed in 1990 to 1,620 in 
2008.4 Besides, several dimensions of job quality such as health and wellbeing at work have 

                                                      
1 By “quality” of jobs, we mean the ability of jobs to uphold workers’ health and wellbeing. 

2 For example, Askenazy (2004) suggests that the reduction in length of the working week to 35 hours in 
France – which was aimed at the creation of some 300,000 jobs – also led to a worsening of working 
conditions according to many workers, as well as numerous changes to French labour laws including a 
shortening of the legal time employers have to give to their workers for changing shift hours. 

3 Health and Safety Executive, 2008.  

4 Prevalence per 100,000 employed in the last 12 months. Estimates of self-reported work-related illness are 
based on results from the Labour Force Survey and are available on the Health and Safety Executive website. 
They have been adjusted so that the coverage is approximately consistent (e.g. limited to people who worked in 
the last 12 months in England and Wales only), and even then are still affected by factors such as differences in 
survey design and level of information collected. 
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gained attention recently given the profound impacts which they have on individuals, 
organisations and societies. 

This report focuses on a specific dimension of job quality: health and wellbeing at work. 
Health and wellbeing at work have become frequent topics in the media as well as in 
practitioner-oriented and scholarly research journals (Danna and Griffin, 1999). In 
addition, as mentioned previously, this particular dimension of job quality has gained the 
attention of many policymakers given the sizeable negative socio-economic consequences 
of low levels of health and wellbeing at work.5 Similarly, Dame Carol Black’s Review – 
Working for a Healthier Tomorrow – recently recognised that there is strong and growing 
evidence that work, and health and wellbeing, are closely and powerfully linked and need 
to be addressed together. 

Health and wellbeing at work is indeed a key concern in many industrialised countries. In 
Great Britain, during 2007/08 an estimated 2.1 million people suffered from an illness that 
they believed was caused or made worse by their current or past work; 229 workers 
suffered fatal injuries at work; and 299, 000 self-reported injuries occurred in this period. 
Finally, 34 million working days were lost overall (1.4 days per worker): 28 million due to 
work-related ill-health and 6 million due to workplace injury.6  

1.2 Objective of this study 

The promotion and improvement of the health and wellbeing of NHS staff has been a 
long-term objective for the Department of Health and the NHS employing organisations. 
It is widely understood that the health and wellbeing of the workforce makes a major 
contribution to the delivery of high quality healthcare. 

The NHS, as Europe’s largest employer, is indeed committed to ensuring the best health 
and wellbeing for its staff. With over 450 different organisations employing staff in the 
NHS, there is a general recognition that while there are some organisations that support 
staff with excellent health and wellbeing initiatives there is also inconsistency across the 
NHS. 

An independent NHS health and wellbeing review was announced by Secretary of State 
Alan Johnson MP on 25 November 2008 as part of the Government’s response to Dame 
Carol Black’s report on the health of the UK’s working age population. In January 2009, 
Dr Steve Boorman agreed to lead the review. 

Against this background, the study is intended to provide evidence on whether health 
workplace interventions could be useful to mitigate health risk factors and to reduce the 
costs associated with poor health and wellbeing in British workplaces and the NHS. More 
specifically, the study aims to: 

                                                      
5 See, for instance, the Secretaries of State for the Department for Work and Pensions and the Department of 
Health (2008); European Commission, Improving Quality and Productivity at Work: Community Strategy 2007–
2012 on Health and Safety at Work, Communication from the Commission to the Council and the European 
Parliament, 2007. 

6 Health and Safety Executive, based on the Labour Force Survey. 
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• examine the extent of poor health and wellbeing in British workplaces and the 
NHS 

• review the scholarly literature on the effectiveness of health workplace 
interventions in terms of health and work-related outcomes 

• identify some lessons that can be learnt from a small group of “good practice” 
comparators identified by Dr Steve Boorman. 

1.3 Structure of the report 

The report has three chapters. The first chapter discusses the definitions of health and 
wellbeing at work in use and analyses the extent of poor health and wellbeing in British 
workplaces and the NHS. The second chapter reviews the scholarly literature on the 
effectiveness of workplace health interventions. The final chapter presents the “good 
practice” identified in organisations selected by Dr Steve Boorman. 
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CHAPTER 2 Health, wellbeing and work 

2.1 Introduction 

In this chapter we introduce the concept of health and wellbeing at work, before assessing 
the extent of poor health and wellbeing in British workplaces and the NHS using publicly 
available statistics on work-related injuries and illness. 

This chapter is structured as follows. First, we present a conceptual framework that helps 
us to understand the major elements of health and wellbeing in the workplace as a system. 

We provide a brief overview of the literature that defines health and wellbeing at work. We 
then look at the antecedents (causal factors) that impact on health and wellbeing at work 
before looking at the consequences that health and wellbeing issues can have on 
individuals, the organisation they work for and society as a whole. Finally, we present 
statistics on work-related injuries and illness in workplaces in Great Britain to illustrate the 
extent of the problem caused by occupational health and wellbeing issues, and how health 
services compare to other sectors. 

2.2 Understanding health and wellbeing at work 

In this section, we present a conceptual framework that helps us understand the main 
elements of health and wellbeing in the workplace and their interrelationships. We first 
define health and wellbeing at work, the core elements of the framework. We then give an 
overview of the main antecedent factors related to health and wellbeing at work: work-
related and lifestyle factors. After that, we examine the role of occupational health delivery 
services and health and safety management systems in the workplace. Finally, we discuss 
the consequences of poor health and wellbeing at work. 

2.2.1 Definitions of health and wellbeing at work 
Despite the recent increased interest in health and wellbeing at work, the scholarly 
literature on this topic is not consistent. Furthermore, there is little consensus among 
academics on the definitions of health and wellbeing at work (Danna and Griffin, 1999). 

It is, however, possible to identify three broad approaches to health and wellbeing in the 
scholarly literature (Danna and Griffin, 1999). The first two approaches focus on the 
health and wellbeing of individual workers per se. The first of these approaches addresses 
health and wellbeing at work from a physical perspective, considering the physical health of 
workers such as their physical illnesses and diseases. However it is insufficient to address 
health and wellbeing at work from a uniquely physical perspective since work has also been 
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shown to impact on social and mental health. The second approach considers health and 
wellbeing at work from a mental, psychological and emotional perspective, looking at 
“emotional states and epidemiological rates of mental illnesses and diseases” (Danna and 
Griffin, 1999). Finally, a third approach addresses health and wellbeing through their 
potential societal consequences as is prevalent in cases where drug abuse and alcoholism are 
present. 

Although these three approaches contribute to the understanding of health and wellbeing 
at work, it is inadequate to consider them separately since they are interrelated (Gollac and 
Volkoff, 2007). For instance, stress at work can affect the mental health of workers 
through depression, but it can also affect their physical health because it may for instance 
reduce their vigilance and lead to injuries. Even though health and wellbeing at work are 
examined through these interrelations, the definitions of “health” and “wellbeing” remain 
problematic in the literature. Each term should nevertheless be defined in its own right to 
facilitate the understanding of the issues they individually raise in the workplace. 

Health at work 
Emmet (1991) and Gollac and Volkoff (2007) find that health is not solely synonymous 
with the absence of illness or disability, although they recognise that both illness and 
disability damage health. The World Health Organization, for example, defines health as a 
broader encompassing concept, a “state of complete physical, mental, and social wellbeing 
and not merely the absence of disease or infirmity” (World Health Organization, 1948). 
This broader definition of the concept of health from the World Health Organization is 
especially important in the work context as stress, tiredness and pain can have important 
negative effects on workers, organisations and society as a whole (Gollac and Volkoff, 
2007). These “health problems” often need workplace interventions, although they do not 
necessarily lead to diagnosis of diseases and injuries or reveal pathological signs.  

In an attempt to clarify the terminology used in the academic literature, Danna and Griffin 
(1999) suggest that the term “health” should “encompass both physiological and 
psychological symptomology within a more medical context”. Although this definition of 
health is more restrictive than that of the World Health Organization, it allows these 
authors to distinguish between wellbeing and intrinsic health. However, this definition 
does not provide information on the meaning of health in the work context. 

Health at work cannot be understood only in terms of work-related antecedents. The 
relationships between health and work are not uni-factorial: the deterioration of workers’ 
health may be caused by work and non-work-related factors. Indeed, illnesses, diseases or 
injuries contracted outside work may have an impact not only on the individual but also 
on his or her working life by impeding their productivity or physical ability to carry out 
the job, for instance. An example of this would be sleep disorders that can be caused by 
combining shift work and family life (e.g. having young children) and can impact on both 
the individual’s private life and their working life. 

In addition it is often difficult to establish a direct association between a given exposure 
related to the work environment and its impact on health, except in the cases of injuries or 
accidents where this association tends to be direct and instantaneous. However, more often 
than not, exposure to a work-related hazard exerts its impact only over several years, as for 
example asbestos-induced lung disease such as asbestososis or mesothelioma. A key issue for 
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employers and individuals alike is therefore to discover whether these pathologies have 
work-related antecedents or not. This issue will have far-reaching implications for 
compensation and insurance claims, as well as for policies, regulations and laws aimed at 
safeguarding workers’ health in the workplace and establishing employers’ duties in this 
respect. 

Wellbeing at work 
The concept of wellbeing has been subjected to various definitions in the academic 
literature. Warr (1999), in his seminal review of the literature, distinguishes between job-
specific wellbeing – that is, people’s feelings about themselves in their job – and more 
general feelings about one’s life, namely context-free wellbeing. While wellbeing is often 
perceived through a single axis (i.e. feeling good or bad), Warr suggests that job-specific 
and context-free wellbeing may be viewed in terms of three axes: displeasure-to-pleasure, 
anxiety-to-comfort and depression-to-enthusiasm (Daniels and Guppy, 1994; Lucas, 
Diener and Suh, 1996) (Figure 2-1).  

Danna and Griffin (1999) propose a similar definition of wellbeing where it is understood 
as a broader concept than health. This concept includes context-free measures of life 
experiences such as life satisfaction and happiness as well as work-related experiences such 
as job satisfaction. 

Key job features such as physical security, valued social position and opportunity for skill 
use will all impact on a worker’s level of wellbeing at work. However, job-specific 
wellbeing is not only influenced by these key job-features. Individual factors such as 
affective dispositions, socio-economic demographic factors (e.g. age and gender) and the 
level of context-free wellbeing play a role in determining people’s wellbeing levels in the 
workplace (Warr, 1999) (Figure 2-1). 

2.2.2 Antecedent factors related to health and wellbeing at work 
The scholarly literature has identified several antecedent factors influencing the levels of 
health and wellbeing at work, encompassing work and non-work-related antecedent 
factors. In an attempt to synthesise the results of the literature review, we classify these 
antecedent factors into two broad groups: work-related and lifestyle antecedent factors 
(Figure 2-2). However, particular symptoms can be explained by several antecedent factors. 
For instance, family problems can have a negative impact on relationships at work, which 
in turn can affect workers’ mental health. In other words, the two broad groups of 
antecedent factors are interrelated. 

Work-related factors 
Many working conditions7 make the workplace hazardous to workers’ health and 
wellbeing. These working conditions (e.g. lighting, temperature, noise factors, chemicals, 
working time, management practices) expose workers to different types of work-related 
health hazards: physical, chemical, biological and psychological (Gollac and Wolkoff, 
2007). The exposure to these different work-related health hazards varies across 
occupations and industries. 

                                                      
7 By working conditions, we mean all the conditions under which employees have to work.  
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These working conditions can engender various physical and mental health illnesses. They 
can also provoke work-related injuries. Although these illnesses and injuries do not often 
cause long-term sickness absence, they nevertheless have sizeable consequences not only for 
individuals but also for organisations and society. 

Moreover, work-related factors can induce serious illnesses and injuries and even lead to 
tragic outcomes. For instance, job insecurity can create chronic stress for workers, with 
symptoms including an elevated level of distress, depression and anxiety (Murphy, 2008). 
These symptoms increase with the length of exposure. A review of workplace closure 
studies found that nearly all of them reported both physical and psychological adverse 
effects on workers during both anticipation of redundancy and actual termination phases 
(Ferrie, 1999). Inappropriate work settings can also lead to chronic musculoskeletal 
disorders (MSDs) and subsequently to long-term sick leave (Briand et al., 2008; Bültman 
et al., 2009). Furthermore, thousands of workers are affected by work-related chronic 
diseases due to exposure to dangerous biological and chemical health hazards (Health and 
Safety Executive, 2008). These diseases include chronic obstructive pulmonary diseases, 
including bronchitis and emphysema, which occur due to occupational exposures to 
fumes, chemicals and dusts. They also include asbestosis and other types of 
pneumoconiosis, mainly due to exposure to asbestos, coal dust, and silica. 

Figure 2-1: A model of employee wellbeing and its determinants 

 
Source: Warr (1999). 

Lifestyle factors 
The choices that workers make about their behaviour, especially their choices about diet, 
tobacco and alcohol and more generally about the way their leisure is spent, have a direct 
effect on their health and wellbeing at work. Many chronic diseases such as cardiovascular 
diseases are caused by damaging lifestyle behaviours: poor diet, smoking, alcohol abuse and 
lack of physical activity (Vaughan-Jones and Barham, 2009).  
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Beyond these individual choices, lifestyle is also influenced by socio-economic factors (e.g. 
income, social environment, housing), which in turn influence workers’ health and 
wellbeing (Blaxter, 1991). 

Figure 2-2: A conceptual framework of health and wellbeing at work 

Work-related

Lifestyle

Well-being at work

Individual

Organisational

Societal

ANTECEDENTS CONSEQUENCES

INTERVENTIONS & OCCUPATIONAL HEALTH 
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Source: adapted from Danna and Griffin (1999). 

2.2.3 Occupational health delivery services 
In addition to work-related and lifestyle antecedent factors, other elements have an impact 
on the level of health and wellbeing at work. For instance, occupational health delivery 
services have a critical role in ensuring high levels of health and wellbeing among workers. 
Their mission is to promote and maintain “the highest degree of physical, mental and 
social wellbeing of workers in all occupations by preventing departures from health, 
controlling risks and the adaption of work to people and people to their jobs” 
(International Labour Organisation, 1985). Different models for provision of occupational 
health services can be distinguished, as outlined by Wales Audit Office8:  

• The “full in-house service” model offers the advantage of dedicated specialists on-
site who know the employer’s business and are “able to give authoritative input on 
any issue”. This model is often found in large organisations such as NHS hospitals 
where “internal occupational health needs generate enough demand to spread the 
cost of the service”. 

• The “partial in-house service” model. This model generally means that a company 
does not employ a health specialist full-time but use regular part-time or contract 

                                                      
8 http://www.wao.gov.uk/2082.asp. 

http://www.wao.gov.uk/2082.asp
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for medical opinion if required. This model is less expensive than employing full-
time medical practitioners. It can thereby be suitable for small organisations. 

• The “buy-in to someone else’s in-house service” model via a service level 
agreement (SLA) either for a fixed fee or by case. It is not uncommon to have a 
partial in-house service and to buy in specialist medical advice or interventions 
through an SLA. When this model works well, it can offer access to a larger and 
better-resourced set-up. However, there is a risk that the host organisation will 
give its own needs higher priority and the customer is always last in the queue. 
This risk can be reduced by managing and monitoring the SLA robustly. 

• The “partnership (shared) service” model can be funded by charging pro rata pay 
bills of the organisations involved. By achieving size, the operation is then able to 
justify the engagement of occupational health consultants and adopt good practice 
for employee development. The risk is that the shared “ownership” generates 
suspicion within each organisation that preference is being given to another. 

• The “external provider” model where occupational health is ensured by a local 
general practitioner or a specialist occupational health company. 

2.2.4 Occupational health and safety management systems 
Occupational health and safety (OHS) management systems also influence the level of 
health and wellbeing at work. Voluntary and mandatory OHS management systems have 
been developed in response to workplace-related health. An OHS management system can 
be defined as “the integrated set of organizational elements involved in the continuous 
cycle of planning, implementation, evaluation, and improvement, directed toward the 
abatement of occupational hazards in the workplace. Such elements include, but are not 
limited to, organizations’ OHS-relevant policies, goals and objectives, decision-making 
structures and practices, technical resources, accountability structures and practices, 
communication practices, hazard identification practices, training practices, hazard 
controls, quality assurance practices, evaluation practices, and organizational learning 
practices” (Robson et al., 2005). 

OHS management systems are different from traditional occupational health and safety 
programmes because they are more proactive and better internally integrated. They also 
incorporate stronger elements of evaluation and continuous improvement than traditional 
OHS programmes (Robson et al., 2005). Gallagher, Underhill and Rimmer (2001) 
identified several successful factors for the effectiveness of OHS management systems 
(Table 2-1). 
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Table 2-1: Effective OHS management systems 

Factors Contributing to Effective OHSMS Barriers to Effective OHSMS 

Type of system 

Customised to organisation’s needs Off-the-shelf system imposed without modification 

Developed with support and involvement of all 
organisation stakeholders 

Imposed by senior management without consultation 

Safe place/innovative system Safe person/traditional system 

Internal Organisational Factors 

(i) Management Commitment 

Strong senior management involvement  Delegation of OHS responsibility to line and OHS 
management positions 

OHSMS introduced to improve OHS  Introduced and supported for non-OHS reasons 

Provision of adequate resources  Inadequate resources 

OHS integral to management performance appraisals Limited accountability mechanisms 

Leading by example Words unsupported by practice 

(ii) Integration into Management Systems 

All organisational functions incorporate OHS  OHSMS activities marginalised 

(iii) Employee Involvement 

All employees encouraged and capable of 
participation 

OHS restricted to “technical” experts 
Inadequate training of employees in OHS and in 
consultation 

Independent representation of employees 
encouraged and supported 

Selective employee involvement at management’s 
discretion 

(iv) Workforce Characteristics 

Stable workforce High labour turnover, extensive casual and part-time 
workforce 
Reliance on and exclusion of labour hire 
employees from OHSMS 

Nature of Organisation 

Larger organisation familiar with systems and with 
adequate resources 

Small business, with limited resources and 
unfamiliar with systems concept 

Stable workplace Labour hire company with employees working 
between multiple client sites 
Disorganisation of work associated with presence of 
labour hire employees and contractors 

Contractor Relations 

Principal contractor works with subcontractor to 
develop compatible OHSMS 

Principal contractor simply requires subcontractor to 
have OHSMS 
Principal contractor simply imposes their OHSMS on 
subcontractor 
Sub-contractor’s OHSMS inconsistent with 
principal’s OHSMS 

Audits and Audit Tools 

Appropriately used audits can verify and validate 
OHSMS and facilitate continuous improvement 

Inappropriately used audits encourage “paper 
systems” and an instrumentalist approach to OHSMS 

Adequate audit tools are tailored to organisational 
needs and reflect key OHSMS success factors 

Inadequate audit tools support mediocre OHSMS 
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Audit processes are robust and auditors are 
technically competent 

Quality-style audit processes and inadequate auditor 
skills limit audit comprehensiveness 

Audits are integrated within a comprehensive 
approach to measurement 

Use of audits as the primary measurement tool 

Source: Gallagher, Underhill and Rimmer (2001). 

2.2.5 Consequences of low levels of health and wellbeing at work 

Individual consequences 
Poor health and wellbeing issues at work can be damaging to individuals and their 
immediate family, and eventually to the community and society they live in. The Health 
and Safety Executive estimates the costs to individuals of workplace accidents and work-
related ill-health to be between £10.1 and £14.7 billion in Great Britain (Table 2-2). These 
costs include loss of income, extra expenditure of dealing with injury or ill-health, 
subjective costs of pain, grief and suffering (Pathak, 2008). 

Some of the consequences of poor health and wellbeing at work on individuals specifically 
include (Secretaries of State of the Department for Work and Pensions and the 
Department of Health, 2008; European Network for Workplace Health Promotion, 2004; 
Black, 2008; PricewaterhouseCoopers, 2008):  

• more frequent absences from work and increased risk of leaving employment 
altogether due to ill-health, which lead to further consequences (as described 
previously) not solely on an individual level but also on their immediate family 

• loss of productivity as a result of both absenteeism and presenteeism9 

• loss in motivation and satisfaction levels at work 

• increased risk of injury. 

                                                      
9 The Sainsbury Centre for Mental Health (2007) defines presenteeism as “the loss in productivity that occurs 
when employees come to work but function at less than full capacity because of ill-health”. 
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Table 2-2: The costs of workplace accidents and work-related ill-health in Great Britain, in £ billion, 
2001/02 

Costs to individuals 

Ill-health 5.9 to 9.4 

Injury 3.3 to 6.3 

Sub-total 10.1 to 14.7 

Costs to employers 

Ill-health 1.5 

Injury 1.0 to 1.1 

Non-injury 1.4 to 5.3 

Sub-total 3.9 to 7.8 

Costs to society 

Ill-health 11.3 to 17.3 

Injury 5.9 to 10.7 

Non-injury 1.4 to 5.3 

Sub-total 20.0 to 31.8 

This table presents the cost of damage to materials, machinery and property that occurs through non-injury 
accidents. Although no one is harmed in such events, Health and Safety Executive takes the view that (a) they 
have the potential to cause human harm; and (b) they are caused by the same management failures that lead to 
injury accidents. 

Source: Health and Safety Executive (2004a). 

Organisational consequences 
The consequences of poor health and wellbeing at work are costly to employers. 

There is a wealth of information on the “business case” for employers’ investment in their 
workers’ health and wellbeing to reduce sickness absence of employees. To respond to the 
sickness absence of employees, employers may seek to maintain the level of output to hire 
temporary workers, to pay current workers to work overtime or to increase work load 
among current workers. Employers may also accept a decline in output equivalent to the 
foregone output of the absent worker (Pathak, 2008). These responses are costly to 
employers. Therefore, employers’ investment in their workers’ health and wellbeing to 
reduce sickness absences may save them money. Furthermore, this investment can also 
result in a more productive workforce by making employees feel greater loyalty to the 
company as a result of feeling valued and “cared for”. The Black review also stresses that a 
more productive workforce can spur on more positive consequences by enabling employers 
to invest more in training as a result of the money saved, which in turn has the potential to 
“yield higher returns” (Black, 2008). 



Health, Wellbeing and Work 

14 

There is a lot of information on the direct and indirect rates of absenteeism, both in terms 
of the number of days lost and their associated cost to employers themselves 
(PricewaterhouseCoopers, 2008). There are estimates that work-related illness was 
responsible for 27.6 million working days lost in 2007/08 in Great Britain, representing 
1.15 days lost on average per worker (Figure 2-3). Also, there are estimates that work-
related injuries were responsible for 6.2 million days lost during the same year, representing 
0.22 days lost on average by each worker (Figure 2-4). 

In financial year 2006/07 an average of 9.3 working days were lost per staff year to sickness 
absence across the whole civil service in the United Kingdom. There are nevertheless 
important differences across departments in terms of sickness absence, ranging from 3.3 to 
12.4 average working days lost per staff. NHS in England shows a comparative high 
average working days lost per staff. Moreover, NHS workers seem to stay on sick leave 
longer than other workers  (Box 2-1). The total cost of absences in the financial year 
2006/07 in the whole civil service was calculated at around £393 million. The cost per staff 
year was estimated to be around £887.66 (RED Scientific Limited, 2007). 

Figure 2-3: Estimated working days lost due to self-reported work-related illnesses in Great Britain, 
full-time equivalent 
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Source: Labour Force Survey. 

In a recent survey, the Confederation of British Industry estimated the costs of sickness 
absence to employers at £12 billion. However, as noted by Pathak (2008), that survey does 
not estimate the costs of sickness absence due to work-related injuries and illnesses. The 
Health and Safety Executive estimates the costs to employers of workplace accidents and 
work-related ill-health to be between £3.9 and £7.8 billion in Great Britain (Table 2-2). 
These costs include sick pay, administrative costs, damage from injuries and non-injuries, 
recruitment costs and compensation and insurance costs (Pathak, 2008). 
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Figure 2-4: Estimated working days lost due to self-reported work-related injuries in Great Britain, 
full-time equivalent 

0

1500

3000

4500

6000

7500

9000

2000/02 2003/04 2004/05 2005/06 2006/07 2007/08

D
ay

s 
lo

st
 (t

ho
us

an
ds

)

0

0.1

0.2

0.3

0.4

0.5

0.6

A
ve

ra
ge

 d
ay

s 
lo

st
 p

er
 w

or
ke

r

Days lost (thousands) Average days lost per worker

 
Source: Heath and Safety Executive based on Labour Force Survey. 

There is much less information available on the cost of presenteeism because it is more 
difficult to calculate than the cost of lost days. In addition, the cost of presenteeism is an 
indirect cost to employers that has remained largely invisible to them until recently 
(Hemp, 2004). The difficulty to calculate these costs is easy to understand given that “you 
know when someone doesn’t show up for work, but you often can’t tell when – or how 
much – illness or a medical condition is hindering someone’s performance” (Hemp, 2004). 
In addition, calculating these indirect costs involves “determining the prevalence of 
illnesses and medical problems that undermine job performance in the workforce, 
calculating the related productivity loss, and combating that loss in cost-effective ways” 
(Hemp, 2004). 

The impact of presenteeism on individual productivity has been estimated to cut 
productivity by one-third or more (Hemp, 2004). It has been estimated that depression 
costs US employers about $35 billion a year in reduced performance at work and that 
painful conditions such as arthritis, headaches and back problems cost approximately $47 
billion. The total cost of presenteeism has been estimated at $150 billion per year in the 
United States (Hemp, 2004). In addition, studies have calculated that presenteeism is a 
much costlier problem than absenteeism (Hemp, 2004; Childress and Lindsay, 2006; 
Sainsbury Centre for Mental Health, 2007). According to the Sainsbury Centre for Mental 
Health (2007), presenteeism due to poor mental health leads to a loss of working time 
nearly 1.5 times that caused by sickness absence due to mental ill-health. 
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Box 2-1: Are NHS workers on sick leave more often than other workers? 

Table 2-3 presents the average working days lost per staff and total days lost in 
different departments within the public sector. The Department for Transport, 
the HM Land Registry, the Department for Work and Pensions, and the Home 
Office show the highest average working days lost per staff for the years 2006/07, 
amounting to more than 10 days per year. Although no direct comparable data 
exist for the NHS in England, it is estimated than the average working days lost 
per NHS is around 10.7 days, representing 10,228,163 total days lost.10,11 

Table 2-3: Average working days lost per staff and total days lost in the civil service, FY 
2006/07 

Summary Department AWDL Total Days Lost 

Department for Transport 12.4 220,115 

HM Land Registry 12.2 93,905 

Department for Work and Pensions 11.1 1,361,196 

Home Office 10.5 805,132 

Scottish Executive 9.9 130,366 

Department for Education and Skills 8.4 28,882 

National Assembly for Wales 8.4 54,001 

All Other Agencies 8.3 349,145 

Department of Environment Food and Rural Affairs (DEFRA) 7.5 92,571 

Ministry of Defence 7.3 504,083 

Department for Constitutional Affairs 7.0 186,001 

HM Revenue and Customs 7.0 180,590 

Department of Communities and Local Government 6.5 19,878 

Department of Health 6.4 22,692 

Department of Trade and Industry (DTI) 6.3 39,618 

HM Treasury 5.3 10,490 

Department for International Development 5.0 9,001 

Department for Culture, Media and Sport 4.8 3,158 

Cabinet Office 3.3 7,151 
 

Source: RED Scientific Limited (2007). 

Also, the most recent data from the Labour Force Survey shows that NHS 
workers tend to have longer periods of sickness leave because of work-related 
illness than other workers in England (Figure 2-5). They also tend to take more 
time off due to work-related illness and stay at work when they are ill less long 
than other workers. 

                                                      
10 Estimates from Aston Business School. 
11 Days lost translate into significant costs to organisations. The National Audit Office undertook studies on 
the Probation Service (2006) and Department of Transport (2007) and concluded that:  

 Sick leave in the National Probation Service is running at an average of 12.3 days a year for each 
member of staff, directly costing £31.6 million. 

 Staff sickness absence in the Department for Transport and its agencies averaged 10.4 days in 2005, 
costing the taxpayer around £24 million. 
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Figure 2-5: Time off due to work-related illness for NHS workers and other workers in 
England, 2007-08 
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Source: authors’ calculations based on the Labour Force Survey. 

Moreover, a look at the data over recent years reveals that NHS workers have 
increasingly stayed longer on sick leave (Figure 2-6). 

Figure 2-6: Time off due to work-related illness for NHS workers and other workers in 
England, 2004-08 
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Source: authors’ calculations based on the Labour Force Survey. 

This is so because illnesses associated with presenteeism (e.g. back pain, seasonal allergies, 
headaches, depression, gastrointestinal disorders) are more prevalent than many of the 
illnesses associated with absenteeism (e.g. heart disease, cancer), often go untreated and 
“typically occur during peak working years” (Hemp, 2004). The type of ailments and 
illnesses associated with presenteeism affects both the quantity of work that people are able 
to carry out and the quality of their work (Hemp, 2004). 
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Societal consequences 
In addition to individual and organisational consequences of health and wellbeing issues at 
work, there are non-negligible consequences for society as a whole. According to the Black 
review (2008), the society-wide consequences that can result from health and wellbeing 
issues at work are wide-ranging. In particular, the review highlights the societal 
consequences of worklessness on society, which include social exclusion, lower output and 
reduced tax revenues as well as higher costs borne by taxpayers in terms of healthcare and 
social security benefits (Black, 2008). 

The Black review estimated that the costs of sickness absence and worklessness due to ill-
health to UK taxpayers totalled over £60 billion including benefit costs, additional health 
costs and foregone taxes (Black, 2008). The Health and Safety Executive estimates the 
costs to society of workplace accidents and work-related ill-health to be between £20.0 and 
31.8 billion in Great Britain (Table 2-2). These costs comprise loss of output, medical 
costs, costs to the Department for Work and Pensions of administering benefit payments 
and Health and Safety Executive and local authority investigation costs (Pathak, 2008). 

2.3 Measuring health and wellbeing at work 

To better understand the issue of work-related illness and injuries in workplaces in Great 
Britain, we review data collected in the framework of the Reporting of Injuries, Diseases 
and Dangerous Occurrences Regulations 1995 (RIDDOR) and the UK Labour Force 
Survey. These data sources have important differences in terms of coverage of reporting 
mechanism. RIDDOR places a legal duty on employers and other specified duty holders to 
report certain workplace incidents to the relevant enforcing authority, namely the Health 
and Safety Executive, local authorities (LAs) and the Office of Rail Regulation (ORR). The 
UK Labour Survey includes two specific survey modules commissioned by the Health and 
Safety Executive – “The Workplace Injury survey” module and the “Self-reported Work-
related Illness (SWI) survey” module – to gain a view of work-related illness and workplace 
injury based on individual’s perceptions. 

2.3.1 Work-related injuries and illness in Great Britain 

Injuries 

Despite the long-term downward trend in fatal injuries to workers, there has been only a 
slight decline over recent years; 229 workers were still fatally injured in 2007/08 (Figure 
2-7). 

More pronounced has been the fall in non-fatal injuries since 1999/00 (Figure 2-8). From 
1999/00 to 2002/03, the incidence rate of non-fatal injuries was fairly constant. However, 
there has been a steady decrease in the incidence rate from 1,490 incidences per 100,000 
workers (2002/03) to 1,000 per 100,000 workers (2006/07), with a slight increase in 
2007/08 to 1,050 incidences per 100,000 workers. 

 



Health and Wellbeing at Work in the United Kingdom 

19 

Figure 2-7: Number of fatal injuries to workers in Great Britain, 2000/01–2007/08 
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Source: Health and Safety Executive based on RIDDOR. 

Figure 2-8: Estimated annual incidence rates of reportable non-fatal injuries in Great Britain, 
1999/00–2007/08 
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Source: Health and Safety Executive based on Labour Force Survey. 

The two most commonly reported non-fatal injuries are “injuries while handling, lifting or 
carrying” and “slipped, tripped or fell on same level” (Figure 2-9). 
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Figure 2-9: Estimated incidence of reportable non-fatal injuries to workers in Great Britain, by 
accident kind, 2007/08 
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Source: Health and Safety Executive based Labour Force Survey. 

Illnesses 
Each year, thousands of workers die of work-related diseases in Great Britain (Health and 
Safety Executive, 2008). In many circumstances, these diseases have been developed 
recently but are the consequences of exposure to occupational hazards many years ago. In 
2006, an estimated 2,056 death certificates mentioned mesothelioma in Great Britain. 
Other major work-related fatal diseases are asbestosis diseases and lung diseases other than 
mesothelioma and asbestosis (Figure 2-10). 

Figure 2-10: Number of work-related fatal diseases in Great Britain, 1996–2006 
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Source: Health and Safety Executive. 

While deaths due to work-related diseases such as mesothelioma have followed an upward 
trend over the years, reflecting poor working conditions from the past, the rate of self-
reported non-fatal work-related illness is declining. From 2003 onwards, the incidence rate 
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for reported work-related illness or illness made worse by work has been slightly falling in 
Great Britain (Figure 2-11). Despite a sharp increase in 2006/07, the incidence rate was 
down to 1,860 cases of workplace illness per 100,000 workers in 2007/08. 

Figure 2-11: Estimated incidence of self-reported illnesses caused or made worse by work in Great 
Britain, 1999/00–2007/08 
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Source: Health and Safety Executive based on Labour Force Survey. 

Figure 2-12: Estimated incidence of self-reported illnesses caused or made worse by work in Great 
Britain, by illness kind, 2007/08 
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Source: Health and Safety Executive based on Labour Force Survey. 

As Figure 2-12 shows, the two most common types of illness reported are “stress, 
depression, or anxiety”, and “bone, joint or muscle problem”. The other diseases include 
“infectious disease”, “heart disease/attack or other circulatory system problem”, “breathing 
or lung problems”, and other illness. Obviously, the incidence rate per illness depends on 
the nature of working conditions, which vary across industries, occupations and 
organisations. For instance, NHS workers report work-related illnesses caused by stress, 
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anxiety and depression more frequently than other workers in England. They also report 
more infectious diseases than other workers in relative terms (Box 2-2). 

Box 2-2: Are NHS workers more stressed than other workers? 

Figure 2-13 shows the distribution of self-reported illnesses caused or made worse 
by work. The figure distinguishes between NHS workers and other workers in 
England. In 2007/08, NHS workers reported more work-related illnesses due to 
stress, depression and anxiety than other workers. They also declared more 
infectious diseases than other workers in relative terms (Figure 2-13). 

Figure 2-13: Distribution of work-related illnesses reported by NHS workers and other 
workers in England, 2007/08 
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         Source: authors’ calculations based on the Labour Force Survey. 

2.3.2 Determinants of poor health at work 
In this section, we use logistic regression analysis to examine the determinants of poor 
health at work.12 More precisely, logistic regression is used to predict the odds of reporting 
a work-related illness or accident given certain other information. 

The dependent variables in our analysis are dichotomous, measuring whether a worker 
reported a work-related illness or accident. These variables correspond to the following 
questions extracted from the UK Labour Force Survey: 

• “(Apart from the accident you have told me about,) within the last twelve months 
have you suffered from any illness, disability or other physical or mental problem 
that was caused or made worse by your job or work done in the past?” 

• “Thinking of the 12 months since [full date] have you had any accident resulting 
in injury at work or in the course of your work?” 

                                                      
12 Logistic regression is commonly used to examine the determinants of health at work (for instance, Melamed 
et al., 1999; Shaw, Pransky and Fitzgerald, 2001; Curtis Breslin and Smith, 2005). 
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The independent variables are categorical variables. They categorise workers (by gender, 
age and educational qualification), their establishments (by industry, number of employees, 
public/private sector and geographic location) and jobs (by employment occupation, 
permanency of employment contract, and full-time/part-time employment contract).13 

Table 2-4: Specifications of the logistic regression analysis 

Variables Model (1) Model (2) Model (3) 

Industry X   

Number of employees X   

Public–private sector X X  

Permanency of contract  X X X 

Full-time/part-time  X X X 

Employment occupation X X X 

Gender X X X 

Age X X X 

Marital status  X X X 

Educational qualification X X X 

Geographic area (region) X X X 

Worker in human health activities  X  

NHS worker   X 

 

Number of observations: work-related illness 43,430 183,739 144,917

Number of observations: work-related accident  108,734 282,843 223,449

 

The study population considered in the logistic regression is all the employed persons in 
England interviewed in the framework of the UK Labour Force Survey over the period 
1999–2008 for illnesses and 2000–2008 for accidents. The number of observations 
nevertheless depends on the variables included in each model. We indeed use three models 
to predict the odds of reporting a work-related illness or accident. Each of the three models 
provides a different level of investigation (Table 2-4): 

• Model (1) shows how worker attributes, establishment attributes and job-related 
characteristics affect the odds of reporting a work-related illness or accident. 

• Model (2) narrows the scope to identify how working in human health activities 
(hospital, medical practice, dental practice and other human health activities) 
affects the odds of reporting a work-related illness or accident. 

• Model (3) identifies how the odds of reporting a work-related illness or accident 
changes if one were an NHS trust worker versus a non-NHS trust worker. 

                                                      
13 Quite similar variables are used in Melamed et al. (1999), Shaw, Pransky and Fitzgerald (2001) and Curtis 
Breslin and Smith (2005). 
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In Table 2-5, we summarise these odds ratios for reporting an illness and the odds ratio for 
reporting a work-related illness or accident. An odds ratio of 1.0 means the independent 
variable has no effect on the dependent variable. An odds ratio above 1 indicates that the 
independent variable increases the likelihood of reporting a work-related illness or 
accident. An odds ratio below 1 indicates that the independent variable decreases the 
likelihood of reporting a work-related illness or accident. 

The results from Table 2-5 show that working in public administration (including 
education and health) as opposed to other industries increases the odds of reporting a 
work-related illness by 1.37 times and an accident by 1.78 times, controlling for other 
variables in the models. Similarly, working in health activities, as opposed to other 
activities, increases the odds of reporting a work-related illness by 1.17 times and an 
accident by 1.15 times. Finally, being a NHS worker increases the odds of declaring a 
work-related illness by 1.50 times and an injury by 1.75 times. 

Table 2-5: Odds of reporting a work-related illness or accident 

Category of worker Illness Accident 

Public administration, education and health (reference group: manufacturing )  1.375*** 1.178** 

Human health activities (reference group: other activities) 1.173*** 1.147*** 

NHS (reference group: non-NHS) 1.491*** 1.731*** 

“Human health workers” refers to people working in the “human health activities” industry sector (SIC 85.1). 
This sector includes hospital, medical practice, dental practice, and other human health activities. 

*, **, ***, statistically significant at 10 percent, 5 percent and 1 percent, respectively. 

Source: authors’ calculations based on the Labour Force Survey. 

In each of the subsections below, we go into further detail as to how worker attributes, 
establishment and job-related characteristics change the odds of reporting a work-related 
illness or accident compared to the reference group. It is nevertheless necessary to mention 
that the logistic regression analysis does not control for all variables that may determine the 
likelihood of reporting a work-related illness or accident due to the lack of data. For 
instance, our analysis does not include independent variables on lifestyle factors while the 
latter are important antecedent factors of health and wellbeing at work. Therefore, the 
results of our analysis should be interpreted with caution. 

Work-related illnesses 
Table 2-6 illustrates the findings for all variables in each model applied to self-reported 
work-related illnesses. 

The results from the three models show that female, divorced and older workers are more 
likely than married workers living with husband/wife to report work-related illnesses. The 
odds of reporting a work-related illness increase in services such as “distribution, hotels and 
restaurants” and “public administration, education and health”. Working in the public 
sector, as opposed to the private sector, increases the odds of reporting a work-related 
illness. 
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Table 2-6: Change in odds of reporting a work-related illness 

Variables (1) (2) (3) 

Industry (reference group: manufacturing) 

Agriculture and fishing 1.230   

Energy and water 1.049   

Construction 1.137   

Distribution, hotels and restaurants 1.224**   

Transport and communication 1.287**   

Banking, finance and insurance 1.107   

Public administration, education and health 1.375***   

Other services 1.366**   

Number of employees (reference group: 49–250 employees) 

Less than 10 0.796***   

11–49 1.004   

Public/private sector (reference group: private sector) 

Public sector 1.184** 1.296***  

Permanency of contract (reference group: permanent contract)  

Having anything other than permanent contract 0.873 0.954 1.009 

Full-time/part-time (reference group: full-time contract) 

Full-time 0.539*** 0.646*** 0.638*** 

Main occupation (reference group: associate professional and technical) 

Managers and senior officials 0.825** 0.731*** 0.683*** 

Professional occupations 0.876 0.807*** 0.665*** 

Administrative and secretarial occupations 0.818** 0.731*** 0.703*** 

Skilled trades occupations 1.009 1.007 0.954 

Personal service occupations 0.859 0.873*** 0.924 

Sales and customer service occupations 1.063 1.009 0.954 

Process, plant and machine operatives 1.108 1.056 0.996 

Elementary occupations 0.969 0.888** 0.882** 

Gender (reference group: male) 

Female 1.184*** 1.172*** 1.163*** 

Age bracket (reference group: 25-39 years old) 

Less than 24 0.528*** 0.484*** 0.467*** 

40–54 1.253*** 1.332*** 1.291*** 

55+  1.212** 1.402*** 1.375*** 

Marital status (reference group: married, living with husband/wife) 

Single, never married 1.036 1.097*** 1.080** 
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Married, separated from husband/wife 1.111 1.185*** 1.093 

Divorced 1.394*** 1.336*** 1.286*** 

Widowed 0.912 1.069 1.135 

Workers in human health activities/other activities (reference group: other activities) 

Workers in human health activities  1.173***  

 

NHS workers   1.491*** 

NHS/non-NHS (reference group: non-NHS) 

Constant 0.0422*** 0.0426*** 0.0460*** 

 

Observations 43,430 183,739 144,917 

“Human health activities” to an industry sector (SIC 85.1). This sector includes hospital, medical practice, 
dental practice and other human health activities. 

*, **, ***, statistically significant at 10 percent, 5 percent and 1 percent respectively. 

Blank cells indicate the variable is not estimated in the model. 

The type of qualification and the geographic are not reported in the table. 

Source: authors’ calculations based on the Labour Force Survey. 

Nevertheless, the odds of reporting a work-related illness is lower in managerial and senior 
occupations as well as in administrative and secretarial occupations than in associate 
professional and technical jobs. Also, workers in small establishments, the young employed 
and workers with part-time employment contracts are less likely to declare a work-related 
illness. 

Work-related accidents 
Table 2-7 illustrates the findings of the three preceding models applied to self-reported 
work-related accidents. 

Workers in sectors such as “distribution, hotels and restaurants”, “construction” and 
“public administration, health and education” are more likely than their counterparts in 
manufacturing to report work-related accidents. The odds of reporting an accident in the 
public sector are also higher than in the private sector. Working in manual occupations 
such as skilled trade and elementary occupations, as opposed to associate professional and 
technical occupations, increases the odds of declaring an accident. Divorced and separated 
workers are also more likely to report a work-related injury than married workers living 
with a husband or wife. 

Workers employed in the banking, finance and insurance sectors are also less likely to 
report work-related accidents compared with those employed in manufacturing. The odds 
of reporting work-related accidents also decrease in small establishments compared with 
medium-size establishments. In addition, working in managerial, senior, professional, 
administrative and secretarial occupations, as opposed to associate professional and 
technical occupations, decrease the odds of reporting a work-related accident. 
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Table 2-7: Change in odds of reporting a work-related accident 

Variables (1) (2) (3) 

Industry (reference group: manufacturing) 

Agriculture and fishing 1.126   

Energy and water 0.962   

Construction 1.134*   

Distribution, hotels and restaurants 1.222***   

Transport and communication 1.088   

Banking, finance and insurance 0.750***   

Public administration, education and health 1.178**   

Other services 1.135   

Number of employees (reference group: 49–250 employees) 

Less than 10 0.818***   

11–49 0.917**   

500+ 0.944   

Public/private sector (reference: private sector) 

Public sector 1.265*** 1.410***  

Permanency of contract (reference group: permanent contract)  

Having anything other than permanent contract 0.905 0.872*** 0.915 

Full-time/part-time (reference group: full-time contract) 

Full-time 0.534*** 0.566*** 0.577*** 

Main occupation (reference group: associate professional and technical) 

Managers and senior officials 0.628*** 0.644*** 0.773*** 

Professional occupations 0.707*** 0.700*** 0.756*** 

Administrative and secretarial occupations 0.538*** 0.480*** 0.599*** 

Skilled trades occupations 1.877*** 1.970*** 2.396*** 

Personal service occupations 1.368*** 1.355*** 1.629*** 

Sales and customer service occupations 0.952 1.096* 1.315*** 

Process, plant and machine operatives 1.976*** 1.978*** 2.401*** 

Elementary occupations 1.794*** 1.742*** 2.164*** 

Gender (reference group: male) 

Female 0.791*** 0.841*** 0.842*** 

Age bracket (reference group: 25–39 years old) 

Less than 24 0.976 0.969 0.974 

40–54 0.874*** 0.919*** 0.934** 

55+  0.851*** 0.881*** 0.891*** 

Marital status (reference group: married, living with husband/wife) 
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Single, never married 1.058 1.064** 1.066** 

Married, separated from husband/wife 1.319*** 1.179*** 1.217*** 

Divorced 1.360*** 1.331*** 1.325*** 

Widowed 0.973 1.030 0.943 

Workers in human health activities/other activities (reference group: other activities) 

Workers in human health activities   1.147***  

NHS/non-NHS (reference group: non-NHS) 

NHS workers   1.731*** 

 

Constant 0.0471*** 0.0371*** 0.0312*** 

 

Observations 108,734 282,843 223,449 

“Human health activities” to an industry sector (SIC 85.1). This sector includes hospital, medical practice, 
dental practice, and other human health activities. 

*, **, ***, statistically significant at 10 percent, 5 percent and 1 percent respectively. 

Blank cells indicate the variable is not estimated in the model. 

The type of qualification and the geographic area are not reported in the table. 

Source: authors’ calculations based on the Labour Force Survey. 

2.4 Conclusion 

There are several findings from this chapter: 

• Despite the decline in the rates of fatal and non-fatal work-related injuries in 
Great Britain over the past decades, health and wellbeing remain key issues in 
British workplaces. For instance, although work-related illnesses due to stress, 
anxiety and depression are on the rise it is probable that awareness of and attitudes 
to work-related stress changed during the 1990s, and this may have increased 
reporting. 

• The proportion of workers reporting an illness or an injury greatly varies across 
industries, occupations and organisations. Although its results should be 
interpreted with caution, our logistic regression analysis has shown that working in 
human health activities (i.e. hospital, medical practice, dental practice and other 
human health activities) or in the NHS, as opposed to other activities and 
organisations, increases the odds of reporting a work-related illness or injury. 
Moreover, NHS workers report more work-related illnesses due to stress, anxiety 
and depression than other workers in England. 

• The problem of low levels of health and wellbeing at work leads to significant 
individual, economic, and organisational and societal consequences. The costs of 
poor health and wellbeing comprise not only direct and indirect costs due to 
sickness absence but also costs due to presenteeism. NHS workers tend to have 
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longer sickness leave due to work-related illness than other workers in England. 
They also stay at work less when ill. 

• Workplace health and safety interventions can mitigate these costs to individuals, 
employers and society. However, they should not address only illness or disability 
problems. The concept of health and wellbeing at work indeed goes beyond the 
absence of illness or disability. It should be understood as a “state of complete 
physical, mental and social wellbeing” (World Health Organization, 1948). 

• Various antecedent factors are associated with the health and wellbeing of workers: 
work-related and lifestyle factors. Therefore, interventions aiming at improving 
health and wellbeing at work should not focus only on work-related factors. 
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CHAPTER 3 Effectiveness of workplace interventions 

3.1 Introduction 

In this chapter we review the international peer review literature on the effectiveness of 
workplace interventions in terms of health and work outcomes. The review summarises 
evidence mainly from systematic and other quality evidence reviews. 

Workplace interventions can be preventive, supportive or rehabilitative. Preventive 
interventions aim to protect healthy workers from developing a disease or experiencing an 
injury. Supportive interventions aim to address the early stages of disease and/or disease 
risk factors, such as hypertension; the intention is to stop or slow the progress of disease in 
its earliest stages. For injury, the goals of supportive interventions include limiting long-
term disability and preventing re-injury. Finally, rehabilitative interventions focus on 
helping workers manage complicated, long-term health problems. The goals include 
preventing further physical deterioration and increasing the wellbeing of workers. For 
many health disorders a combination of preventive, supportive and rehabilitative 
interventions is required to achieve a meaningful degree of prevention and protection. 

We classify workplace interventions according to two broad groups: interventions targeted 
at specific diseases, including the three stages of interventions, and worksite health 
promotion activities, which address more general risk-factors for illness. When possible, we 
break down further the latter into three groups: preventive, supportive and rehabilitative 
interventions. Because given health disorders often have multiple antecedent factors, 
several workplace interventions may be required to mitigate them. Similarly, a given 
workplace intervention may be used to address different but interrelated health and 
wellbeing disorders at work.  

3.2 Disease-specific interventions 

3.2.1 Back pain and musculoskeletal disorders 
There are many types of work-based interventions for preventing low back pain (LBP) and 
musculoskeletal disorders (MSDs), ranging from preventive, to supportive to rehabilitative 
interventions (Frank et al., 1998; Bevan, Passmore and Mahdon, 2007). 
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Preventive interventions 

Many workplace interventions have been used to prevent the development of LBP and 
MSDs. They include the use of back belts or lumbar supports, education and “back 
school” exercise, and ergonomic interventions (Hill et al., 2007). 

In their systematic review, Linton and van Tulder (2001) found little empirical evidence 
for preventive workplace interventions such as back schools, lumbar supports and 
ergonomics. Gatty et al. (2003) also reviewed the effectiveness of back pain and injury 
prevention programmes in the workplace. These prevention programmes include the use of 
back belts, education and task modification, and education and task modification with 
workstation redesign. Concerning health outcomes, the use of back belts to prevent back 
pain and injury was found to be inconclusive but more positive results were reported from 
education and training interventions. The findings on work outcomes, principally sick 
leave, were mixed, with small or no effects reported. In a systematic review of workplace 
interventions to prevent LBP, Maher (2000) assessed the effectiveness of four types of 
interventions: the use of braces, education, exercise and workplace adjustment and 
education. The author found no positive effects of these interventions except exercise on 
leave due to LBP. 

Regarding ergonomic interventions, which have dominated the scene of preventive 
interventions, Verhagen et al. (2006) found, in a systematic review, moderate evidence that 
changing keyboard design had an impact on arm, neck and shoulder complaints. Along the 
same lines, Brewer et al. (2006) found that using an alternative pointing device (i.e. mouse) 
had a positive effect on MSDs. In a systematic review, Rivilis, et al. (2008) found partial to 
moderate evidence that “participatory ergonomic interventions”14 had a positive impact on 
musculoskeletal symptoms, reducing injuries and workers’ compensation claims, and a 
reduction in lost days from work or sickness absence. However, the size of the effect 
requires a precise definition. 

Supportive interventions 

Several scholars have reviewed the effectiveness of supportive interventions to prevent the 
recurrence of LBP and MSDs or the deterioration of workers’ health. Many of these 
supportive interventions intend to reduce psychological and social barriers to recovery 
(Waddell and Burton, 2000; Hill et al., 2007). 

Frank et al. (1998) argued that interventions addressing back pain are not effective in 
diminishing subsequent disability unless they are targeted at workers who are still disabled 
and on sick leave after the acute stage (3–4 to 12 weeks after the onset of the pain). Indeed, 
in many circumstances, workers get back to work in the first weeks after the onset of pain. 
Furthermore, the authors showed evidence suggesting that employers who quickly offer 
suitably modified duties can reduce significantly time lost per episode of back pain. These 
results are corroborated by Waddell and Burton (2000). In their systematic review, 
Schonstein et al. (2003) compared the effectiveness of physical conditioning programmes 

                                                      
14 “Participatory ergonomic interventions” involve participation by employees and management in identifying 
and implementing change. They can be regarded as complex, multiple component interventions as they have 
the ability to address both physical and organisational risk factors for MSDs simultaneously. 
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with management strategies that do not include physical conditioning programmes for 
workers with back and neck pain, in reducing sick leave and increasing functional status. 
The authors found that some programmes are better than usual care in reducing sick days 
for some workers with chronic back pain. These programmes include a cognitive–
behavioural approach addressing attitudes and behaviours such as fear of movement. They 
are carried out at work or in cooperation with employers and are supervised by a 
physiotherapist or multidisciplinary team. However, the authors found no evidence of the 
effectiveness of these programmes for acute back pain. 

Rehabilitative and return-to-work interventions 

Finally, the effectiveness of rehabilitation and return-to-work interventions after long-term 
sickness absence due to MSDs seems positive. In their systematic review, Elders, van der 
Beek and Burdof (2000) showed that back school type interventions seem more effective 
after a long period of sickness absence than other non-back school type interventions. 
Karjalanian et al. (2003) examined the effectiveness of multidisciplinary rehabilitation – 
including a workplace visit or a more comprehensive occupational healthcare intervention 
for subacute (i.e. between four and twelve weeks) LBP. Their systematic review showed 
only moderate evidence that such intervention helps ill workers to return to work faster. In 
their study, Bultmann et al. (2009) found that the development of a new “coordinated and 
tailored work rehabilitation” approach led to a reduced number of sickness absence hours 
for the time intervals 0–6 moths and 6–12 months. This new approach combines a work 
disability screening by an interdisciplinary team followed by a collaborative development of 
return-to-work plan. In their systematic review, Franche et al. (2005) found strong 
evidence that workplace-based return to work interventions contribute to reduce the 
duration of work disability when they combine work accommodation and contact between 
the healthcare provider and workplace. 

There was some anecdotal evidence from the case studies. In Royal Mail Group, MSDs are 
the largest cause of sickness. Therefore, they have implemented the so-called rehabilitation 
psychosocial model. An interview respondent during the study reported that the 
intervention resulted in 70 percent of people coming back to their normal duty (or part-
time). Royal Mail Group also reported a return on investment of £2.50 saved to every £1 
invested. Centrica reports that their MSD rehabilitation programme and use of company-
funded interventions has proved successful in reducing sickness absence and keeping 
employees at work (Box 3-1). Following the introduction of the programme in 1998, 
sickness absence in British Gas engineers was reduced by 39 percent in the first three years. 

These findings are also confirmed in a study by the Health and Safety Executive (2004b) 
on managing sickness absence in the public sector. In a case study on Rolls-Royce, the 
NAO reported that the use of action plans including physiotherapy services (for both work 
and non-workplace injuries) had led to a reduction in staff absence from 2.9 percent 
(1999) to 2.4 percent (2002) of the workforce, saving around £11 million. 



Effectiveness of Workplace Interventions 

34 

Box 3-1: MSDs return-to-work programme at Centrica 

The nature of the work and the risks involved mean that Centrica’s workforce is 
potentially vulnerable to MSD problems and their specialist skills are difficult to 
replace in the event of sickness absence. 

British Gas (part of Centrica) decided to extend its normal Occupational Health 
case management within company-funded medical interventions for its gas 
engineers where appropriate. The rationale was to reduce the time required for 
access to diagnosis and treatments in the NHS, which negatively impacted on the 
company to meet customers’ needs. In more recent years, the access to company-
funded medical interventions has been extended to the whole of the Centrica 
workforce to mitigate sickness absence. 

Centrica Occupational Health provides a full range of advisory services and 
although individuals may contact Occupational Health directly, it is normally an 
employee’s line manager who makes the initial referral. If it is considered that a 
medical intervention would increase the likelihood of the employee remaining at 
work or would hasten their return to work, Centrica will consider funding the 
intervention from an extensive portfolio of providers covering both physical and 
mental ill-health including consultations, treatment and rehabilitation. For 
example: 

- orthopaedic consultation and investigations followed by surgery, physiotherapy 
and six weeks of gym-based exercises to enable full rehabilitation 

- musculoskeletal functional capacity assessment for an individual with shoulder 
problems, followed by physiotherapy 

- physiotherapy for neck pain because of poor workplace posture 

- a one-day back-care workshop followed by six weeks’ gym membership and 
back exercise regime for an individual with a chronic history of well-documented 
and fully investigated back pain.  

Centrica has agreed benefit in kind tax exemption with the Inland Revenue for 
musculoskeletal and mental health conditions for many employees, provided of 
course that the condition fulfils the criteria laid down by the Inland Revenue for 
tax exemption. 

The rehabilitation programme and use of company-funded interventions has 
proved successful in reducing sickness absence and keeping employees at work. 
Following the introduction of the programme in 1998, sickness absence in 
British Gas engineers was reduced by 39 percent in the first three years. Although 
expenditure varies across the Centrica Group, the company continues to spend 
an average of £1 million yearly on funded interventions for British Gas engineers. 
About 13 percent of the engineers use the programme each year at an average cost 
of £588 each. 

Source: Health and Safety Executive case study on Centrica; interview with Centrica. 

3.2.2 Common mental health problems 
Many types of workplace interventions address common health problems. These 
interventions can be preventive, supportive or rehabilitative. 
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Preventive interventions 

Preventive interventions mainly refer to stress management interventions. These 
interventions help those employees who are not necessarily at risk of common mental 
health problems cope with stress and improve their ability to recognise potentially stressful 
situations early on, to prevent the building up of stress and its related ailments (anxiety and 
mild depression). Stress management interventions comprise several approaches aiming at 
“acquiring problem-solving skills, reducing negative coping styles, identifying potential 
stressors at work and developing strategies to minimise their impact and developing self-
awareness in relation to stressors” (Seymour and Grove, 2005). Stress management 
interventions can be classified into three main types of stress approaches: individual versus 
global approaches, multimodal approaches and organisational development approaches. 
Individual approaches include individual training in the skills necessary to deal with 
perceived stress while global approaches are characterised by the provision of information 
alone or general group discussions. Multi-modal approaches combine a variety of methods 
that can include education, physical exercise, role-play and the acquisition of skills such as 
improved communication skills and muscle relaxation techniques. Organisational 
development approaches include interventions such as changes to the work environment 
(e.g. work practices, skills training to improve relations at work) (Box 3-2). 

Box 3-2: Changes in work environment and conditions 

Changes in work environment and work conditions can have positive health, 
wellbeing and work outcomes. 

The Whitehall II study showed that UK civil servants in the lower grades 
perceived to have less control over their work than those in the more senior 
grades. Those working in the lower grades report higher rates of sickness absence, 
mental illness, heart disease and lower back pain. Egan et al. (2007) found 
evidence of health benefits when employee control improved, demands decreased 
or support increased. These findings are compatible with Karasek’s Demand 
Control (Support) model (Karasek, 2004) and current Department of Health 
policy directives. In their systematic review, Bambra et al. (2007) found that task 
structure interventions do not alter levels of employee control. However, where 
job control decreased and psychosocial demands increased, self-reported mental 
health worsened. 

Brown et al. (2006) showed that interventions that include employer–employee 
partnership and/or consultation (e.g. health circles) demonstrated improved 
results compared with those that did not. Partnership and consultation are shown 
to improve communication, give employees a greater sense of control over their 
working environment and increase social support. The Whitehall II study 
supports Brown’s conclusion, showing that good levels of social support at work 
had a positive effect on mental health and reduced sickness absence. A lack of 
social support was associated with an increased risk of poor mental health. A poor 
work environment is one of the main factors explaining higher prevalence of 
depression among the lower grades. A review of participatory employee 
committees (Egan et al., 2007) synthesised 18 studies. Participatory employee 
committees that increased employee control were found to have a consistent and 
positive impact on self-reported employee health. The effects of health circles are 
inconclusive according to a review of five studies by Aust and Ducki (2004). 
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Sickness absence increased in the one controlled study, but decreased in the four 
uncontrolled studies. 

There is strong evidence in the literature to suggest that changes to shift work 
patterns can have a positive effect on employee health. Bambra et al. (2008) 
synthesised 40 studies and found the health effects of changing to a compressed 
working week (four 12-hour shifts instead of five eight-hour shifts) were 
inconclusive, but seldom detrimental. In another study published the same year, 
Bambra et al. found beneficial effects on health and work–life balance from 
switching from a slow to fast shift pattern, switching from a backward to forward 
shift rotation and self-scheduling of shifts. 

According to Seymour and Grove (2005), there is moderate evidence that stress 
management interventions have small or short-term impacts. The authors found that stress 
management interventions were overall effective in reducing stress levels, improving coping 
skills and psychological wellbeing of employees who were not considered at risk of 
developing common mental health problems. Murphy (1996), in his review of stress 
management interventions in work settings, found that a combination of interventions was 
more effective than a single intervention in helping employees appraise stressful situations 
and/or handle stress and its symptoms in a more effective way. In particular, this review 
found that a combination of muscle relaxation and cognitive behavioural therapy (CBT) 
seemed to be more effective and produce overall positive effects on both physiological 
outcomes and stress-related psychological symptoms. Edwards and Burnard (2003), in 
their review of stress management interventions for nurses in the mental health sector, 
found that such interventions contribute to reduce psychological distress and burnout and 
improve ability to cope and sickness absence. 

Supportive and selective interventions 

Supportive or selective interventions are aimed at employees identified as being at risk of 
mental health problems (Seymour and Grove, 2005). This assessment can be made either 
through the nature of their job role or through a range of assessment tools (see, for 
instance, Box 3-3); the objective of these interventions is to enable these individuals to 
remain at work (Seymour and Grove, 2005). These interventions can be divided into 
individual-level and organisational-level interventions. Individual-level interventions 
include CBT, other cognitive or educational interventions, supervisory training, 
multimodal interventions, selective case management, and computer-aided CBT. 
Organisational-level interventions encompass job reorganisation, other cognitive or 
educational interventions, supervisory training and multimodal interventions. 

 

Box 3-3: Stress management and assistance at BT 

The aim of BT's Mental Health Framework is to focus effort on actively 
promoting good mental health and preventing any adverse effects of work on 
mental health, as well as early identification and management of people at risk. 
STREAM (based on the Health and Safety Executive management standards for 
stress), BT's online stress risk assessment tool, was developed with human 
resources, union and line management involvement and has been rolled out 
across the company in the United Kingdom and different countries, in their own 
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language, like the Netherlands, Belgium, Spain, Germany, Italy and the United 
States. 

Following completion of 30 simple questions, individuals and their nominated 
first or second line manager receive a tailored report with either a RED, AMBER 
or GREEN rating and a series of recommendations to follow to address the top 
four identified work-related stressors. Following a RED or AMBER report, the 
line manager must meet for a one-to-one meeting with the individual within 7 or 
28 days respectively to draw up an action plan. Senior managers can also receive 
anonymous reports showing the qualitative and quantitative profiles of stress 
within their departments; results are compared with other groupings in the 
organisation. In addition, across the BT group different divisions can be 
contrasted to identify hot spots in terms of the scale and nature of stress. The use 
of externally produced stress management categories (i.e. the Health and Safety 
Executive's management standards) allows BT to benchmark results with any 
organisation using a similar approach. 

Source: interview with BT and www.csreurope.org. 

Seymour and Grove (2005) found that interventions focusing on individuals were most 
effective in producing positive health outcomes. The most effective ones included 
programmes focused on personal support, and training in individual and coping skills. 
Similarly, Milne et al. (1986) found that individual interventions such as behavioural 
assessment and learning or behavioural therapy produced positive effects such as “reduced 
absenteeism, reduced strain, improved work satisfaction, increased confidence and work 
skills”. Marine et al. (2006) found some evidence that certain organisational-level 
interventions which include communication or changes in work organisations for example 
can have a positive effect on stress levels as well as reduce the possibility of burnout and 
general symptoms. This review also estimates that the sustainability of the positive impacts 
of these interventions is similar to that of individual-level interventions with positive effects 
lasting on average from six months to two years. 

Rehabilitative and return-to-work interventions 

Rehabilitative interventions are aimed at those employees who have had “periods of mental 
ill-health related sickness”; their objective is to support these individuals’ rehabilitation and 
return to work (Seymour and Grove, 2005). Rehabilitative interventions employ the same 
programmes used for supportive or selective interventions (see, for instance, Box 3-4). 

A review carried out by Seymour and Grove (2005) found conclusive evidence that brief 
forms of individual therapy, such as cognitive behavioural therapy, that lasted less than two 
months were the most successful form of intervention. In particular, the review found that 
CBT was effective whether delivered face-to-face or through computer-aided software; it 
also found “a stronger effect associated with employees in high control jobs”. Hill et al. 
(2007) concluded that CBT was effective in reducing not only psychological ill-health but 
also absenteeism. Bamberg and Busch (1996) also observed positive effects from 
interventions such as CBT at individual and organisational level. However, they found that 
positive effects at the individual level (e.g. improvements in somatic and mental 
symptoms) were much more pronounced than at the organisational level (e.g. on 
absenteeism rates). Van der Klink et al. (2001) found a similar result when they carried out 
a meta-analysis of individual and organisational-level interventions aimed at employees 

http://www.csreurope.org
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with high and low levels of baseline stress. In fact, they found individual interventions 
successful in reducing psychological ill-health, improving coping skills and improving the 
work–life quality of employees, but the impact of these interventions on levels of 
absenteeism was found to be non-significant. 

Box 3-4: Reintegration into BT after mental-health-related sickness absence 

As part of their long-term structured approach to mental wellbeing, BT ensures 
that line managers frequently keep in touch with individuals on sick leave. A 
rehabilitation plan aims to help people return to work, initially working reduced 
hours. It looks at aspects of jobs that are particularly pressured and rearranges 
responsibilities. Jobs may be adjusted to reduce workload and there may be time 
off allocated to attend therapeutic sessions. Shift patterns also may be changed, 
allowing a later or earlier start to avoid rush-hour travel. The company also 
provides a quiet place to rest if individuals feel anxious or stressed. 

In the first five years of this comprehensive, integrated approach, mental-health-
related sickness absence and premature retirement decreased by 30 percent and 
80 percent respectively. Almost 80 percent of people off work for more than six 
months with mental ill-health get back to their own jobs, compared with 20 
percent nationally. 

Source: www.csreurope.org. 

There appears to be limited evidence on the work outcomes of mental health interventions. 
Hill et al. (2007), whose review explicitly focused on such outcomes, found that 
information related to absenteeism, employee turnover and return to work was scarce and 
that most of the literature on mental health interventions in the workplace focuses on 
“measures of stress, burnout or health-related outcomes such as measures of anxiety, 
depression or general health”. They offered an explanation for this by saying that “it may 
be that positive changes in the above measures may eventually lead to positive work 
outcomes but little firm evidence exists to support this so far”, and that “appropriately 
considering the efficacy of interventions in relation to such outcome measures could 
necessitate longer follow-up periods over which to detect meaningful change, presenting a 
significant challenge to evaluators”. 

3.3 Worksite health promotion 

Worksite health promotion (WHP) programmes are employer initiatives aimed at 
improving the health and wellbeing of workers. They include a wide range of initiatives 
designed to prevent the incidence of disease (Goetzel and Ozminkowski, 2008). 

The scholarly literature has examined the evidence of the effectiveness of work-site health 
programmes to prevent cardio-respiratory health disorders induced by the lifestyle of 
workers (Hich et al., 2007) such as the consumption of alcohol, tobacco and poor diet. 

3.3.1 Alcohol 
Roman and Blum (1996) summarised 24 studies related to worksite interventions linked to 
alcohol-related problems. They concluded that investments directed at reducing alcohol-
related problems overall result in positive outcomes. These outcomes were measured in 

http://www.csreurope.org
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different ways, including changes in attitude around drinking and alcohol, decrease in 
consumption of alcohol, and alcohol-related effects on physical health. 

Although clear guidelines and policies exist in the context of health and safety, this does 
not necessarily ensure that alcohol does not cause accidents at the workplace. Education, 
awareness and other types of interventions need to be equally recognised. In this field, 
Roman and Blum (1996) emphasised Employee Assistance Programmes (EAPs) as the 
most effective interventions for rehabilitating employees with alcohol problems or 
employees with alcohol-related problems. However, it is not clear which elements of EAPs 
are the key components for an effective intervention. In general, the literature suggests that 
effective intervention programmes need to be complemented with an adequate 
environment that recognises the employee’s problems and offers adequate support. This 
support also includes training and educating supervisors (Health Development Agency, 
2004). 

3.3.2 Smoking 
Cahill, Moher and Lancaster (2008) assessed the evidence of work-related interventions for 
smoking cessation in a Cochrane review covering 51 studies. Most of the evidence 
concerns the effectiveness of workplace interventions in terms of health outcomes rather 
than work outcomes. 

The authors demonstrate that material and financial incentives to reduce smoking 
(through for example contests, raffles or promotional items) are not always effective. 
Nevertheless, both reviews show that material and financial incentives often result in 
higher participation/recruitment rates in smoking cessation programmes. 

The authors distinguished between two types of interventions: those aimed at individual 
workers (i.e. group therapy, individual counselling, self-help materials, nicotine 
replacement therapy and social support) and those aimed at the workplace overall (i.e. 
comprehensive programmes). The authors found strong evidence that interventions such as 
individual and group counselling and pharmacological treatment to overcome nicotine 
addiction increase the likelihood of individual smokers quitting smoking. Self-help 
interventions and social support are less effective. The authors also showed limited 
evidence that participation in programmes can be increased by competitions and incentives 
organised by the employer. Finally, they failed to detect an effect of comprehensive 
programmes in reducing the prevalence of smoking. However, the authors looked at actual 
interventions only. There is evidence that smoking bans tend to be effective in reducing 
smoking prevalence. Such type of intervention is such, for instance, at NHS Scotland (Box 
3-5). 

Box 3-5: Alcohol and smoking cessation interventions at NHS Scotland 

NHS Scotland is a non-smoking environment (other than in a few areas where 
long-term mental care is being undertaken) – this is a policy level intervention. 

Staff have access to free smoking cessation support services, and information and 
advice on nicotine replacement therapy.  

NHS organisations try to make sure that no staff member is under the influence 
of alcohol or drugs while at work (through observation and monitoring, and 
reporting by a staff member). They also provide information and advisory 
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services for staff who want to change their lifestyles, and have a clear disciplinary 
procedure for staff whose work is affected. 

Failure to comply with health and safety regulations is a criminal offence, but 
employers do not have a right to conduct alcohol or drug testing without the 
informed consent of the staff member. Consent to testing is essential in all cases 
except for pre-employment screening. 

Source: interview with NHS Scotland. 

3.3.3 Diet 
The reviews of nutrition and/or cholesterol intervention programmes discussed here 
indicate that these can improve health risk factors. Glanz, Sorenson and Farmer (1996) 
and Hennrikus and Jeffery (1996) together covered 70 studies. The review performed by 
Glanz, Sorenson and Farmer (1996) focused on worksite nutrition education programmes 
(group education, group education plus individual counselling/instruction, cafeteria-based 
programmes, and group education plus cafeteria-based programmes). Such interventions 
are used, for instance, at NHS Scotland (Box 3-6). 

Glanz, Sorenson and Farmer (1996) showed that workplace nutrition and cholesterol 
intervention programmes are possible and that participants benefit in the short-term. 
Hennrikus and Jeffery (1996) concluded that programmes aimed at improving diet to 
decrease weight are effective. However, the findings from these reviews need to be 
interpreted with caution due to methodological limitations. For instance, the conclusions 
of the review carried out by Glanz, Sorenson and Farmer (1996) are limited by the design 
of studies under consideration (lack of control groups, use of non-randomised designs). 

Glanz, Sorenson and Farmer (1996) reported positive outcomes on diet from nutrition and 
cholesterol intervention programmes. Similarly, Hennrikus and Jeffery (1996) reported 
outcomes in terms of positive participation rates and short-term weight loss. However, they 
expressed reservations about the existing evidence on weight loss and productivity gains for 
the long-term. Although interventions in the two reviews varied, interventions typically 
included group education, individual counselling and coaching, cafeteria-based 
programmes, audio-visual, telephone, self-help kits and a combination of these. 
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Box 3-6: Diet interventions at NHS Scotland 

Shift work and long or unpredictable hours can create challenges to an optimal 
diet for NHS Scotland staff. There are several actions that are promoted to 
encourage a healthy diet by NHS Scotland staff. 

All caterers in NHS Scotland need to try to achieve the standard of the Scottish 
Healthy Choices award. This is one way by which NHS Scotland encourages 
healthy eating at work. 

NHS Scotland is trying to improve diet and get messages across about the 
importance of eating five portions of fruit and vegetables a day to staff (and the 
general public as well), for example with information leaflets. 

NHS Scotland has also sponsored demonstrations about how to cook healthily 
for people who are recovering from heart attacks. These are not specifically for 
staff, but are open to staff in some areas. Often there is a better cost–benefit 
entailed in offering interventions to patients and to staff at the same time.15  

Other actions are encouraged and including efforts to: 

- encourage caterers to provide a wide choice of foods, ingredients, 
preparation and cooking methods, based on sound nutritional guidelines 

- encourage managers to sell healthier alternatives in vending machines (e.g. 
fruit juices, wholemeal bread and sandwiches, fresh fruit, cereal bars) 

- encourage NHS organisations to have a fridge and eating area if there is no 
dining room in the organisation, so staff can bring their own healthy foods 

- organise special events (e.g. healthy eating weeks, taste-and-try days), so that 
staff are introduced to healthier food options in canteens. 

Source: interview with NHS Scotland. 

3.3.4 Physical activity 
There is evidence that physical activity is beneficial for both mental and physical health. 
Several studies have shown that WHP programmes designed to increase workers’ physical 
activity are effective in raising levels of physical activity among workers (Proper et al., 
2003; Kallestal et al. 2004). 

However, there is less compelling evidence about the effectiveness of worksite interventions 
on work outcomes and health risk indicators. Dishman et al. (1998), Proper et al. (2002) 
and Hagberg and Lindholm (2006) covered a total of 60 primary studies (26, 8 and 26, 
respectively) evaluating the effectiveness of these interventions. The types of interventions 
evaluated in the mentioned reviews covered two broad categories: “exercise”, which mainly 
includes participation in exercise groups and other physical activities such as walking; and 
“advice” interventions, which cover mainly advice, education, awareness and support for 
changing physical activity habits. 

Dishman et al. (1998) analysed the effect of the interventions on health indicators such as 
changes in muscular strength, endurance or flexibility. Proper et al. (2003) found only 

                                                      
15 Source: interview with NHS Scotland. 



Effectiveness of Workplace Interventions 

42 

limited evidence for a positive effect on health risk indicators such as physical fitness and 
general health. Proper et al. (2002) analysed the impact on absenteeism, job satisfaction 
and stress, as well as employees’ turnover and productivity. Neither review reported a 
statistically significant impact of the intervention. Hagberg and Lindholm (2006) similarly 
concluded there was limited evidence on the cost-effectiveness of interventions aimed at 
improving physical activity. Although the reviews found overall limited evidence of 
interventions on people following a sedentary lifestyle, there seems to be some (although 
limited) evidence on the effectiveness of interventions aimed at high-risk groups (e.g. those 
with diabetes or cardio-vascular diseases) to promote physical activity and older people 
with heart failure. In contrast, another study commissioned by the Health and Safety 
Executive found evidence that work-site fitness programmes reduce absenteeism from work 
(Shepard, 1992; Lock and Colford, 2005). 

Box 3-7: Specific health promotion interventions at Royal Mail Group 

Health fairs 

Health fairs have been set up to engage with primary care trusts (PCTs), charities and 
other bodies to promote health checks and healthy behaviours to staff. Royal Mail 
Group also uses their OHS supplier to carry out some of these health interventions 
(e.g. blood pressure checks). The fairs aim to strengthen and support the overall 
health promotion strategy of Royal Mail Group by extending their coverage and 
making programmes more interesting. 

In-house newspapers 

In-house newspaper, the Courier, includes basic health and wellbeing messages. It 
includes an A5 insert in each monthly issue. These inserts are like a programme 
approach so that in 26 months, people will have 26 inserts of basic health information 
that they can store away in a folder and bring home to share with family and friends. 

Health trainers 

So far, Royal Mail Group has trained 32 managers and they are also training first 
aiders to be more engaged and qualified in a wider range of issues than the traditional 
first aid remits. Health trainers and first aiders are employees trained to support the 
delivery of Royal Mail Group’s health and wellbeing strategy. This initiative aims to 
build up a structure within Royal Mail Group so that in the regions people can meet 
and link up with their PCT, so they can help in delivering events such as the health 
weeks and also point themselves and colleagues to where they can get health help and 
support.  

In-house canteen food 

Different strategies have been followed in this area, including interventions to reduce 
salt and fat intake in the food provided by the caterers at Royal Mail Group’s 
canteens; this was done in collaboration with the Food Standards Agency (FSA). First, 
the head of health asked kitchen chefs to reduce the amounts of salt. Second, different 
education and awareness activities were carried out at lunchtime to inform and show 
staff how to cook healthy food for themselves and their family. For example, staff were 
showed how to cook with low salt and low fat, while people from the local PCT often 
came to talk about eating behaviours. These interventions also included “Table Talks” 
where Royal Mail Group employees could talk to PCT staff about health issues and 
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ask questions, similarly to an intervention carried out in South London. These 
interventions have led to a high level of staff engagement. 

Physical activity 

Different alternatives are offered to employees to increase physical activity, although 
the average fitness level of Royal Mail Group’s employees is good because they have 
physical jobs (e.g. postmen cycling or walking and carrying heavy mail bags). 
However, some sections of the staff have fitness levels that are a challenge: middle 
management, which is the less active section of staff, and women because many of 
them are overweight and leave the company three years before retirement age. 

Source: interview with Royal Mail Group. 
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3.3.5 Multiple programme interventions 
In this section we examine the evidence of multi-factorial and comprehensive workplace 
health programmes. The definition of these as well as the elements covered under these 
programmes varies in terms of the comprehensiveness, intensity and duration of the 
intervention activities (see, for instance, Heaney and Goetzel, 1997). As we discuss next, 
the literature overall concludes that the outcomes of workplace health programmes show 
positive effects on health risk factors, reduced sick days and absenteeism, and on returns on 
investment. 

The systematic reviews by Heaney and Goetzel (1997), Pelletier (1997, 2001), and 
Engbers et al. (2005) all reported on the outcomes of the workplace health programmes 
measured in terms of the health risk factors of those in the intervention group. Heaney and 
Goetzel (1997) mostly reported a decrease in the health risk factors as a result of workplace 
health programmes providing health education to employees. The results of the review by 
Pelletier (2001) also revealed a positive impact of workplace health programmes on clinical 
outcomes. Pelletier included disease management programmes as part of the general 
workplace health programmes and emphasised the importance of targeting people with the 
highest risk factors. Engbers et al. (2005) evaluated 13 studies. In contrast to Heaney and 
Goetzel (1997) and Pelletier (2001), Engbers et al. (2005) focused on assessing the 
effectiveness of WHP programmes with an emphasis on environmental modifications, 
physical activity behaviour, dietary intake and health risk indicators. The programme 
proved to have positive outcomes on dietary intake. However, the evaluation found 
inconclusive evidence on physical activity behaviour and other health risk factors. 

Heaney and Goetzel (1997) reported not only on the impact on health risk factors, but 
also on outcomes on levels of absenteeism, which also decreased as a result of the 
intervention. Furthermore, they argued, employee health is not the only factor affecting 
absenteeism. Morale, teamwork, supervisor–subordinate relations and organisational 
policies might also influence behaviour and consequently the levels of absenteeism in an 
organisation. Similarly, Aldana (2001) showed a positive correlation between workplace 
health programmes and lower levels of absenteeism. Although the review examined 72 
studies, only 14 specifically evaluated absenteeism as an outcome measure of workplace 
health programmes. All 14 reported a reduction on absenteeism. Three studies reporting 
on absenteeism included a calculation of the cost savings directly linked to reduced 
absenteeism.  The ratio of dollars invested to dollars saved as a result of less absenteeism 
ranged from 1:2.5 to 1:10.1. Chapman (2005) carried out a meta-evaluation of 56 studies. 
Sick leave and health costs were studied in almost 70 percent of the cases, which shows the 
significance of these outcomes for organisations that regard these figures as indicators of 
productivity and cost-effectiveness. Actual rates of absenteeism and sick leave were analysed 
in 25 studies. These studies showed that workplace health programmes decreased 
absenteeism and sick leave on average by 26.8 percent. Nevertheless, results varied across 
studies.  

Aldana (2001) associates financial outcomes mainly to employee-related expenditure 
related to absenteeism and health care costs, where the latter includes the worker’s 
compensation and disability costs. In the 29 studies reviewed by Aldana (2001), workplace 
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health programmes varied significantly in their definition and scope as well as in their 
research design. Hence, it is important to bear in mind that these methodological issues 
limit the generalisability of the results. Nevertheless, evidence showed overall that the 
programmes decreased the health risk scores, as well as the treatment costs, medical visits, 
hospital days, emergency care and other medical care costs.  

In a few studies, the evaluators calculated the rate of return, which ranged from 1:4 to 1:6, 
meaning that for every dollar invested in health promotion programmes between four and 
six dollars were saved. Two of the studies included in the review highlighted the higher 
rates of return of programmes targeting high-risk populations. The 15 studies included in 
the review by Pelletier (2001) also provided cautious optimism about the cost-effectiveness 
of these worksite programmes. Offering only low intensity, short duration programmes 
aimed at raising awareness of health issues for all employees may not be satisfactory to 
achieve desired outcomes. Chapman (2005) reported average cost savings of 26.1 percent 
over a total of 28 studies reviewed. 

More anecdotal evidence in case studies also shows the significant impact of a more 
comprehensive strategy. In Royal Mail Group, health and wellbeing policies have since 
2004 led to improvements in absenteeism rates, achieving a reduction from 7 percent to 5 
percent between January 2004 and May 2004 (equivalent to an extra 3,600 employees in 
work). Parcelforce Worldwide reduced absences from 7 percent to 4.5 percent in the same 
period (equivalent to an extra 104 employees at work). These significant reductions in 
absences have enabled Royal Mail Group to achieve significant cost savings of about £227 
million in direct costs. 
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Box 3-8: Is it worthwhile investing in workplace interventions? 

When employers invest in workplace interventions to improve the levels of health 
and wellbeing of their employees, they expect a financial return on their 
interventions. 

Although many systematic reviews have examined the effectiveness of workplace 
interventions in terms of health outcomes, only a few are intended to evaluate 
their economic returns. 

In an attempt to assess the economic effectiveness of workplace interventions, 
Tompa et al. (2007) recently published a systematic review of health and safety 
interventions with economic evaluations. This systematic review covers different 
sectors and interventions. The latter include ergonomic and other 
musculoskeletal disorder prevention programmes; occupational disease 
prevention programmes; disability management programmes; multi-faceted 
programmes, with two or more types of interventions; health promotion 
programmes; and programmes to reduce violence in the workplace. 

The results of this review by sector are described below. 

Healthcare and social services 

There is moderate evidence that ergonomic and other MSD 
preventionprogrammes are worth undertaking for economic reasons. 

There is moderate to limited evidence that occupational disease prevention 
interventions have positive financial implications. 

Administrative and support services 

There is moderate evidence that ergonomic and other MSD preventions 
programmes are worth undertaking for economic reasons. 

Manufacturing and warehousing 

There is strong evidence that ergonomic and other MSD prevention programmes 
are worth implementing. 

There is, however, limited or mixed evidence of negative economic returns for 
multi-faceted programmes. 

Transportation 

There is moderate evidence that ergonomic and other MSD prevention 
programmes have economic impact. 

For all other interventions, there is limited or no evidence on their economic 
effectiveness. 

3.4 Conclusion  

This chapter has reviewed the evidence on the effectiveness of workplace health 
interventions in terms of health and wellbeing outcomes. Before presenting the main 
findings, it is worth mentioning that few studies relate interventions directly to work 
outcomes, and the economic effectiveness of interventions varies across sectors (Box 3-8). 
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Finally, studies categorise interventions in slightly different ways, making direct 
comparisons between them difficult. 

In Table 3-1 we summarise the evidence on health and wellbeing interventions. 
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Table 3-1: Summary of evidence on health and wellbeing interventions 

Antecedent 
factors 

Targets Evidence on effectiveness in literature 

MSDs and 
LBP 

- little evidence for preventive interventions such as back belt and lumbar 
supports 

- evidence of positive effects of education and training interventions 

- evidence that preventive exercise interventions have positive effects on leave 
due to LBP 

- evidence that preventive ergonomic interventions have positive impact on 
health and work outcomes 

- evidence of positive effects of supportive interventions targeted towards 
individuals still disabled and on sick leave after the acute stage 

- evidence of positive effects of physical conditioning programmes on work-
related and health outcomes 

- evidence of positive effects of rehabilitation and return-to-work interventions 
after long-term absence due to MSDs 

Work-related 

Mental 
health 

- evidence of positive effects of alterations to shift work patterns on health 
outcomes 

- evidence that preventive stress management interventions have positive effects 
on health outcomes 

- evidence of positive effects of supportive interventions focusing on personal 
support, training in individual coping skills on health and work outcomes 

- evidence that rehabilitative and return-to-work interventions such as cognitive 
behavioural training and cognitive behavioural therapy  have positive effects on 
health outcomes 

- limited evidence on work outcomes 

Alcohol - evidence of positive effects of interventions linked to alcohol-related problems 
on health outcomes 

- evidence that employee assistance programmes are the most effective 
interventions for achieving positive results on health outcomes 

- limited evidence on work outcomes 

Smoking - evidence that material and financial incentives to reduce smoking do not 
always affect health outcomes 

- evidence of positive effects of interventions aimed at individual workers such 
as individual counselling on health outcomes 

- limited evidence on work outcomes 

Diet - evidence that programmes aimed at improving nutrition behaviour to decrease 
weight are effective in promoting behaviour change 

- limited evidence on work outcomes 

Physical  - sufficient literature suggesting that physical activity is good for mental and 
physical health 

- limited evidence on work outcomes 

Lifestyle 

Multiple 
programme 

- definition as well as the elements covered under these programmes varies 
tremendously 

- evidence that the outcomes of whp programmes show positive effects on 
health risk factors, reduced sick days and absenteeism 
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CHAPTER 4 Identifying good practice 

4.1 Introduction 

In this chapter, we present the results of case studies. Dr Boorman identified four 
organisations that could provide some “good practice” in the design and implementation 
of workplace health practices, which might be informative for the NHS in England. These 
organisations were: 

• Centrica – a large multinational utility company, based in the United Kingdom 
with operations in North America and Europe; it has almost 35,000 employees 

• Royal Mail Group – the parent company of Royal Mail, Post Office and 
Parcelforce Worldwide; it employs more than 190,000 people in the United 
Kingdom 

• BT – one of the world’s leading communications companies, operating in over 
170 countries around the world; it employs over 100,000 employees 

• NHS Scotland – the publicly funded healthcare system and biggest employer of 
Scotland. 

We conducted telephone semi-structured interviews to better understand the objectives of 
workplace practices and interventions in each organisation; transferability to the NHS in 
England; and their effectiveness in terms of health and work outcomes. We interviewed 
one person in charge of health and wellbeing issues in each organisation. The case studies 
were then complemented by a documentary review of publicly available information on 
workplace health interventions in each of these organisations.  

4.2 Case study overview 

The case studies presented us with a wide range of interventions covering many of the 
antecedents influencing health and wellbeing at work such as work-related and lifestyle 
antecedent factors.16  The main observation has been that the organisations selected choose 
a comprehensive approach with a wide range of interventions that target both what they 
can control only indirectly, such as lifestyle issues, and what they can control more directly, 
such as work-related health disorders, i.e. mental ill-health and MSDs. 

                                                      
16 This section is mostly based on summaries of interviews with respondents in the respective organisations and 
in the unpublished documents of cases provided in the course of these interviews.  
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Though the characteristics of the workplace interventions might vary across these 
organisations, the “good practice” appears focused on designing more holistic strategies 
(e.g. NHS Scotland) that can influence both the generic antecedents driving poor health 
and wellbeing at work such as physical activity and smoking and also specific risk factors in 
each organisation. 

To learn more about risks, most strategies allow management to monitor the overall 
problem of health and wellbeing in the organisation. This management information can 
assist in the targeting of interventions in the strategy and also give an indication of the 
strategy’s effectiveness. 

Strategies increasingly try to target specific conditions and populations of the workforce as 
well as attempt to empower managers and employees to take responsibility for health and 
wellbeing in the workplace. Disease-specific interventions such as stress management and 
rehabilitation from MSDs feature prominently in the strategies of the case studies selected. 
There is more variance in the use of general information campaigns. 

The justification in all organisations for their comprehensive strategies is that the health 
and wellbeing of staff is of key importance to achieving the objectives of the organisation. 

Transferability  
Few of the respondents noted specific concerns about the transferability of their initiatives 
to organisations such as the NHS. There seems to be an impression that these issues are 
common across large organisations and that interventions should therefore be broadly 
transferable. However, one respondent at BT stressed some possible barriers to the 
transferability of good practice. The emphasis BT puts on the capitalisation of technologies 
in its health and wellbeing programmes and initiatives might not be directly transferable to 
other contexts or to the NHS. This is very much influenced by the fact that BT employees 
are rather technology-oriented so this part of their programmes and initiatives will not 
necessarily be the most effective in a context where staff are not as knowledgeable about 
computers. 

Branding and engagement 
Branding and engagement were seen as important factors in generating awareness of the 
initiatives inside and outside the organisation. Most organisations (e.g. Royal Mail and BT 
brand their strategies to encapsulate various initiatives as well as gain visibility for the 
strategy). Royal Mail brings a number of initiatives together and ensures that they are more 
joined up; BT starts marketing the strategy to the end user, the employee. There are 
differences in how organisations market their strategies. Most target their initiatives at 
individuals and groups at risk, while some take more universal approaches applicable to the 
workforce, or use a mixture of the two. 

Engagement with staff was seen as a key component in Royal Mail’s strategy. The Royal 
Mail respondent indicated that they had a clear message from their staff to “talk to us, and 
not to give out leaflets”. Engagement allows Royal Mail to conduct specific targeted 
interventions such as blood pressure clinics and urine checks as well as to collect some 
baseline data about their staff. For instance, through health checks in selected locations, 
Royal Mail learnt that approximately 10 percent of its staff did not eat even one portion of 
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fruit or vegetable per day. This type of information then feeds back into the general 
strategy. 

The respondent for this study from Centrica reported that whereas many organisations use 
campaigns and posters to promote health and wellbeing, such campaigns do not work at 
Centrica because its workforce is spread across the whole of the United Kingdom and is 
predominantly field based. Therefore, Centrica has to use tailored communication 
channels to disseminate information on health and wellbeing.  

BT also mentioned engagement and outreach as a critical factor in the success of health 
campaigns. The challenge is to achieve high levels of participation and engagement among 
their staff. This is a particular challenge given that over 75 percent of their staff are male, 
aged 42–44, and many, for example those who work in the “Openreach” line of business, 
are out and about constantly. BT therefore needs to sell its initiatives as something that 
makes sense to these employees. In practice, each line of business uses multiple 
communications channels to get maximum penetration – it's about segmenting the market 
and pitching messages appropriately. BT also co-brands much of its health and wellbeing 
material with the unions to give it added legitimacy as well as tailor the content and 
delivery methods of the messages. They also make use of incentives to engage staff. For 
instance, if staff register for a particular event, the organisation enters them in a draw for 
health-related prizes to get them involved. 

Such incentives are also evident in NHS Scotland. The Healthy Working Lives Award 
Programme, which integrates the Scotland’s Health at Work programme, includes 
thinking about how health and wellbeing can be actively promoted in the workplace, such 
as by supporting smoking cessation or healthy eating. Such a programme encourages NHS 
organisations to pay attention to the health and wellbeing of the staff. For example, it 
provides employers and employees with the opportunity to have one-to-one discussions 
about their lifestyle and to identify changes they could make to improve their health. This 
process is a criterion for being awarded a Silver Healthy Working Lives Award.  

Other companies such as BT use more universal information campaigns to raise awareness 
about illnesses (e.g. diabetes, heart disease). Their unified underlying message is to “reduce 
health risks through exercise, diet and nutrition”. At the very least, each campaign uses a 
communication site with information posted on the intranet, through web newsletters and 
in hard copy. BT also organises some campaigns using road show programmes and 
organises health fairs in order to reach different categories of workers. 

Finally, Centrica focuses more on training and workshops (e.g. training on how to deal 
with specific clinical conditions and lifestyle workshops) than wider information 
campaigns, though it has universal programmes such as discounted gym membership. This 
direct approach might empower individuals to take more responsibility for their health and 
wellbeing.  

Empowering employees and line managers 
Many organisations have started using toolkits to assist management and staff to identify 
problems of health and wellbeing and correct those if possible. These interventions target 
the individual and lines of accountability in the workplace. For instance, BT has an 
“Achieving the Balance” online programme, which helps people and managers to address 



 Identifying Good Practice 

52 

issues around the work–life balance of employees. Centrica has taken an approach of 
training line managers, so that they are comfortable dealing with and managing underlying 
health conditions and needs of employees in the workplace, for instance their mental 
health, flu and back problems. Its “Building Confidence” programme was launched in 
early 2009 to increase management capability in dealing with health issues in the 
workplace. It aims to train managers how to have a conversation when people call in sick, 
how to manage somebody on day one of absence versus day 50 of absence, how to 
understand what is stopping somebody from coming into work and to identify what 
support measures can be provided to aid someone who is returning to work after sickness. 
Organisations not only empower managers and employees in the occupational health area 
by providing information on health and wellbeing; they also use direct counselling and 
problem management. For instance, BT trains line managers through a computer-based 
programme called STRIDE. Such a programme informs them about the responsibilities 
they have towards their employees and also tells them about other training programmes 
related to stress management. 

Treating those who are chronically ill 
All strategies encapsulate forms of tertiary treatment for physical and mental health 
problems. BT’s rehabilitative interventions for mental health include a Mental Health First 
Aid training course for line managers inspired by work done in Australia and Scotland. 
This is delivered by a third party Employee Assistance Management (EAM) team, part of a 
service which also provides telephone and face-to-face counselling and a helpline. The 
EAM consultant team also provides advice and support to managers who are managing 
difficult people situations. This is an entirely confidential service. 

The strategies in the case studies selected all have similar interventions to manage the 
return to work process of longer-term absentees. They also have strategies to address 
MSDs. At Royal Mail, MSDs are the largest cause of sickness. Therefore, they have 
implemented a rehabilitation psycho-social model. The intervention resulted in 70 percent 
of people coming back to their normal duty (sometimes part-time). Royal Mail also 
reported a return on investment of £2.50 saved for every £1 invested. The psycho-social 
model has several elements to it. One is assessment of how much a person can do (their 
levels of stress, how much they can lift, how much strength they have, etc.). In other 
words, it is like a “glorified physio” who helps someone assess what they need for their job. 
Instead of focusing on physical activity exercises only, the programme provides training 
and education.  

Evaluation of effectiveness 
An important area of variance in case studies seems to be the evaluation of effectiveness of 
the strategy. 

Royal Mail has undertaken some evaluation work on the effectiveness of its strategy. Royal 
Mail also has a virtual company model, which represents the total number of absent sick 
workers (about 10,000). This allows Royal Mail management to collect statistics on the 
absent sick as well as calculate the cost of the absent sick to the organisation. Marsden and 
Moriconi (2008) recently reviewed the effectiveness of Royal Mail’s health and wellbeing 
strategy. In their publicly available report The Value of Rude Health, the authors showed 
the positive effects of the strategy in terms of work outcome (Box 4-1). Royal Mail Group 
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has considerably reduced absenteeism, allowing business units to make significant cost 
savings. 

Centrica has started reporting publicly on the effectiveness of its strategy in key areas, and 
BT reports internally to management on key performance areas. These include sickness 
absence by cause, injury rates, work-related illness, Occupational Health Services referral 
rates and uptake of its Employee Assistance Programme. Centrica goes as far as to 
benchmark its performance against other more similar organisations on the basis of Health 
and Safety Executive standards. A respondent for NHS Scotland pointed out that such 
measurement and evaluation was more problematic in NHS Scotland (Box 4-2), but they 
did set a target to reduce sickness absence below 4 percent. Though we only looked at a 
small number of cases, this might be indicative of some issues around performance 
assessment and health surveillance in occupational health services of large public sector 
organisations compared with private sector providers. This observation seems especially 
relevant in more decentralised public sector organisations. This in turn could have some 
consequences for the targeting of strategy in public sector organisations. 
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Table 4-1: Some key components of occupational health strategy in case studies 

Organisation  Strategy Lifestyle  Clinical Work-related Health 
Surveillance 

Royal Mail 
Group 

- Feeling First 
Class 

- A range of 
health 
interventions 
including in-house 
canteens, 
information 
provision, and 
physical health 
promotion 

 

- Rehabilitative 
MSD 
programme 

- Standard and 
common return 
to work 
approach 

- Evaluation 
and virtual 
company 
approach for 
line managers 

BT - Work Fit 
Programme 

- Six information 
campaigns 
covering main 
risks to 
organisation 

- Online stress 
assessment tool 
(STREAM) 

- Employee 
Assistance 
Service, which 
includes 
counselling 

- MSD 
information 
provision 

- Return to 
work 
procedures 

- “Achieving 
the balance” –  
online tool for 
employees and 
managers to 
target work–
life balance 

- Internal 
reporting on 
main 
occupational 
health 
indicators 

Centrica  - No overall 
example, but 
“Building 
Confidence” 
programme to 
train managers 

- Targeted health 
promotion not 
including 
campaigns on 
physical activity 
and less 
emphasis on 
smoking and 
alcohol 
programmes 

- MSD 
rehabilitation 

- Education 
and training on 
certain 
conditions 

- Return to 
work 
procedures 

- Reporting on 
main 
occupational 
health 
indicators 

NHS 
Scotland 

- Comprehensive 
recent strategy 

- The Healthy 
Working Lives 
Award system 

- Pre-
employment 
health checks 

- MSD 
rehabilitation 

- Return to 
work 

- Lack of 
evaluation on 
outcomes 

- Staff survey 

Source: RAND Europe compilation. 
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Box 4-1: Effectiveness of health and wellbeing policies in Royal Mail Group 

Health and wellbeing policies at Royal Mail Group have had several significant 
effects since 2004: 

- Improvements in absenteeism rates with Royal Mail achieving a reduction 
from 7 percent to 5 percent between January 2004 and May 2004 
(equivalent to an extra 3,600 employees in work) and Parcelforce Worldwide 
reducing absences from 7 percent to 4.5 percent in the same period 
(equivalent to having an extra 104 employees at work). 

- These significant reductions in absences have enabled Royal Mail Group to 
achieve important cost savings: the achieved reduction in absences since 
2004 could have contributed to a total saving of about £227 million in terms 
of direct costs. 

- Controlling absence has enabled managers at Parcelforce Worldwide to hit 
their targets more easily because it “removes unpredictability in meeting 
profitability targets that managers set, enabling them to keep unit costs 
down as well as hit targets for items delivered per day and grow depot net 
income more easily”. Reducing absences by 1 percent across all depots is 
worth “£1,317,000 to Parcelforce Worldwide annually in terms of meeting 
net income targets”. 

- Tackling absenteeism reduces Royal Mail Group’s dependency on 
replacement labour, including agency staff. Evidence from Parcelforce 
Worldwide shows that such a reduction in dependence on these staff 
“safeguards indicators such as Quality of Service (QoS) and improves net 
income through bringing costs down”. 

- Improvements in QoS enable Parcelforce Worldwide to “capture additional 
business and improve net income”. 

Source: headline findings of the Value of Rude Health (Marsden and Moriconi, 2008). 
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Box 4-2: Problems in evaluating effectiveness of health interventions in NHS Scotland 

Trying to tease out the effectiveness of various interventions is very hard when 
one considers a population of 160,000 people working in NHS Scotland. 

Statistics on staff satisfaction, retention and sickness absence are difficult to 
attribute clearly to the health and safety interventions. They have a target to 
reduce sickness absence below 4 percent. 

An evaluation of interventions is required under the Healthy Working Lives 
Award scheme, but the respondent does not think they are able to show a cause 
and effect relationship, for example between the health and safety interventions 
specifically and sickness absence results within a health board – at least not in 
general. 

Some things can be correlated, such as reducing MSDs in staff and the 
interventions adopted to do so. The interventions do result in a reduction in 
musculoskeletal injuries. 

In terms of specific sickness absence, one can look at the cause of absence and at 
trends reducing over time as a result of interventions. 

4.3 Conclusion 

There are a number of wider themes that we can draw out of the case studies. We present 
them below: 

• The case studies selected take a holistic approach to the health and wellbeing of 
employees. The organisations selected choose a comprehensive approach with a 
wide range of interventions that target both what they can control only indirectly 
such as lifestyle and clinical issues as well as what they can control more directly 
such as work-related issues including job design and return to work programmes. 

• The case studies try to target specific risk groups and problems in health and 
wellbeing. To learn more about risks, most strategies allow management to 
monitor the overall problem of health and wellbeing in the organisation. This 
management information can assist in the targeting of interventions in the strategy 
and also give an indication about the effectiveness of the strategy. 

• Strategies focus on branding of the strategy and tailoring messages to the likely 
end users of health and wellbeing interventions. Branding strategies bring a 
number of initiatives together and ensure that they are more joined up; tailoring 
messages start marketing the strategy to end users – employees. Strategies tend be 
increasingly targeted and risk based, rather than containing universal campaigns. 

• The case studies selected aim to empower line managers to identify problems, and 
staff to take responsibility for their health and wellbeing. Many organisations have 
started using toolkits to assist management and staff to identify problems of health 
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and wealth-being and correct them if possible. These interventions target 
individuals and lines of accountability in the workplace. 

• The case studies selected use a similar range of interventions to treat the long-term 
absent. The strategies in the case studies selected have more similar procedures to 
manage the return to work process management of longer-term absentees. 

• Organisations are increasingly measuring and benchmarking the effectiveness of 
interventions. The case studies selected often collect information from the 
interventions to monitor the overall problem and target interventions more 
effectively in the future. They increasingly make information public and try to 
benchmark against the performance of the UK standard or other organisations.  
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