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1. EXECUTIVE SUMMARY

1.1. AIM

The project brief was to develop the content for an intervention toolbox for common health
problems in the workplace - musculoskeletal, mental health and stress complaints. The intention
was to develop a prototype toolbox that can be taken forward to (1) minimise the occurrence of
work-relevant common health problems (CHPs) and (2) reduce avoidable sickness absence,
healthcare use and long-term disability for CHP complaints that inevitably occur in the
workplace'.

1.2. APPROACH

Development of the intervention toolbox was commissioned by the Health and Safety Executive
and undertaken by a consortium comprising KendallBurton Consulting, Loughborough
University, and the Health and Safety Laboratory. The development process spanned five
phases. Phases were designed to attain each of the project’s objectives (page 3). The first phase
provided the toolbox’s evidence base derived from a review of the scientific literature and a
stakeholder survey. It gave rise to an underpinning conceptual model for steering subsequent
development. The second phase entailed developing a conceptual framework that specified
‘what’ (content) should go ‘where’ (structure) and how the toolbox could be implemented.
Expert workshops were also undertaken at the outset of phase two to check the project direction.
Phase three produced a draft user-centred toolbox based on the conceptual framework
comprising information, advice and a suite of tools. In the fourth phase, the draft web-based
toolbox was tested for acceptability and usability with a sample of potential end-users,
following which a functional prototype was produced.

1.3. FINDINGS/OUTCOMES

Current approaches: The scientific evidence on the relationship between CHPs and work
indicates that prevention approaches using the conventional hazard-risk-control model, and
treatment approaches founded on treatment-cure-participate assumptions, have not yielded the
hoped-for outcomes. Underlying dose-response assumptions do not readily translate to CHPs.
Their subjective and ubiquitous nature significantly undermines the potential for risk control in
the workplace to eradicate CHPs. Furthermore, clinical treatments neither fully alleviate all
symptoms nor prevent further episodes. What this means in practice is that current health and
safety regulation and guidance, including the Management Standards for Work-Related Stress,
although useful for their specific purposes, are not sufficient for managing the workplace
consequences of CHPs, and that simply adapting them would be a suboptimal appraoch. The
evidence indicates that this supplementary approach should be more effective than adaptations
to existing material. Consequently this new approach represents an addition to rather than a
change to current approaches such as the Management Standards.

Conceptual model: The underlying principle for this toolbox recognises that the relationship
between employment and health is considered to be close, enduring and multidimensional. A

! All key terms used in this document are outlined in the section Definitions and Glossary. The term ‘complaint’ is
preferred over ‘symptoms’ due to it being more inclusive of the subjective nature of symptom onset, interpretation,
and behavioural responses. Complaint denotes the point at which CHP symptoms are reported. Work-relevance has
been used on the basis that CHP symptoms affect and are affected by the workplace irrespective of whether work
related factors contributed to their onset.

v



novel conceptual model was developed to support the toolbox, which was based on this
principle and was underpinned by a biopsychosocial approach. A key feature is that it combines
evidence both from primary prevention approaches and the delivery of healthcare. This allows
direct focus on the interface between work and health, and opens up a new zone of opportunity
for proactive initiatives in the workplace. Its primary intent is to facilitate an approach that
enables people with CHP complaints to maintain work participation, measured by ability to stay
at work or return speedily after absence, thus sustaining productive activity.

The conceptual model spans three key areas: Good work; Good Jobs; Supportive Workplaces.
The ability to provide and have ‘Good work’ stems mostly from actions at the socio-political
level through enabling legislation and suitable policy frameworks (e.g. the Management
Standards). Work that is both ‘good’ and safe has become an expected minimum standard in
modern societies, but, although necessary, this approach is not sufficient to ensure the health
and well-being of workers. To do so requires additional interventions at different levels.

The toolbox therefore focuses on helping line managers, and senior management, to provide
Good Jobs for when people are well, and Supportive Workplaces for when they are ill or
injured. The core principle is that a Good Job will reduce the likelihood that symptoms of CHPs
will be expressed at work, while a Supportive Workplace will enable those who are struggling
with health at work to more readily maintain work participation.

Good Jobs are characterised by: balanced demands and a safe work environment; effective and
helpful line management; working practices and feedback that lead workers to feel they are
valued and respected members of staff; opportunities to use and develop skills; endorsement and
opportunities for workers to solve their own problems; encouragement to help workers make
their own work better; and, opportunities for social interaction.

Supportive Workplaces are characterised by: commitment from senior management; early
provision of factual information and advice; fostering early reporting of work-relevant health
problems; keeping in touch; adopting a can-do approach; engaging the person in identifying
obstacles to work participation and making a work plan; assessing the job and offering
temporary modified work if needed (just to ease the path to usual work); liaising with healthcare
practitioners if necessary (using a confidentiality waiver); allowing graduated return to work
plans; and, monitoring progress so the plan can be appropriately revised if there are any
setbacks.

Good Jobs differ from Supportive Workplaces in a number of ways. Creating Good Jobs is
intended as a proactive process applied mainly to groups of workers. The emphasis is on
directing coping at demands and resilience, with the intention of reducing the work-relevance of
CHPs. Creating Supportive Workplaces provides ‘just in time’ response for individual workers
starting to struggle with CHP symptoms at work. The emphasis is on providing an environment
where workers can cope with symptoms, so that unnecessary healthcare, sickness absence and
disability can be avoided. The aspiration to Good Jobs and delivering a Supportive Workplace
should run in tandem.

User experience: The intervention toolbox is named the Health <> Work Toolbox to convey the
interdependency between health and work, and the transferability of its content to a range of
health at work issues. The key audience is line managers, backed up by senior management buy-
in, since they are pivotal in shaping working conditions. Nonetheless, it has also been designed
to appeal to a range of players so that they can direct line managers toward it. Toolbox users
will initially encounter content under ‘Knowledge’, intended to encourage their ‘buy-in’ (and
this includes the business, moral and legal case), deepen their knowledge of the nature CHPs,
and prompt them to undertake preparatory activities such as learning about and assessing health
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and work culture. The content provided under ‘Good Jobs’ and ‘Supportive Workplaces’
broadly splits into knowledge and tools. Two main groups of tools are provided: those to enable
‘identification’ (Good Jobs or Supportive Workplaces) and a suite of tools to provide solutions
and aid their implementation. There are succinct lists of ‘Actions’ for the three key areas:
Knowledge, Good Jobs, and Supportive Workplaces. These are linked to concise explanations
of what to do and how to do it. Mechanisms are built in to facilitate organisational learning and
review both for Good Jobs and Supportive Workplaces.

Process: Being web-based, the toolbox has the benefit of hyperlinks. It has a simple logical
structure, and is set out so that no single part is contingent on another part having already been
accessed. The only exception to this is that implementing targeted actions is always expected to
follow ‘identification’ of what can be done to help provide Good Jobs and Supportive
Workplaces.

The majority of the process for identifying obstacles is in the form of guided questioning. This
process is quite different from assessment of symptoms, and deliberately avoids confounding
obstacle identification with the subjectivity of CHP symptoms. Identification of Good Jobs rests
largely on asking about job characteristics. Identification of Supportive Workplaces is based on
self-report by workers, or others noticing an individual struggling, or a mixture of both: this is
followed by proactive discussion between worker and line manager to identify obstacles to
staying at or returning to work.

The toolbox content is provided in three layers of complexity. This allows for variations in the
user’s time, skill level, interest and resources. Essential information and actions are uppermost
in the structure. Narrative devices such as principles and important ideas are provided
throughout to anchor understanding of key values and messages. Case studies are provided as
exemplars to facilitate application across settings through the use of underlying principles.

1.4. IMPLICATIONS

The Health < Work Toolbox approach differs from existing approaches, including the
Management Standards, for a number of reasons: positioned between conventional risk
management and healthcare, it is a supplementary approach; it also emphasises positive factors
over and above the prevention of harm; it uses a combination of proactive and responsive
elements; it encourages dual responsibility for health between the employer and employee; and,
it has scope in enabling people with less than perfect health to remain productive and at work.
As such, it provides a ‘comprehensive resource to enable line managers more effectively to
tackle the challenges created by work-relevant CHPs.

The expert and end-user feedback, albeit from a relatively small sample, was positive and
endorsed the overall direction and approach. There were no significant negative comments,
though most respondents expressed a desire for improved design and navigability that future
development should take into account. Further professional development around the
presentation fell outside of the project scope, but the present results suggest that end users
would be receptive to a toolbox of this type.

In principle, the Health < Work Toolbox holds considerable potential to augment existing
primary prevention strategies and healthcare delivery, thus providing a more comprehensive
approach to constraining sickness absence. However, more work will be needed to determine its
overall effectiveness during application.
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2. INTRODUCTION

The following introduction summarises current knowledge about Common Health Problems.
More detailed supporting information is provided in the appendices.

2.1. WHAT ARE COMMON HEALTH PROBLEMS?

Common health problems (CHPs) refer to health complaints that occur most frequently across
the population. They include musculoskeletal, mental health and stress’ complaints. The main
contribution to long-term sickness absence and work disability comes not from serious injury or
disease, but from CHPs. Collectively CHPs account for most loss of productivity, sickness
absence, suffering, care-seeking and health-related benefit claims (e.g. Waddell & Burton,
2004). Self-reported survey data indicates that an estimated 7.6 million working days were lost
to musculoskeletal disorders whilst 10.8 million were lost to stress in Great Britain in 2010/11
(HSE, 2011a). These figures account for 70% overall of the lost days attributed to health and
safety at work issues (HSE, 2011b).

2.2, CHALLENGES POSED BY COMMON HEALTH PROBLEMS

CHPs are characterised by recurrent symptoms of variable frequency and severity, which tend to
co-exist. For example, mental health problems and musculoskeletal pain can occur at the same
time. CHPs involve the report of one or more symptoms, yet in most instances there is limited
objective evidence of injury, disease or impairment (Waddell & Burton, 2004; Waddell, Burton,
& Kendall, 2008).

CHPs have a multi-factorial aetiology, and are influenced by both work and non-work factors.
For example, musculoskeletal symptoms may be experienced at work or not, or may be
influenced by certain work activities and not others. Similarly, stress symptoms may be
experienced at work and also at home to varying degrees. Mental health problems (e.g. anxiety,
depression) can arise from diverse sources, many of which are unrelated to work, but they are
experienced by workers and non-workers alike (Foresight Project, 2008). Evidence for
exclusive occupational causation of most CHPs is contentious, inconsistent or lacking. While
work may not directly or soley cause the majority of episodes of CHPs, disadvantageous aspects
of job design lead to symptoms being more pronounced and bothersome, and may temporarily
reduce the person’s ability to work. In this sense, CHPs can manifest as work-relevant
complaints. That is, health complaints which, irrespective of cause (work or non-work), are
experienced at the workplace to a greater or lesser extent, and which in turn impact on the
performance of a worker (Waddell & Burton, 2004).

The ubiquity and subjective nature of CHPs, along with frequently co-existing symptoms and
complaints, pose a major challenge for CHPs’ accurate identification and treatment.
Nevertheless, the successful management of CHPs should be achievable, and long-term
problems are not inevitable. In occupational terms, the consequences are more important than
any (assumed) pathology: With the right support, most people can remain active and stay at
work or achieve early and sustained return from sickness absence (Waddell & Aylward, 2010;
Seymour & Grove, 2005). Defining and effectively delivering that ‘right support’ has proved a
substantial challenge (Waddell et al, 2008).

2 In this report the term ‘stress’ is used to describe the subjective experience of ‘feeling stressed’. It is recognised that
‘stress’ lacks case definition, is not a diagnosis per se, and current taxonomies do not contain clinical criteria.
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The inability to reliably and validly differentiate those people with CHPs from those without
them is a major obstacle to efforts aimed at preventing and managing them effectively
(Talmage, 2010).

2.3. CURRENT APPROACHES FOR MANAGING COMMON HEALTH
PROBLEMS

Current approaches to reduce the incidence and prevalence of CHPs appear to be less than
exhaustive, given the significant number of CHPs reported at the workplace. Some of this may
be due to the complexity and subjectivity of CHPs that give rise to the challenges outlined
above. However, over recent years a clear paradox has arisen. Sickness absence and work-
relevant disability attributable to CHPs has risen despite a reduction in physical work
demands, uptake of approaches aimed at primary prevention, and improved access to
healthcare (Waddell & Burton, 2004).

Current preventive approaches of ill health at work, such as the Management Standards for
Work-Related Stress, focus on elimination or reduction of known causative agents (risk factors).
These approaches are most effective when there is a demonstrable link between exposure and
outcome. However, the evidence indicates that for CHPs this link is confounded by multiple
factors and often accompanied with small effect sizes (e.g. Fergusson et al, 2006, Semmer,
2006). In this context, preventive interventions can lack relevance, be untimely, and
inadequately address the gamut of factors that precipitate symptom onset or complaint.

People with CHPs may need healthcare to control symptoms, but healthcare interventions alone
seldom influence occupational outcomes. There is reason to conclude that over-reliance on
healthcare can itself have negative consequences by encouraging effects such as passivity and
dependence rather than active participation and responsibility.

2.4, CASE FOR A NEW APPROACH

There is need for an integrated approach that facilitates timely, relevant and practical
identification and management of CHPs in order to minimise both their occurrence and impact.
If one of these outcomes cannot be achieved effectively in any given instance (e.g, occurrence)
then we must focus on the other, and vice-versa. Leaving occurrence and impact disconnected
may be sub-optimal for managing the work-relevance of CHPs. A new approach should draw on
a biopsychosocial rather a simple biomedical perspective of health. Through recognising health
outcomes as the function of the interplay between biological, psychological and social variables,
this model enables the subjective nature of CHPs to be more clearly understood (Burton et al,
2008, Lunt et al, 2007). Furthermore, a new approach should aim to get all the players onside
and acting consistently, to stimulate managers to provide Good Jobs and encourage the
workplace to be accommodating and supportive for people with work-relevant CHPs. The
approach will also need to encourage a positive work-health culture, and to enable workers to
cope with reasonable job demands both when they are well and when they are not.

An important target is enabling people with CHPs to stay at work, or return to work in a
sustainable manner. The aspiration is reduction of work-relevant CHPs, leading to fewer cases
requiring healthcare or prolonged sickness absence, and a minimal number progressing to long-
term disability. A new approach to CHPs management needs to encourage progress toward
workplaces that enable people to flourish when they are well and to be supported when they are
ill or injured.

The stimulus for developing a conceptual model that integrates a focus on both minimising the
occurrence of CHPs and their impact was derived from a statement espoused by noted
occupational medicine theorist Nortin Hadler in 1997. Hadler stated that ‘work should be
comfortable when we are well and accommodating when we are ill or injured’. This concept
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was understood to refer to work with an agreeable quality (comfortable) in a workplace where
key people are responsive (accommodating). These aspects of work have been separately
investigated with respect to CHPs, but to date those findings have not been combined to
underpin relevant interventions.

It was recognised that the terms ‘comfortable’ and ‘accommodating” may hold some ambiguity
to the general public and people in the workplace. While they are used in this technical report to
reflect the foundation for the development of the conceptual model, they are replaced in the
Toolbox with terms better suited to its intended environment: comfortable jobs become Good
Jobs and accommodating workplaces become Supportive Workplaces.

2.5. RESEARCH OBJECTIVES

The overall aim of this project was to develop an Intervention Toolbox for managing CHPs at
the workplace, which complements current policy and regulation but fills the gaps in existing
guidance and advice. The objectives of the research were to:

1. Identify factors specific to each of the main CHPs and factors shared between the main CHPs
that contribute to the:
(a) Development of CHPs, i.e. the onset of symptoms
(b) Reporting or complaint of CHPs as a problem, especially in the workplace or to a
clinician (since this leads to time off work)
(c) Persistence of CHPs, with the greater emphasis on behavioural outcomes (especially
withdrawal from participation in productive activity) rather than symptoms.

2. Provide a conceptual understanding for important relationships between the main CHPs (with
respect to comorbidity and co-occurrence), and the relationship between symptoms and level of
function (focusing especially on participation in work).

3. Investigate if and how the Management Standards for work-related stress need to be adapted
to accommodate factors implicated in the development and persistence of CHPs. This will
include consideration of wider organisational variables as well as work and health-related
individual factors.

4. Establish if and how HSE’s risk assessment approach could be adapted so that it captures
factors relevant to the development and persistence of CHPs.

5. Determine what alternative approaches would be relevant that encompass a positive model of
well-being as well as the deficit model of stress and all biopsychosocial levels. Consider how
these approaches might be adapted to sit alongside the Management Standards in an integrated
framework. In particular, the potential role of BPS model and the Psychosocial Flags
Framework will be determined.

6. As part of an integrated framework, develop:
(a) Parsimonious explanatory model (one model or a set of inter-linked theories) that
conveys how CHPs are developed and maintained. This will inform the content of the
assessment component of the framework.
(b) Process/procedure for assessing CHPs, involving workers and identifying relevant
solutions and their cost-benefits. This will inform the process that will underpin the
framework.
(c) Suite of solutions (including interventions) for addressing assessment outcomes that
minimises occurrence of CHPs, associated sickness absence, and supports staying and
returning to work.



7. Test the framework’s feasibility and usability credentials on a representative sample of end
users and intermediaries (e.g. inspectors, lawyers etc) who would also be using the framework.

2.6, OVERALL APPROACH

To meet the project’s objectives the toolbox development spanned five phases (see Table 1). A
multiphasic approach permitted logical progression from establishing the evidence base through
to production of a usability-tested, evidence-based and user-centred toolbox. Doing so allows
the rationale underpinning the structure and content of the final toolbox to be traced back to the
evidence. The phases were as follows:

* Phase 1: Evidence synthesis of the current scientific evidence base, establish
stakeholder needs, and produce a conceptual model. This would provide the foundations
for subsequent toolbox development.

* Phase 2: Production of an evidence-based conceptual framework on which to ‘hang’
tools.

* Phase 3: Production of a draft user-centred intervention toolbox.
* Phase 4: Usability testing of the draft toolbox.
* Phase 5: Toolbox refinement in light of usability testing and report preparation.

A consortium comprising KendallBurton Consulting, Loughborough University, and the Health
and Safety Laboratory developed the toolbox. The consortium regularly met face-to-face and
via tele-meetings to progress the phases. Stakeholder engagement and end-user consultation was
built into key stages of the project. Customer consultation occurred at key project milestones.
The consortium is referred to as the research team hereon.

2.7. CAVEATS

A paper-based toolbox was originally envisaged. However, during project development a web-
based version using all the advantages of hyperlinking was identified as more suitable for
capturing and communicating the toolbox layout and structure, and for providing easy access to
the tools. A full-scale impact evaluation and development of a professionally designed web-
based toolbox fell outside the scope of this project. Consequently the toolbox design requires
refining and evaluating prior to its implementation.

To maximise the practicality of the toolbox, it focuses on minimising and managing
‘complaints’ rather than’ symptoms’. This was decided on the basis that complaints represent
the point at which CHP symptoms are reported. Complaints are considered more inclusive of
the subjectivity surrounding CHPs because they incorporate coping and behavioural responses.
CHPs symptoms are deliberately framed as ‘work-relevant’ so that that the toolbox takes
account of the direct or indirect impact that symptoms can have upon work, and work upon
symptoms, irrespective of whether the causes of CHP symptoms were due to work. Introducing
the concept of work-relevance also helps to distinguish symptoms that impact on work ability
from those everyday symptoms with which people cope.



Table 1: Approach Summary

Aim Method Output
Generate the Best evidence e Literature ¢ Best evidence
Phase1  toolbox’s synthesis Review (best synthesis literature
evidence base. evidence review (Appendix 1)
synthesis) Conceptual model
¢ Stakeholder (Appendix 1)
workshops (x2) Project definitions
on CHP needs & (Appendix 1)
problems Stakeholder
feedback (Appendix
2)
Develop an Consensus * Workshops (x2) Conceptual
Phase2  evidence based driven decision (expert & end- Framework
framework to ma.king & user) encompassing
‘hang tools on’  action * Team meetings (Appendix 3):
* Mapping content WOTkShOP summary
onto the (Appendix 4)
literature review
Develop a draft Consensus Draft tool-box (print
Phase 3 user-centred driven decision and web versions)
intervention making &
toolbox action
- ¢ Electronic Usability testing
Usability test End-user survey feedback (Appendix
Phase 4  the toolbox survey * Telephone 5)
interviews
Toolbox Feedback Toolbox prototype
Phase 5 refinement and  assimilation

production of
final report

(web-version)
(Appendix 6).







3. PHASE ONE: EVIDENCE SYNTHESIS

3.1. EVIDENCE REVIEW: METHOD
3.1.1. Aim

A literature review was conducted to generate the evidence-based foundations of the toolbox. A
conceptual model was also produced during the literature review to highlight levels of
intervention and position relative to current approaches. Research questions addressed by the
review are outlined in Table 2. The literature review encompassed two main activities. First, the
research team’s existing knowledge for each of the topics listed in Table 2 was consolidated.
Secondly, all knowledge gaps identified became a search topic. These predominately related to
the generic issues outlined in Table 2. Full details of the review method and findings are
provided in Appendix 1.

Table 2: Research Questions for the Literature Review

Topic Area Research Question

*  What is the nature of the (work-relevant CHP
complaint)?

What are effective work-relevant interventions for
(work-relevant CHP complaint)?

* How can work-relevant interventions for (work-
relevant CHP complaint) be implemented
effectively?

*  What does a Good Job look like?

*  What does a Supportive Workplace look like?

* How are different work-relevant CHP complaints
related?

* How do existing conceptual models explain the
nature of work-relevant CHP complaints and how
can these be improved?

* How are and should CHP complaints be assessed?

For each work-relevant common
health complaint (stress,
musculoskeletal disorders,
mental health)

Generic issues

3.1.2. Design

A ‘best evidence synthesis’ was used. The overall review method followed well-established
principles for using literature reviews, meta-analyses, and conceptual papers (e.g., Waddell &
Burton, 2004: Waddell & Burton 2006; Fergusson et al. 2006; Richardson & Rothstein, 2008;
Rick et al, 2002). The conceptual model arising from the literature review was arrived at
through a series project team discussions and consensus based decision-making.

3.1.3. Search Strategy

Wherever possible, the primary source of evidence comprised existing high quality reviews.
When these were not available, appropriate individual studies and articles were sought. To
reflect current knowledge, articles published between January 2000 and September 2010 were
eligible for inclusion. A comprehensive and systematic literature search was conducted using
multiple sources covering electronic databases, internet searches and hand searches.



3.2. EVIDENCE REVIEW: KEY FINDINGS

Appendix 1 contains a detailed report of the literature review and best evidence synthesis. An
overview is provided here, with a summary in Box 1.

3.2.1. Nature of CHPs

CHPs incur considerable cost to employees, employers and organisations. Collectively they
account for most productivity loss, sickness absence, suffering, care-seeking and health-related
benefit claims. CHPs also result in significant suffering to individuals and their families. CHPs
are characterised by symptoms rather than disease or damage. They can be work-relevant. This
means the person may have difficulty performing their usual activities for a period of time,
irrespective of the causes. In most cases there is limited objective evidence of injury or disease
cogently related to the work exposures. However, the experience of symptoms at work often
encourages the false belief that work is mainly or wholly responsible. This is one example of
important beliefs that serve as myths needing to be challenged.

Symptoms tend to be recurrent and CHPs can be described as having an untidy pattern of
episodes with variable frequency, severity, and impact. Furthermore, multiple symptoms
frequently coexist, both within and between the main categories (e.g. musculoskeletal, mental
health and stress complaints). However, coexisting symptoms does not necessarily imply a
common genesis.

A biopsychosocial approach is widely considered as optimal to underpin initiatives such as an
intervention toolbox to reduce the impact of CHPs in the workplace. This perspective outlines
the contribution and roles of cognitions, affect, behaviours and their interactions. It has led to
the development of effective treatment paradigms, e.g. for fear-avoidance cycles.

CHP complaints are capable of leading to disabling consequences, but with the right support,
opportunities and encouragement, people with CHPs do usually maintain (or return to) their
usual level of participation in activity and work, and usually do not seek healthcare.

The subjective nature and ubiquity of symptoms makes it difficult to differentiate on objective
or clinical grounds between those who complain and seek help and those with the same
problems who do not. Therefore a ‘case’ should not be determined simply in terms of the
presence of symptoms, but rather by the extent to which the symptoms are sufficiently
bothersome to trigger one or more of the following: a complaint (reporting); care-seeking; a
struggle to be active; a struggle to attend work.

3.2.2. Current Approaches

Conventional approaches for managing CHPs to date concern either risk management or
delivery of healthcare. The evidence indicates that these approaches can be effective for serious
occupational injury and disease, but they are less than optimal for CHPs. This conclusion is
underscored by the observation sickness absence attributed to CHPs have not reduced as
expected since the launch of the Management Standards. In part this may be because the
Management Standards (HSE, 2012) focused on stressors arising from the immediate work
environment and placed less emphasis on individual the level than the biopsychosocial
approach.

Risk management assumes that risks and hazards are known and understood; that they can be
accurately identified in practice; and that, once they have been identified they can be prevented
or controlled. The ubiquitous and subjective nature of CHPs, their gradual onset, varying



patterns of patterns of frequency, difficulties in isolating causes, and absence of a dose response
relationship mean that CHPs cannot totally be prevented through changes in work practices.

Likewise healthcare based on the biomedical model predicts a dose response relationship
between treatment = cure > return to activity and work. However, this may exacerbate
disability through iatrogenic® processes. The focus for managing CHPs needs to shift from
primary prevention and treatment to managing the consequences and responses to CHP
symptoms in such a way that unnecessary use of healthcare and sickness absence is avoided.
The focus on who has responsibility for CHP management should shift from either being seen
as exclusively either employees or managers to one of dual responsibility. The drawbacks of
current approaches are summarised in Figure 1.

? Adverse treatment outcomes caused by treatment or diagnostic activities.
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The Nature of CHPs

CHPs are extremely common across the population, and not confined to working age.

CHPs tend to display an untidy recurrent pattern across the life course with variable
periodicity and severity: multiple symptoms and complaints frequently coexist.

CHPs in the workplace extract enormous societal, commercial, and personal costs, yet the
adverse consequences can usually be avoided through relatively low-cost workplace
interventions.

Most episodes of CHPs do settle without healthcare or sickness absence. Some episodes
persist: sickness absence is driven more by psychosocial issues than severe illness or injury.

CHP symptoms often coexist, both within and between CHP categories, but this does
necessarily mean a common genesis

The biopsychosocial approach helps explain subjective aspects of CHPs such as the role of
myths in withdrawal from usual activities and variation in symptom interpretation, response
and reporting. It accounts for multifaceted influences upon CHP symptoms.

Current Approaches

Attempts to control physical and psychological stressors in the workplace have not
managed to reduce the incidence and prevalence of CHPs, or their substantial occupational
impact. The commonly identified risk factors generally have small and inconsistent causal
effects, yet they are related to the work-relevance of symptoms.

Though job stressors may directly generate some episodes, the potential for further
preventive impact from the hazard-risk-control approach seems small.

Control of subjective symptoms through healthcare may be needed, but typical healthcare
interventions do not address occupational outcomes. Furthermore, they can be detrimental
by encouraging passivity and dependence (iatrogenic disability).

Between conventional prevention and typical healthcare lies a ‘zone of lost opportunity’ —
this zone has not so far been considered as a viable locus of intervention but may be more
appropriate because of the of the progression and development of the work-relevance of
CHPs.

Implications for CHP management

While work may not directly cause the majority of episodes of CHPs, the experience is
frequently work-relevant so that aspects of the job can make symptoms more pronounced
and more bothersome. Equally symptoms can make usual work difficult or even impossible.
Subjective symptoms are the predominant complaint. This makes diagnostic criteria
unreliable, and defining a ‘case’ is very problematic. In occupational terms for CHPs, a case
can best be defined as an episode where the symptoms are are sufficiently bothersome to
trigger one or more of the following: a complaint (reporting); care-seeking; a struggle to be
active; a struggle to attend work.

The ‘zone of lost opportunity’ can be permeated with more effective workplace
interventions that focus on preventing where possible but also on managing the
consequences of CHPs without recourse to avoidable healthcare or sickness absence. Doing
so would mean people with CHP symptoms can stay at work and stay productive but
require that managing CHPs effectively is perceived as the dual responsibility of
employees and managers.
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Figure 1. The major problems with using a simple model for occupational health and
safety and the delivery of healthcare interventions and rehabilitation for CHPs, together
with optimal solutions
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3.2.3. Conceptual Model for a New Approach

The conceptual model developed indicates the scope of the toolbox content, in terms what levels
of intervention it covers and the boundaries between these areas. It also indicates the position of
the toolbox in relation to other national interventions and provision relating to health at work.
Key messages concerning the conceptual model are provided in Box 2.

3.2.4. Levels of Intervention

Conventional risk-management and healthcare approaches may be necessary but are not
sufficient for tackling work-relevant CHPs. Developing a new supplementary approach (see
Figure 2) requires understanding that the complex relationship between work and health is
fundamental to devising effective interventions and for complementing key government
strategies. This involves a number of important concepts that are related, yet distinct:
occupational safety, good work, comfortable jobs, and accommodating workplaces. Work is
generally good for physical and mental health and well-being (Waddell & Burton 2006).
Furthermore, participation in work can be therapeutic for people with all types of common
health problems (Waddell et al. 2008). The important proviso is that it depends on the nature
and quality of work, and on social context. The constituents of ‘good work’, ‘comfortable jobs’
(called Good Jobs for the user-centred toolbox) and ‘accommodating workplaces’ (called
Supportive Workplaces for the user-centred toolbox) necessarily depend on occupational safety
as a prerequisite but involve much more as well.

Figure 2. Relationships and intervention levels for good work, Good Jobs, and
Supportive Workplaces

Good Work: Work that is both ‘good’ and safe has become an expected minimum standard in
industrialised societies, but it is not sufficient to fully ensure the health and well-being of
workers. Provision of ‘good work’ (which necessitates occupational safety) is primarily fostered
at the level of the society, through enabling legislation and suitable policy frameworks. Being

12



without work is rarely good for one’s health, but while ‘good work’ is linked to positive health
outcomes, jobs that are ‘not good work’ (e.g. insecure, low-paid and lack of protection from
stressors and danger) may make people ill. The toolbox is not intended to operate at this level.
Good work is taken as a given. Effective CHP management additionally requires jobs to be
‘comfortable’ when people are functioning well, and for workplaces to be ‘accommodating’
when people are struggle with CHP complaints.

Comfortable Jobs: The provision and experience of a comfortable job derives in the main from
the systems and processes that exist in the workplace, including work organisation and the
quality of management. All the features required for ‘good work’ may be in place, yet the job
may not be one that prevents harm or promotes health. Clearly, many jobs retain some aspects
that may be considered unpleasant or uncomfortable, and this cannot practicably be avoided.
The nature of a job is likely to influence a person’s sense of job satisfaction, either for better or
worse. Job satisfaction can also reciprocally influence the perception of whether a job is
comfortable or not. Highly satisfied workers may exhibit higher resilience in coping with less
comfortable aspects. The perception of what is ‘comfortable’ is subjective and varies between
individuals. A comfortable job is characterised by the following:

*  Qutcomes: Reduces the likelihood of complaints (about symptoms, the job, and the
organisation), and may (in principle) reduce the incidence of episodes of complaints
(both physical and mental).

* Aspiration: Fosters job satisfaction, resilience and well-being: it increases the
probability for workers to progress towards personal goals and values that will give
them satisfaction or to engage in activities they find intrinsically enjoyable.
Consequently, a comfortable job represents an aspirational set of working conditions.

*  Builds on good work: Goes beyond safety, and the need to prevent harms.

*  Coping with unavoidable risk. Minimises discomfort (both perceived and actual) and
takes account of physical and psychosocial comfort/needs.

*  Proactivity. Usually involves delivery of proactive strategies and coping responses that
become relevant at the point when work demands start to tax (see Figure 3)

* Target: Comfortable jobs aimed at the whole group of workers but may involve
consideration of aspects of a job at the individual level.

*  Perception: Is subjective, and varies between individuals and across time.

Accommodating Workplaces: Accommodation takes place principally at the individual level.
The requirement for, and type of, workplace accommodation is necessarily tailored to the needs
of the individual, although its availability invariably depends on workplace policy. The worker-
line manager relationship appears key to making it happen effectively. An accommodating
workplace is characterised by the following:

*  Qutcomes: Reduces lost productivity and sickness absence.

* Struggling: Is flexible enough to allow and offer temporary helpful individual-level
changes when a workers experiencing common health problems, and is having short-

13



3.2.5.

term difficulty with coping. It becomes essential once individuals start to struggle with
CHP complaints at work (see Figure 3).

Noticing: Is contingent to the responsiveness of line managers and other in noticing
struggling individuals.

Temporary changes: Can offer changes in a variety of domains tailored for the
individual worker: work organisation, job tasks, job demands, etc. Allows worker to
achieve an acceptable work-life balance.

Coping with symptoms: Enables individuals to perceive themselves as in control of their
symptoms

Outside influences: Has some measure of flexibility to accommodate the impact on
work from life events outside of work.

Fairness: Is perceived as fair practice by colleagues.

Runs in tandem with comfortable jobs

Supplementary Position

The model is an evolutionary solution, containing novel concepts. It is intended to supplement,
not replace, current approaches initiated at a national level. As denoted in Figure 3, it is
positioned between primary prevention and healthcare. It recognises that there is no sharp
artificial division between the concepts of being healthy/uninjured, versus being sick/injured;
and that this is especially true for symptoms of CHPs. Therefore, the toolbox aims to facilitate
work participation whether or not people are sick or injured, by bridging the gap between
preventive interventions and healthcare provision.
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Figure 3. Comprehensive OH&S Model recognises additional focuses for workplaces
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* The conceptual model represents the theoretical foundations of the toolbox. It spans all
layers of the biopsychosocial model. Good work applies to the societal level. Good
(comfortable) jobs applies to the organisation and job level. Supportive
(accommodating) workplaces applies to the individual level

* The nature of work is important: ‘good work’ is good for health and well-being. Good
work entails numerous social structures as well as fundamental precursors including
safety of workers. Good work may be necessary, but it is not a sufficient condition to
control work-relevant CHPs. The quality of the job is important. A Good Job is a
comfortable job in a supportive work environment, where the workplace accommodates
people struggling with work-relevant CHPs. Good management is the key to comfortable
jobs and accommodating workplaces. Creating Good Jobs and Supportive Workplaces
formed the focus of the toolbox.

* The conceptual model is positioned between current primary prevention and healthcare.
It fills a ‘zone of lost opportunity’ in enabling people with CHP symptoms to stay at
work. Consequently, the toolbox supplements several current approaches and does not
replicate existing primary preventive or healthcare approaches. These will be assumed as
already in place.

* Good Jobs differ conceptually from Supportive Workplaces as follows:

Good Jobs Supportive Workplaces
Who for? Groups Individuals
When (most applicable)? Continual When individuals start to
struggle with CHP
symptoms
Coping target Focuses on demands and Focuses on symptoms
resilience
Changes Ongoing Temporary
Style Proactive and aspirational Reactive
Outcomes of interest Reduced CHP complaints/ Reduced sickness absence
‘caseness’ lost productivity & long-

term disability

Box 2: Key Messages for the Conceptual Model

3.3. STAKEHOLDER SURVEY: METHOD
3.3.1. Aim

A stakeholder survey was undertaken to obtain experts’ and potential end-users’ views on the
challenges posed by managing CHPs and any improvements necessary for improving current
guidance. Full details of the method are provided in Appendix 2. Key messages are provided in
Box 3.

3.3.2. Design

A small-scale survey was performed using an electronic survey asking a mixture of open and
closed questions. Views were sought on: the extent to which CHPs were considered a problem;
potential difficulties in preventing CHPs: potential difficulties in managing CHPs; sources of
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advice/guidance; improvements needed for current advice/guidance; characteristics of useful
advice/guidance; characteristics of poor advice/guidance and background information (age,
gender, role, company type, industry sector etc.).

3.3.3. Questionnaire Development

Questionnaire development was iterative. An initial draft agreed with project team was piloted
on five potential end users and then agreed with the HSE customer.

3.3.4. Procedure and Sample

Experts were defined as those with specialised knowledge of CHPs, either through contributions
to relevant research, policy development and policy implementation, or through professional
and specialised work around CHPs (e.g., medical practitioners specialising in CHPs, insurers,
legal advisors). End users were defined as those people responsible for or involved in service
implementation and delivery, and included HR professionals and general managers. A web-
based version of the questionnaire was administered to 110 experts and 4334 end users (These
were sampled from an HSL marketing database of experts and the HSE MINT database).
Participants were given two weeks to respond to the survey. In total, 218 end users and 28
experts responded. Open questions were analysed using template analysis. Predominantly
descriptive statistics were produced for the closed questions. Inter-rater agreements were
conducted for 15 end users and 14 experts, and indicated consistency in how responses were
coded.

3.3.5. Stakeholder Findings

Findings are based on 218 end users and 28 experts, giving a response rate for each category of
5% and 25% respectively. Further details are available in Appendix 2. A summary of key
messages is provided in Box 3.

3.3.6. Perception of CHPs as a problem

Differences between end users and experts emerged on the extent to which CHPs were judged
to be a problem. End users considered CHPs to be moderate problem. Experts considered CHPs
to be a significant problem especially in relation to absence they cause from the workplace.

Participants from the smallest companies considered CHPs to be even less of a problem.
Participants from sectors with higher physical work demands considered CHPs to be less of a
problem than participants from sectors with lower physical demands. This may be because
musculoskeletal problems might be more straightforward to deal with. Most participants
considered stress and mental health as the most difficult CHPs to deal with, and cited the
complexity of CHPs as the reason why CHPs are difficult to manage.

3.3.7. Managing and preventing CHPs

Experts generally thought that CHPs are best prevented through job/organisational redesign
(including manager training) and person-focused interventions may be integrated with
job/organisational redesign. End users were more likely to think that CHPs are best prevented
through person-focused interventions, personal training and manager support for individuals,
compared to other forms of intervention.

Participants from smaller organisations and from physical demanding sectors were more likely
to favour person-focused approaches than other approaches. However, sizeable minorities of
end users also mentioned job/organisational redesign and information provision as effective
means of prevention. Many participants indicated the need to take into account individual
differences, beliefs and coping abilities in interventions.
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3.3.8. Advice and guidance

There were a range of views expressed in the survey on CHPs that might need to be addressed
in advice and guidance to ensure credibility across a range of stakeholders. First, advice and
guidance may need to acknowledge that some people view CHPs as a cultural/societal problem
that may not easily be tractable. In contrast, advice and guidance may also need to acknowledge
the view held by some that CHPs are not really a problem at all or at least not a problem that
organisations should have to deal with. Advice and guidance may need to recognise CHPs
complexity and recognise the need to focus prevention and management at multiple levels
(personal, manager, job, organisation) through integrated and consultative interventions. Advice
and guidance may also need to portray the beneficial aspects of work.

In general, experts and end users in the sample felt that good advice and guidance should be:

a) Actionable, including information that is concrete and focused on specific
problems, with clear advice on actions yet flexible enough to allow tailoring of
actions to specific circumstances — specificity of actions may be particularly useful
for those in larger organisations;

b) Enticing, including a focus on user requirements and expressed in straightforward,
evidence-based language by credible sources that are perceived to be neutral, and
using visual media where appropriate;

¢) Easily accessible and pointing end users to good advice rather than poor advice;

d) Supported, especially through the use of flexible media and with follow-ups such as
training.

e Expert and end-users differ in their perceptions of the challenges posed by
work-relevant CHPs. This may be a function of the accuracy of underlying
knowledge.

* Stakeholders consider multi-level interventions as necessary for tackling CHP
complaints.

* According to stakeholders, good advice and guidance is actionable, enticing,
easily accessible, and supported by flexible media and follow-ups.

Box 3: Key messages from the stakeholder survey.
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4. PHASE TWO: DEVELOPMENT OF THE CONCEPTUAL
FRAMEWORK

4.1. WORKSHOPS: METHOD

41.1. Aim

Expert workshops were undertaken and the beginning of phase two to obtain early feedback on
the project’s direction, with regard to the interpretation of the literature, ideas for the shape of
the toolbox, the conceptual model and factors to consider in developing the toolbox. Full details
of the method are provided in Appendix 3

4.1.2. Sample

Two one-day long workshops were convened, one with experts from outside of HSE (n = 6)
(academics, organisational consultants, medical practitioners and expert end users) followed by
one with HSE experts (n = 4) (staff with expertise or special interests in aspects of CHPs).

4.1.3. Procedure

Prior to the workshops, participants were sent a summary of the literature review outlining the
overall approach and definitions of major concepts of relevance to the project, plus a briefing
document explaining the purpose of the workshop and asking participants to consider a range of
questions before the workshop. These questions are listed in Box 4.

*  Is the overall evidence synthesis comprehensive?

*  Does the proposed framework facilitate a new approach to CHPs?

*  Has this, or other, approach been used elsewhere?

*  Are there any interventions that might help to prevent onset of CHPs and/or associated
symptoms, which are not already included in standard approaches?

*  What can be done to make jobs more comfortable?

*  How can struggling workers be identified?

*  How can we avoid over-identifying less significant problems?

*  What can be done to improve coping with work-relevant symptoms?

*  How can resilience be built to deal with unavoidable aspects of work that are unpleasant
or uncomfortable?

*  What type of plan is required in the workplace, and who needs to be involved?

*  What role is there for problem-solving approaches?

*  Are there any specific workplace interventions that are reasonably practicable, feasible
and effective?

®*  What can be done to facilitate accommodating workplaces?

Box 4: Briefing Questions for the Expert Workshops

The workshops started with a presentation of key findings from the literature including a
description of the conceptual model. Questions were taken as the workshops proceeded, and
open-ended debates on key issues in toolbox development related to an indication framework,
identifying relevant solutions and implementing solutions. Issues debated concerned: good
practice; fit for purpose tools; obstacles and enablers; assessment/identification, solution and
implementation. Notes from the workshop were summarised and key themes identified and
circulated to project team members for agreement.
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4.2, WORKSHOP: KEY FINDINGS

Overall, findings from the workshops indicated that experts had a mostly favourable opinion of
the project team’s emerging interpretation of the literature and the conceptual underpinnings of
the toolbox, as outlined in the literature review. They however, raised a number of issues, which
they think the toolbox should address and these are briefly outlined below. Further details are
available in Appendix 3:

Individual differences in the prevention and accommodation of CHPs should be taken
into account through regular line management meetings and development appraisal
processes.

The toolbox should focus on preventing and managing work-relevant CHPs and not
represent medically based interventions in the toolbox.

The word ‘comfortable’ should not appear in the toolbox, as it might imply work that is
too easy and lowered motivation. An alternative term is needed.

The toolbox needs to take into account line managers’ competencies if managers are
expected to take a role in CHP assessment and intervention. It needs also to have a
means of dealing with line managers if they are problematic (e.g., bullying behaviour is
attributed as a cause of CHPs).

The toolbox should not encourage presenteeism.

It would be useful if senior management commitment to preventing and managing
CHPs could be included in the toolbox, as senior management commitment seems to be
a crucial element of implementing interventions.

It is important to take into account normative beliefs in the population concerning CHPs
and their relation to work.

Management of expectations is needed to create realistic perceptions over the amount of
effort required and pace of change.

It may be necessary to account for background reporting trends (e.g. generated by
increased media attention) and reporting cycles stemming from economic shift patterns,
seasonal effects, symptom frequency and duration.

Efforts are needed to discourage unnecessary reporting of CHP complaints generated by
raised awareness of CHPs.

Most of the suggestions from experts reinforced the project team’s interpretation of the
literature and wherever possible these suggestions were integrated in the design of the final
toolbox or recommendations for its implementation. In line with experts’ view suggesting the
role of normative beliefs for effective management of CHPs, we conducted a further literature
search. This uncovered few relevant studies on normative beliefs (see Box 5 for key messages).

Expert views generally affirmed the interpretation of literature and direction taken by
the conceptual module.

The toolbox should allow for alternative courses of action where relationships with line
manager are too poor for them to be used as the main agent of change.

The potential for background reporting trends and population normative beliefs to skew
CHP symptom reporting was not verified by formal evidence.

The toolbox should avoid prompting presenteeism and reporting of CHP symptoms that
might not otherwise have become a case.

User-centred alternatives should be produced for technical terms.

Box 5: Key Messages from the Expert Workshop
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4.3. CONCEPTUAL FRAMEWORK: METHOD
4.3.1. Aim

Framework development entailed specifying ‘what’ (content) should go in the toolbox, and
‘where’ (structure) based on the conceptual model produced by phase one. Emphasis was placed
on identifying the range of potentially relevant ‘tools’ that also mapped onto phase one findings.
The conceptual framework would subsequently provide a resource for developing the user-
centred version in phase three. Full details of the method are provided in Appendix 4.

4.3.2. Design

Decisions for driving the frameworks’ development were based on structured team discussions,
consensus driven decision-making and action identification. Several lengthy meeting were held
either face to face or via teleconference. Agenda’s were agreed at the beginning of meetings.
Team members then independently worked on actions allocated to them at team meetings.

4.3.3. Procedure
Framework development progressed through the following stages:

1. Basic Structure: Firstly, based on the conceptual model, the research team agreed a
basic structure for organising toolbox content that also indicated how it should be
implemented.

2. Intervention criteria: Secondly, the research team used phase one and expert workshop
findings to describe what ‘comfortable job’ and ‘accommodating workplaces’ might
look like. Factors from phase one were selected that could characterise and also
distinguish comfortable jobs from accommodating workplaces. Factors were then
grouped according to similarity in meaning ultimately arriving at three core themes.
These would provide the criteria that solutions for creating comfortable jobs or
accommodating workplaces would need to fill.

3. Toolbox components. Thirdly, the ‘components’ or ‘steps’ that the toolbox would need
to contain in order for it to get used and be used appropriately were agreed. Components
provided a means of grouping different types of toolbox content according to the
function that content would serve. For example, content relevant to getting potential
‘buy-in’ by users differed from content necessary for helping the end user prepare for
using interventions.

4. Identifying a range of relevant interventions. A suite of potentially relevant
interventions or strategies was then generated from the literature that could be grouped
according to each component’s function. These were produced for all organisational
layers ranging from the individual to the organisational level to ensure systematic
coverage of all aspects of the biopsychosocial model.

5. Producing modules. Components were then compressed into self-contained modules.
Module content, and the relationship between different modules were then specified in
more detail.
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4.4, CONCEPTUAL FRAMEWORK: FINDINGS

The evidence-based framework produced in phase two outlines the structure that would
underpin the toolbox, the nature of the content it would contain, and the process by which it
should be implemented. In short it would indicate ‘what would go where and why’ as well as
‘how’ the toolbox could be used. Still couched in technical or expert terms so that the alignment
with the conceptual model remained clear, producing the framework also helped provide ‘proof
of concept’ of the underlying model. Full details of the framework are provided in Appendix 4.
Key messages are summarised in Box 6.

4.4.1. Basic structure

The framework’s basic structure is shown in Figure 4 below. At a general level this indicates
‘what goes where and why’. Achieving a reduction in cases (work-relevant episodes) of CHPs
would require that the toolbox encompass initial ground work that: gets all the players onside;
motivates further toolbox exploration; ensures the necessary resources for using the toolbox are
released; and conveys the right kind of knowledge for using the toolbox. This is represented in
Figure 4 as ‘preparation’. While the toolbox would need to attractive to all players, it was
determined that line managers would actually have to do the work in making comfortable jobs
and accommodating workplaces ‘happen’. Due to their position and role, line managers were
deemed to have greatest potential in shaping the working conditions of groups or individuals.
Consequently, the toolbox would have to appeal to the needs of line managers in particular. At
this stage identifying and improving the organisation’s cultural maturity with respect to health
and well-being were considered as potentially useful features of preparation. Actions could
then be tailored to whether the underlying culture was best described as minimally compliant
with legislation and policy or exceeding basic compliance requirements.

Creating comfortable jobs and accommodating workplaces was recognised as both requiring (a)
identification of the extent to which they already exist, which then directs (b) appropriate
intervention or action. The term identification was chosen over assessment. This was basis that
assessment could imply spurious accuracy given the subjective nature of CHP complaints and
could be construed by busy managers as too burdensome. Rather it was agreed that
identification should comprise guided questions with descriptive anchors that allow enablers
and obstacles to full engagement with work to be highlighted. As represented in Figure 4,
identification and intervention aspects of the toolbox would each require detail on content and
implementation. Following implementation, learning mechanisms would also need to be built
into the toolbox to facilitate continued improvement and permit the practices it communicates to
become a daily reality of organisational life.
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Figure 4: Toolbox Basic Structure

4.4.2. Basic content

Separation of preparation, comfortable jobs and accommodating workplaces was initially
thought to lend itself to a modular framework.. Each component is distinguished by its role in
allowing the module’s purpose to be achieved. As well as modules on comfortable jobs and
accommodating workplaces, ‘getting buy in’ was considered most relevant to a module on
preparation whereas review and dissemination of lessons learnt aligned to a module on
organisational learning. Each module also captures the type of knowledge and interventions
considered at this stage as enabling fulfilment of each component. For example, information
required for securing buy in could be derived from myth busting messages, and the business,
moral and legal cases. As such, deriving the modular structure provided the basis for an
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inventory of interventions that would serve as a resource in selecting tools for further
development during the next phase.

The range of solutions included in the table were selected on the basis of their meeting
Responsive, Acceptable and ‘Worth investing criteria’ (RAW) derived from the research team’s
discussions over the phase one factors that could help define comfortable jobs and
accommodating workplaces. Namely it was determined that solutions would need to be:

Responsive: Is the proposed solution responsive to the needs of workers and flexible enough to
be adapted for specific purposes and contexts.

Acceptable: Is the proposed solution acceptable to the worker, the manager, co-workers and
other relevant stakeholders; inclusive in that relevant stakeholders have been consulted; and fair
to all stakeholders, including the organisation.

Worth investing in: Is the proposed solution consistent with other organisational policies and
practices; is it the solution that gives the best return on investment, in that there are no other
solutions that are just as effective but easier and/or less costly to implement; and is the
intervention supportive of workers.

4.4.3. Basic implementation

In developing comfortable jobs and accommodating workplaces, targeted intervention logically
follows identification. Originally, it was also felt that workbooks could be developed to
represent module content. These would then be implemented in a certain order to allow tailoring
of solutions to the organisation’s cultural maturity (see Appendix 4, Figure 2). The order
represents identification and improvements in maturity as preceding identification and actions
for comfortable jobs that in turn occur just before tackling accommodating workplaces.
Worker involvement and problem solving principles would need to be built into identification
and intervention stages.

4.4.4. Changes and Adjustments

In keeping with an iterative and reflexive development process, not all of the ideas developed in
this stage were carried forward through into the final toolbox. The main ideas that were later
dropped during phase four concerned the modular approach and identification of cultural
maturity. While people may think in a linear way, it was felt that people might not use the
toolbox in a linear, sequential manner. Consequently, a modular approach was later considered
to retain too much dependency on one module being completed before progression to the next.
Instead it was decided that it was appropriate for developing comfortable jobs and
accommodating workplaces to run in tandem. Inclusion of health cultural maturity was later
considered to add excessive complexity. Instead, the final toolbox specifies general actions that
senior managers can take forward, without enmeshing these in cultural maturity terms.

The key features of phase two that were retained concerned:
* The basic structure (Figure 4);
* The premise of identification directing action;

* Targeting line managers as users of the toolbox;
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* Use of the framework as a resource for guiding what the toolbox would need to cover to
ensure due preparation, attainment of comfortable jobs and accommodating workplaces
and ongoing learning.

* The conceptual framework outlines the basic structure, content and process by
which the toolbox should be implemented. At a general level it guides ‘what
goes where and why’ as well as ‘how’ the toolbox should be used.

* The toolbox will need to appeal to all players, but direct line managers to take
the action necessary for creating comfortable jobs and accommodating
workplaces.

* The basic structure recognises that empowering line managers to minimise
CHP complaints through sustainable comfortable jobs or the escalation of
CHPs through accommodating workplaces also requires initial groundwork and
learning mechanisms.

¢ Using guided questions to identify the extent to which comfortable jobs and
accommodating workplaces exist is potentially more appropriate in capturing
the subjectivity of CHP complaints than quantitative assessment.

¢ Identification should direct targeted intervention. Both identification and
intervention should draw on worker involvement in problem solving during the
identification stages.

* Toolbox design should allow for ‘organic’ rather than linear use.

* Toolbox design should enable comfortable jobs and accommodating
workplaces to be ever present within organisational life.

Box 6: Key Messages from developing the conceptual framework
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5. PHASE THREE: PRODUCTION OF USER-CENTRED TOOLBOX

5.1.

PRODUCTION OF USER-CENTRED TOOLBOX: METHOD

5.1.1. Aims

During phase three, the conceptual framework generated from phase two was translated into a
user-centred toolbox. This entailed refining the structure and developing specific toolbox
content. Emphasis was on producing a toolbox that was both user-friendly but also covered all
the necessary ‘ingredients’ for managing CHPs effectively.

5.1.2. Design

Development followed a similar process to that used in phase two. Decisions for shaping the
user-centred version were based on structured team discussions, consensus driven decision-
making and action identification. Meetings were held either face to face or via teleconference.

5.1.3. Procedure

Development of the user-centred version of the toolbox was as follows:

Review & refinement: The project team reviewed and refined key project definitions
derived from the conceptual model to ensure they were distinct and that all members
shared the same viewpoint.

Visualising the final deliverable: The team endeavoured to visualise what a useable
toolbox might look like to the end-user in terms of how they would navigate it and use
information. This made decisions easier for simplifying the structure, layering
information, capturing key messages, securing initial uptake and providing a suitable
balance between being sufficiently prescriptive so as to empower, but not so
prescriptive as to be insensitive to local circumstances.

User-centred terminology: The team devised user-centred terms for technical terms
used during phase 2.

Structure: The structure derived from phase 2 was refined and simplified to create a
basic structure for the user-centred version. This was done to enhance usability.

Principles: As a way of capturing the core values and key messages for each main area
of the toolbox, the team collectively identified the type of principles that the toolbox
would need to convey. These were then fully phrased and agreed by the team.

Assessment & Identification: Building on phase 2 discussions, the team discussed how
CHP issues should be identified, and with what questions. These were then translated
into simple and usable tools.

Solutions: Phase 2 materials were also used to identify the types of solutions or tools
necessary for addressing CHP issues. These were selected on the basis of their:
i. Potential simplicity
ii. Fit with the notions of Good Jobs and Supportive Workplaces
iii. Basis in evidence
iv. Added value over and above what is already available.
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» Designing and phrasing content: Specific tools were allocated to different team
members for development. A template was produced to support this process. The main
body of the toolbox was initially written as a paper version and then translated into a
web-based version. It then went through several iterations and refinement before
producing a version ready for usability testing.

5.2. PRODUCTION OF A USER-CENTRED TOOLBOX: FINDINGS

Based on phase one findings and the research team’s experience, translating the conceptual
framework into a user-centred toolbox that becomes a habitual and sustainable part of daily
organisational life would require that it was (a) useable, had (b) instant appeal and motivated
use, and (c) empowered potential end-users. The final web-based toolbox is in Appendix 6. Key
messages are summarised in Box 7.

As a way of assuring toolbox usability the research team produced:
* User-centred versions of the underlying structure;
* User-centred alternatives to the terminology;
* Separated and layered the content to provide flexibility in how the toolbox is used,
taking into account the time constraints and motivation levels of line managers;
* Principles to capture key messages and core values as well as other narrative devices
such as catch phrases and idioms.

Structure: To keep the content coherent and manageable, the toolbox assumes fulfilment of
basic requirements of health and safety legislation relating to CHPs (e.g. DSE assessments) and
use or awareness of relevant primary prevention and healthcare approaches (e.g. the
Management Standards, health promotion, standard occupational health provision). In keeping
with the conceptual framework from phase two, the basic structure for the user-centred toolbox
distinguishes between initial buy-in strategies, identification, solution generation, and testing for
improvement. The toolbox incorporates a feedback loop built to ensure continual review and
refinement (see Figure 5). This process applies to comfortable jobs and accommodating
workplaces. This model also clarifies ‘who’ does ‘what’, ‘how’ and for ‘whom’ for each aspect
of the toolbox. Identification is developed further. For accommodating workplaces, the toolbox
is split into initial ‘noticing’ struggling individuals followed by engagement by the line manager
in order to ‘identify’ obstacles to usual work. Since comfortable jobs necessitates a proactive
line management style, identification focuses on the line manager asking their staff whether
certain ‘enablers’ to comfortable jobs are in place.
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‘BUY-IN’

‘IDENTIFY’ (ID)’

SOLUTIONS

TEST

What?: Aspirational principles (of
what comfortable should look and
feel like)

By? : All

How? : >Tool<

What?: Rationale and principles
By? : All
How? >Tool<

What?: Line Manager Observes and
Asks

By? Line Manager

How? : >Tool<

What?: Notice/observe for caseness &
ask

By? : All (notice); line manager (ask)
How? : >Tool< (e.g. watchful waiting)

What?: Guidance with problem
solving examples

By? Line Manager

How?: >Tool<

What?: (1) ID obstacles; (2) Plan, Act,
Do per obstacle

By? : Line manager on worker

How? : >Tool (s) < (do what's needed,
when)

What?: Question — Would | like to
work in their job?

By?: Line Manager

How?: Question

What?: Question: S.A.W. & productive?
By? : Line manager/HR/duty holder
How? : >Tool<

Appropriate
cultural enablers
(i.e. cultural
maturity)
Universal primary
prevention
approaches are
used (inc.
Management
Standards)

Figure 5: Basic Structure of the Toolkit
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Terminology.: More user-centred alternatives were developed for common health problems,
comfortable jobs and accommodating workplaces:

* The term Health < Work Toolbox was coined as an alternative to the ‘common
health problems’ toolbox on the premise that it communicates the two-way
interdependency between health and work effectiveness, namely that health is good
for work and work is good for health. Secondly, it is an intentionally inclusive term
to allow for potential transferability of the toolbox to other work-relevant health
issues besides CHPs.

*  ‘Good Jobs’ was substituted for comfortable on the basis of it sounding more
intuitive, avoiding misinterpretation of the term as implying jobs that are not
challenging, motivating, or stretching, and implying that jobs are about a worker’s
day to day activities, motivation and engagement with work.

*  ‘Supportive Workplaces’ substituted ‘accommodating workplaces’ on the basis of it
also sounding more intuitive while still locating support in the work context of the
struggling employee.

* These terms are used hereon in the remainder of this report.

Content Division and Layering: The content is divided four main ways: the toolbox home
page; knowledge; Good Jobs; and Supportive Workplaces. The home page provides ‘top
level’ information on the toolbox’s purpose, why it should be used, who it is aimed at, when it
should be used and how it should be used. It comprises the ‘buy-in’ information for all
potential players accessing the toolbox that draws on the moral, legal and business case for
managing health and work more effectively. ‘Knowledge’ profiles the nature of CHPs
together, the challenges CHPs’ pose to the contemporary workplace, preparatory work such
as assessing the current Health <> Work Culture, and information dissemination. The material
under ‘Good Jobs’ and ‘Supportive Workplaces’ explains what each means and associated
actions for attaining each set of conditions.

The information and guidance provided for each of these divisions is then layered according
to: (1) an ‘overview’ comprising essential information; (2) detail, comprising more detailed
information and (3) a ‘to do’ layer that provides more detailed instructions for making
improvements. Layering in this way should mean that although essential information and
actions can readily be accessed and implemented, more detailed guidance is available to the
less pressured or more motivated end-user. Figure 6 below summarises how the content was
divided and layered. Designing the content in this way allows for flexible use, and helps
prevent any one part of the toolbox being contingent on another having been completed.

Figure 6: Content Layering
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Narrative devices: Table 5 lists the principle ‘headlines’ developed for the toolbox that
were intended to capture key messages or values. Principles were provided as five key items of
knowledge at the overview layer, and were expanded within the ‘detail’ layer.

Table 3: Toolbox Principles: Summary

Knowledge

Good Jobs

Supportive Workplaces

* Work is usually good for our
health and well-being.

* Most work is not dangerous

* Work may become difficult
when we have a health
complaint or injury.

* Some people struggle to stay
at work or get back quickly

* Providing Good Jobs that are
as comfortable as possible and
accommodating workers in a
Supportive Workplace when
they have health complaints is
the way to reduce the burden
of health complaints at work

* A good job is not the same
as an ideal job. Job
satisfaction is important to
us all — Good Jobs are
satisfying jobs

e It’s the simple things that
make for Good Jobs

* Good Jobs come from good
management.

* The characteristics of Good
Jobs are:

- Balanced demands and a
safe work environment

- Effective and supportive
line management

- Feeling of being a
valued and respected
member of a team

- Opportunities to use and
develop skills

- Support and opportunity
for workers to solve
their own problems

- Support to make
improvements to the job

- Opportunities for social
interaction

We all get health complaints:
mostly they are not caused by
work

The reason some people have
difficulty coping is mostly not
that they have a more serious
condition or injury, it’s
because they face obstacles
There are 3 things to do:
identify obstacles, develop a
plan to overcome them, and
take the appropriate action.

It is vital to act early, before
the obstacles become
entrenched.

Other narrative devices intended to quickly invoke comprehension include the use of catch
phrases and idioms. The language is intentionally first person to enhance its accessibility.
Examples are listed below (Figures 7).
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Figure 7: Examples of Narrative Devices

Figure 8: Common CHP Myths
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5.2.1. Motivating Use

Short succinct messages within the home page about the toolbox’s purpose, its target audience,
why, when and how it should be used were developed to create instant impact and motivate
further exploration. These include using the phrase ‘you’ve got to do (some of it), you ought to
do it, and you’ll be glad you did’ to anchor additional information on the business, moral and
legal case. ‘Myth busting’ messages have also been included to counter commonly held
misconceptions (see Figure 8) about the adverse effects CHP complaint’s have for workability.
Throughout the toolbox case studies were been included to enhance understanding and help
change attitudes about the detrimental effect that less than perfect health can have on
productivity. Tools can be accessed either as part of the instructions under knowledge, Good
Jobs or Supportive Workplaces or as a separate ‘resource library’ accessible from all levels.
Making the tools easily accessible in this way should enhance the toolbox’s perceived
‘usefulness’ by end-users. Tools are a mixture of checklists, information sheets, action plans
and question sets with suggested actions (See Figure 9).

Figure 9: List of Tools within the Resource Library

5.2.2. Empowering end-users

Over and above structuring the content to make key ‘know-how’ for managing CHP complaints
accessible, all tools and techniques were designed according to ‘who’, ‘when’, ‘where’ and
‘how’ principles. Providing a certain level of prescription in this way should help encourage the
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end user to anticipate how the ideas could be implemented. Equally, care was taken to avoid
being too prescriptive and consequently loosing scope for tailoring actions and solutions to local
circumstances. Embedding some of the actions and tools into senior management levels should
also help with more sustained use. For this reason a Health <> Work Culture tool is included to
assess senior management beliefs or practices concerning: the interdependency between health
and work; associated organisational policies; fair treatment of people with health problems; and
the impact of health problems upon productivity. Actions suggested for improving the Health
<> Work Culture that are built into the toolbox include assimilating Good Jobs into line
management training; including it as a standing agenda item and involving workers in creating
Good Jobs at all organisational levels. Other strategies used for encouraging sustained use
concern: encouraging regular review by Senior Management; inclusion of a Health <> Work
questionnaire to gauge understanding of CHP issues; allowing for a gradual build up of work
activities as part of Supportive Workplaces; and suggestions for building support networks
between colleagues.

* To make the toolbox user-centred, the term ‘common health problems’ is
replaced by Health <> Work to represent the interdependency between work
and health. ‘Good Jobs’ replaces comfortable jobs and ‘Supportive
Workplaces’ replaces accommodating workplaces.

* For Good Jobs, ‘identification’ focuses on the extent to which the enablers
of Good Jobs are in place. For Supportive Workplaces, identification splits
into noticing a struggling individual followed by identification of obstacles
to full participation at work.

* The toolbox design caters for multiple levels of user and usage and caters for
varied motivation, time availability and resource constraints: It separates
essential information and actions from more detailed information and
instructions. This is done for the three sections ‘knowledge’, ‘Good Jobs’
and ‘Supportive Workplaces’.

* Principles and other narrative devices such as ‘catch phrases’ and idioms are
used to anchor core values and messages.

* The ‘home page’ intends to engender instant buy-in by using succinct
messages to communicate what the toolbox is about, why it should be used
,who it is for, when it should be used and how it should used. These are
elaborated through links to other pages.

* The toolbox design strikes a balance between being sufficiently prescriptive
to empower use without being so prescriptive that it becomes insensitive to
local circumstances.

* Review and learning strategies have been built in that should help ensure the
toolbox remains a live part of how line managers carry out their job.

Box 7: Key Messages from Developing the User-Centred Toolbox
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6. PHASE FOUR: USABILITY TESTING

6.1. PHASE FOUR: USABILITY TESTING: METHOD
6.1.1. Aim

Phase four focused on testing the usability of the draft web-version with a sample of potential
end-users. Feedback was mainly on the usefulness, relevance and understanding of content,
navigability, and areas from improvement. Full details are provided in Appendix 5.

6.1.2. Design

A small-scale electronic 10-item survey comprising a mixture of closed and open-ended
question was circulated to potential end users. Questions asked whether: the toolbox was easy to
follow; its content was understandable; it was perceived as useful in managing CHPs. Views on
the toolbox’s best aspects and where it required improvement were also obtained. The
questionnaire was developed in consultation with HSE and the research team.

6.1.3. Sample and Procedure

A sample of 20 to 25 experts and potential end-users was sought. This number may have
allowed more reliable patterns in usability opinion to be identified, should they exist.
Participants were recruited through institutional and personal contacts. Participants were
directed to a web site that hosted the toolbox, asked to look through the toolbox as if they were
using it for real, and navigate through it. At the same time, participants were also invited to
complete a web-based survey asking for their opinions. Twenty-two responses were received
(20 via the web-questionnaire; two via email). This represented a response rate of 41%. Email
responses were aggregated with the questionnaire feedback. Two questionnaire responses were
found to also represent views from others to whom the email was forwarded. Just over half of
the response was from line or general managers. Large, medium and small size organisations
were represented. Originally it was intended that participants that had consented to be interview
and had provided uniformly negative responses be followed up with a telephone interview.
Since no participants provided uniformly negative comments, two participants that had
consented and provided the least favourable views were interviewed. A third participant was
interviewed who had provided detailed comments on specific aspects of the toolbox. Qualitative
responses were coded using template analysis. Independent coding checks indicated the
consistency of the coding.

6.2. USABILITY TESTING: FINDINGS

The usability testing study found that the prototype CHP toolbox was perceived favourably on a
number of features. Key messages are provided in Box 8. No clear negative patterns were
discovered. The following positive features should be retained or even enhanced for the final
version. These features included:

* Easy navigability;

* Links to more detailed and useful information;
* Use of plain English;

* Scientifically accurate and up to date content;
* Thought provoking nature;

* Proactive approach;
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* Comprehensive coverage;

The findings also suggest that some respondents were less favourable on certain features. These
included:

* Navigability and targeting: clearer links for different kinds of end users (line managers,
senior managers, OHS/HR managers, those with problems, those without problems) to
ensure speed and accuracy of access to the most appropriate information for different
end users.

* Less text and less wordy language;

* Reductions in the amount of detail;
* Use of more graphics and diagrams;
* Incorporation of interactive features;
* Use of video case studies;

* Incorporation of an explicit staged process — potentially laid out as a diagram;

6.2.1. Interpretation

Some comments were generic and shared by a number of participants, and should be taken into
account. Some comments were mentioned by only one or two participants and without further
investigation were not deemed to warrant major changes at this stage. Potentially helpful
improvements implied by at least some participants include:

The issue of navigability and lay out may be best addressed by mandating a professional
designer in subsequent phases of refinement of the toolbox before it goes live on the
website.

Adding a fourth, succinct, top-layer to the toolbox with clear signposts for different end
users may collectively address navigability, detail (which some participants said was a
positive feature), and comprehensive coverage.

Using more business friendly language, particularly for Good Jobs, and potentially
assimilate the legal and moral case into the business case. Good Jobs may need to be tied
less to health, and more to engagement, learning and skills development. The role of
leadership, communication and establishing a team/organisational vision in creating Good
Jobs may also need to be emphasised to a greater degree

Signalling clearly that the intention of the toolbox is to help organisations develop healthy
and Supportive Workplaces, and not to replace existing good practices in proactive
organisations, or to imply that employers are the sole cause/treatment for common health
problems.

Although three participants expressed reservations about the notion of ‘Good Jobs’ or at least
how Good Jobs were presented, the material related to Supportive Workplaces was generally
well received.
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No uniform patterns of negative feedback emerged from the usability testing.

Professional designers will be required for including graphics, improving navigability and
interactive options.

Consideration should be given to couching Good Jobs less in health terms and more in
business terms.

Consideration should be given to including a top layer with clear signposts to routes
through the toolbox to improve its navigability for different end users.

Care to avoid the impression that existing approaches are inherently ineffectual is
warranted.

Box 8: Key Messages from the Usability Testing
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7. SUMMARY, IMPLICATIONS AND CONCLUSIONS

A web-based Health <> Work Toolbox was developed to improve upon current approaches in
managing CHPs. The Health <> Work label captures the interactions between work and health,
and allows for transferability across a wide range of common health issues. The conceptual
framework underpinning the toolbox can be summarised by answering the following: What
does the toolbox do; who is the toolbox for; how should the toolbox work, and how can the
toolbox add value?

7.1. WHAT DOES THE TOOLBOX DO?

Based on a growing body of evidence demonstrating a commonality in the consequences of
different CHP categories (feeling stressed, musculoskeletal problems, and mild to moderate
mental health problems), the Health <> Work Toolbox primarily aims to (1) reduce the impact
of CHPs in the workplace by reducing the number of complaints and the proportion that become
work-relevant; (2) reduce the proportion of cases escalating to unnecessary and unnecessarily
prolonged sickness absence. Thus the toolbox will help people with CHP complaints to stay at
work and stay productive, or to return to work sooner after sickness absence. The term
‘complaints’ rather than symptoms allows for the subjective nature of common health problems.
Complaint denotes the point at which CHP symptoms are reported, or become a ‘case’. The
term work-relevant reflects recognition that the consequences of CHP complaints can affect and
be affected by work factors irrespective of CHP origins. Ultimately the toolbox is intended to
instil more positive attitudes with respect to health at work that become integral to daily
organisational life.

7.2, WHO IS THE TOOLBOX FOR?

The toolbox is to be implemented principally at the line manager level of responsibility, be they
in a large organisation or a small enterprise. Nonetheless the toolbox’s value is likely to be
immediately apparent to whoever accesses it so that they can direct it to line management. It has
been designed to have as high a level of appeal as possible for the widest range of key players
(e.g. Human Resources and Health and Safety Professionals, Trade Union Representatives,
Occupational Health Providers etc.). Options are built in so that other sources of support can be
used where the line management relationship prohibits their involvement.

7.3. HOW SHOULD THE TOOLBOX WORK?

The central tenets on which the toolbox’s design rests are (1) the aspirational proactive goal of
providing jobs that are, so far as is reasonable, agreeable, acceptable and engaging in terms of
their physical and mental demands (‘Good Jobs’); (2) the responsive goal of providing a
workplace that is supportive of people who do have CHPs that become work-relevant
(‘Supportive Workplaces’). Consequently, the toolbox broadly divides in two main ways. The
proactive aspect of the toolbox focuses on empowering line managers to create ‘Good Jobs’ so
that CHP complaints can be reduced. Not in any sense to be confused with a lax attitude to
work, Good Jobs mean work that is generally satisfying and agreeable because it allows workers
to function at their best level while being able to pursue personal goals and cope with
unavoidable risks and demands. Good Jobs require: balanced demands; competent line
management support; a sense of being valued; social networks; skill development opportunities;
and, scope to solve problems and improve features of the job independently. The more reactive
or ‘just in time’ aspect of the toolbox focuses on empowering line managers to make temporary
accommodations for individuals struggling with symptoms and CHP complaints. With the right
support, these individuals should be able to stay at work and return to full productivity, without

39



recourse to unnecessary healthcare use or sickness absence. Providing a Supportive Workplace
requires the line manager to work with a struggling individual to overcome personal, workplace
and contextual obstacles to usual participation in work. Good Jobs differ from Supportive
Workplaces in a number of ways. Good Jobs require that line managers primarily focus on
groups, whereas providing a Supportive Workplace requires line managers to recognise
struggling individuals. Good Jobs should foster resilience in coping with unavoidable risks and
demands. Supportive Workplaces should enhance ability to cope with work-relevant symptoms.
The process of aspiring to providing and having Good Jobs should be a continual activity,
although it may become most necessary when demands become challenging. Supportive
Workplaces become unnecessary once the struggling individual recovers. This means workplace
accommodations (also known as modified work, transitional work arrangements, modified
duties etc.) are always temporary and time-limited. In contrast, the development of Good Jobs
and the potential to create a Supportive Workplace should be ever present. Combined with
‘good work’, which describes the societal and legislative systems and structures that enable
tenets such as safety, fairness, and social capital at work, Good Jobs and Supportive Workplaces
makes for an integrated approach to managing health at work based on the biopsychosocial
model. Due to good work operating at a more societal level, this toolbox assumes it as a given.

As far as possible the toolbox has been designed to support flexible, unstructured use.
Dependency of any one part of the toolbox on another having been used is kept to a minimum.
When navigating the web-based toolbox, the end user will encounter material provided as part
of the home page or under knowledge, Good Jobs and Supportive Workplaces pages that:

(a) At an uppermost level is intended to motivate toolbox use (i.e. obtain buy-in) if they are a
line manager or prompt line management to access the toolbox (available on the home

page);

(b) Enhances knowledge of CHP characteristics, challenges for the workplace, and the
importance of overcoming these challenges (available on knowledge pages);

(c) Encourages ground work that can facilitate Good Jobs and Supportive Workplaces. This
occurs predominantly at the organisational or cultural level (accessed through knowledge

pages);

(d) Enhances knowledge of what Good Jobs and Supportive Workplaces mean (accessed
through Good Jobs and Supportive Workplaces pages);

(e) Represents tools that enable either identification of the extent to which Good Jobs and
Supportive Workplaces are in place, or solutions for addressing any shortfall (available via
Good Jobs or Supportive Workplaces pages or as a separate resource library);

(f) Allows ongoing learning and sustained use (assimilated into Good Jobs or Supportive
Workplace pages).

Where linear use does become more necessary is in the generation of solutions that target issues
identified as detracting from Good Jobs or Supportive Workplaces. Doing so draws workers
into a problem solving process. Identification in the form of guided questioning is preferred
over assessment, on the basis that it better caters for the subjectivity surrounding CHP
complaints. However, the identification process for Supportive Workplaces differs from Good
Jobs with respect to the role of obstacles. Identification splits into two phases for Supportive
Workplaces. Line managers must recognise struggling individuals, either directly or through
prompting by others, before obstacles can be identified. The proactive nature of Good Jobs
means that identification has only one phase: asking whether jobs are good. The end user will
also find material layered so that s’he can choose how much detail they wish to draw on.
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Essential information and actions are readily accessible so that improvements can be quickly
generated where motivation levels, time constraints or lack of resource prevent more involved
use. As a result the toolbox should be amenable for use by small and medium enterprises
(SMEs).

7.4, HOW CAN THE TOOLBOX ADD VALUE?

By filling a ‘zone of lost opportunity’ between primary prevention and healthcare, this toolbox
provides an evolutionary solution for a much needed improvement in the understanding and
management of CHPs. On the premise that the ubiquitous and subjective nature of CHPs
makes total prevention and a full enduring recovery an unrealistic goal, this toolbox has been
designed to empower employers to help people with CHPs maintain work participation and
productivity. In filling this gap, the toolbox therefore supplements current approaches and
guidance. Combined with current approaches, the toolbox should provide a more complete
solution for managing all aspects of occupational health, inclusive of traditional occupational
health problems as well as CHPs. It has been designed to provide a comprehensive resource
capturing necessary ‘know-how’ for managing CHPs that targets line managers as opposed to
experts. Line management are typically regarded as a bottleneck to enhancing the well-being
at work agenda (Black & Frost, 2011).

The toolbox developed in this project is unique, and therefore differs from current approaches
such as the Management Standards, because of the following:

* It draws on a positive approach to health and well-being. The concept of Good Jobs
extends beyond preventing harm, to instilling resilience and ability to cope with
unavoidable demand and discomfort.

e The approach to providing Supportive Workplaces provides comprehensive and
practical methods to assist and support those individuals struggling to cope with
symptoms at work.

* It combines proactive strategies for reducing CHP complaints with just-in-time
strategies for managing complaint escalation.

* It is built on a biopsychosocial approach to health, and differs from previous
initiatives by providing a toolbox that is multilevel (c.f. the Management Standards
that tend to focus on work stressors located in the immediate work environment).

* The toolbox encourages dual responsibility for health, for example, recognising that a
belief that CHPs inevitably and irrevocably reduce workability can be held by the
employee, as well as importance of managers in providing temporary
accommodations for struggling workers.

* The level of prescription provided by the toolbox should provide end users clarity
over how they can implement changes. Lack of implementation detail has been
levelled as a criticism of other approaches (Cox et al, 2007; Daniels et al, 2012).

*  Much of the content is also applicable to a range of other health at work issues.

7.5. CAVEATS
The important caveats pertain to toolbox assumptions, method, and final toolbox status.

Assumptions: Since this toolbox supplements rather than supercedes other approaches, this
toolbox assumes:

* Duty of care obligations for health and safety are as met;

41



* Primary preventive approaches (e.g. health promotion, occupational health risk
management, the Management Standards for stress) are used, or at least known;

* Primary healthcare (or occupational health) is accessed or accessible;

* Good work as in effect due to its basis in a legislative and policy framework.

Method: A reflexive, approach has been followed to stimulate the creativity and conceptual
thinking necessary for producing a toolbox capable of tackling the challenges around CHPs.
Honing development by going from the broad to the specific has led to some ideas being
dropped, such as a modular approach and cultural maturity assessment. Other ideas have been
reworked and refined in order to produce a versatile and user-centred toolbox with a high level
of acceptability and practicality. For this reason, the outputs from the earlier phases do not
necessarily capture refinements made later on in the project. The overall design and sequencing
of the phases means that the final toolbox can be traced back to the underlying evidence base,
thereby enhancing its credibility. The use of regular consultation with experts and potential end-
users (i.e. with surveys and workshops) has provided a form of validation for the direction
taken. Given the relatively low response rates obtained from the stakeholder survey, those
results are not fully representative of either Great Britain end-user or expert populations and
need to be interpreted in light of other sources of information (e.g., the literature review). This
consultation process was intended to be a straightforward exercise providing additional sources
of information to inform next steps. It was not intended to be an extensive study on its own.
Similarly, although the sample size used in the usability testing precludes generalisation, the
intention was to generate a sample size large enough for exploring the practicality and
feasibility of using the toolbox in a variety of workplaces.

Prototype: Since producing a professionally designed and presented web-based toolbox falls
outside the scope of this project, the final product should necessarily be regarded as a prototype.

7.6. NEXT STEPS

7.6.1. Launch

Further refinement in the presentation and design of the web-based Health <> Work Toolbox is
required before it can be used in everyday settings.

(1) Although usability testing (Appendix 5) indicated a generally favourable reception to
content in the toolbox, there is scope for representation of issues and layout to improve
acceptance and navigability. Other suggestions for improving the toolbox presentation included
the use of more graphics and video case studies for example. Engaging specialists in web-design
and multimedia presentation would help with packaging the toolbox. To ensure the integrity of
the content and scientific message, it is envisaged web-design and multimedia specialists might
ideally work closely with the team that developed the prototype, for the team are most familiar
with the underlying scientific literature, content and intent of the toolbox.

(2) The Health < Work Toolbox has been designed for ease of use, usually without specialist
support, so that the up-take amongst SMEs would be improved over other guidance. With these
factors in mind, if the toolbox were to be launched, then sectors having particular problems with
CHPs (either occurrence, absence or other disruptions), or sectors with particular productivity
problems could be targeted. Furthermore, targeting SMEs is particularly pertinent because
productivity in SMEs is seen as fuelling economic growth: investment in practical steps to help
SMEs keep staff with CHPs productive may produce greater economic benefits than the same
level of investment in other sectors of the economy.

42



7.6.2. Evaluation.

Formal evaluation of the effectiveness of the toolbox to influence the key outcome variables
(i.e. the number of work-relevant CHP complaints, and the amount of sickness absence) is
recommended. Ideally this should be completed before full implementation, using suitable
research methods. See Appendix 7for more detailed suggestions on how the toolbox can be
evaluated.

7.6.3. Conclusions

The Health <> Work Toolbox has considerable potential to facilitate the provision of Good
Jobs as a way to constrain the onset of work-relevant CHPs, and to enhance the early
workplace management of inevitably occurring symptoms as a way to minimise (unnecessary)
sickness absence and, consequently, long-term disability.
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9. APPENDIX 1

9.1. BEST EVIDENCE SYNTHESIS
This appendix provides a full account of the literature review, data extraction tables, evidence
grading, evidence statements, and evidence synthesis.

KEY POINTS

PROJECT BACKGROUND

This project is concerned with the control of common health problems (CHPs) at work. CHPs
(musculoskeletal, mental health and stress complaints) are characterised by subjective
symptoms, and are experienced by nearly everyone at various stages during life: they have
substantial impact on workplaces because the symptoms are often work-relevant. The three
categories of interest are: musculoskeletal complaints, mild/moderate mental health complaints
and the symptoms of stress. The project entailed a wide-ranging literature review and evidence
synthesis, leading to a conceptual framework underpinning an intervention toolbox.

Acknowledging that CHPs are an unavoidable fact of life, the questions then become, to what
extent can they be controlled and how? A key finding from the evidence review is that
prevention approaches based on the conventional hazard-risk-control model are suboptimal for
CHPs, and have not yielded the hoped-for outcomes. A comprehensive analysis of why this is
the case reveals significant conceptual discontinuity between prevention on the one hand and
healthcare on the other. Little transfer has occurred between these knowledge areas, resulting in
the relevant specialisms operating in silos. This has created a ‘zone of lost opportunity’ between
the two, which provides a space for interventions optimised to control CHPs. Arguably, the
limited exploitation of this zone to date goes some way to explaining the disappointing
outcomes.

The intervention toolbox is designed to permeate this zone with practical evidence-informed
resources to be used by key players, with the major focus on line managers. It is built on a solid
conceptual basis that recognises the importance of ensuring ‘comfortable jobs’ to minimise the
probability of developing and complaining about symptoms of CHPs, and providing an
‘accommodating workplace’ for those with symptoms who are struggling to cope at work®. It
follows that the interventions must be targeted both at the group and individual levels.

The toolbox includes methods to identify and address salient job features that undermine
provision of comfortable jobs and accommodating workplaces. It incorporates existing
evidence-based knowledge from the key CHP areas: musculoskeletal (e.g. psychosocial flags
framework), mental health, and stress (e.g. Management Standards), with the focus on
practicable actions that are continuous, tailored and timely.

THE NATURE OF CHPS
* CHPs are extremely common across the population, and not confined to working age.

* CHPs tend to display an untidy recurrent pattern across the life course with variable
periodicity and severity: multiple symptoms and complaints frequently coexist.

* CHPs in the workplace extract enormous societal, commercial, and personal costs, yet the
adverse consequences can usually be avoided through relatively low-cost workplace
interventions.

* As development of the toolbox progressed, the term 'comfortable jobs” was replaced with ‘Good Jobs’, recognising
that jobs should be configured to be motivating, engaging, and productive, and accommodating workplaces was
replaced with the term ‘Supportive Workplaces’. Please see the main report for more details
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* Most episodes of CHPs do settle without healthcare or sickness absence. Some episodes
persist: sickness absence is driven more by psychosocial issues than severe illness or
injury.

IMPLICATIONS FOR CHP MANAGEMENT

* While work may not directly cause the majority of episodes of CHPs, the experience is
frequently work-relevant so that aspects of the job can make symptoms more pronounced
and more bothersome.

* Subjective symptoms are the predominant complaint. This makes diagnostic criteria
unreliable, and defining a ‘case’ is very problematic. In occupational terms, a case can
best be defined as an episode where the symptoms are work-relevant.

IMPLICATIONS FOR CURRENT APPROACHES

* Attempts to control physical and psychological stressors in the workplace have not
managed to reduce the incidence and prevalence of CHPs, or their substantial
occupational impact. The commonly identified risk factors generally have small and
inconsistent causal effects, yet they are strongly related to the work-relevance of
symptoms.

* Though job stressors may directly generate some episodes, the potential for further
preventive impact from the hazard-risk-control approach seems small.

¢ Control of subjective symptoms through healthcare may be needed, but typical healthcare
interventions do not address occupational outcomes. Furthermore, they can be detrimental
by encouraging passivity and dependence (iatrogenic disability).

* Between conventional prevention and typical healthcare lies a ‘zone of lost opportunity’,
one that can be permeated with more effective workplace interventions.

DEVELOPING A NEW APPROACH

* To achieve a reduction in cases (work-relevant episodes) of CHPs, workplace actions
optimised for CHPs are crucial - identification and control of psychosocial obstacles to
work participation: this sort of intervention is effective for occupational outcomes across
the different CHPs.

* The nature of work is important: ‘good work’ is good for health and well-being. It entails
numerous social structures as well as fundamental precursors including safety of workers.
Good work may be necessary, but it is not a sufficient condition to control work-relevant
CHPs. The quality of the job is important. A good job is a comfortable job in a supportive
work environment, where the workplace accommodates people struggling with work-
relevant CHPs. Good management is the key to comfortable jobs and accommodating
workplaces.

* The toolbox aims to get all the players onside, and stimulate managers to cultivate Good
Jobs by making them comfortable and the workplace accommodating and supportive for
people with work-relevant CHPs. It provides the tools needed to create a positive work-
health culture, and to construct a comfortable and accommodating work environment, one
that enables workers to cope with reasonable job demands both when they are well and
when they are not. The aspiration is reduction of work-relevant CHPs, leading to fewer
cases requiring healthcare or prolonged sickness absence, and a minimal number
progressing to long-term disability.

SUPPLEMENTING CURRENT APPROACHES

The toolbox is an evolutionary solution, containing novel concepts. It is intended to supplement,
not replace, current approaches. For example, while the Management Standards may have had
little effect on the symptoms of stress in the workplace, it is also apparent that they cannot be
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adapted to the control of other CHPs. However, the explicit aim of that approach to define
conditions for a high level of health and well-being in the workplace can be incorporated in the
toolbox, as can the use of a problem-solving approach.

MOVING ON

Though based on an intellectually sophisticated model and framework, the toolkit itself needs to
be intuitively highly attractive if it is to be effective. It needs to present complex ideas in an
accessible format, together with a set of tools that is useable across workplaces of varying
cultural maturity. To be implemented and effective, the interventions will need to be both
practicable and proportional. Control of CHPs in the workplace is a challenge, but one that the
evidence indicates is achievable.

PREAMBLE

The main aim of this project is to develop an Intervention Toolbox based on an integrated and
evidence-informed framework for managing common health problems (CHPs) at work, which
allows practical assessment of relevant features and provides effective solutions for managing
them in order, where possible, to minimise both the occurrence and the impact of CHPs’. The
key target for minimising impact is enabling people with CHPs to stay at work, or return to
work in a sustainable manner. The practical output is a detailed ‘intervention toolbox’ for use by
people in and around the workplace to implement the framework.

CHPs are the categories of health complaints that occur most frequently across the population,
and can readily be work-relevant. Collectively they account for most productivity loss, sickness
absence, suffering, care-seeking, and health-related benefit claims. Most CHPs are characterised
by their symptoms, which tend to be recurrent describing an untidy pattern of episodes having
variable frequency, severity, and impact. Symptoms tend to coexist, both within and between
the main categories (musculoskeletal, mental health and stress complaints). In view of their
nature, interactions and shared characteristics, a biopsychosocial approach is optimal to
underpin an intervention toolbox to reduce the impact of CHPs in the workplace.

An intervention toolbox cannot stand alone. It must sit alongside existing policy and regulation,
and should fill the gaps in existing guidance and advice. In order to do that successfully requires
a strong conceptual basis to position and underpin the toolbox. The present project develops an
evidence-informed conceptual model for tackling common health problems (as distinct from
serious injury or illness) at work. It takes as its starting point the notion that work should be
comfortable when we are well and accommodating when we are ill or injured (Hadler 1997).
This concept neatly captures the fact that CHPs are closely associated with work and
workability, and that the workplace provides the optimal environment for intervention aimed at
reducing work-related injury and ill-health and the number of people drifting into prolonged
sickness absence.

WORK AND HEALTH

Understanding the complex relationship between work and health is fundamental to devising
effective interventions and to supporting key government strategies (HM Government 2005;
HSE 2009b). This involves a number of important concepts that are related, yet distinct:
Occupational Safety, Good Work, Comfortable Jobs, and Accommodating Workplaces. Work is
generally good for physical and mental health and well-being (Waddell & Burton 2006).
Furthermore, participation in work can be therapeutic for people with all types of common
health problems (Waddell et al. 2008). The important proviso is that it depends on the nature
and quality of work, and on social context. The constituents of ‘good work’, ‘comfortable jobs’
and ‘accommodating workplaces’ necessarily depend on occupational safety as a prerequisite
but involve much more as well.

° All key terms used in the project are outlined below in the sections on Project Definitions and Project Glossary
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The overall conceptual model developed for this project (see Appendix 1 - Figure 1) goes
beyond the notion of safety and ‘good work’, and recognises that what is of particular
importance to the individual is the guality of their job and workplace.

Appendix 1 - Figure. 1 Relationships and intervention levels for good work,
comfortable jobs, and accommodating workplaces

This model avoids over-simplification and describes the characteristics of work and outlines the
cascading relationships between them. This allows focus on the relevant intervention levels.
Provision of ‘good work’ (which necessitates occupational safety) is primarily fostered at the
level of the society, through enabling legislation and the like. The toolkit under development is
not intended to operate at this level. Ensuring ‘comfortable jobs’ (which may incorporate
aspects of safety) is a function for the workplace, taking place primarily at the organisational or
group level. Provision of ‘accommodating workplaces’ also occurs at the workplace, but the
intervention is at the individual level: accommodation is provided by ‘managers’ in response to
people with symptoms or health problems who are struggling to stay at work. This model forms
the basis for a broader conceptual framework to underpin the Intervention Toolbox for the
management of CHPs at work by addressing the ‘comfortable’ and ‘accommodating’ levels.

The following best evidence synthesis sets out how the available evidence drives the conceptual
basis for the toolkit. It is underpinned by accompanying Evidence Statements, supplemented
with explanatory narrative in each of the sections relating to the three main categories of CHPs
(musculoskeletal complaints, mental health complaints and stress complaints). The supporting
scientific data, in the form of Evidence Tables, are located after the Evidence Synthesis.

The evidence synthesis provides a comprehensive analysis of several key areas:

* The knowledge base about CHPs that is available from both the occupational health and
safety and treatment and rehabilitation fields;

* The dearth of empirical evidence supporting the applicability of the hazard-risk-control
model for CHPs;

* The need for a supplementary approach that is optimised for CHPs;

* The conceptual basis for an effective intervention toolbox for CHPs;
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* The complex relationship between work and health (including injury), and implications
for understanding how CHPs may be controlled in the workplace;

METHODS

LITERATURE REVIEW

The approach taken is a ‘best evidence synthesis’, combining the available scientific evidence,
logical reasoning, evidence-based guidance and examples of best practice (Goldsmith et al.
2007; Silverstein et al. 2005; Slavin 1995). A standard systematic literature review method was
unsuitable due to the complex nature of workplace intervention for CHPs and the need for the
review to cover a wide range of evidence of different types and quality. A best evidence
synthesis provides a more useful base for the conceptual development of the intervention
toolbox. It summarises the relevant literature and draws conclusions about the balance of
evidence, based on its quality, quantity and consistency, and sets the conclusions in context.
This provides the flexibility to tackle heterogeneous evidence and complex socio-medical
issues, together with quality assurance. The potential for selection and personal bias is
acknowledged, but efforts were made to minimise this, and to lay out the strengths and
weaknesses of the evidence and the arguments as explicitly as possible.

The primary source of evidence was existing high quality reviews wherever possible. When
these were not available, appropriate individual studies and articles were sought. To reflect
current knowledge, articles published between January 2000 and September 2010 were eligible
for inclusion. A comprehensive and systematic literature search was conducted using four
strategies: (1) electronic database searches; 2) internet searches; (3) hand searches of relevant
journals and grey literature; (4) personal databases.

The overall review method followed well-established principles for using literature reviews,
meta-analyses, and conceptual papers (e.g., Fergusson et al. 2006; Richardson & Rothstein
2008; Rick et al. 2002; Waddell & Burton 2004; Waddell & Burton 2006); (. A standard
evidence grading approach has been adapted for the purposes of the project (see table below).
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Appendix 1 - Table 1 Rating strength of evidence

System for rating the strength of scientific evidence underlying the evidence statements®

Evidence Grade Definition

Hkk Strong Generally consistent findings provided by (systematic review(s) of)
multiple scientific studies.

wk Moderate Generally consistent findings provided by (review(s) of) fewer and/or
lower quality scientific studies.

* Weak Based on a single scientific study, general consensus and guidance, or
inconsistent findings provided by (review(s) of) multiple scientific
studies.

- No high quality scientific evidence

The process for the review involved six key steps: Defining research questions and working
definitions for the project; Literature search and selection; Data extraction; Generate evidence
statements; Grade strength of evidence; Conceptual synthesis of evidence. For a conceptual
synthesis, some important issues are inappropriate for scientific experiment or a ‘scientific’
answer, but that does not mean that there is ‘no evidence available’. Rather, it can be
appropriate to invoke evidence defined on various other criteria (see box below). In appropriate
cases this structured approach, which extends beyond consensus, can produce findings that are
just as valid as those based on scientific evidence.

Appendix 1 - Table 2 Criteria used for non-scientific evidence

Criteria used for non-scientific evidence

Background scientific evidence (e.g. epidemiology, indirect or related evidence)
Logical reasoning

Worthwhile use of resources

Direct and indirect evidence on likely benefits

Information from stakeholder survey and workshops (see Appendix 2 and Appendix 3)

¢ Burton, A. K., Kendall, N. A. S., Pearce, B. G., Birrell, L. N., & Bainbridge, L. C. (2008). Management of Upper
Limb Disorders and the Biopsychosocial Model. London: HSE Books
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EVIDENCE FINDINGS

The evidence findings are presented as high-level evidence statements, which are a convenient
way of summarising knowledge across the pertinent themes. Each statement is linked to the
supporting literature, the details of which are summarised in the separately available evidence
tables.

For convenience, and to reflect the way the literature is published, the evidence statements are
categorised by common health complaint: musculoskeletal, mental health, and stress.

The statements specific to the health complaint are separated into three main topics to cover [1]
the nature of the complaints, including epidemiology associations (risk factors), and clinical
aspects, [2] the effective workplace interventions (for wvarious outcomes), and [3]
implementation at the workplace (best practice and key players).

In addition, there is a section for generic evidence statements that cut across the three health
complaints. This is sub-divided into [1] conceptual models, [2] concurrent complaints, [3]
assessment (person; workplace; context), [4] comfortable and accommodating workplaces.

There are numerous important aspects of the main topic areas, such as individual, organisational
and contextual levels along with specific focus on work retention or return to work, but further
subdividing the evidence statements would add a burdensome level of complexity. So, these
aspects are accommodated within the wording of the evidence statements in order to reflect the
pertinent substance of the evidence. The evidence is summarised in two ways: the main
conclusions are given in bullet lists ahead of the evidence statements, whilst narrative
summaries interpret the evidence in the light of the toolbox and its conceptual framework, with
reference to additional supporting literature as appropriate.

The evidence tables containing the data extracted from the reviewed articles are organised to
match the evidence statements, which identify the specific tables containing the supporting
evidence for each statement. Table 1 relates to work-relevant musculoskeletal problems, Table 2
relates to work-relevant mental health problems, Table 3 relates to work-relevant stress, and
Table 4 covers generic issues.

WORK-RELEVANT MUSCULOSKELETAL COMPLAINTS

Common musculoskeletal problems are variously referred to in terms of symptoms, injury, or
pathology. There is a wide spectrum of classification systems, ranging from specific disorders
(diagnoses) to descriptive syndromes (non-specific), as well as a plethora of colloquial labels.
Despite considerable international research and regulation, musculoskeletal problems remain a
major reason for absence from work on health and injury grounds, with an estimated 11.6
million working days a year being lost in the UK (www.hse.gov.uk/msd/hsemsd.htm).

The main conclusions are:
*  Musculoskeletal complaints exhibit high prevalence rates across the life course, and
across all segments of the population. Most people will experience numerous episodes,

and many will experience coexisting complaints. Whilst the bulk of the science on
musculoskeletal complaints comes from the field of back pain, the relationships with
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work and the principles of successful intervention are common across the range of
complaints involving all body regions and peripheral joints.

* The genesis of musculoskeletal complaints is complex: a mixture of biological,
biomechanical and psychosocial factors contribute to the development of symptoms.
The decision to report or complain about symptoms and to seek help appears due to a
related but different set of factors: psychosocial issues are often prominent. The
persistence of disability due to musculoskeletal pain is mostly due to psychosocial
factors. These arise from the person, their workplace, and the context in which they
function.

*  There is limited scope for reducing the incidence of musculoskeletal complaints through
primary workplace prevention. This is partly due to the ubiquitous nature of the
symptoms and their recurrent pattern, and partly because occupational risk factors have
been demonstrated to have generally small to negligible effect sizes. Reducing the
likelihood of musculoskeletal complaints becoming work-relevant seems feasible.

* Staying at work, early return to work, and work retention, are key goals for virtually
every case. There is considerable scope for controlling work-relevant musculoskeletal
complaints in order to help people stay at work or achieve an early return to work whilst
still experiencing symptoms.

* Healthcare is not always sought nor needed. Neither medical treatment nor ergonomic
workplace interventions alone offer an optimal solution; rather, multimodal
interventions involving work-focused healthcare and workplace accommodation are the
most effective yet least frequently delivered. Successful management strategies require
all the players to be onside and acting in a coordinated fashion; this requires engaging
employers and workers to participate.

* The biopsychosocial model applies: biological considerations should not be ignored, but
it is psychosocial factors that are important determinants of occupational outcomes.
Implementation of interventions that address the full range of psychosocial issues will
require a cultural shift in the way the relationship between musculoskeletal complaints
and work is conceived and handled. Educational strategies aimed at employers,
workers, and the public are likely to be the most useful method to achieve this.

* The best evidence synthesis consistently points to a framework that adopts a problem-
solving and support-driven approach aimed at rapid resolution of all obstacles to
remaining at or returning to work. The most important emphasis should be on
facilitating participation and being productive, with reduced emphasis on what is
‘wrong’ or who is responsible.

EVIDENCE STATEMENTS
The data extractions from articles supporting the evidence statements in this section are in

Tables 1 and 4.
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Nature of complaints

MS-1 kK Musculoskeletal symptoms are very common across the population,
and not confined to working-age people. The experience can be characterised as recurrent spells
of varying duration, interval, and intensity. Most episodes are self-limiting and full recovery is
anticipated.

Table 1 (Burton et al. 2008; C6té et al. 2008; Waddell et al.
2008)

MS-2 HoAK The basic epidemiology and natural presentation of musculoskeletal
problems make it very difficult to differentiate everyday experiences from work-induced
symptoms. Many musculoskeletal symptoms are perceived as ‘work-related’, but causation is
complex and relationships to purported physical risk factors at work remains, in most instances,
unsupported by the epidemiology. Nevertheless, musculoskeletal problems are frequently work-
relevant, in that some aspects of the work may be temporarily difficult, painful, or impossible.

Table 1 (Burton et al. 2008; Kendall et al. 2009; Waddell et al.
2008)

MS-3 HoAK The various presentations of common musculoskeletal problems
(presence of symptoms; reporting of symptoms; attribution to work; sickness absence;
prolonged disability; well-being) have different determinants - psychosocial factors arising from
the person, their workplace, and the context in which they function predominate. Classification
and diagnosis of musculoskeletal problems is particularly problematic. Inconsistent application
of diagnostic criteria is widespread in both the clinic and workplace leading to misdiagnosis,
incorrect labelling, and repeated delivery of weak or ineffective treatment.

Table 1 (Burton 1997; Burton et al. 2008; Kendall et al. 2009; Waddell & Burton 2000)

MS-4 ok Onset of a given episode of musculoskeletal symptoms may be either
rapid or gradual. Over half of episodes will not result in care seeking and a minority result in
sickness absence. The reason(s) for care seeking and taking sickness absence are complex,
being influenced by the beliefs and attitudes of both the person and healthcare providers.
Healthcare interventions can control symptoms and disease processes, but healthcare alone does
not achieve positive work outcomes. Similarly, workplace interventions alone (e.g. physical
ergonomics) do not offer primary prevention, nor do they improve return to work rates.

Table 1 (Miranda et al. 2010; Waddell et al. 2008)
Table 4 (Waddell & Aylward 2010)

Interventions

MS-5 oAk Preventing the onset of musculoskeletal problems seems infeasible.
There is a paradox: while disability due to musculoskeletal problems has increased
exponentially, the prevalence of symptoms has remained constant, the quality and provision of
healthcare has improved, and the physical demands of work have reduced. There is limited
evidence to support purported risk factors, and even those that are well documented have small
effect-sizes. This compromises the potential magnitude of preventive interventions.
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Table 1 (Bakker et al. 2009; Bell & Burnett 2009; Bigos et al.
2009; Burton et al. 2004; Burton et al. 2008; Clemes et al. 2010;
Coté et al. 2008; Driessen et al. 2010; Hadler 1997; Kennedy et
al. 2010; Martimo et al. 2008; Rivilis et al. 2008; Roffey et al.
2010a; Roffey et al. 2010b; Roffey et al. 2010c; Roffey et al.
2010d; Roffey et al. 2010e; Tullar et al. 2010; Waddell &
Burton 2004; Wai et al. 2010a; Wai et al. 2010b; Wai et al.
2010c; Williams et al. 2010)

MS-6 oA Risk identification is the current cornerstone of attempts to prevent
musculoskeletal problems. The principle is one of hazard identification using some form of risk
assessment based on agreed criteria. This approach rests on a sequence of assumptions: that
hazards are known and significant; that they can be accurately identified in practice; that they
can be eliminated, or reduced, and that this will yield a subsequent reduction in cases. Attempts
to control physical hazards using ergonomics or training alone have failed to influence the
prevalence or consequences of the common musculoskeletal problems experienced at work.

Table 1 (da Costa & Vieira 2010; Driessen et al. 2010; Marras
et al. 2009; van den Berg et al. 2009; van Rijn et al. 2009a; van
Rijn et al. 2009b; van Rijn et al. 2010; Waersted et al. 2010)

MS-7 ok Prolonged absence from work is detrimental to health: reducing
unnecessary sickness absence is a desirable goal. Although some work may be difficult or
impossible for a while for people with musculoskeletal problems, that does not mean work is
unsafe: most people can and do stay at work (sometimes using temporary adjustments).
However, when job demands cannot be tolerated or suitable adjustments are impossible, a
limited period of absence is the appropriate response.

Table 1 (Waddell et al. 2008; Waddell & Burton 2006;
Williams et al. 2010)

MS-8 ok Effective workplace interventions for work-relevant musculoskeletal
problems include: maintaining contact with the workplace; provision of accurate information
and advice; a supportive environment to facilitate stay at work and early return to work; access
to effective healthcare; temporary workplace accommodations (e.g. changes to workload,
organisation, or tasks) with involvement of the worker. When a worker has been off work for
any extended period (i.e. a few weeks), it is most effective to provide a combination of work-
focused healthcare and an accommodating workplace.

Table 1 (Briand et al. 2008; Burton et al. 2008; Carter & Birrell
2000; Hanson et al. 2006; Iles et al. 2008; Iles et al. 2009;
Kendall et al. 2009; Nelson & Hughes 2009; Okunribido 2009;
van Qostrom et al. 2009; Waddell et al. 2008; Waddell &
Burton 2000)

Implementation

MS-9 ok Early intervention is desirable to maintain workability or facilitate
timely return to work. Encouraging early reporting of symptoms can facilitate timely
intervention, but incautious encouragement has the potential for unhelpful attribution to work.
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Conversely, the absence of a reporting system would be a major obstacle to early intervention.
Screening tools have limited utility in selecting cases needing specific levels of intervention.

Table 1 (Burton et al. 2008; Hanson et al. 2006; Kendall et al.
2009; Shaw et al. 2009; Waddell et al. 2003; Waddell et al.
2008)

MS-10 * A biopsychosocial approach to tackling musculoskeletal problems is
justified, taking account of the person, the workplace and the context. The principle of
identifying obstacles and enablers (to work participation), making a plan, and taking action is a
practical means to implementing the approach.

Table 1 (Burton et al. 2008; Kendall et al. 2009; Schultz et al.
2007; Waddell et al. 2008; Waddell & Burton 2004)

MS-11 ok The ubiquity and variable nature of musculoskeletal problems suggest
that a stepped care approach is appropriate — doing just what’s needed, when it’s needed for
whom it’s needed. The number of steps is not fixed but starts with information/advice, followed
by increasingly intensive interventions as needed, involving both work-focused healthcare and
workplace accommodation.

Table 1 (Burton et al. 2008; Kendall et al. 2009; Waddell et al.
2008)

MS-12 * Consistency and communication among all the players seems a key
factor in successful interventions. This requires commitment from senior management coupled
with supportive actions by line managers. Modified work (transitional work arrangements) can
facilitate work participation. Case management approaches can be effective, and it is possible
for a range of players to act effectively as case managers (e.g. occupational health, HR, and
some line managers).

Table 1 (Burton et al. 2008; Hanson et al. 2006; Kendall et al.
2009; Waddell et al. 2008)

INTERPRETATION

MSDs provide an exemplar of scientific study into the relationship between work and common
health problems. The topic has been studied extensively over numerous decades and, with the
use of increasingly complex investigative methods, the earlier paradigms have had to give way
to more sophisticated models and interventions.

Symptoms related to the musculoskeletal system are so ubiquitous that they must be considered
to be a typical life experience. Musculoskeletal pain is not restricted to adults: for instance, by
adolescence over 50% will have experienced one or more spells of back pain. During the course
of a month, two-thirds of people will experience musculoskeletal symptoms, and half of them
will have pain at multiple sites: some 15% will report poor work ability with respect to physical
or mental work demands. For many people the symptoms will be recurrent, typically
experienced as an untidy fluctuating pattern of symptoms of varying severity, site, periodicity,
and impact — only a small proportion, yet representing large numbers, will go on to persistent
pain and disability.

Musculoskeletal symptoms are a major cause of sickness absence, and account for a substantial
proportion of compensation and disability benefit claims. Interestingly, there has been a shift in
recent years from people with musculoskeletal problems to people with mental health problems

57



forming the majority of claimants (Black, 2008), which may be due to factors such as reduced
stigma from complaining of mental health symptoms, and possibly greater confidence among
GP’s to offer a psychological diagnosis.

The progression to persistent pain and disability is more associated with psychosocial factors
(obstacles to recovery) rather than underlying pathology. Clinical interventions for
musculoskeletal problems tend to be focused on symptom management; those that have been
shown to be effective have small effect sizes, and have little impact on the natural history. With
few exceptions, the most effective interventions for reducing the undesirable consequences of
musculoskeletal problems (persistent symptoms and disability) involve physical challenges to
the musculoskeletal system (movement and exercise) as opposed to avoidance and rest.
Interventions involving activity and movement are consistently superior to more passive
treatments, and seem to have some protective effect. Resistant cases that have progressed to
persistent pain and disability require a multidisciplinary approach focusing on psychosocial
factors and reactivation. Importantly, clinical intervention alone has little impact on
occupational outcomes such as work retention and return to work.

In order to understand and ultimately tackle musculoskeletal problems, it is of fundamental
importance to recognise the different presentations across the community: presence of
symptoms; reporting of symptoms; attribution to work; objective injury/damage; sickness
absence; long-term disability. These presentations have different associations and determinants
that require different interventions.

A proportion of musculoskeletal episodes are due to soft tissue disruption or injury of some
type, which can be precipitated by physical demands, but the exposures are inconsistent and
very difficult to quantify. Indeed, the onset of many episodes cannot be linked to a physical
stressor and there is no overt injury. Although attribution to work is commonly assumed by
workers, their health professionals and society in general, the epidemiology suggests that it will
only be a minority of instances of musculoskeletal problems that are caused directly by some
physical insult resulting from work. Recent research indicates that the traditionally proposed
biomechanical risk factors related to force, repetition and posture have small and inconsistent
effect sizes, and that these influences vary across the presentations (symptoms; injury; sick
leave). Indeed, occupational causation has proved difficult to confirm: very few occupations
show the level of association between a job and a disorder that is required by the Industrial
Injuries Advisory Council (a doubling of risk) for prescription of a specific condition as an
industrial injury.

These findings do not deny a relationship between work and musculoskeletal problems, just that
in most cases work is unlikely to be primarily causative, and the problem should not readily be
characterised as an occupational injury in the absence of definitive evidence. However, many
musculoskeletal problems will be work-relevant, meaning they are experienced at the workplace
(to a greater or lesser extent), and will impact on comfortable performance of the job — the
symptoms may be worse or exacerbated whilst working, but that does not imply the work is
damaging. The experience of work-relevant symptoms can inadvertently contribute to the belief
that work was the primary cause. If the symptoms are repeatedly evident or more pronounced at
work, this focuses and reinforces perceptions of an association, and so it appears to the worker
that this must have been the cause of their discomfort.

The current cornerstone of attempts to prevent musculoskeletal problems developing through
work is hazard identification and control. This approach rests on a sequence of assumptions:
that risks and hazards are known and understood; that they can be accurately identified in
practice; and that, once they have been identified, they can be eliminated, or at least reduced,
and this will yield a subsequent reduction in cases. Unfortunately, the available scientific
evidence has failed thus far to provide support for the concept of primary prevention through
risk control: it is likely that only a small minority of musculoskeletal problems afflicting
workers can actually be prevented. That is not to say that all attempts at primary prevention of
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injury should be abandoned, but expectations need to be in flux with reality. Where the
magnitude of risk is low (small effect size for the hazard), attempting to control the risk by
reducing the exposure can, at best, have only a small impact.

This risk management approach is based on the basic ‘injury’ model, which implies that injury
risk is related to exposure to stressors, that continued exposure to stressors is related to more
damage/symptoms, and that at some point damage will exceed repair leading to disability. This
model, though intuitively attractive, does not adequately explain the phenomenon of
musculoskeletal problems. A paradox remains: despite work becoming less physically
demanding, along with an improvement in access to healthcare, the prevalence rate of
symptoms in the community has remained stable yet there has been a substantial increase in
work-related disability over recent decades.

It is fortunate, then, that most people with musculoskeletal complaints do stay at work: the sheer
numbers involved mean that most people experiencing work-relevant musculoskeletal
symptoms continue at their job (perhaps with temporary accommodation), and they apparently
come to no harm. Of course, there will be occasions where some physical exposure at work
results in injury, but these are exceedingly difficult to predict with any useful degree of
accuracy. Inevitably, there will be cases where the person is not coping, job demands cannot be
tolerated or suitable adjustments are impossible, in which case a limited period of absence is the
appropriate response. A timely return to work is generally beneficial, even for cases with a
specific pathology/diagnosis, - prolonged absence from work (beyond a few weeks) is
detrimental to health and well-being (assuming reasonable job quality). The upshot is then to
look towards accommodating workers with symptoms within the workplace.

An alternative to the largely unhelpful injury model is the biopsychosocial model; this has
gained widespread acceptance and both explains the musculoskeletal phenomenon and points to
wider-ranging targets for intervention. There is a developing appreciation, and increasing
evidence, that alternative approaches that focus on tackling the consequences of work-relevant
musculoskeletal problems (presence of symptoms; reporting of symptoms; attribution to work;
sickness absence; prolonged disability; well-being) will contribute to lowering the levels of
sickness absence and disability. The range of effective workplace interventions includes:
maintaining contact between the absent worker and the workplace; provision of accurate,
consistent and pertinent information and advice; provision of a supportive environment to
facilitate staying at work and early return to work; enabling access to effective healthcare;
implementation of temporary workplace accommodations (with involvement of the worker).
The type of clinical treatment, when needed, depends on the nature of the health problem, but it
should have a work focus and avoid ill-considered attribution to work.

The very nature of musculoskeletal problems (their ubiquity and inherent variability and
inconsistent association with work) points to a stepped care approach for managing the
consequences - delivering just what is needed, when it is needed, to whom it is needed. Most
people self-manage most episodes of musculoskeletal symptoms, and they continue at work or
return rapidly with little, if any, additional help. It is, then, a reasonable assumption that, for
these people, their work and workplace is relatively undemanding and free of obstacles —
comfortable work. However, for other people there are inherent obstacles that impede their
return and they need help to maintain work participation. Because screening for those likely to
struggle is imprecise, it follows that a stepped approach is more efficient: the longer the period
of absence the more intense the intervention — only those who do not respond to earlier (less
intensive interventions) require and receive the more intensive intervention. The initial stage
may simply comprise accurate information and advice, focused on myth busting and practical
tips. When a worker has been off work for any extended period (i.e. a week or two), it is likely
healthcare will be involved. Healthcare alone is insufficient to secure desired occupational
outcomes — it is necessary to provide a combination of work-focused healthcare and an
accommodating workplace (Waddell et al 2008).
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To maintain workability or facilitate timely return to work, early workplace identification of
cases and obstacles is needed. Incautious encouragement to report trivial symptoms risks
unhelpful attribution, but procedures for early reporting of work-relevant symptoms will be
helpful if followed by appropriate response. Whilst all the players should be involved in
identifying any obstacles along with planning and implementing problem-solving actions, it is
the workplace (probably the line manager) that holds the key to making the workplace
accommodating (modified work) so that the worker can continue at work whilst recovering. It is
also the line manager, perhaps along with the personnel department, who will need to interpret
and implement the medical advice on the recently introduced fit note. Case management
approaches can be effective, but they do not need to be applied by a professional case manager
— a range of players in the workplace (including line managers) can learn to effectively apply
the principles.

In summary, accepting the importance of job retention and early return to work, tackling
musculoskeletal problems is likely to require workplaces that are both comfortable and
accommodating, with specific reference to identifying and addressing psychosocial obstacles.
Although the evidence is limited, these approaches may well minimise the incidence of cases of
work-relevant symptoms. The fundamental question of what makes a workplace comfortable
and accommodating, how best those attributes can be achieved, and what tools are required by
whom are discussed in the Generic section of the report.
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WORK-RELEVANT MENTAL HEALTH COMPLAINTS

Common mental health problems have become the predominant health problem of working age
in the UK, and they are now the main reason cited for absence from work on health grounds. As
for the other CHPs, they are referred to using a wide variety of terminology that ranges from
descriptive to diagnostic. There are standard diagnostic criteria for anxiety and depression
(DSM-IVR, ICD-10). It is not clear how widely used these are for sick certification.

When symptoms of anxiety or depression coexist with other common health problems (e.g.
musculoskeletal pain) there is a tendency for those symptoms to be perceived as worse and there
is the potential for more exaggerated responses (Kessler et al. 2003; Mental Health Foundation
2009).

‘Stress’ is not a diagnosable psychiatric/psychological disorder (except for Acute Stress
Disorder in the DSM-IVR, or Acute Stress Reaction in ICD-10 which is considered the
precursor to Post-Traumatic Stress Disorder, PTSD). It is a term in wide current use, and is
therefore considered in a separate section. However, there is considerable overlap with this
section on mental health.

The main conclusions are:

* A large minority of the population experiences mental health symptoms, with about 1 in
6 having them at any point in time. A much smaller proportion of people seek
healthcare.

* The most common mental health problems are anxiety and depression, although these
may not meet diagnostic criteria. They are now reported more frequently than any other
CHP and have become the predominant health problem, and reason for sickness
absence, for people of working age in the UK. This has occurred despite there being no
evidence underlying prevalence rates have changed.

* The impact of mental health complaints varies widely. When they coexist with other
health problems those other symptoms are often perceived as much worse.

* There are widespread and over-simplified beliefs that work often causes mental health
symptoms, despite lack of evidence for a direct relationship.

* There is no direct evidence that work-relevant mental health symptoms can be
prevented through top-down changes to work design to the point that there is no or even
minimal incidence in the working population, nor their progression halted; this also
holds true for diagnosable psychological disorders.

* Making jobs comfortable from a mental health point of view involves a mixture of
trying to eliminate or reduce workplace stressors (e.g., managing the amount of
psychological burden workers are under), along with trying to help people identify and
become aware of stressors and how to deal with them effectively. However, some
people with mental health symptoms do find work hard to tolerate and need temporary
workplace adjustments or short spells of sickness absence.

* Mental health symptoms can be ameliorated with effective healthcare in many cases
(using either medication, psychological therapy, or both). This does not by itself yield
occupational outcomes. Staying at, or returning to, work is a vital outcome indicator.
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This suggests the need to provide targeted workplace support over and above standard
healthcare services. Additionally, because of the potential for mental symptoms
themselves to become obstacles, there is a need to ensure appropriate intervention
strategies are offered upon returning to work. This largely involves provision of an
accommodating workplace.

* It seems that interventions aimed at reducing the probability of mental health symptoms
and their impact should ideally be delivered at multiple levels (but only when necessary
and appropriate): at both the organisation and the individual levels.

EVIDENCE STATEMENTS
The data extractions from articles supporting the evidence statements in this section are in
Tables 2, 3, and 4.

Nature of complaints

MH-1 HoAK Mental health symptoms are common. At any point in time, about a
third of the working age population have some mental symptoms (e.g. fatigue, irritability, or
worry), about 17% would meet diagnostic criteria for a mental illness, but only 6% seek
healthcare. The spectrum of mental health symptoms have the propensity to interfere to a
greater or lesser extent with a wide range of functioning including interpersonal, domestic,
leisure activity, and work. There is wide individual variation of the impact of symptom:s.

Table 2: (Lelliott et al. 2008; Martin et al. 2009; Seymour &
Grove 2005; Waddell et al. 2008; Waddell & Burton 2004)

Table 4: (Seymour 2010)

MH-2 ok The most common mental illnesses are depression and anxiety or a
combination of the two. The incidence and prevalence are not changing in the working age
population. However, there has clearly been a change in the diagnostic and sick certification
rates. This indicates that more people report symptoms than before, and this may be a reflection
of reduced stigma in reporting mental health symptoms. The course of common mental health
problems can be brief and self-limiting, recurrent, or persistent. Onset may occur gradually or
rapidly, and may range from mild to severe.

Table 2: (Martin et al. 2009; Seymour & Grove 2005; Waddell
et al. 2008; Waddell & Burton 2006)

MH-3 ok The basis of mental health symptoms and disorders is multifactorial
with biological, psychological, social, developmental, and situational aspects. People
complaining of mental health symptoms may not meet diagnostic criteria, but these may still be
significant. For example, the experience of ‘psychological strain’ is considered an intermediate
state from which physical and mental health symptoms can arise through a diathesis-stress
process.

Table 2: (Michie & Williams 2003; Seymour & Grove 2005;
Waddell et al. 2008)

Table 4: (NICE 2009; Seymour 2010)
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MH-4 *k The high frequency of common mental health problems makes it
difficult to differentiate everyday experiences from work-induced symptoms. Despite this, there
is a widespread and simplistic perception that work causes mental illness and stress, but the
interactions between work and mental ill health are complex. The rate at which mental health
problems are reported does vary by occupation: People in non-manual jobs are more likely to
report depression and anxiety than those in manual jobs. The rate is also influenced by the
general finding of lower health status among those from lower socioeconomic groups (although
this may be influenced by a ‘negative selection’ process whereby those with poorer health are
less successful in the labour market).

Table 2. (Bender & Kennedy 2004; Friedli 2009; Waddell et al.
2008)

Table 4: (NICE 2009; Seymour 2010)

Interventions

MH-5 ok Risk identification is the basis of attempts to prevent health problems.
Completely or even largely preventing the onset of common mental health problems seems
largely infeasible (as for musculoskeletal problems), although research is very limited. There is
evidence of weak positive effects on symptoms of anxiety and depression from workplace-
based health promotion interventions, but no effect on composite mental health outcomes.

Table 2. (Couser 2008; Egan et al. 2007; Graveling et al. 2008;
Harvey et al. 2006; Krupa 2007; Lamontagne et al. 2007;
Martin et al. 2009; Michie & Williams 2003)

MH-6 oA Prolonged absence from work is detrimental to health. Common mental
health problems are frequently work-relevant in that some aspects of the work may be
temporarily difficult or impossible to perform. It is not necessary to be entirely symptom free to
stay at or return to work, using temporary workplace accommodations. When job demands
cannot be tolerated or suitable adjustments are impossible, a limited period of absence is the
appropriate response.

Table 1 (Waddell et al. 2008; Waddell & Burton 2006)
Table 2. (Friedli 2009; Mancuso 1990)
Table 4: (Seymour 2010)

MH-7 wEE There is strong evidence that various medical and psychological
treatments for anxiety and depression can improve symptoms, clinical outcomes and quality of
life. There is limited evidence that symptomatic treatments for depression (medication,
psychological therapy or a combination of both) in themselves improve occupational outcomes
and no clear evidence on the magnitude of any effect. There is no evidence that symptomatic
treatment for anxiety disorders (including PTSD) improves work outcomes.

Table 2: (Graveling et al. 2008; Martin et al. 2009;
Nieuwenhuijsen et al. 2008; Seymour & Grove 2005; Waddell
et al. 2008)
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MH-8 * There is rational argument and some consensus, yet limited evidence,
that people with mental health problems require additional help (over and above symptomatic
treatment) in order to (return to) work. RTW interventions for mental health issues are: more
effective if they are individually targeted; more inclined to fail if they exclude the workplace;
and, are more effective where people have a high level of control over their jobs.

Table 2. (Harvey et al. 2006; Kashdan & Rottenberg 2010;
MacEachen et al. 2006; Michie & Williams 2003;
Nieuwenhuijsen et al. 2008; Schneider 2003; Seymour &
Grove 2005; van Oostrom et al. 2009; Waddell et al. 2008)

Table 4: (Seymour 2010)

MH-9 oA There is general consensus that organisation-level interventions
(disability management, improved communication, early contact with absent worker, an agreed
rehabilitation plan, flexibility in work organisation and return to work arrangements) are
applicable to mental health problems, and limited evidence that they improve work outcomes.

Table 2: (Egan et al. 2009; Graveling et al. 2008; Harvey et al.
2006; Krupa 2007; MacEachen et al. 2006; Michie &
Williams 2003)

Table 3: (Bambra et al. 2007)

MH-10 *** Organisational interventions need to be combined with individual interventions
to yield optimal impact on mental health outcomes and increase the likelihood of indirect as
well as direct benefits. Multi-level interventions yield optimal impact on individual well-being
outcomes over and above that achieved by either in isolation. Interventions may need to be
integrated with other organisational processes, be targeted at the work environment and the
worker, include a range of interventions including worker training and management training,
and allow workers to shape their own environment. Job control and support may be particularly
beneficial, if supplemented with appropriate training, for allowing workers to regulate their own
experience of work.

Table 2: (Krupa 2007; Lamontagne et al. 2007; MacEachen et
al. 2006; Martin et al. 2009; Seymour & Grove 2005)

MH-11 * Resilience and related concepts including psychological flexibility and
sense of coherence offer ways for equipping individuals to cope with workplace adversity and
potentially reduce susceptibility to common mental health problems.

Table 2: (Friedli 2009; Kashdan & Rottenberg 2010; Olsson et
al. 2009; Varekamp et al. 2006)
Table 4: (Gillespie et al. 2007; Jackson et al. 2007)

Implementation

MH-12 * There is general consensus the ideal is to create a work and
organisational environment that fosters well-being in the hope this may reduce the probability of
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development or progression of common mental health problems. This needs to be clarified by
further research.

Table 2: (Bender & Kennedy 2004; Michie & Williams 2003;
Seymour & Grove 2005; van Oostrom et al. 2009; Varekamp et
al. 2006)

Table 3: (Semmer 2008)
Table 4: (Bilsker et al. 2005; Seymour 2010)

MH-13 * Approaches addressing job characteristics need to be supplemented
with ‘non-standard’ variables such as intrinsic reward, individuals and work teams determining
their own job content, and an individual-organisational values/goals match.

Table 3: (Bal & Van Der Velde 2008; Daniels 2011; Hornung
et al. 2010; Leana et al. 2009; Topa Cantisano et al. 2008; Zhao
et al. 2007)

INTERPRETATION

Common mental health problems are now the predominant health problem of working age.
Despite this the research evidence is mixed in quality and common mental health problems
provide a significant conceptual and practical challenge, not least because they illustrate the
depth of the complexity of the relationship between work and health. Biopsychosocial analyses
seem fruitful, but more research is needed.

The literature on mental health and occupational stress is large and highly variable in quality,
and is based on a diverse array of theoretical perspectives. It is often summarised into a simple
framework that presents stress as a process with three major conceptual phases that are
additionally influenced by personal, social and environmental factors (Harvey et al. 2006).
These are “[a] stressors that are conceptualised as identifiable, stress-inducing agents that exist
in the organisation and job environments, [b] stress which is the psychological interpretation
and experience of these events by an individual as stressful and [c] strain which is a
consequence to prolonged or acute stress in the form of behavioural, psychological,
physiological and organisational outcomes. From a mental health standpoint, it is psychological
strain that might be of greatest interest (e.g., burnout, psychological distress), but it is assumed
that other health outcomes may result from or coexist with stress (Behavioural - e.g. alcohol and
drug abuse; Organisational - e.g. absenteeism, staff turnover; Physiological - e.g. ulcers)” (p. 3).
There are also variables that arise from individuals or their environments that can consequently
influence the stress process, and these are referred to as moderators’ because they can influence
the nature of the relationships observed in the stress process. Examples include individual
characteristics such as personality and preferred coping styles, or environmental factors such as
the support received from others and the culture of the organisation.

Attempts to prevent the development of work-relevant mental health problems rest on a
sequence of assumptions (that are similar to those for musculoskeletal problems): Stressors in

7 According to the definition established by Barron & Kenny (1986):

* A moderator is a qualitative (e.g., sex, race, class) or quantitative (e.g., level of reward) variable that affects
the direction and/or strength of the relation between an independent or predictor variable and a dependent
or criterion variable.

* A given variable may be said to function as a mediator to the extent that it accounts for the relation between
the predictor and the criterion. For example, mediators explain how external events take on internal
psychological significance. Whereas moderator variables specify when certain effects will hold, mediators
speak to how or why such effects occur.
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the workplace can be identified, eliminated, or reduced; and, that this will reduce the number of
cases.

One approach to providing comfortable jobs involves a mixture of trying to eliminate or reduce
stressors, along with trying to help people identify and become aware of stressors and how to
deal with them effectively. When job demands cannot be tolerated or suitable adjustments are
impossible, a limited period of absence is the appropriate response.

There is a general consensus (based on sound theoretical reasons) to promote a number of
psychological aspects as a ‘buffer’ against developing mental health problems. These include
well-being, personal resilience, a sense of coherence, psychological flexibility and positively
reframing everyday stressors. Psychological flexibility refers to a number of dynamic process
that unfold overtime that concern how a person adapts to demands of fluctuating situations,
reconfigures mental resources, shifts perspectives, and balances competing needs (Kashdan &
Rottenberg 2010). Personal resilience is described as a strategy for surviving and thriving in the
face of workplace adversity (Jackson et al. 2007), and encompasses: good health, sociability,
confidence, optimism, hope, social support, problem-solving ability, internal locus of control,
appraisal skills, flexibility in goal setting and ability to mobilise resources (Atkinson et al.
2009). Whilst a debate over the extent to which resilience should be regarded as a personality
trait is ongoing, others view it as a process that can be developed at any time in the lifespan
(Gillespie et al. 2007). Sense of coherence refers to a general tendency to see life as
comprehensible, manageable and meaningful (Olsson et al. 2009). Whilst the relationship
between each of these related concepts and common health problems are yet to be borne out,
each can be regarded as a mental resource that offers protective effects against poor mental and
physical health outcomes due to the role of underlying cognitive appraisal processes. Adaptive
coping strategies include positive reappraisal, goal directed problem-solving and infusion of
ordinary events with meaning (Folkman & Moskowitz 2000). Times of economic downturn and
consequent austerity measures can be regarded as conditions of adversity. This is supported by
evidence that the mental health of people in jobs with low psychosocial quality (i.e. with those
low job control, high job demands and complexity, job insecurity and the perception of unfair
pay) is similar to people who are unemployed (Butterworth et al. 2011). It is a reasonable
assumption, and logical conclusion therefore, that interventions that target constructs such as
these should address multiple levels by tackling individual, group, immediate work environment
and organisational characteristics. Pragmatic challenges due to tailoring to individual
characteristics can be overcome by tackling patterns that occur at the group level.

A balance needs to be struck between empowering people to take greater control over their
health and employers’ duty of care obligations. Responsibility should therefore be shared
between individuals and employers. This represents a shift from the principles underpinning the
Management Standards and recognises that people view their own health as their ‘territory’.

Return to work is a vital social indicator of recovery and rehabilitation leading to better health
outcomes and quality of life (Mental Health Foundation 2009). However, those with depression
or anxiety may return to work with a mixture of residual symptoms and the addition of poor
coping skills, low self-esteem, a reliance on medication, poor self-management (e.g. not
utilising available workplace support such as occupational health service and counselling), poor
working relationships, low motivation and low job satisfaction. This creates the potential for
vicious cycles to develop, e.g. low levels of self-efficacy and motivation become obstacles for
return to work leading to an unmotivated state (Briand et al. 2007; Labriola et al. 2007). This
suggests the need to ensure appropriate intervention strategies are offered upon returning to
work, and this largely involves provision of an accommodating workplace.
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WORK-RELEVANT STRESS COMPLAINTS

Stress complaints have become a common health problem. For the purposes of this project
stress complaints refer to the subjective experiences of a constellation of complaints that usually
include, but are not limited to: physiological features, e.g. headaches, gastric upset; behavioural
features, e.g. reduced activity, sickness absence; cognitive features, e.g. worry, being distracted
or forgetful; emotional features, e.g. fear, low mood. The person usually associates these
complaints with perception of adverse life and/or working conditions and feels unable to cope
with them. This may be accompanied by a diminished sense of subjective well-being. This
approach transcends ambiguity where the term ‘stress’ can refer to both cause and
consequence®. Yet, it is consistent with HSE’s formal definition of work related stress as: “The
adverse reaction people have to excessive pressures or other types of demand placed on them at
work” (see also, Cox 1978).

The actual prevalence rates are difficult to determine. The Labour Force Survey, in 2008/09,
estimated that ~415 000 individuals, who worked in the last year, believed that they were
experiencing work-related stress at a level that was making them ill. The 2009 Psychosocial
Working Conditions survey indicated that almost 17% of working individuals perceived their
job as very or extremely stressful. Working days lost attributed to stress has not significantly
changed over recent years (HSE 2012). As with other subjective health complaints, the actual
incidence and prevalence cannot be objectively determined since there is no adequate case
definition for ‘stress’ and it is not included in standard diagnostic taxonomies (DSM-IVR, ICD-
10). Nevertheless, the term is widely used and is the subject of published guidance in many
countries, including the UK. This situation invites wide variation in interpretation about the
nature of stress, who experiences it, its severity, its possible causes, how to identify it, and how
to manage it.

The experience of stress can be work-relevant irrespective of its source. It shares the same two
main components with the other CHPs: the potential for workplace stressors to contribute to the
health status of workers; and, interference in the ability to work or be productive as a result of
the impact of experiencing stress. The first is related to the concept of ‘comfortable jobs’, and
the second to the notion of an ‘accommodating workplace’.

The premise that exposure to adverse psychosocial work conditions can be a hazard for the
health of workers has largely been based on Karasek’s demand/control model in which task-
level work conditions characterised by low control and high demand are considered to be
predictive of outcomes such as cardiovascular disease and sickness absence. One of the key
criticisms of this model is its reliance on supposedly objective measures of the work
environment only. However, in real life workers respond differently to the same constellation of
control and demand conditions leading to varied biological outcomes. This means that a
measure of individual worker differences, specifically in coping style, must be included in any
job strain model (Ostry et al. 2003).

To try to overcome this potential weakness Siegrist (1996) developed the effort-reward
imbalance (ERI) model in the early 1990’s. This postulates that jobs characterised by a
perceived imbalance between high effort and low rewards are stressful and will lead to negative
health outcomes, particularly in persons with limited coping abilities. That is, the sustained
stress responses and ill health are elicited by the high ratio of occupational effort spent relative
to rewards received in terms of money, esteem, job security and career opportunities. It may
explain the finding that worker health status may be lower where people have no alternative
choice in the labour market or where they are exposed to heavy competition. The ERI model

¥ An example of this ambiguity in a single sentence is the statement “stress [i.e. the consequence] is not a disease but
prolonged exposure to it [i.e. the cause] may reduce effectiveness at work and may cause ill health”. See p.4 of the
Framework Agreement on Work-related Stress published in 2004 by the European Trade Union Confederation
(ETUC): www.etuc.org/IMG/pdf_Framework_agreement_on_work-related_stress_EN.pdf
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uses the attribute of an individual’s “need for control”, a personality characteristic related to
flexibility in coping. It is proposed that a person with high need for control will respond in an
inflexible way to work situations of high effort and low reward, and will therefore be more
stressed and disease prone than a person in the same situation who has less need for control
(Hagger & Orbell 2003; van Vegchel et al. 2005).

According to the ERI model, adverse health effects can also be triggered by an individual's
exhaustive coping style, known as ‘over commitment’. This refers to a set of attitudes,
behaviours, and emotions reflecting excessive striving in combination with a strong desire to be
approved of and esteemed. However, the evidence of adverse health effects is stronger for high
efforts and low rewards (i.e., high ERI) than for over commitment. In addition to work-related
morbidity, the model assumes that high ERI promotes lifestyle risk factors, such as smoking,
high alcohol consumption, unhealthy dietary habits, and sedentary behaviour. However,
empirical research to support this hypothesis is scarce (Kouvonen et al. 2006).

The main conclusions are:

1) Considerable care is needed to avoid ambiguity and tautology when discussing ‘stress’
since the term is in regular use with at least two separate meanings: it is used to describe
both the external and internal stimuli that may contribute to feelings of being ill at ease;
and, it is used to describe the subjective state that an individual experiences. In this
report we use the term ‘stressor’ to refer to the former, and ‘stress’ is reserved for the
latter (see Definitions and Glossary section)

2) Stress complaints are subjective in nature. There is no agreement on what defines a
stress ‘case’, and diagnostic classification is not available. This makes accurate
determination of incidence and prevalence impossible. For this reason estimates are
necessarily based on self-report surveys, along with the biases inherent to that method.

3) Available evidence indicates that experience of stressors, especially when prolonged,
can lead to subjective states of feeling stress with physiological, behavioural, cognitive,
and affective responses. It is assumed that persistently ‘feeling stressed’ might
contribute to the development of psychological disorders such as anxiety and depression
and physiological disorders, although such links are hard to verify empirically. The role
of sympathetic nervous system arousal and endocrine system involvement seems
important.

4) Subjective stress complaints have become a common health problem. This means, in
effect, that ‘stress’ is often described as if it were a health condition, despite lack of
diagnostic criteria.

5) The experience of stress is very commonly attributed to work in surveys (e.g. Labour
Force). However, it can be argued that this measures what people believe is affecting
them, and does not itself represent evidence of cause and effect.

6) The symptoms of stress can range across the cognitive, emotional, behavioural and
physiological realms. The impact on the individual can involve interference in any
major area of functioning, including work. Hence, stress can be work-relevant.
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7) There is no direct evidence that stress complaints can be totally prevented. However,
well-being can be facilitated through workplace health promotion and the provision of
comfortable jobs.

8) Attempts to facilitate well-being at work, and thereby reduce the probability of
experiencing subjective stress, entail making jobs comfortable. There are multiple
approaches that appear applicable to work-relevant stress problems

9) Both individual-level and organisation-level interventions can contribute to
ameliorating stress symptoms, although a combination of the two is probably more
effective. Accommodating people with stress problems at work will entail actions by
the individual worker, their line manager and the organisation.

10) Incorporating psychosocial aspects of work into risk assessments remains potentially
viable but is perhaps an incomplete approach to targeting interventions. This is because
underlying mechanisms are not well understood and there is a lack of unequivocal
evidence demonstrating beneficial effects from stress-reduction interventions on
symptoms or incidence.

11) Other interventions such as line manager training, and high performance work systems,
might be considered as useful.

12) The effectiveness of the Management Standards has not been fully evaluated, partly due
to the complexity of the task’. Other evidence suggests that the approach can be
demanding. Organisational capability is insufficient for its implementation in some
organisations. The Management Standards may need to be expanded beyond the current
job characteristics and assumptions concerning job design it currently embodies in order
to improve their relevance to CHPs other than symptoms of stress.

EVIDENCE STATEMENTS
The extracted data from references supporting the evidence statements in this section are in
Tables 3 and 4.

Nature of complaints

ST-1 oA There has been substantial growth in ‘stress cases’ with little medical
basis to explain the trend. The term ‘stress’ is ambiguous since it is used both to describe causes
and consequences.

Table 3: (Henderson et al. 2003; Waddell et al. 2008)

9 . .
Two issues are worth noting:

¢ The Management Standards focus on six major psychological risk factors, e.g. job demands, low job
control, low support from co-workers and lack of role clarity. However, it is quite clear from other evidence
that the range of psychosocial working conditions that may affect stress-related psychological and
psychosomatic complaints is much wider (e.g., Warr 2007).

¢ The Management Standards follows a logical problem-solving sequence that includes elements of worker
involvement through for example the recommendation to involve workers in solution definition through
focus groups. This gives the potential for the Standards to have some sensitivity to local contexts.
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ST-2 * There is no scientific agreement on the conceptual basis of ‘stress’, its
definition, assessment, or its causal relationship with work. ‘Stress’ is not included as a separate
category in standard diagnostic classifications of mental illness, and is not accepted as a
prescribed disease.

Table 3: (Cooper et al. 2001; Daniels 2011; Waddell et al.
2008)

ST-3 * Traditional job characteristics models may not be the best explanation
of how well-being and stress-related symptoms develop.

Table 3: (Daniels 2011)

Notes:

* Features of comfortable jobs that appear applicable to work-relevant stress include: job
control; skill development and use; reasonable level of demands; variety in tasks;
adequate breaks; allowing workers to regulate their own problems, distressing
experiences, and responses to them; clarity concerning the future, role, and
performance; good social contact; fair pay; physical security and safety; significance to
self and society; good leadership/supervision; job security and career prospects; fairness
in how workers are treated; allowing workers to pursue their own goals.

Table 3: (Cass et al. 2002; Daniels 2011; de Lange et al. 2003; Hornung et al. 2008;
Hornung et al. 2009; Hornung et al. 2010; Leana et al. 2009; Rousseau et al. 2006; Warr
2007)

*  When employees feel their employer has made promises concerning various benefits
(including skills development, interesting work, careers, remuneration, job security),
and these promises are perceived to have been broken, then workers experience poorer
psychological well-being.

Table 3: (Bal & Van Der Velde 2008; Topa
Cantisano et al. 2008; Zhao et al. 2007)

* Other management aspects that may be potentially important include considerate,
empowering, supportive and transformational leadership. Ideally, when (line) managers
conduct assessments of adverse work events (e.g., dealing with difficult internal
customers), they need to be aware that work events impact on workers’ personal goals,
expectations, emotions and specific forms of coping (e.g. problem-solving, recovery
activities). Line managers also need to consider whether workers shaping their own
work may be a more proximal and better predictor of work related well-being and
emotions than top-down management-led changes in job design.

Table 3: (Daniels 2011; Kuoppala et al. 2008;
Skakon et al. 2010; Warr 2007)
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Interventions

Attempts to facilitate well-being in the workplace need to be differentiated form approaches
aiming to prevent stress.

ST-4 ok Key concepts differentiating non-standard well-being approaches from
stress-based approaches appear to concern how intrinsically rewarding a job is, or the extent to
which the job aligns with the individual’s value system.

Table 3: (Guest & Conway 2002; Nelson &
Simmons 2002)

Facilitating wel-lbeing

ST-5 ok Behavioural variables that moderate the impact of environmental
influences upon well-being include coping style and physical exercise. Workplace health
promotion may be effective at improving psychological well-being. A higher job status provides
improved health status and life expectancy. Absence of harmful health behaviours such as
smoking, poor diet and high level of job control can explain at least part of this relationship.

Table 3: (Ferrie 2004; Marmot 2005)

ST-6 oA Organisational change (regardless of direction), perceived
organisational justice, job status, and job insecurity may be predictive of well-being-related
outcomes.

Table 4: (Deely 2006; Ferrie 2004; Marmot 2005)

Prevention of stress

ST-7 0 The complete or large scale prevention of stress and its consequences,
using current approaches, appears problematic (as for the other CHPs). Such an approach rests
on a sequence of assumptions: that hazards are known and significant; that they can be
accurately identified in practice; that they can be eliminated, or reduced, and that this will yield
a subsequent reduction in cases. Direct evidence that stress complaints can be prevented is
lacking to date.

Table 3: (Biron et al. 2006; Corbiere et al. 2009; HSE
2009a)

ST-8 * Risk taking behaviour, coping behaviours and health behaviours such
as smoking, dietary insufficiency, low exercise levels, excessive alcohol and/or drugs, and
participation in workplace screening can modify vulnerability to stress-related health problems.

Table 3: (Conner-Smith & Compas,
2004)

Individual-level intervention

ST-9 ok There is moderate evidence that stress management interventions
improve subjective outcomes, such as mental well-being, complaints and perceived quality of
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work (though these are usually measured at workforce level, and not specifically in workers
with mental health problems).

Table 3: (Corbiere et al. 2009; Corbiere & Shen 2006;
Martin et al. 2009; Richardson & Rothstein 2008;
Ruotsalainen et al. 2008; Sin & Lyubomirsky 2009; van
Wyk & Pillay-Van Wyk 2010)

ST-10 * There is only limited evidence to support the view that stress
management interventions improve sickness absence rates or return to work, for workers who
have already developed mental health problems.

Table 3: (Blank et al. 2008; Corbiere & Shen 2006)

Organisation — level intervention

ST -11 kK Organisation and job level interventions can sometimes be effective in
improving psychological well-being, but they are not uniformly effective and do not have
universally beneficial effects.

Table 3: (Awa et al. 2010; Bambra et al. 2007; Bambra
et al. 2008a; Bambra et al. 2008b; Corbiere et al. 2009;
Gilbody et al. 2006; Joyce et al. 2010; Ruotsalainen et al.
2008)

ST -12 oA Organisational level interventions need to be combined with individual
interventions to yield optimal impact on stress-related health outcomes and increase the
likelihood of indirect as well as direct benefits. Multi-level interventions appear to have the best
effect on individual well-being outcomes over and above that achieved by either in isolation.

Table 3: (Awa et al. 2010; Corbiere et al. 2009; Gilbody
et al. 2006; Jordan et al. 2003; Richardson & Rothstein
2008; Semmer 2008)

Implementation

ST-13 * The severity of consequences of psychosocial hazards and individual
coping/resilience to psychosocial hazards may need to be included in risk assessments to get a
fuller picture of what needs to be prioritised for interventions.

Table 3: (Biron et al. 2006; Daniels 2011)

ST - 14 oA Delivery of combined organisational and individual level interventions
needs to be considered. However, interventions provided to individuals often require multiple
sessions over a period of time including follow-up, and top-up sessions to prevent relapse.

Table 3: (Awa et al. 2010; van Wyk & Pillay-Van Wyk
2010)

ST-15° Other forms of HR interventions need to be considered, including line manager
training. For example, care can be taken by managers to provide employees with realistic
expectations from their work but also to understand employees’ needs and goals and to make
sincere efforts, within reason, to meet these needs and goals. High performance work systems
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(HPWSs) as integrated human resource management interventions, in conjunction with high
levels of perceived support/justice, may benefit well-being.

Table 3: (Becker & Huselid 2006; Butts et al. 2009;
Combs et al. 2006; Delaney & Huselid 1996; Guthrie
2001; Huselid 1995; Kroon et al. 2009; Macky & Boxall
2008; Takeuchi et al. 2009; Wu & Chaturvedi 2009)

INTERPRETATION

In the literature, the term ‘stress’ tends to be used interchangeably to refer both to antecedents
and consequences. However, the main focus of this project is on stress as a complaint, i.e. when
individuals experience symptoms. By their very nature stress complaints are subjective. This is
because there is little agreement on what defines a case of stress, and there are no diagnostic
criteria available. Furthermore, the symptoms ascribed to the experience of stress are difficult to
link objectively to external events or actions. This situation presents a major challenge to
investigating stress, and is analogous to other subjective symptoms such as pain or fatigue. It
means that all aspects of the stress field are necessarily based on estimates and associations, and
are therefore open to wide interpretation.

The relationship between stress and health is complex, and cannot be stated with certainty. The
effects of prolonged stress are of interest when considering the relationship with health. The
epidemiology of stress is poorly understood. Incidence and prevalence are difficult to determine
accurately without an agreed case definition. This means that conclusions concerning causation
and identification of potential contributing or risk factors are prone to significant error: as a
result, the relationship between stress and work is somewhat ambiguous.

Despite this we are faced with an important finding. Namely, a large number of individuals
report that they experience stress as a problem, and their healthcare providers (such as GP’s)
frequently interpret this as a health problem. An equally important finding is that many
individuals, and their healthcare providers, attribute the onset and/or exacerbation of stress
symptoms to their work. This has been objectively observable as increasing rates of sickness
absence and reduced productivity due to stress. In this manner stress has become a significant
work-relevant common health problem. However, the perception that stress is due to work is a
belief, and not necessarily evidence of direct cause and effect.

Given all of these challenges it is unsurprising that understanding the causes and contributing
factors to stress remains complicated and lacking certainty, and obtaining direct evidence of
how to prevent stress remains a challenge.

When an individual complains of stress they report experiencing a mixture of symptoms that are
typically cognitive, emotional, behavioural and physiological in nature. Many of these
symptoms overlap with those clinically ascribed to anxiety states and the anxiety disorders.
However, their essentially subjective nature makes them difficult to quantify reliably and this in
turn makes studying them a challenge. There is also a significant problem in determining the
extent to which perception of subjective symptoms is modulated by other psychological events.
For example, the onset of worry (cognitive) may be initiated by fear (emotion), resulting in
sympathetic nervous system arousal (physiological) and changes in behaviour; but, the
physiological changes experienced (e.g. increased heart rate) may be appraised as reason for
increased worry, thereby exacerbating the subjective experience of stress. Researchers face
similar problems with investigating other important subjective symptoms such as pain and
fatigue.
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The consequence of experiencing stress can yield markedly different impacts between different
individuals, and within the same individual at different points in time. In order to explain the
inter- and intra-individual differences psychological theorists have invoked a variety of models
with various features. The most enduring has been the Holmes & Rahe (1967) diathesis-stress
model that explains behaviour both as a result of biological and genetic factors, and life
experiences, thereby transcending the classic ‘nature-nurture debate’. The term diathesis refers
to a biological/genetic predisposition toward a disease or abnormal condition. When this
predisposition is combined with certain kinds of environmental stress, the abnormal behaviour
or disease is manifested. The greater the underlying vulnerability, the less stress is needed to
trigger the behaviour or disorder. Conversely, where there is a smaller genetic contribution,
greater life stress is required to produce the particular result. Even so, someone with a diathesis
towards a disorder does not necessarily mean they will ever develop the disorder. Both the
diathesis and the stress are required for this to happen. Newer formulations of the diathesis-
stress model include the ‘stress—vulnerability—protective factors’ model attributed to Robert
Liberman (Liberman, 1994).

This approach has led to interest in trying to identify potentially protective factors, both within
the individual and from external sources, which might prevent the combination of stress and
predisposition/vulnerability resulting in an abnormal state. Examples include resilience and
coping. The approach has also led to the development of methods to ameliorate the subjective
experience of stress, either before it develops or once it had developed. The field of ‘stress
inoculation training’, pioneered by Donald Meichenbaum (Meichenbaum 1985), emerged out of
an attempt to integrate the research on the role of cognitive and affective factors in coping
processes with the emerging technology of cognitive-behaviour modification. Stress inoculation
training has been used on a treatment basis to help individuals cope with the aftermath of
exposure to stressful events, and on a preventative basis to “inoculate” individuals to future and
ongoing stressors. It subsequently became the foundation for cognitive-behavioural models for
managing chronic pain and chronic fatigue syndromes. Stress management was developed as an
intervention for stress once it has begun, especially if it is persistent or chronic. Clinical stress
management is the amelioration of stress for the purpose of improving everyday functioning.
Techniques vary according to the theoretical paradigm adopted. Common examples include
autogenic (relaxation) training, progressive relaxation, cognitive-behaviour therapy and
meditation.

Approaches to stress that separate individuals from their environments have been criticised for
failing to recognise the important role individual interpretation and agency play in how
psychosocial environments influence emotional well-being and stress-related symptoms, and
how individuals themselves shape their psychosocial environments. Such ideas are central to the
heavily influential ‘transactional’ approach to stress and emotions (see e.g., Lazarus, 1999). In
transactional approaches, individuals are seen as active sense makers in which an individual’s
appraisal of events shape initial emotional reactions and coping responses, which in turn can
shape subsequent changes in the psychosocial environment (Lazarus 1999). Whilst appraisals
were originally conceived in many models to refer to appraisals of how events impact on
personal goals, a more recent cognitive model of appraisals subsumes both appraisals of events’
impact on goals and inferences concerning events’ likely impact on emotions (Power &
Dalgleish 2008). This model has been developed and applied successfully in predicting work-
related well-being (Daniels, 2011). The notion of coping is important in transactional models,
and is also relevant to the interface between the psychosocial work environment and the
individual. For example, an intervention that enhanced job control had stronger effects on
mental health and reduced absence for people with predispositions to cope better with work-
related stressors (Bond et al. 2008). In summary, transactional models emphasise the importance
of both: a) considering individuals’ interpretations of the work environment, especially in
relation to impact on goals and well-being, as important determinants of the stressfulness of
work characteristics; and b) individual coping responses to self-regulate well-being and aspects
of the work environment in facilitating that coping.
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The workplace and the process of undertaking work are potential sources of stressors for every
worker. This proposition is supported by a large amount of correlational research, but much less
longitudinal research. As noted above, there is widespread belief, yet to be supported by
definitive evidence, that work and the workplace can create adverse health effects expressed as
stress symptoms. The consequence has been a search for risk factors'’, in the hope that through
avoidance or control of those factors, stress may be prevented. A related interventionist
approach is to facilitate well-being in order to buffer stressors and reduce stressors’ impact.

Direct evidence that the subjective experience of stress, or the report of stress complaints, can
be totally prevented in the workforce is lacking to date. There is some evidence that a sense of
well-being can be facilitated through workplace health promotion and the provision of
comfortable jobs. However, it is not known whether this has a beneficial effect on stress.

Interventions intending to facilitate well-being at work, and thereby reduce the probability of
experiencing subjective stress, might reasonably involve making jobs comfortable. There are
multiple features that appear applicable to work-relevant stress problems. In addition there are
actions that can be taken by the individual worker, their line manager and the organisation.

Features of comfortable jobs that appear applicable to work-relevant stress include: job control;
skill development and use; reasonable level of demands; variety in tasks; adequate breaks;
allowing workers to regulate their own problems, distressing experiences, and responses to
them; clarity concerning the future, role and performance; good social contact; fair pay;
physical security and safety; significance to self and society; good leadership/supervision; job
security and career prospects; fairness in how workers are treated; allowing workers to pursue
their own goals. Many of the features of comfortable jobs (e.g., variety, control, clarity) can be
related to job resources that can be defined as characteristics of jobs that stimulate personal
growth, development and attainment of personal goals (Demerouti et al. 2001).

Other management aspects that may be potentially important include considerate, empowering,
supportive and transformational leadership. Ideally, when (line) managers conduct assessments
of adverse work events (e.g., dealing with difficult internal customers), they need to be aware
that work events impact on workers’ personal goals, expectations, emotions and specific forms
of coping (e.g. problem-solving, recovery activities). Line managers also need to consider
whether workers shaping their own work may be a better predictor of well-being at work and
emotions than top-down management-led changes in job design. Once stress symptoms have
developed and become work-relevant (not all stress symptoms will be work-relevant), there are
two main workplace units of intervention: the individual and the organisation.

Both individual-level and organisation-level interventions can contribute to ameliorating work-
relevant stress symptoms, although a combination of the two is probably more effective (e.g.
(Awa et al. 2010; Jordan et al. 2003; Semmer 2008).

Incorporating psychosocial aspects into risk assessments may assist in targeting interventions,
so it seems feasible that an approach such as that outlined by the Psychosocial Flags Framework

/% The literature contains a number of overlapping and similar terms that are often used interchangeably. These
include: risk factors, predictive factors, prognostic factors, etc. This can be confusing. For the purposes of this project
terms are used in the following way (Main et al. 2008):

¢ ‘Risk factors’ refer to features associated with the future development or occurrence or an event such as a disease
of some sort. They may or may not be implicated causally in the development of the disease, but the disease is
not present at the time of risk estimation. Further investigations may be able to demonstrate a direct causal
relationship, but the relationship may be indirect (possibly mediated by other factors) or, in so far as can be
investigated, may turn out to be a chance association.

* ‘Predictive factors’ refer to those that are associated statistically with some sort of outcome in the future. Whether
or not they are predictive therefore is a matter of statistical association, using whatever criteria are appropriate.
They make no assumptions about the relationship, or lack of, between the two sets of events. In practice, they can
be divided into risk factors and prognostic factors.

* ‘Prognostic factors’ refer to factors predictive of outcome of a current disease or condition.
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for musculoskeletal problems could provide additional insights into the management of work-
related stress.

Other interventions such as line manager training (Skakon et al. 2010; Yarker et al. 2008) and
high performance work systems, might be considered as useful (Becker & Huselid 2006; Butts
et al. 2009; Combs et al. 2006; Delaney & Huselid 1996; Guthrie 2001; Huselid 1995; Kroon et
al. 2009; Macky & Boxall 2008; Takeuchi et al. 2009; Wu & Chaturvedi 2009).

There is also potential for individuals to develop their own interventions to ensure comfortable
or accommodating workplaces — either through negotiation with managers or through
individuals or groups of workers shaping the content of their own work (Daniels 2011; Hornung
et al. 2010; Leana et al. 2009).

The Management Standards approach is demanding (Broughton et al. 2009; Tyers et al. 2009)
and does not appear to have been effective to date, perhaps due to problems with
implementation and the weak evidence and theoretical base supporting the underpinning model
(Daniels 2011). Various aspects of the approach suggest that it is not directly applicable to other
CHPs (see section ‘Relationship with Management Standards’).

A review of components necessary for an occupational health climate tool revealed those
management and work practices that potentially affect occupational health climate as
encompassing: organisational responsiveness to occupational health issues; line management
responsiveness to occupational health issues; organisational values regarding people; quality
and quantity of support; supervisor support; procedural justice; role ambiguity, role overload;
recognition of goal attainment; feedback practices; performance management; recognition of
goal attainment; values fit; job demands; job resources; autonomy; worker involvement; skills
utilisation; communication practices; leadership styles; reporting; co-worker influence; and
group norms (Lunt & Fox 2010).

As with other CHPs, the symptoms of stress can become work-relevant irrespective of their
source. Stress shares the same two main components with the other common health problems:
the potential for workplace stressors to contribute to the health status of workers; and,
interference in the ability to work or be productive as a result of the impact of experiencing
stress. The first is related to the concept of ‘comfortable jobs’, and the second to the notion of
an ‘accommodating workplace’.

GENERIC ISSUES

The term ‘common health problems’ covers a wide range of conditions and complaints, for
which there is a variety of causative agents and exposures: some purported, some known.
Where work-relevance is concerned, there seems to be some commonality: many of the work
factors that influence the expression of musculoskeletal complaints at work are not dissimilar to
those that influence the expression of mental health complaints and stress. Furthermore,
mixtures of musculoskeletal, mental health, and stress complaints are frequently reported in
combination. It would follow, then, that there are generic issues to be explored before a
comprehensive intervention toolbox can be conceived and put together. This will involve an
awareness of competing underlying conceptual models, the factors related to concurrence of
complaints, the ways in which influencing factors can be identified and assessed, and
elaboration of the concepts of comfortable and accommodating workplaces.

Main conclusions are:
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Interventions that might be directed to work-relevant common health problems will
variously aim to minimise the occurrence of ill-health and contribute to maintaining work
participation. Broadly, the interventions will be at the organisational and individual levels
respectively. It will be necessary to find the optimal balance between the two to maximise
control of both the occurrence of work-relevant common health problems and their
consequences.

The conventional health and safety (injury; stress/strain; risk-management) model appears
insufficient for tackling common health problems and their work-relevant consequences.
This approach may be necessary for workplace safety but it is certainly not sufficient to
tackle common health problems at work. The biopsychosocial model, importantly, widens
the range of intervention and permits effective individual level interventions that focus on
maintaining work participation.

Organisational level interventions (even those based on biopsychosocial principles) may
achieve comfortable workplaces and satisfying jobs, which can impact on the health
outcomes for groups of people, but they do not deal with the individual in need of
accommodation. An additional layer is needed to tackle work-relevant common health
problems, for which the biopsychosocial approach is ideally suited: Accommodating people
who are ill or injured either to remain in work or return early whilst they recover.

Greater integration between occupational health management, health promotion, human
resource management and operations management seems to provide an important backdrop
for creating a healthy work environment. This is implied by increased recognition within the
evidence base that organisational and individual level interventions should be combined.
Inter-disciplinary working is a prerequisite for greater integration and optimal impact.

The Management Standards provided too narrow a basis for capturing all relevant factors
implicated in CHP development and progression. This, together with incomplete evaluation,
could partly account for the debate over the level of impact the Management Standards have
achieved to date.

Positive affect (feelings that reflect a level of pleasurable engagement with the environment,
such as happiness, joy, excitement, enthusiasm, and contentment) can facilitate better health
outcomes, so it is presumed that creating a work and organisational environment fostering
well-being and promoting job satisfaction may reduce the likelihood of development or
progression of common health problems and their consequences. However, this has yet to
be demonstrated.

There are various obstacles to overcome in implementing initiatives to minimise and
manage common health problems, and these include inadequate knowledge and skills,
resistance/lack of commitment from employees, line managers, senior managers and
organisation inertia. Various facilitators can overcome these obstacles, and these include
senior management involvement, which includes, but is not limited to, visible senior
management, consultation, persistence and integration with business strategy to ensure CHP
relevant initiatives contribute to long-term business success. A planned and consultative
process involving developing a clear, written strategy, implementation plans and
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monitoring/evaluation is desirable. A key necessity for any intervention is to get all the
players onside and acting collaboratively.

EVIDENCE STATEMENTS
The extracted data from references supporting the evidence statements in this section are in
Tables 1, 2, 3, and 4.

Conceptual models

To satisfactorily underpin a comprehensive intervention toolbox for management of common
heath problems at work requires a basic model of work and health that takes account of the
variable nature of common health problems and their inconsistent relationship with work.

G-1 0 The orthodox health and safety approach is largely rooted in an ‘injury’
(stressor-strain) model of the relationship between work and health. It is based around the idea
that exposure to some level of workplace stressors (physical or mental) leads to disease or
injury: removal of those stressors will be preventive. When there is a clear causal relationship
between the exposure and the outcome, this paradigm can explain associations and point to
solutions. However, it does not account for causal complexities and the observed individual
variation in response, and does not readily embrace the beneficial aspects of work. Thus it fails
to explain the phenomenon of work-relevant CHPs.

Table 4: (Cole et al. 2005; Cox et al. 2009; EASHAW
2005; EASHAW 2007a; EASHAW 2007b; EASHAW
2009; Hassan et al. 2009; Howell et al. 2007; IOSH 2009;
Waddell & Aylward 2010; Waddell & Burton 2006)

G-2 * The biopsychosocial model, when applied to the relationship between
health and work, builds on the strengths of less comprehensive models (including the injury
model, and the diathesis-stress model) by incorporating them but also takes account of the
complex interactions between the individual, their health condition and their social
environment: it helps to explain the limited potential for primary prevention of common health
complaints (by recognising that influences on important behaviours such as not going to work
are influenced by multiple factors, not simply the presence or absence of symptoms, and that
CHP symptoms themselves are subjective and easily influenced by a variety of factors). It
allows for the beneficial effects from work and enables explanation of the variation in
individual response to occupational stressors. The psychobiological interface is enigmatic and
difficult to study, but the biopsychosocial model provides a pragmatic evidence-informed
framework for developing comprehensive assessment and intervention protocols.

Table 4 (Adler 2009; Hill et al. 2007; Novack et al. 2007,
Seymour & Grove 2005; Waddell & Aylward 2010)

G-3 * The psychosocial flags framework is a practical extension of the
biopsychosocial model aimed at tackling work-relevant musculoskeletal problems, with
potential application to any common health problem. The basic tenet is that some people
struggle to maintain workability and activity during spells of trouble, not because they have a
more serious illness or injury, but because they face biopsychosocial obstacles to normal
recovery and work participation. The framework guides identification of obstacles, development
of an individual plan, and implementation using a stepped care approach.
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Table 4 (Burton et al. 2008; Kendall et al. 2009; Shaw et al.
2009; Waddell & Burton 2004)

G-4 * The Management Standards (for work-related stress) is a framework
based around the conventional health and safety model. Whilst some account is taken of
psychosocial factors, the focus is firmly based on risk identification and control to achieve
prevention. Use of the Management Standards approach alone appears an incomplete means for
tackling work-related stress, can be insensitive to local conditions, and so will probably fall
short in tackling other common health problems. The Management Standards probably provide
too narrow a basis for capturing all relevant factors implicated in the development and
progression of common health problems.

Table 3 (Biron et al. 2006; Daniels 2011; Tabanelli et al. 2008)

Concurrent complaints

A significant proportion of people experiencing a common health problem also report
complaints associated with other common health problems. The existence of concurrent
complaints raises a number of questions: e.g. do different common health problems have shared
causative factors; can one common heath problem cause or exacerbate another; can
interventions operate on more than one common health problem at once?

G-6 oA The background epidemiology of common health problems makes
extensive reporting of coexisting complaints inevitable in the population: At any given point in
time it is likely that a relatively high proportion of people will be experiencing more than one
common health complaint.

Table 1: (Miranda et al. 2010)

Table 2: (Michie & Williams 2003)

(Burton et al. 2008; Ursin 1997; Waddell et al. 2008; Waddell
& Burton 2006)

G-7 ok Stressors (physical and mental) may contribute to common health
problems through adoption of harmful health behaviours or non-uptake of beneficial health
behaviours.

Table 4: (Nieuwenhaijsen et al. 2005; Steptoe, 2005)

G-9 oA Subjective well-being has a beneficial effect on health status in the
general population. It is believed that well-being may buffer the impact of stress. Furthermore,
positive affect (e.g., happiness, enthusiasm) is associated with cognitive, behavioural and
physiological processes that promote health and functioning.

Table 4: (Howell et al. 2007; Lyubomirsky et al. 2005; Sin &
Lyubomirsky 2009)

G-10 oA Effective interventions applicable to all CHPs involve early
intervention based on biopsychosocial principles with all players onside and acting, directed at
the individual and focused on work participation.
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(Waddell et al. 2008; Waddell & Burton 2004)

G-11 ok The associations between organisational factors and psychological ill
health and sickness absence are similar enough across sectors to justify a generic approach.
Designing, developing and evaluating interventions needs to encompass all the bases of
behaviour change as well as specify contextual characteristics consistently and in full.

Table 4: (Michie & Williams 2003)
Assessment (person, workplace, context)

G-12 ok Psychosocial obstacles and enablers to work participation can be
identified (assessed) by simple non-specialist techniques such as guided observation and
questioning. Focusing on salient psychosocial features allows selection of cases for
interventions targeting specific issues.

Table 1: (Burton et al. 2008; Pincus et al. 2006; Schultz et al.
2007; Shaw et al. 2009; Waddell et al. 2003; Waddell & Burton
2000; Waddell & Burton 2004)

Table 2: (Couser 2008; Graveling et al. 2008; Harvey et al.
2006; Krupa 2007; Michie & Williams 2003; Olsson et al.
2009; Varekamp et al. 2006)

Table 4: (Kendall et al. 2009)

Comfortable jobs and accommodating workplaces

Although work is generally good for our health and well-being (Coats & Lehki 2008; Waddell
& Burton 2006), there is an important caveat — the benefits are most applicable to ‘good work’.
A detailed review of the literature on what good work comprises is beyond the scope of this
review, and would duplicate previous work (e.g. by Coats & Lehki 2008). The general tenets are
around security, fairness, satisfaction, capability matching, social capital and safety. It is clearly
linked to the idea that work should be both comfortable and accommodating (Hadler 1997), but
the notion of comfortable and accommodating is about the job more than the work — the needs
of the individual rather than the group is the focus.

The ability to provide and have ‘good work’ stems mostly from actions at the level of our
society; such as enabling legislation and suitable policy frameworks and guidance for
implementation. It is then up to organisations and individuals to make it happen. Whilst the
principal level of intervention to generate ‘good work’ is at the socio-political level, the
provision and experience of a comfortable job derives in the main from the systems and
processes that exist in the workplace, including work organisation. All the features required for
‘good work’ may be in place, yet the workplace may not be a comfortable one. The level of
intervention to ensure a workplace is comfortable is usually at the group or organisational level,
but also involves the individual. Accommodation takes place at the individual level, perhaps
under facilitative workplace policies. The requirement for, and type of, workplace
accommodation is necessarily tailored to the needs of the individual, possibly driven by
workplace policy. The worker-line manager relationship is the key to making it happen
effectively. This means the level of intervention is predominantly at the individual level (See
Appendix 1 - Figure 4).

G-13 o Good work is associated with job control; skill use; reasonable level of

demands; task variety; clarity concerning the future, role, and performance; good social support;

fairness in pay and distribution of rewards/benefits; safety; significance to self and society;
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leadership/supervision; job security and career prospects; fairness in how workers are treated.
Good work is associated with higher levels of safety and lower chance of developing health
problems.

Table 3 (Cass et al. 2002; de Lange et al. 2003; Warr 2007)
Table 4: (Bambra et al. 2009; Boorman 2009)

G-14 * Good Jobs allow workers to pursue their own goals, regulate their own
problems, affective experiences, breaks and symptoms. Job control and social support might be
particularly useful in allowing this — especially if supplemented with relevant training. Jobs that
are organised for psychological well-being can also help those with ill-health control the disease
and its symptoms.

Table 3: (Daniels 2011)
Table 4: (Bevan et al. 2007; Bilsker et al. 2005)

G-15 oA Low job satisfaction is moderately correlated with presence of self-
reported mental/psychological problems (burnout, self-esteem, depression, and anxiety). The
correlation with self-reported physical complaints is smaller. While there are theoretical reasons
for proposing that organisations might take steps to foster job satisfaction because job
disaffection may lead to poorer employee heath, such mediation of interventions needs to be
demonstrated and such an intervention properly tested.

Table 4: (Bartley et al. 2005; Faragher et al. 2005)

G-16 oA Flexible work conditions that increase worker control and choice (e.g.
self-scheduling or gradual/partial retirement) can have a positive impact on health outcomes
(including systolic blood pressure and heart rate; tiredness, mental health, sleep patterns, and
self rated health status) providing they are not imposed on the worker.

Table 4 (Joyce et al. 2010)

G-17 ok It is expected that ‘good work’ has the best chance of facilitating well-
being, and this may best be achieved through minimising workplace stress by suitable human
resource and person management techniques such as managing job expectations to optimise the
fit between personal goals, ability and job requirements/role.

Table 4: (Bilsker et al. 2005; Layard 2006)

G-18 otk The workplace can have a role in reducing the detrimental effects of
health inequalities on health outcomes. Health inequalities result from social inequalities.
Action from health inequalities therefore requires action on all the social determinants of health,
including any arising in the workplace.

Table 4: (Bambra et al. 2009; Marmot 2010)

81



Interventions — principles and practicalities

G-19 oA Individual differences in beliefs about the cause, consequences and
control over health problems can explain variations in disability outcomes where the underlying
pathology is constant. This effect is mediated by coping behaviours. Interventions on ill health
complaints should assess and modify where necessary illness perceptions in order to enable
faster return to work. Belief in ability to control symptoms can, in general, be an important
component of an adaptive response to common health problems.

Table 4: (Creed & Barsky 2004; de Gucht & Maes 2006; Esler
& Bock 2004; Hagger & Orbell 2003)

G-20 * Remaining off-sick due to fears that return to work may worsen a
condition can be self-reinforcing: an individual’s choice not to return to work means that the
underlying assumption is not then tested.

Table 3: (Franche et al. 2005)
Table 4: (Dunstan & Covic 2006)

Job satisfaction

The concept of job or work satisfaction is intrinsically subjective: two individuals may
experience an identical job very differently, one may be satisfied and the other dissatisfied.
Furthermore, satisfaction with one’s job is unlikely to be a constant, but may vary across time.
Job satisfaction appears related to job performance (Judge et al. 2001), although the nature and
magnitude is debated (Saari & Judge 2004). Results from a recent meta-analysis indicate much
of the co-variation between job performance and job satisfaction can be accounted for by
individual differences such as aspects of personality (Bowling 2007). On the other hand, a meta-
analysis of studies examining links between average levels of job satisfaction within an
organisational unit and unit performance indicates a reliable association (Whitman et al. 2010).
It is less likely this association is due to ‘aggregate’ personality but it is not impossible.
However, because of a dominance of cross-sectional studies concentrating on aggregate job
satisfaction and unit-level performance, the direction of causation is unclear.

For the purposes of this project, job satisfaction is an attitudinal variable that refers to a
pleasurable or positive emotional state resulting from the appraisal of one’s job or job
experiences (Locke 1976; Thoresen et al. 2003). More simply, it is how people feel about their
jobs and different aspects of their jobs. It is the extent to which people like (satisfaction) or
dislike (dissatisfaction) their jobs. The measurement of job satisfaction is itself a large field.
Measures can be ‘faceted’, whereby they measure various dimensions of the job, while others
are ‘global’. These measure a single, overall feeling toward the job. An example of a global
measure is ‘How satisfied are you with your job?” If a measure is facet-based, overall job
satisfaction is typically defined as a sum of the facets (Saari & Judge 2004). There are a large
variety of faceted measures (Adler 2009; Rafferty & Griffin 2009; van Saane et al. 2003).
Estimates of job satisfaction in various populations potentially allow comparisons. However,
there are many confounders and cohort effects that make interpretation difficult.

Reviewing the entire field of job satisfaction is beyond the scope of this project. The main focus

here is on addressing three key questions: what contributes to job satisfaction; what are the
health effects, if any; and how might job satisfaction be enhanced?
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Contributions to job satisfaction

The best examples of recent systematic reviews have focused on healthcare workers (including
nurses and GPs). Leadership style has a role of in promoting job satisfaction among nurses
(Cummings et al. 2010; Kuoppala et al. 2008; Utriainen & Kyngas 2009), as well as span of
control and workload (Lee & Cummings 2008). Among GP’s, factors increasing job satisfaction
appear to be diversity of work, relations and contact with colleagues and being involved in
teaching medical students. Factors decreasing job satisfaction are low income, too many
working hours, administrative burdens, heavy workload, lack of time and lack of recognition
(Van Ham et al. 2006).

Health Effects of Job Satisfaction

There are a very large number of cross-sectional and observational studies (in excess of 480)
indicating job satisfaction is correlated with mental/psychological problems (Faragher et al.
2005). The strongest relationships are found for burnout (r=0.48), self-esteem (r=0.43),
depression (r = 0.42) and anxiety (r = 0.42). The correlation with subjective physical illness is
more modest (r = 0.29). However, correlation does not demonstrate causation. This means that
the relationship between job satisfaction and mental health and stress remains uncertain. In the
musculoskeletal area there is more prospective, longitudinal research available. There is good
evidence that job satisfaction is related to future musculoskeletal problems such as back pain
(Lakke et al. 2009; Linton & van Tulder 2001; Macfarlane et al. 2009) and moderate evidence it
is related to neck pain (C6té et al. 2008).

Enhancing job satisfaction

As an indicator of well-being and because of inverse relationships with indicators of stress such
as depression and anxiety, many of the conclusions concerning interventions and causal factors
for stress and mental health can be extended to job satisfaction, including issues concerning job
characteristics, job crafting, high performance work practices, psychological contracts and goal
pursuit. Indeed, many studies of these topics include job satisfaction as an indicator of well-
being.

A recent Cochrane systematic review (van Wyk & Pillay-Van Wyk 2010) included ten studies
(using a total of n=716 subjects). None assessed the effects of support groups for health
workers. Eight studies assessed the effects of training interventions in various stress
management techniques on measures of stress and/or job satisfaction, and two studies assessed
the effects of management interventions on stress, job satisfaction and absenteeism (one
assessed an intervention involving process consultation for nurse managers to improve their
problem solving ability in interdisciplinary staff teams, and the other assessed the effect of an
intervention aimed at improving managers’ ability to manage organisational change on job
satisfaction). Of the two studies that assessed the effects of stress management training
interventions on job satisfaction, neither - using low and moderate levels of intensity in training
interventions, respectively - demonstrated a positive effect of the intervention on job satisfaction
over the short (less than one month after the intervention) or medium term (between one and six
months after the intervention). The results of one study showed no difference in job satisfaction
among nurses and nurse aides who received four sessions of mindfulness training; and, the
results of the second showed no difference in job satisfaction between health workers who
received six sessions of stress management training post-intervention. The single study of a
change management intervention demonstrated a small beneficial effect on job satisfaction
among the intervention group on 30-week follow-up measure after the intervention, compared
to the control group. The authors concluded there is insufficient evidence for the effectiveness
of stress management training interventions to reduce job stress and prevent burnout among
healthcare workers beyond the intervention period. Low quality evidence suggests that longer-
term interventions with refresher or booster sessions may have more sustained positive effect,
but this needs to be rigorously evaluated in further trials.
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INTERPRETATION

Conceptual models

There are two predominant overarching models that seek to explain the relationship between
work and health: the conventional health and safety (injury) approach, and the biopsychosocial
approach. The former reflects the strong principles of the biomedical model and the diathesis-
stress model. The latter builds upon this by incorporating all those aspects but extending the
approach to include bidirectional interactions between all facets of the person.

In essence, the health and safety approach seeks to prevent harm by controlling workplace
hazards: it is typically implemented as an intervention on the workforce not the individual, with
the assumption that the effect of an intervention will be equivalent across that workforce.
Historically, the approach has been effective in controlling disease and injury among workers
when there is a clear direct causative relationship between the hazard and the harm (e.g. falls
from heights or exposure to noxious substances). The paradigm has not worked as well when
used to control common health problems and their consequences.

The biopsychosocial approach, on the other hand, recognises and accounts for the multiplicity
of influences determining the manifestation of common health problems. Whilst there are
aspects of the approach that can underpin interventions directed at the workforce level, its
particular strength in respect of common health problems lies in the development of
interventions at the individual level. The biopsychosocial approach does not focus exclusively
on primary prevention; rather there is a recognition that complaints will occur irrespective of
workplace influences and prevention strategies and campaigns. This puts an additional focus
firmly on rapidly and effectively managing cases as and when they arise.

The health and safety and biopsychosocial approaches are complementary to each other and are
not mutually exclusive. Neither is right or wrong, they are simply trying to explain the problems
in different ways and provide solutions to tackle challenging problems. Interventions using the
orthodox health and safety approach at the workforce level do not preclude biopsychosocial
interventions at the individual level. The evidence, though, is strongly in favour of the
biopsychosocial approach when it comes to tackling work-relevant common health problems.
Although an explanatory ‘one size fits all’ biopsychosocial model does not and is not likely to
exist, a detailed understanding of underlying mechanisms will not necessarily add value to
developing the intervention toolkit. Taken overall, the biopsychosocial model is useful as a
foundation for ensuring all important layers of influence are accounted for, encompassing the
psychobiological and psychosocial interfaces as applied to prevention, staying at work or
returning to work, including those influences arising at the organisational/societal layer.

In summary, the biopsychosocial model provides a conceptual framework for organising the
attributes of a comfortable and accommodating work environment so that all the layers of
influence on prevention and maintaining work participation are systematically considered, and
will allow for an intervention toolbox with a multidisciplinary approach.

Concurrent complaints

The basic epidemiology of common health problems shows that concurrent complaints are
inevitable for most people on occasion, added to which healthcare providers may give the
person multiple labels to explain concurrent symptoms. Usually, there is no obvious common
aetiological factor linking the different complaints that are occurring at the same time in a given
individual (e.g. musculoskeletal or mental health), and similarly there is often no apparent
connection between different episodes of the same complaint (e.g. back pain) in the same
individual. In effect the person has concurrent complaints (perhaps physical and mental). The
term ‘concurrent’ is preferred over comorbidity since it simply describes co-occurrence and
coexistence, and makes no assumptions about shared causation or pathology.
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However, that does not mean there cannot be a common cause for the same complaint affecting
numerous people at (about) the same time. For instance, a high proportion of a workforce
exposed to a toxic substance may develop the same complaint. Nevertheless, any suggestion
that clusters of common health complaints have a common aetiology must be made with
substantial caution: Mostly an unequivocal occupational cause cannot be determined, so mutual
causation is unlikely.

An interesting question is whether one common health problem can cause another. A classic
example is stress causing cardiac complaints. Undoubtedly there is some supporting evidence
(both epidemiological and physiological) for that particular relationship (Marmot et al. 1991).
However, both complaints have high background prevalence so it is inevitable they will often
arise together in the same individual; the idea of reciprocal causation (whether physical or
psychological) between any of the common health problems should not be assumed without
strong supporting evidence.

The evidence is mixed and incomplete, there are alternative views. Although complicated,
pathways explaining concurrence have been proposed, and are considered to be either direct
through physiological processes or indirect through coping behaviour. If the concurrence
between CHPs can at least be partly explained by the health behaviours used to either cope with
stressors or the experience of a common health problem, then the toolkit should encourage
uptake of positive health behaviours and discourage harmful coping behaviour. An emerging
physiological explanation for the link between stress-related health outcomes and common
mental health problems concerns the inflammatory response: an upsurge in certain stress-
induced biomarkers such as proinflammatory cytokines may actually cause depressive
symptoms (Dantzer 2005; Von Korff 2005). A self-perpetuating cycle of depression,
physiological response and more depression may then ensue (Von Korff 2005).

The issue of concurrence is also relevant to interventions. Putting aside primary causative
mechanisms for common health problems, the similarities across their work-relevant
consequences (e.g. illness behaviour, sickness absence, disability) suggests shared mechanisms
for work-relevant consequences, which may be amenable to the same interventions. There is
strong evidence that interventions based on biopsychosocial principles, applied early with all
players onside and acting, can be effective in facilitating work participation across the CHPs
(Waddell et al. 2008). Similarly, it seems likely that interventions aimed at improving well-
being (i.e., interventions antecedent to complaints concerning CHPs, and initiated at the group
level) have a generic effect that is not confined to particular CHPs. Overall, there is reason to
think that both group level and individual level interventions, based on biopsychosocial
principles, do not need to be condition-specific; beneficial effects can be expected whether or
not there are concurrent complaints (though that is not to suggest that specifically targeted
healthcare is not needed to deal with biological aspects of the conditions).

Comfortable Jobs and Accommodating Workplaces

The notion that work should be comfortable when we are well and accommodating when we are
ill or injured hardly needs to be based on scientific evidence: it is simply what a worker should
expect from a 21* century workplace. However, the characteristics of comfortable and
accommodating, and how to create those states, is not entirely straightforward, and scientific
evidence is appropriate for selecting or designing interventions aimed at achieving those goals.

The characteristics of ‘good work’ mean that suitable policy and process at the societal and
organisational levels are required to make work good, yet the attributes of comfort and
accommodating may elude such interventions. A good ‘job’ is an altogether more subjective
construct, which relies on job-specific characteristics and how they are perceived by individual
workers. At this level, due to local circumstances, ‘good work’ may be far from comfortable or
accommodating, and there is no implication in the concept of comfortable work or good work
that all individuals find the same characteristics of work either comfortable or good. So far as
management of common health problems is concerned, it is the goodness of the job that is
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important, and it is this individual level that will need to be built into an intervention toolbox. A
comfortable job will be determined by organisation-wide or group-level intervention, and will
impact on all workers in the workplace and most would be expected to perceive benefit.
However, some jobs within the same workplace inevitably may be more comfortable than
others, or at least perceived to be so. Ensuring a job is as comfortable as possible may rely on
individual intervention, with possible input from the worker(s). An accommodating job will be
determined by individual-level interventions: person-specific helpful responses to reports of
work-relevant health problems with the aim of maintaining work participation. Potential
resentment in peers created by perceptions that accommodations are unfair could occur if
accommodations are made without addressing the wider social context.

A comfortable job:
* Reduces the likelihood of complaints (about symptoms, the job, and the organisation),
and may (in principle) reduce the incidence of episodes of complaints (both physical
and mental).

* Fosters job satisfaction and well-being: it increases the probability for workers to
progress towards personal goals and values that will give them satisfaction or to engage
in activities they find intrinsically enjoyable.

* Goes beyond safety, and the need to prevent harms.

* Minimises discomfort (both perceived and actual) and takes account of physical and
psychosocial comfort/needs.

* Usually involves delivery of strategies aimed at the whole group of workers, but may
involve consideration of aspects of the job at the individual level.

An accommodating workplace:
* s flexible enough to allow and offer temporary helpful individual-level changes when a
worker is experiencing common health problems and is having short-term difficulty
with coping.

* Can offer changes in a variety of domains tailored for the individual worker: work
organisation, job tasks, job demands, etc. Allows the worker to achieve an acceptable
work-life balance.

* Facilitates individuals perceiving themselves as in control of their work conditions.

* Has some measure of flexibility to accommodate the impact on work from life events
outside of work.

* Is perceived as fair practice by colleagues.

There is likely to be a strong correlation between higher levels of job satisfaction and the
perception that the work is comfortable. Disaffection with work (low job satisfaction) is
associated with poorer health outcomes, yet positive affect (e.g., happiness, enthusiasm) can
lead to better health outcomes. It might logically follow that work which is organised to provide
a reasonable level of comfort (physical and psychological) will contribute to job satisfaction and
well-being, and thus reduce the likelihood of development of work-relevant common health
problems and their consequences. This link, whilst attractive, has yet to be fully tested.

A range of features of ‘good work’ have been associated with psychological and psychosomatic
well-being. In addition to those included in the Management Standards, the literature also
indicates fairness of procedures at work, good treatment from others, and for rewards (broadly
conceived to include pay, careers, skill development, job security, other intangibles) to be
allocated fairly and proportionately to effort (also broadly conceived to include effort to develop
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skills). Such an approach lends itself to a recommendation that changes to job design and
organisational policies and procedures will contribute to the prevention of common health
problems. However, there are important caveats here. First, simple stressor-strain/psychosocial
risk management models are an oversimplification. Second, we know individual differences are
more influential on some CHPs and many individuals self-regulate their own work and well-
being effectively. Third, most of the research in this area is based on self-reports of job
characteristics — lending itself to the criticism that good work is in the eye of the beholder. All
of these three caveats indicate that individual differences and individual self-regulation need to
be considered and integrated into job/organisational level changes.

Job satisfaction

Job satisfaction is an attitudinal variable that refers to how people feel about their jobs and
different aspects of their jobs. It can be assessed using a variety of measures ranging from
simple to complex, although interpretation is made difficult by the intrinsic subjectivity of what
is being measured. Job satisfaction can potentially be influenced by multiple factors involving
the individual worker, the workplace, and the context.

There is a moderate correlation between job satisfaction measures and mental health problems
including burnout, depression, anxiety, and self-esteem. However, causation has not been
demonstrated in longitudinal studies to date. In contrast, there is good evidence that job
satisfaction is related to future musculoskeletal problems such as back pain (Lakke et al. 2009;
Linton & van Tulder 2001; Macfarlane et al. 2009), and moderate evidence it is related to neck
pain (Coté et al. 2008). As a result, it is recommended that seven workplace variables are
included in early screening by clinicians including job satisfaction (Shaw et al. 2009). The
others are physical job demands, ability to modify work, job stress, workplace social support,
expectation for resuming work and fear of re-injury.

SUMMARY

The evidence indicates that the conventional risk-management approach may be necessary but it
is certainly not sufficient for tackling work-relevant common health problems. Nor is it
sufficient for creating comfortable jobs and accommodating workplaces. Organisational
interventions based on biopsychosocial principles will contribute to comfortable jobs, and will
impact on health outcomes for groups of people. However, those interventions do not deal with
the individual needing accommodation to cope with a health problem at work. That is an
additional layer, for which the biopsychosocial approach is ideally suited: it provides a
framework for action - accommodating people who are ill or injured either to remain in work
whilst they recover, or to return in a timely fashion even if not fully recovered.
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EVIDENCE SYNTHESIS
COMMON HEALTH PROBLEMS

NATURE OF CHPs

CHPs extract a substantial toll in the workplace with societal, commercial, and personal costs.
This makes them a natural target for workplace prevention and management. First, though, it is
necessary to understand the nature of CHPs and their consequences in order to determine just
what reasonably can be achieved by any intervention. The defining feature is that they are
characterised largely by complaint: it is symptoms rather than disease or damage that brings
them to the fore. Those symptoms are subjective in nature, tend to recur with varying severity
and periodicity, and they also tend to coexist. For example, musculoskeletal symptoms can
coexist at numerous anatomical sites, or mental health symptoms can coexist with
musculoskeletal symptoms, but that does not mean they necessarily share a common genesis.
Nevertheless, CHPs do have many shared characteristics and these are best understood from a
biopsychosocial perspective. Key among these are beliefs and the behavioural consequences
stemming from them. Myths, such as considering a symptom to indicate a serious problem
when none exists, are common; e.g. fear of movement leading to fear-avoidance cycles.
Deleterious consequences include withdrawal from usual activities (such as domestic, social and
recreational) and reduced participation in productive activity and work. Whilst the complaints
are ubiquitous and capable of leading to disabling consequences, with the right support,
opportunities and encouragement, people with CHPs usually maintain (or return to) their usual
level of participation in activity and work.

In fact, for most symptoms and CHP episodes, people do not seek healthcare and do remain at
work. That is, they self-manage the problem effectively. This means it is often exceedingly
difficult or impossible to differentiate on objective or clinical grounds between those who
complain and seek help and those with the same problems who do not. Therefore a ‘case’
should not be determined simply in terms of the presence of symptoms, but rather where the
symptoms are are sufficiently bothersome to trigger one or more of the following: a complaint
(reporting); care-seeking; a struggle to be active; a struggle to attend work: i.e. at the point
where the person is struggling with a work-relevant complaint. CHPs can readily be work-
relevant: that is, the symptoms may be felt predominantly at work and may (temporarily) reduce
the person’s ability to do their usual job. This encourages the (often) false belief that work is
mainly or wholly responsible. In most cases there is limited objective evidence of injury or
disease cogently related to the work exposures. In occupational terms it is, again, the
consequences of CHPs that are more important than any (assumed) pathology. When a person
becomes a case, it is not because they have a more severe injury, disease or set of symptoms.
This is an important distinction. The focus shifts from the disorder to the consequences and
responses: It is not so much a matter of what has happened to the person; rather it is about why
they are not able to cope on their own with a particular episode. Invariably they face a range of
psychosocial obstacles to participation — and these are the factors that account for the variability
in reporting, attribution of cause and symptoms, care seeking, sickness absence, and the level of
disability.

PREVENTION OF CHPs

The concept of ‘risk’ is clearly relevant to how CHPs can be most effectively managed at work,
but perhaps not in the way it has been usually expressed. Many factors, both physical and
psychological, have been proposed as ‘risk factors’ for CHPs. But, the question is risk factors
for what? For example, it is difficult to see how psychological factors may directly generate
musculoskeletal pain or cause tissue damage (although they may contribute behaviourally to
accidents), yet they can be related to other outcomes such as reporting patterns, bothersomeness,
or level of disability. Unfortunately, the scientific literature does not always make a distinction
between the various outcomes of interest. Throughout much of the existing literature linking
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work to health outcomes, the term ‘risk’ is used in a statistical sense that reflects a correlation or
non-causal association between work variables and the outcome.

Numerous occupational health problems are unlikely to occur without some intervening action
or exposure to a known and demonstrated hazard (e.g. injury due to falls from heights; disease
due to exposure to asbestos), so in those situations the exposure can be considered a hazard that
presents some level of risk for the occurrence of the outcome. However, CHPs are extremely
common irrespective of work exposure, and do not always occur despite persistent exposure to
putative hazards. This, combined with the fact that numerous theoretical occupational hazards
have turned out to be doubtful causal factors, renders direct occupational causation for most
episodes of CHPs difficult to establish. Furthermore, reported effect sizes tend to be small,
meaning that even for those with direct causal properties, any intervention aimed solely at
preventing the occurrence of the complaint will have limited overall impact. This situation holds
true for both physical and psychosocial factors. For this reason, many traditional risk factors
reported in the literature might be better termed ‘risk indicators’ — features noted to be
correlated with one or more health outcomes, but without a demonstrable (or theoretical) causal
link.

According to recent studies, interventions based on the conventional occupational health and
safety model (hazard = worker = harm) has limited preventive effect for CHPs. Perhaps this is
because that approach has already achieved its optimal effect through regulation and control,
and there is no marginal benefit to be obtained. What is left is the situation where people with
CHPs become cases, not because their work has necessarily damaged them but because (part of)
their work is not sufficiently comfortable or accommodating to enable them to continue without
help. It is this aspect of ‘risk’ that can be more effectively controlled.

MANAGEMENT OF CHPs

The biopsychosocial model provides an alternative perspective to the conventional health and
safety model, but it is one that has received little attention in the prevention area to date. Under
this model, biological considerations are not ignored, but psychosocial factors often emerge as
the important determinants of occupational outcomes. The evidence indicates that most CHPs
can, and should, be managed at work ideally before they escalate to problems requiring time off
work. This means employers, workers and the health and safety community all have crucial
roles to play in ensuring that: (i) workers have jobs that are sufficiently comfortable to minimise
the occurrence and severity of symptoms; and (ii) workplaces are temporarily accommodating if
they develop a health problem and are unable to cope.

Important initiatives have been established to provide approaches that might be used to improve
the identification and management of CHPs at an early stage in order to prevent detrimental
consequences. Two recent examples in the UK are HSE’s Management Standards (aimed at
stress problems: www.hse.gov.uk/stress/standards) and the Psychosocial Flags Framework
(aimed at musculoskeletal problems: www.tsoshop.co.uk/flags). Both call for a collaborative
approach between the health and safety system and the workplace. In essence these approaches
use an identify/plan/action process, albeit that the underlying rationale and methods are rather
different: the Management Standards focus more on typical risk-control whilst the Psychosocial
Flags Framework focuses more on minimising work-relevance of symptoms and facilitating
their accommodation at the workplace. Arguably, there is good evidence about what to do to
manage or control CHPs, but this is not often delivered in practice. Instead, much effort has
gone into efficiently delivering less effective interventions and providers have tended to be
inefficient at delivering the more effective ones.

Implementation of interventions addressing the full range of psychosocial issues inevitably
requires a cultural shift, mostly in the way the relationship between CHPs and work is regarded
and then tackled. To achieve this, all key parties need to both understand the limitations of the
conventional health and safety paradigm, and how to ensure that rapid, targeted, and effective
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strategies are adopted and delivered. This necessarily involves provision of information and
something of an educational approach.

A new framework for tackling work-relevant CHPs entails some challenge to existing concepts
and expansion of new ones, but should be evolutionary in practice by building on existing
strategies and tactics. The novel comprehensive model offered here contains the conventional
approach in its entirety, losing nothing but gaining much. A parsimonious set of key
considerations embedded in the various perspectives on work-relevant CHPs is laid out below.

LIMITATIONS OF THE CURRENT CONCEPTUAL FRAMEWORK

The available evidence indicates that current approaches to preventing and controlling CHPs in
the workplace are suboptimal and potentially disadvantageous. At least part of the reason for
this is ongoing adherence to an orthodox prevention model that has functioned well for more
serious occupational injuries and diseases, but that has failed to deliver anticipated results when
deployed in the CHP area. This situation is highly analogous to that which has occurred in the
healthcare arena, based on the simple biomedical model that (falsely) predicts treatment = cure
- return to activity and work. Uncritical adherence to this model has resulted in massive
increases in the number and costs of investigations and treatments delivered to people with
CHPs, but with unintended consequences of dramatic increases in disability and long-term work
loss, mostly through iatrogenic processes.

The success of the conventional prevention model for controlling serious occupational injury
and disease appears to have led to its adoption for controlling symptoms. The concepts are
compelling because they are simple and familiar, although this can easily lead to simply
following traditional approaches while lacking critical appraisal. That is to say, there is an
inherent danger from simply repeating the same approach to any problem, especially in the face
of evidence that it is not having the desired effect.

A fresh approach appears to be required, one that takes full account of the nature of CHPs and
their relationship with work. However, any new conceptual framework should be built on an
appreciation of the limitations and strengths of existing approaches, allowing development to be
evolutionary For this reason, it is worth briefly considering what we have learned so far about
work-relevant CHPs from the two major areas of interest:

WHAT WE HAVE LEARNED ABOUT CHPS FROM OCCUPATIONAL HEALTH AND SAFETY
The ‘typical’ approach to occupational health and safety (OHS) is shared across the developed
world (see Appendix 1 - Figure 2). It is based on a model in which harm (expressed as injury or
disease) is seen to result from exposure to a (workplace) hazard, and that higher exposures will
increase the likelihood of harm and increase the severity of injury/disease [hazard - worker =2
harm].
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Appendix 1 - Figure 2. Conventional occupational health & safety approach

It follows that removing (or reducing) the exposure should result in prevention (or minimisation
of harm). The underlying logic necessitates a number of assumptions, which variously may or
may not apply in practice.

Strategies for primary prevention at the workplace are based on the logic that: (1) injury/disease
are produced by exposure to workplace hazards (possibly combined with aspects of the person,
their workplace, and their circumstances); (2) there is a cogent physiological link between
hazard and injury/disease; (3) there is a meaningful dose-response relationship between hazard
and injury/disease; (4) identifying potential workplace hazards and reducing exposure to them
can successfully interrupt the causal sequence; (5) there is a distinct demarcation between the
harmed and unharmed state (cases distinct from non-cases).

The evidence indicates that the conventional approach to OHS, articulated by enabling
legislation and by current regulation and guidance, can be highly effective for the primary
prevention of workplace fatalities and more serious disease or injury (where there are direct
causal links). This usually relies on a mixture of workplace engineering and adequate training
and awareness programmes. Examples include falls from heights, machine guarding, and latex
allergies.
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Primary prevention strategies seemingly are not particularly effective for CHPs (or perhaps it is
that their optimal potential may already have been realised). It seems the ‘typical’ OHS model
does not adequately reflect the nature of CHPs. By way of example: (1) the symptoms have high
prevalence rates, irrespective of work status; (2) there is often gradual onset of symptoms, with
variable patterns of frequency and severity; (3) reliably defining a ‘case’ is problematic; (4)
causation is known to be complex, often with multiple interacting factors, and may be bi-
directional; (5) attributions of cause to work are commonly made, but often mistaken; (6) dose-
response relationships are usually absent and presumed risk factors have small effect sizes —
even if some measure of prevention seems possible, the effect of reducing the exposure may
have a small/undetectable effect.

Because there are a large number of potentially salient factors and each uniquely explains a
small amount of variance, it is difficult to quantify the exposure that comprises a significant
hazard, even on a population basis. Symptoms experienced with CHPs are common across the
population and have equivalent severity and frequency irrespective of whether the person
becomes a ‘case’ (work-relevant symptoms or care seeking). Although it is possible on a
population basis to identify some factors that may contribute to the development of CHPs, this
is much more difficult to achieve for an individual.

Application of a simple OHS model based on the assumption that the presence of ‘risks’
combined with exposure to them in the workplace will inexorably result in development of
harm in the form of a CHP (whether it is called an injury, sickness, or a disease), contributes to
a sequence of unwanted consequences. These are outlined in Appendix 1 - Figure 3.
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Appendix 1 - Figure 3. The major problems with using a simple model for
occupational health and safety and the delivery of healthcare interventions and
rehabilitation for CHPs, together with optimal solutions

This is not to say the conventional OHS model is wrong, rather it is limited by being
incomplete. It functions best when cases are well defined, harms can be objectively observed,
and exposure to meaningful hazards can be identified, allowing practical interruption of the
‘chain of causation’. It is less appropriate when the (presumed) harm is reflected largely as
subjective symptoms and exposure is restricted to simple correlations with multiple factors.
CHPs clearly fall into this latter category.
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This is not a reason to cease existing prevention efforts. Quite the contrary, proportionate
adherence to the conventional OHS principles is an important prerequisite for providing
comfortable jobs. Furthermore, it is important to recognise that work-relevant CHPs will
inevitably arise, and complaints about them will occur. The health and safety imperative then is
to ensure these do not escalate into problems that are perceived as too big to cope with, and
which result in all of the unfortunate consequences that invariably follow once a CHP is
escalated into sickness absence and seeking healthcare.

WHAT WE HAVE LEARNED ABOUT CHPS FROM TREATMENT AND REHABILITATION

When outright prevention fails and symptoms develop, healthcare and vocational rehabilitation
is the traditional fall-back position. This involves a number of assumptions: (1) ‘work-related’
disorders are well delineated; (2) CHPs can be reliably diagnosed and effectively treated; (3)
that return to productive activity automatically follows. Unfortunately, these have not been
borne out in practice. The relationship between work and health is known to be complex, and
the relationship between work and numerous aspects of CHPs is tenuous. Diagnoses for CHPs
are unreliable, applied with wide variation that sometimes follows ‘fads’ and trends, and
provide little insight into either the underlying causes or potential remedies. Resumption of
participation in activity and work demonstrably does not occur automatically, and it is known
that increasing time away from work results in escalating costs and the chance of successful
rehabilitation reduces.

It is clear that CHPs vary widely in the way they present to healthcare services and clinicians,
who then respond in multiple and often inconsistent ways. The array of signs and symptoms and
are met with a wide variety of responses, along with high probability that some type of
intervention will be provided. This is invariably based on a set of clinical formulations that seek
to explain the presence of symptoms, the reporting of symptoms, the attribution of them to work
and other activity, and the presumed underlying pathology, without recognising these may have
different determinants. When sickness absence is recommended for CHPs, there may be little or
no thought given to trying a ‘stay at work’ approach using temporary modifications or devising
a strategy for eventual return to work and other activities. The result may be long-term
incapacity. The advent of the ‘fit note’ seeks to overcome at least some of the clinically related
obstacles by asking clinicians to focus on what the person can still do in addition to
acknowledging what they cannot do.

For people with most health conditions, including work-relevant CHPs, early return to work or
staying at work is generally beneficial: facilitating early RTW requires workplace
accommodation — logically, a comfortable workplace should facilitate staying at work and result
in a reduction in cases (incidence, prevalence and impact of work-relevant episodes).

It is important to acknowledge the sound epidemiological studies showing that the majority of
individuals do experience symptoms of CHPs, both at work and elsewhere, and the majority of
them continue to participate in activity and work without report or complaint, and appear to
come to no harm. There are clearly people who are capable of coping by themselves, using
effective self-management strategies (perhaps aided by an inherently comfortable job and
accommodating workplace). These individuals are probably better endowed with resilience, and
can be described as ‘active copers’. However, there are also those who avoid activity and work
when they experience symptoms. It is clear that an individual’s beliefs can be significant
obstacles to work participation - among other things, beliefs about what has gone wrong, about
what to do, and about what will happen. Unhelpful myths about work and health are abundant,
and must be tackled (Burton et al. 2006).

The current state of the art in managing CHPs from a treatment and rehabilitation perspective

has been well described elsewhere (Waddell et al. 2008). It is best delivered as a process of
stepped care. There is good reason to believe that the application of these same principles very
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early can be beneficial in the attempt at stopping the symptoms of CHPs developing into long-
term cases.

A FRAMEWORK OPTIMESED FOR PREVENTION AND CONTROL OF CHPS

In devising this framework the most important issue is to retain sight of the key prevention
goals: (1) to reduce the occurrence of new cases (defined by the person having a work-relevant
problem) and the potential for them to become persistent and long-term; (2) to reduce the
number of people struggling to cope at work; (3) to interrupt the escalation process that leads
individuals with CHPs to receive unnecessary healthcare or sickness absence.

This is best achieved through the provision of comfortable jobs and accommodating
workplaces. Current provision, though, is through ‘silos’ of prevention and healthcare, whereby
there is a sharp demarcation: if prevention fails then treatment and rehabilitation are needed.
This has resulted in a lost opportunity with an artificial gap between two key areas. What is
required is recognition of the continuity and overlap, and to ensure seamless integration.

At the treatment end, interventions are provided to individuals who meet, or are close to
meeting, diagnostic criteria. There are two components to treatment: case identification through
assessment and diagnosis, and standard treatment for the known disorder, which includes
interventions to reduce the likelihood of future co-occurring disorders. The optimal treatment
protocol aims to reduce the length of time the disorder exists, halt a progression of severity, and
halt the recurrence of the original disorder, or if not possible, to increase the length of time
between episodes. Clinicians also try to halt or manage the occurrence of other disorders (i.e.
co-morbidity), and provide rehabilitation to increase participation thus decreasing the disability
associated with the disorder. This does not typically include work as a health outcome, although
there is reason to believe this will improve with current Government initiatives.

At the prevention end of the continuum, ‘universal preventive interventions’ for CHPs are
targeted to the general public or a population group displaying a high prevalence of the relevant
problem. The intervention is considered desirable for everyone in that group. Universal
interventions have advantages when their cost per individual is low, the intervention is effective
and acceptable to the population, and there is a low risk of side effects from the intervention.
‘Targeted preventive interventions’ for CHPs are targeted to individuals or a subgroup of the
population whose chance of developing problems is deemed significantly higher than average.
The probability may be imminent or it may be present throughout the lifetime. Relevant groups
may be identified on the basis of biological, psychological or social risk indicators that are
believed to be associated with the onset of symptoms. Targeted interventions are most
appropriate if the interventions do not exceed a moderate level of cost and if negative effects are
minimal or non-existent. ‘Individualised preventive interventions’ are directed to individuals
who are identified (by others or by themselves) as having bothersome or work-relevant
symptoms with which they are struggling at work. Many are unlikely to meet diagnostic criteria,
but there is a subgroup that are given diagnoses and are struggling yet still at work.

The overall aim of these three types of preventive intervention for CHPs is the reduction of the
occurrence of new cases and the potential for them to become persistent and long-term. In this
context, cases are defined by people complaining of bothersome or work-relevant symptoms.
The key marker for this is the individual struggling to cope. A critical component of universal
and fargeted preventive interventions is that although some members of the group may have
symptoms of CHPs when the intervention begins, this is not the reason why that group is
selected for delivery of the intervention. In contrast, when individuals are chosen for a
preventive intervention because of the early presence of symptoms, then by definition the
intervention is an individualised one (not universal, or targeted). This means that in broad terms,
groups and individuals can be targeted (through provision of comfortable jobs), and individuals
who are struggling can be identified (and managed effectively through provision of
accommodating workplaces).
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ZONES OF IMPORTANCE FOR CHPs

The ‘inverted-U’ relationship between variables such as level of participation and the
experience of stressors has long been recognised (Yerkes & Dodson, 1908), and it provides a
useful heuristic for CHPs (see Appendix 1 - Figure 4). The lowest part of the start of the curve
represents a ‘zone of inactivity’. The upward slope of the curve represents the trend toward
increased participation in productive activity and work as motivation increases. The top of the
curve represents ‘peak’ or optimal performance. This zone is often described as having an
appropriate ‘work-life balance’. Ideally it is the zone where everyone should function, at his or
her peak but without distress. However, there are a substantial proportion of people who begin
to slide down the curve beyond their peak.

The portion of the curve beyond the peak represents a zone of potential distress (e.g. exposure
to a known hazard and/or experiencing symptoms of a CHP). Under ideal circumstances all
individuals are likely to be capable of functioning in this zone for periods of time by using
appropriate self-management skills, and this will be easier if the exposure is intermittent.
However, coping and resilience will be taxed when it is sustained, leading to a situation that is
‘out of balance’. For most people, correction of this imbalance can be achieved with appropriate
responses and coping techniques. Indeed, this appears to be the method that allows most people
with CHPs to continue activity and work, and maintain their quality of life, albeit with
temporary changes to what and how they do things. For people who are working, it is at this
stage that the quality of their job becomes salient. Comfortable jobs provide the best opportunity
to facilitate a positive and proactive coping response, thus curbing (and perhaps preventing) the
slide to becoming a struggling individual. The level of intervention is mainly at the group level
but need not preclude some individualised intervention (c.f. targeted preventive interventions).
When a person begins to struggle to cope with work-relevant symptoms there is increasing
probability that sickness absence will ensue, perhaps starting as reduced productivity. This
phase involves the transition from ability to disability. With CHPs this is not a definitive line, it
is a journey that involves an escalation process. Complaints of symptoms lead to seeking help,
and the risk that the problem will be medicalised increases rapidly. This is the important zone of
the accommodating workplace. Provision of temporary arrangements makes it possible for the
person either to stay at work successfully, or achieve early return to work. The level of
intervention is at the individual level (c.f. individualised preventive interventions).

There is an important possibility to bridge the ‘chasm’ or ‘zone of lost opportunity’ between
prevention and healthcare for CHPs. This necessitates challenging the myth that the prevention
and healthcare arenas butt tightly up against each other, and that there is seamless integration
between them.
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Appendix 1 - Figure 4. The ‘zone of lost opportunity’ to prevent the adverse
consequences of work-relevant CHPs

RELATIONSHIP WITH THE MANAGEMENT STANDARDS

The Management Standards approach covers six areas of work design which, if not properly
managed, are believed to be associated with poor health and well-being, lower productivity and
increased sickness absence. The approach helps managers to improve the way they manage
pressures in the workplace, and so reduce the levels of work-related stress, sickness absence and
poor performance.

A study commissioned by HSE, published in 2009, sought to determine whether the
Management Standards approach to preventing work-related stress could be transferred to
control of other CHPs such as musculoskeletal and mental health complaints (Cox et al. 2009).
The main research objective for the study was "..to provide evidence, arguments and
recommendations in relation to the development of a more unified framework for the Health &
Safety Executive’s programme on Health, Work and Well-being. Essentially it is to answer the
key question 'Can the Management Standards approach be used more widely to address the
most common health problems at work'?" This was supplemented by a brief narrative literature
review to answer three questions: "(i) what is known of the Management Standards approach
and its current strengths and weaknesses, (ii) what is known of the most common health
problems at work, and, finally, (iii) could an argument be made, on the basis of what is known,
that the most common health problems at work might be managed through a single (unified)
approach as attempted with the Management Standards for work-related stress?" (p. 1).
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On the basis of this non-systematic review, the authors concluded "There is sufficient evidence
on relationships among exposure to psychosocial hazards, the experience of work-related stress,
and effects on employee health, to justify the development and application of a risk
management approach to work-related health based in joint problem solving" (p. 1). This
conclusion was formed principally on arguments about occupational mental health and
musculoskeletal disorders that can be questioned. For example, Cox et al (2009) display
significant conceptual confusion between the terms 'stress', 'anxiety', and 'depression’. The latter
two have a substantial presence in all major clinical taxonomies in the world, whereas the
former does not. They cite two reviews (Hill et al. 2007; Seymour & Grove 2005) as evidence
of the high prevalence of mild to moderate common mental health problems such as depression
and anxiety in both the general as well as the working population. Both of these reviews use the
terms 'anxiety' and 'depression’ to refer to diagnosable conditions. Seymour & Grove state
explicitly that "for the purposes of this review we have... treated the term common mental health
problems as synonymous with mild to moderate mental illness when referring to any form of
mental distress or disorder which has acquired clinical caseness, excluding those which meet the
criteria for severe mental illness as defined in the National Service Framework for Mental
Health". They also explicitly delineated 'stress' from mental health problems: "for the purposes
of this review we have made a distinction between stress and common mental health problems
and we have not used job stress or job burnout as synonyms for common mental health
problems". That is, they did not consider stress to be a diagnosable condition. In contrast, Cox et
al (2009) state that "work-related stress is the most common mental health problem associated
with working people" (p. 2), substantiating it by making reference to an online summary of a
seminar (Cox & Jackson 2007). On page 8 of this seminar summary it is stated, "critically,
prolonged occupational stress can lead to the development of anxiety and depression in many
workers": no supportive citations are given. Despite this, Cox et al (2009) conclude there is
"some validity in grouping the three states together" (p. 17) in reference to stress, anxiety and
depression. No evidence is provided to substantiate this claim, nor is any argument advanced
that defines all three as "states". In fact the only argument made to support the idea of grouping
them is that they all occur commonly.

The Cox et al (2009) review also stated "existing epidemiological evidence suggests there are
shared risk factors between the most common health problems" (p. 17). This view is supported
by seven citations. However, close inspection of these citations indicates that none addressed
the issue of shared risk factors. All seven articles focused on musculoskeletal problems, but are
not representative of the overall musculoskeletal pain research arena. It seems that the level of
analysis used to reach the conclusion only extended to recognition that psychosocial factors may
play some, unspecified, role in various common health problems. No evidence is provided to
demonstrate that work plays a causal role in the development of anxiety or mood disorders,
whatever the severity. A further argument was advanced that "comorbidity is well documented"
(p- 18), however the citations used to support this were cross-sectional surveys that relied on
self-report only, and two used only subjects with chronic musculoskeletal pain. Surprisingly,
this was taken to provide evidence of "a shared causation” (p. 19) by Cox et al (2009), and thus
to support "the possibility of a single (unified) approach to the management of the two main
common health problems at work" (p. 19). Note, that in this statement stress, anxiety and
depression have been subsumed into a single category.

The literature review conducted for the present project was based on a systematic search of the
literature and assessed a much wider and more recent evidence-base. It came to an alternative
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conclusion. Namely, there is a lack of robust evidence showing that the same causal factors
operate across the spectrum of CHPs. This means that simply extending the Management
Standards approach to all CHPs would not supported by current evidence, and an alternative
approach to underpin an intervention toolbox is needed.

The principles for an intervention toolbox that have emerged from this evidence synthesis have
aspects that are similar to the Management Standards and some that are different and additional.

Similarities to the Management Standards
* Incorporates the goals of facilitating ‘good work’;
* Acknowledges the overlap between job characteristics as captured by the Management
Standards and the attributes of a comfortable job;
* Involves workers and line managers in a problem-solving approach.

Differences from the Management Standards

* Bridges the ‘zone of lost opportunity’ to ensure continuity between prevention and
healthcare;

* Allows for interventions that are optimised to the characteristics of CHPs;

* Enables use of targeted and individualised approaches, in addition to the universal one
offered by the Management Standards;

* Identifies obstacles and enablers to staying at work or returning to work, instead of sole
focus on risks;

* Encompasses co-existing CHP symptoms and emphasises control of the detrimental
work-relevant consequences;

* Avoids inadvertently conveying the message that works causes CHPs;

* Focus is on the provision of comfortable jobs to counter excessive job-demands, and
provision of accommodating workplaces for people starting to struggling to stay at (or
return to) work because of their symptoms;

* The concept of ‘comfortable jobs’ includes building resilience to cope with the
unavoidable aspects of work that may be perceived as unpleasant or uncomfortable.

LOGIC UNDERPINNING THE CHP-OPTIMISED FRAMEWORK

TOWARDS A NEW CONCEPTUAL FRAMEWORK

The conceptual model of comfortable jobs and accommodating workplaces needs to be
incorporated into existing occupational safety and health (OHS) provision. Specifically, it needs
to be seen as a supplementary provision, one that recognises the nature of CHPs and how they
differ to other problems, their work-relevance, and how they can be effectively managed in the
workplace. This requires a more comprehensive model based on a biopsychosocial approach
(Appendix 1 - Figure 5). It recognises that there is no sharp artificial division between the
concepts of being healthy/uninjured, versus being sick/injured; and, that this is especially true
for symptoms of CHPs. The model allows for workplace approaches that are optimised for the
needs of controlling CHPs, and are aimed at delivering proportional and effective interventions.
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Appendix 1 - Figure 5. Comprehensive OH&S Model recognises additional focuses

for workplaces

This model recognises that for CHPs:

Symptom development is usually multifactorial, based on a mixture of physical and
psychosocial issues and these are exceedingly difficult to reliably measure and identify,
which makes attempts to prevent the onset of symptoms impracticable.

Complaining about symptoms, reporting them to others, and asking for help or seeking
care is also multifactorial, usually based on a different mix of physical and psychosocial
issues from those relevant to symptom onset and these can often be identified, which
allows rapid response strategies to prevent escalation of the problem.

Long-term sickness absence (work disability) and withdrawal from activity (i.e.
inactivity) occurs because of changes in the level of participation the individual engages
in, and this is principally due to psychosocial issues and these can be identified by any
key player, and effectively addressed.

A biopsychosocial OHS model acknowledges the limitations in the existing health and safety
and biomedical approaches. But, it draws an extra breadth of knowledge from the analysis of
why these approaches are necessary, but not sufficient when it comes to managing CHPs. This
is briefly summarised in Appendix 1 - Figure 6.
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Appendix 1 - Figure 6. Indications for an Intervention Toolbox from applying the
biopsychosocial model to occupational health and safety, and the delivery of healthcare
interventions and rehabilitation for CHPs

For CHPs, there is a critically important area (zone) between that traditionally addressed by
primary prevention initiatives and that which is usually considered the responsibility of
healthcare and rehabilitation providers. In reality, there is no simple binary distinction between
presence/absence of CHPs and their subjective symptoms. This means that a more
comprehensive model, based on a biopsychosocial approach, allows detailed scrutiny of this
area and provides a wealth of potential applications for an Intervention Toolbox.

Although work is good for our health and well-being, there is the caveat that this applies to
‘Good Jobs’. Whilst the characteristics of Good Jobs owe much to job security, fair pay, and
personal fulfilment as well as safety, it seems likely that provision of comfortable jobs and
accommodating workplaces could contribute to other important elements such as social support,
good communication, and job satisfaction.

The evidence indicates that an effective intervention toolbox for tackling work-relevant CHPs
will be focused as much on identifying and overcoming obstacles to stay at work (SAW) and
return to work (RTW), as on provision of primary prevention initiatives. Of critical importance,
these need ‘joining-up’ so that they are consistent and seamless instead of potentially being
contradictory and counter-productive to each other.

PRINCIPLES OF AN INTERVENTION TOOLBOX

The evidence reviewed here indicates that the simple expedient of extending the HSE
Management Standards approach to cover CHPs in general would be a suboptimal solution.
This is because the two fundamental aspects deployed regularly on a day-to-day basis, namely a
risk management methodology and an assessment model aimed solely at primary prevention, do
not adequately address the essential characteristics of work-relevant CHPs. There are clearly
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useful concepts within the Management Standards, but in order to tackle the adverse
consequences of CHPs, there is a need to develop additional approaches that are more
comprehensive and more ‘user-friendly’. The intervention toolbox under development aims to
reduce the toll of work-relevant CHPs by being practical and effective yet avoiding over-
simplification.

A new framework for tackling work-relevant CHPs is needed from both societal and
occupational perspectives. The key finding from the evidence review is that prevention
approaches based on the conventional hazard-risk-control model have not empirically yielded
the hoped-for outcomes with CHPs. This explains the lack of evidence supporting current
approaches to tackling CHPs, and why they have not succeeded in reducing the substantial
workplace impact. It is evident from the epidemiology that people will hurt and feel ill
irrespective of occupational exposures, so current approaches to primary prevention of CHPs do
contain an inherent limitation. Whilst many episodes of CHPs are not caused by work some
doubtless are, though there is considerable uncertainty over the levels of exposure that might be
implicated, both qualitatively and quantitatively. However, even for those that may result from
some aspect of the work, there is uncertainty over the extent to which outright prevention is
practicable because of the uncertainty over just what hazards need to be controlled.

The comprehensive model adopted here contains the established approach in its entirety, losing
nothing but gaining much. The dimmed boxes in the top part of Appendix 1 - Figure 5 represent
existing provision for prevention and healthcare. Those provisions remain in place — whilst they
may contribute to further preventing CHP symptoms among workers, they do contribute to good
work and comfortable jobs, and act as a valuable foundation for and additional focus for
workplaces (i.e. the ‘PLUS’ parts of the new framework) for tackling work-relevant CHPs. A
great deal of conceptual understanding and practical knowledge has been gained to date through
study and practice of ‘prevention’ and ‘healthcare and rehabilitation’ - the core of this project,
the Additional Focus for Workplaces, builds on these endeavours. It does not seek to replace
them. What has clearly emerged is an appreciation that there is a ‘zone of lost opportunity’
between the established approaches of prevention and healthcare — it is in this region that the
workplace can provide a smarter, additional form of intervention that has the potential to control
and prevent the detrimental consequences of work-relevant CHPs. This novel approach to
workplace intervention will naturally require appropriate tools, advice and guidance, both to
ensure careful integration with the new framework and to avoid ‘iatrogenic’ obstacles.

In summary, effective management of work-relevant CHPs requires all players to be onside and
to act consistently and collaboratively. These are key features of the toolbox under
development. It is designed to provide the tools needed to create a positive work-health culture,
and to construct a comfortable and accommodating work environment, one that enables workers
to cope with reasonable job demands both when they are well and when they are not. The
aspiration is reduction of work-relevant CHPs, leading to fewer cases requiring prolonged
sickness absence, and a minimal number progressing to long-term disability.

SAFETY, WORK AND JOBS
A more comprehensive biopsychosocial model for OHS is required for a greater understanding
of the relationships between all the key areas.

Occupational Safety: Is an overarching concern given that the workplace can be a contributor to
injuries and fatalities. There are both moral and practical dimensions to occupational safety and
health systems, resulting in the appropriate conclusion that employees should not risk injury or
damage to their health when working, nor should others be adversely affected by their working.
The regulation and control of hazardous work activities and dangerous workplaces is an
essential overarching principle of modern work. However, work is clearly an essential
component of a healthy life and it should not be viewed primarily as a dangerous, injurious or
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toxic activity. For example, ‘good work’ has several additional aspects that seem to lie mostly in
social realms such as security, fairness, capability matching, and social capital.

Good Work: Work that is both ‘good’ and safe has become an expected minimum standard in
industrialised societies, but it is not sufficient to fully support the health and well-being of
workers. Provision of good work does not necessarily produce a ‘good job’. That additionally
requires jobs to be ‘comfortable’, and for workplaces to be ‘accommodating’. This means the
relationship between employment and health is considered to be close, enduring and
multidimensional. Being without work is rarely good for one’s health, but while ‘good work’ is
linked to positive health outcomes, jobs that are ‘not good work’ (e.g. insecure, low-paid and
lack of protection from stressors and danger) may make people ill. The ability to provide and
have ‘good work’ stems mostly from actions at the level of our society: enabling legislation, and
suitable policy frameworks with implementation. It is then up to organisations and individuals
to make it happen, but the principal level of intervention to generate ‘good work’ is at the socio-
political level.

Comfortable Jobs: The provision and experience of a comfortable job derives in the main from
the systems and processes that exist in the workplace, including work organisation and the
quality of management. All the features required for ‘good work’ may be in place, yet the job
may still not be a comfortable one. Clearly, many jobs retain some aspects that may be
considered unpleasant or uncomfortable, and this cannot practicably be avoided. The
comfortableness of a job is likely to influence a person’s sense of job satisfaction, either for
better or worse. Job satisfaction can also reciprocally influence the perception of whether a job
is comfortable or not. Highly satisfied workers may exhibit higher resilience in coping with less
comfortable aspects. The unit of intervention to ensure a job is comfortable is usually at the
group or organisational level, but must also involve consideration of the individual. The
perception of what is ‘comfortable’ is subjective and varies between individuals.

Accommodating Workplaces: Accommodation takes place principally at the individual level.
The requirement for, and type of, workplace accommodation is necessarily tailored to the needs
of the individual, although its availability invariably depends on workplace policy. The worker-
line manager relationship appears key to making it happen effectively.
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Table 1"': Work-relevant musculoskeletal complaints

Table 1: Work-relevant musculoskeletal complaints

Authors

Key features (Reviewers’ comments in italic)

(Bakker et al.
2009)

Systematic
review

Spinal mechanical load as a risk factor for low back pain: a systematic review of prospective cohort studies

There was strong evidence that leisure time sport or exercises, sitting, and prolonged standing/walking are not associated with low back pain
(LBP). Evidence for associations in leisure time activities (e.g., do-it-yourself home repair, gardening), whole-body vibration, nursing tasks,
heavy physical work, and working with ones trunk in a bent and/or twisted position and LBP was conflicting. We found no studies, thus no
evidence, for an association between sleeping or sporting on a professional level and LBP.

(Bell &
Burnett 2009)

Systematic
review

Exercise for the primary, secondary and tertiary prevention of low back pain in the workplace: a systematic review

A comprehensive literature search of controlled trials published between 1978 and 2007 was conducted and a total of 15 studies were
subsequently reviewed and analysed. There was strong evidence that exercise was effective in reducing the severity and activity interference
from LBP. However, due to the poor methodological quality of studies and conflicting results, there was only limited evidence supporting the
use of exercise to prevent LBP episodes in the workplace. Other methodological limitations such as differing combinations of exercise, study
populations, participant presentation, workloads and outcome measures; levels of exercise adherence and a lack of reporting on effect sizes,
adverse effects, and types of sub-groups, make it difficult to draw definitive conclusions on the efficacy of workplace exercise in preventing
LBP.

(Bigos et al.
2009)

Systematic
review

High-quality controlled trials on preventing episodes of back problems: systematic literature review in working-age adults

For inclusion, articles had to describe prospective controlled trials of interventions to prevent BPs in working-age adults, with intervention
assignment either to individual participants or pre-existing groups. Of 185 articles identified as potentially relevant, 20 trials met inclusion
criteria. Only exercise was found effective for preventing self-reported BPs in seven of eight trials (effect size 0.39 to >0.69). Other
interventions were not found to reduce either incidence or severity of BP episodes compared with controls. Null trials included five trials of
education, four of lumbar supports, two of shoe inserts, and four of reduced lifting programs. Twenty high-quality controlled trials found
strong, consistent evidence to guide prevention of BP episodes in working-age adults. Trials found exercise interventions effective and other
interventions not effective, including stress management, shoe inserts, back supports, ergonomic/back education, and reduced lifting
programs. The varied successful exercise approaches suggest possible benefits beyond their intended physiologic goals.

(Briand et al.

How well do return-to-work interventions for musculoskeletal conditions address the multicausality of work disability?

! These evidence tables have been prepared by Kim Burton and Nicholas Kendall. Content has been collated from open source literature, but the number and diversity of sources has
meant it has not been practicable to seek permission for reproduction from each individual original author / publisher. In collating this content, the authors that have prepared this table
make no claim to any third party copyright and acknowledge the rights in the respective text entries as belonging to the original authors / source publications. References to the original
source literature are provided. Any use of content from the literature was intended as "fair dealing" for the purposes of research under the UK Copyright, Designs and Patents Act 1988.
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2008)

Descriptive
content
analysis

The best-documented return-to-work rehabilitation programs concern workers with musculoskeletal disorders. For this clientele, a global
perspective has been adopted which explains the multicausality of work disability. This perspective of work disability proposes that return-to-
work interventions should address three central elements: individual psychological factors, work environmental factors and factors related to
the involvement of the various stakeholders. Long-term work disability is no longer seen simply as the consequence of impairment, but rather
as the result of interactions between the worker and main systems: the health care, work environment and financial compensation systems.
This paper presents a descriptive content analysis of return-to-work interventions delivered to workers with MSKD which consider this global
perspective and which are found to be effective in systematic reviews of the literature. The review of programs designed for workers with
musculoskeletal disorders showed that eleven programs address the individual clinical and psychological factors, work environmental factors
and factors related to the involvement of the various stakeholders, but in different ways. Only two programs met the essential components
identified by the literature. These essential components are: centralized coordination of the worker's return to work, formal individual
psychological and occupational interventions, workplace-based interventions, work accommodations, contact between the various
stakeholders and interventions to foster concerted action. Interventions which involve the work environment and concerted action by the
various partners seem to require the most investment in terms of energy. The establishment of common principles and shared values
regarding work rehabilitation as well as less divided mechanisms for action among the various partners should be considered.

(Burton 1997)

Narrative
review

Back injury and workloss — biomechanical and psychosocial issues

The exponential increase in occupational low back pain disability is a problem that is not being addressed adequately in clinical practice. The
notion of achieving primary control through ergonomic intervention, based on biomechanics principles, has so far been unhelpful. The
traditional secondary prevention strategies of rest and return to restricted work duties are seemingly suboptimal. Biomechanics/ergonomic
considerations may be related to the first onset of low back pain, but there is little evidence that secondary control based solely on these
principles will influence the risk of recurrence or progression to chronic disability. More promising in this respect are programs that take
account of the psychosocial influences surrounding disability. Work organizational issues are clearly important, but so also is the behaviour
of clinicians. The balance of the available evidence suggests that clinicians generally should adopt a proactive approach to rehabilitation by
recommending, whenever possible, early return to normal rather than restricted duties as well as complementary psychosocial advice if the
issue of chronic disability is to be successfully tackled.

(Burton et al.
2004)

Evidence-
based
guideline

European guidelines for prevention in low back pain

The general nature and course of commonly experienced LBP means that there is limited scope for preventing its incidence (first-time onset).
Prevention, in the context of this guideline, is focused primarily on reduction of the impact and consequences of LBP. Primary causative
mechanisms remain largely undetermined: risk factor modification will not necessarily achieve prevention. There is considerable scope, in
principle, for prevention of the consequences of LBP — e.g. episodes (recurrence), care seeking, disability, and workloss. Overall, there is
limited robust evidence for numerous aspects of prevention in LBP. Nevertheless, there is evidence suggesting that prevention of various
consequences of LBP is feasible. However, for those interventions where there is acceptable evidence, the effect sizes are rather modest. The
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most promising approaches seem to involve physical activity/exercise and appropriate (biopsychosocial) education, at least for adults. But, no
single intervention is likely to be effective to prevent the overall problem of LBP, owing to its multidimensional nature. Prevention in LBP is
a societal as well as an individual concern. So, optimal progress on prevention in LBP will likely require a cultural shift in the way LBP is
viewed, its relationship with activity and work, how it might best be tackled, and just what is reasonable to expect from preventive strategies;
it is important to get all the players onside.

Summary of recommendations for workers:

* Physical exercise is recommended in the prevention of LBP (Level A), for prevention of recurrence of LBP (Level A) and for prevention of
recurrence of sick leave due to LBP (Level C). There is insufficient evidence to recommend for or against any specific type or intensity of
exercise (Level C).

* Back schools based on traditional biomedical/biomechanical information, advice and instruction are not recommended for prevention in
LBP (Level A). There is insufficient evidence to recommend for or against psychosocial information delivered at the worksite (Level C), but
information oriented toward promoting activity and improving coping may promote a positive shift in beliefs (Level C).

* Lumbar supports or back belts are not recommended (Level A).

* Shoe inserts/orthoses are not recommended (Level A). There is insufficient evidence to recommend for or against in-soles, soft shoes, soft
flooring or anti-fatigue mats (Level D).

* Temporary modified work and ergonomic workplace adaptations can be recommended to facilitate earlier return to work for workers sick
listed due to LBP (Level B).

* There is insufficient consistent evidence to recommended physical ergonomics interventions alone for prevention in LBP (Level C). There
is some evidence that, to be successful, a physical ergonomics programme would need an organisational dimension and involvement of the
workers (Level B); there is insufficient evidence to specify precisely the useful content of such interventions (Level C).

* There is insufficient consistent evidence to recommend stand-alone work organisational interventions (Level C), yet such interventions
could, in principle, enhance the effectiveness of physical ergonomics programmes.

* Whilst multidimensional interventions at the workplace can be recommended (Level A), it is not possible to recommend which dimensions
and in what balance.

(Levels refer to evidence grading, A being highest: see original article for details).

(Burton et al. Management of upper limb disorders and the biopsychosocial model

2008) (This review was undertaken for HSE and presented as a research Report) The review used a best evidence synthesis to examine the
evidence on management strategies for work-relevant upper limb disorders and established the extent to which the biopsychosocial model can

Best evidence be applied. The main results are presented in thematic sections covering classification/diagnosis, epidemiology, associations/risks, and

synthesis management/treatment, focusing on return to work and taking account of distinctions between non-specific complaints and specific
diagnoses. There is considerable uncertainty over classification and diagnosis for upper limb disorders; the inconsistent terminology impacts
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on studies of their epidemiology, treatment, and management. Upper limb disorders (ULD) are commonly experienced irrespective of work
and can lead to difficulty undertaking everyday tasks; this applies to specific diagnoses as well as non-specific complaints. Work has a
limited overall role in the primary causation of ULDs, yet the symptoms are frequently work-relevant (some work tasks will be difficult for
people experiencing upper limb symptoms, and may sometimes provoke symptoms that may otherwise not materialise). Management of cases
shows more promise than attempts at primary prevention. The biopsychosocial model is certainly appropriate to understand the phenomenon
of work-relevant upper limb disorders, and has important implications for their management. Biological considerations should not be ignored,
particularly for initial treatment of cases with specific diagnoses, but it is psychosocial factors that are important when developing and
implementing work retention and return to work interventions. Implementation of interventions that address the full range of psychosocial
issues will require a cultural shift in the way the relationship between upper limb complaints and work is conceived and handled. Neither
medical treatment nor ergonomic workplace interventions alone offer an optimal solution; rather, multimodal interventions show considerable
promise, particularly for vocational outcomes. Some specific diagnoses may require specific biomedical treatments, but the components of
supplementary interventions directed at securing sustained return to work seem to be shared with regional pain disorders. Early return to
work, or work retention, is an important goal for most cases and may be facilitated, where necessary, by transitional work arrangements. The
emergent evidence indicates that successful management strategies require all the players to be onside and acting in a coordinated fashion, in
order to overcome obstacles to recovery and return to work.

A number of evidence-based messages have been distilled, which should contribute to the needed cultural shift:

Concept messages

Upper limb symptoms are a normal experience - although often initiated by physical mechanism (minor injury), recovery and return to full
activities can be expected: activity is usually helpful: prolonged rest is not

Work is not the predominant cause - although some work will be difficult or impossible initially, that does not mean the work is unsafe: most
people manage to stay at work, but absence is appropriate when job demands cannot be tolerated.

Early return to work is important - it contributes to the recovery process and will usually do no harm.

All players onside is fundamental - sharing goals, beliefs and a commitment to coordinated action.

Process messages

Evidence-based information and advice - adopt a can-do approach, focusing on recovery rather than what's happened.

Intervention — stepped care approach: treatment only if required (beware detrimental labelling); encourage and support early activity; avoid
prolonged rest; focus on participation, including work.

Return to work - stay in touch with absent worker; use case management principles; focus on what worker can do rather than what they can’t;
provide transitional work arrangements (if required) - time limited.

Work organisation - ensure physical demands are within normal capabilities; assess and control significant risks; don’t rely on ergonomics
alone.

Rehabilitation - principles of rehabilitation should be applied early: focus on overcoming biopsychosocial obstacles to participation - all
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players communicating openly and acting together, avoiding blame and conflict.
(See also Table 4).

(Clemes et al.

2010)

Systematic
review

What constitutes effective manual handling training? A systematic review

Manual handling training programmes have been designed to reduce the likelihood of injury among the workforce; however, concerns have
been raised over the efficacy of current manual handling training methods. This systematic review concerned the effectiveness of different
approaches to training in manual handling. The review identified little evidence supporting the effectiveness of both technique- and
educational-based manual handling training. In addition, there was considerable evidence supporting the idea that the principles learnt during
training are not applied in the working environment. Strength and flexibility training shows promise; however, further research is needed to
ascertain whether such an intervention is sustainable over the long term. The evidence collected indicates that manual handling training is
largely ineffective in reducing back pain and back injury. High priority should be given to developing and evaluating multidimensional
interventions, incorporating exercise training to promote strength and flexibility, which are tailored to the industrial sector.

(Coté et al.
2008)

Systematic
review and
best evidence
synthesis

The burden and determinants of neck pain in the workers: results of the Bone and Joint Decade 2000-2010 Task Force on Neck Pain
and Its Associated Disorders

The objective was to describe the prevalence and incidence of neck pain and disability in workers and identify risk factors for neck pain in
workers. Previous reviews of the aetiology of neck pain in workers relied on cross-sectional evidence. Recently published cohorts and
randomized trials warrant a re-analysis of this body of research. One hundred and nine papers on the burden and determinants of neck pain in
workers were scientifically admissible. The annual prevalence of neck pain varied from 27.1% in Norway to 47.8% in Québec. Each year,
between 11% and 14.1% of workers were limited in their activities because of neck pain. Risk factors associated with neck pain in workers
include age, previous musculoskeletal pain, high quantitative job demands, low social support at work, job insecurity, low physical capacity,
poor computer workstation design and work posture, sedentary work position, repetitive work and precision work. We found preliminary
evidence that gender, occupation, headaches, emotional problems, smoking, poor job satisfaction, awkward work postures, poor physical
work environment, and workers' ethnicity may be associated with neck pain. There is evidence that interventions aimed at modifying
workstations and worker posture are not effective in reducing the incidence of neck pain in workers. Neck disorders are a significant source
of pain and activity limitations in workers. Most neck pain results from complex relationships between individual and workplace risk factors.
No prevention strategies have been shown to reduce the incidence of neck pain in workers. (Note, whilst this study reports on the
determinants of neck pain, the reported associations with ‘risk’ factors reflect a relationship with reported symptoms — it is not possible to
distinguish symptoms that are simply worse with work from those that may be caused by work).

(da Costa &
Vieira 2010)

Risk factors for work-related musculoskeletal disorders: a systematic review of recent longitudinal studies
Risk factors with at least reasonable evidence of a causal relationship for the development of work-related musculoskeletal disorders include:
heavy physical work, smoking, high body mass index, high psychosocial work demands, and the presence of co-morbidities. The most
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Systematic
review

commonly reported biomechanical risk factors with at least reasonable evidence for causing WMSD include excessive repetition, awkward
postures, and heavy lifting. (The results of that review are somewhat at odds with other systematic reviews in that ‘reasonable evidence’ was
found for a range of physical factors causing work-related musculoskeletal disorders. This may have arisen because, among other things,
work-relevancy and work-causation of symptoms were not clearly distinguished, so it should not be assumed that this review overturns the
more circumspect findings of other reviews.).

(Denis et al.
2008)

Narrative
review

Intervention practices in musculoskeletal disorder prevention: a critical literature review

The steps (or phases) of the ‘‘classical’’ ergonomic intervention process are: (a) Preliminary analyses: first step that consisted of defining the
scope of the problems in the work situation studied and eventually orienting the data collection in the diagnostic step. (b) The diagnostic step:
central step in the process that found causes (or determinants) for the identified problems, causes to which the changes or work situations
should be directly related. (c) The solution-development step: final step in which solutions to change the work situation were developed.

The review found the intervention approaches used in musculoskeletal prevention are diverse, but have common characteristics that make
their grouping possible. There are variants to the classical intervention model, which suggests that the prevention intervention is not a recipe
and that it can be adapted: going further, as well as limiting the usually recommended process, can be justified. However, these adaptations
may not always be appropriate, particularly when deciding to use a ‘‘fast track’” method. Three classes of intervention were described:
Complete: Based on the ‘‘classical’” work analysis model in which risk factor identification is a central aspect.

Shortened: Diagnosis based on determinant analysis. Extensive reference to standards.

Turnkey: No diagnosis. Rapid route. Almost direct use of existing/pre-packaged solutions.

(Driessen et
al. 2010)

Systematic
review

The effectiveness of physical and organisational ergonomic interventions on low back pain and neck pain: a systematic review

A systematic review of randomised controlled trials (RCTs) on the effectiveness of ergonomic interventions. 10 RCTs met the inclusion
criteria. There was low to moderate quality evidence that physical and organisational ergonomic interventions were not more effective than
no ergonomic intervention on short and long term LBP and neck pain incidence/prevalence, and short and long term LBP intensity. There was
low quality evidence that a physical ergonomic intervention was significantly more effective for reducing neck pain intensity in the short term
(ie, curved or flat seat pan chair) and the long term (ie, arm board) than no ergonomic intervention. The limited number of RCTs included
means the results should be interpreted with care.

Key points:

< Ergonomic interventions are usually not effective for preventing or reducing low back pain and neck pain among non-sick listed workers.

< Ergonomists should pay more attention to compliance and researchers should improve reporting on compliance.

< The effectiveness of ergonomic intervention should be confirmed by future randomised controlled trials.

(The article was accompanied by a debate (unresolved) about the appropriateness of the RCT research design, along with compliance issues,
for testing workplace interventions).
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(Hadler
1997a)

Editorial

Back pain in the workplace: what you lift or how you lift matters far less than whether you lift or when

According to Hadler: In spite of more than 50 years of concerted effort to diminish task demand, the incidence of compensable back injuries
has not wavered. Before we persist for another 50 years in the quest for the "right way to lift," we should consider recent multivariate clinical
investigations that suggest alternative approaches. Because task context is at least as important as task content in this regard, it follows that
including regional backache under the rubric of "compensable injury" demands reconsideration. Likewise, rather than pursuing the "right way
to lift," the more reasonable and humane quest might be for workplaces that are comfortable when we are well and accommodating when we
are ill. (Although the focus is on back injuries, the same notion of comfortable and accommodating might reasonably be expected to apply to
other work-relevant complaints). (See also Table 4).

(Hanson et al.

2006)

Narrative
review +
model
development

The costs and benefits of active case management and rehabilitation for musculoskeletal disorders (MSD)

‘Active case management’ describes the goal-oriented approach to achieving specific work retention and return to work outcomes. It is a
strategy for supporting individuals (with MSDs) stay in work or return to work. In practice, case managers integrate clinical and occupational
management with the needs of the individual to facilitate early return to work (or work retention). There is good international scientific
evidence that case management methods are cost-effective through reducing time off work and lost productivity, and reducing healthcare
costs. There is even stronger evidence that best-practice rehabilitation approaches have the very important potential to significantly reduce the
burden of long-term sickness absence due to musculoskeletal disorders. Many of the factors influencing the adoption of cost-effective case
management and rehabilitation approaches rest with employers, and funders/commissioners of healthcare. It may be easier to integrate these
practices into large and medium-sized workplaces, but there is no reason why the same principles cannot be applied to small businesses and
the self-employed. It appears to be very timely for the distribution of information to employers and other key players about how effective case
management and suitable rehabilitation approaches can be, and how applicable they are to UK settings.

An evidence-based model for managing those with MSDs was developed that is widely applicable to all types of industry and business in the
UK. It describes the principles to apply in order to integrate case management and rehabilitation with the workplace. There is a clear message
in the model for all those involved on what they should do and why, using a staged approach: create the right culture; manage workers with
musculoskeletal problems; manage the return to work process; monitor and review the programme effectiveness. The model may be used by
all sizes of organisation, and should be suitable for all forms of musculoskeletal disorders. The role of the case manager may be taken by an
occupational health professional or the employer (e.g. a line manager). The important points are to respond to the needs of individuals
quickly, make appropriate arrangements for them (which may include treatment and workplace changes), and gain agreement from the
individual, employer, healthcare provider and case manager as to the individual’s planned return to work if absent. The review highlighted the
importance of good communication and the need to ensure all the players are onside. (This review for HSE, presented as a Research Report,
was supplemented with stakeholder focus groups to assess the model). (See also Table 4)

(Hogg-

Johnson et al.

The burden and determinants of neck pain in the general population: results of the Bone and Joint Decade 2000-2010 Task Force on
Neck Pain and Its Associated Disorders
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2008)

Best evidence
synthesis

The Bone and Joint Decade 2000-2010 Task Force on Neck Pain and Its Associated Disorders performed a systematic search and critical
review of literature published between 1980 and 2006 to assemble the best evidence on neck pain, including its burden and determinants. 249
studies were scientifically admissible; 101 articles related to the burden and determinants of neck pain in the general population. Incidence
ranged from 0.055 per 1000 person years (disc herniation with radiculopathy) to 213 per 1000 persons (self-reported neck pain). Incidence of
neck injuries during competitive sports ranged from 0.02 to 21 per 1000 exposures. The 12-month prevalence of pain typically ranged
between 30% and 50%; the 12-month prevalence of activity-limiting pain was 1.7% to 11.5%. Neck pain was more prevalent among women
and prevalence peaked in middle age. Risk factors for neck pain included genetics, poor psychological health, and exposure to tobacco. Disc
degeneration was not identified as a risk factor. The use of sporting gear (helmets, face shields) to prevent other types of injury was not
associated with increased neck injuries in bicycling, hockey, or skiing. Neck pain is common. Nonmodifiable risk factors for neck pain
included age, gender, and genetics. Modifiable factors included smoking, exposure to tobacco, and psychological health. Disc degeneration
was not identified as a risk factor.

(Iles et al.
2008)

(Iles et al.
2009)

Psychosocial predictors of failure to return to work in non-chronic non-specific low back pain: a systematic review

To identify psychosocial predictors of failure to return to work in non-chronic (lasting less than 3 months) non-specific low back pain
(NSLBP). There is strong evidence that recovery expectation is predictive of work outcome and that depression, job satisfaction and
stress/psychological strain are not predictive of work outcome. There is moderate evidence that fear avoidance beliefs are predictive of work
outcome and that anxiety is not predictive of work outcome. There is insufficient evidence to determine whether compensation or locus of
control are predictive of work outcome. To predict work outcome in non-chronic NSLBP, psychosocial assessment should focus on recovery
expectation and fear avoidance.

Systematic review of the ability of recovery expectations to predict outcomes in non-chronic non-specific low back pain

A systematic review of prognostic studies. Included studies took baseline measures in the non-chronic phase of NSLBP, included at least one
baseline measure of recovery expectation, defined as a prediction or judgement made by the person with NSLBP regarding any aspect of
prognosis, and studied a sample with at least 75% of participants with NSLBP. Recovery expectations measured using a time-based, specific
single-item tool produced a strong prediction of work outcome. Recovery expectations measured within 3 weeks of NSLBP onset provide a
strong prediction of outcome. It is not clear whether predictive strength of recovery expectations is affected by the length of time between the
expectation measure and outcome measure. Recovery expectations when measured using a specific, time-based measure within the first 3
weeks of NSLBP can identify people at risk of poor outcome.

(Kendall et al.
2009)

Evidence-
informed

Tackling musculoskeletal problems — a guide for clinic and workplace: identifying obstacles using the psychosocial flags framework
What is known as the Psychosocial Flags framework has been devised to help understand and identify psychosocial obstacles. People usually
need help to overcome or navigate round obstacles. Flags point to the obstacles in need of action. All the players in and around the workplace,
as well as health professionals, need to be looking for obstacles.

* Yellow Flags are about the person — unhelpful thoughts, feelings and behaviours that impede normal recovery, e.g. distress, uncertainty,
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guidance dysfunctional beliefs and expectations
* Blue Flags are about the workplace — unhelpful interactions between the person and the workplace: e.g. low expectation of resuming work,
low social support in workplace, lack of modified work
* Black Flags are about the context — unhelpful aspects of systems and policies: e.g. unhelpful procedures used by company; delays due to
mistakes, waiting lists, or claims; misunderstandings and disagreements between key players (employee; employer; healthcare).
The essential steps to helping people back to work are: “Identify flags, develop a Plan, take Action”. Identifying the relevant Flags is about
looking for unhelpful behaviours and circumstances. Anything about the person, the workplace or the context (including influential others)
that stands in the way of early return to work. Developing a plan of action is about agreeing goals and sorting out who does what when.
Taking action is all about overcoming obstacles at work: problem-solving approaches by the key players working together. It means
providing timely and effective treatment and an accommodating workplace, with helpful policies and coordinated actions.
The Action must address the identified Flags and obstacles, using both healthcare and workplace interventions. Psychosocial factors, such as
beliefs, fears, and avoidance behaviours need to be tackled. Psychosocial interventions such as problem-solving training and suitable coping
strategies can usefully supplement exercises and accurate information/advice, and contribute to increasing activity. An accommodating
workplace can be the key to work retention and early return to work. Clinical intervention should take a stepped care approach — providing
just what is needed when it is needed. Involve the workplace setting if possible, rather than the clinic alone. Ensure (through communication)
that all players know what Actions are to be done, by whom, and when. Interventions to address psychosocial factors are more effective, and
use fewer resources when they are delivered early. Psychologists are usually not needed — the principles can be adopted and used by all key
players. Many urban myths are powerful obstacles: e.g. muscle and joint pain is caused by work; time off work is essential; cannot return to
work until 100% pain free; contacting the absent worker is intrusive. They need to be dispelled.

(Kennedy et  Systematic review of the role of occupational health and safety interventions in the prevention of upper extremity musculoskeletal
al. 2010) symptoms, signs, disorders, injuries, claims and lost time
The review involved 36 studies of occupational health and safety interventions to reduce upper extremity musculoskeletal disorders and
Systematic injuries, and concerned either primary or secondary prevention or both. Overall, a mixed level of evidence was found. Levels of evidence for
review interventions associated with positive effects were: moderate evidence for arm supports; and limited evidence for ergonomics training plus
workstation adjustments, new chair and rest breaks. Levels of evidence for interventions associated with ‘‘no effect’” were: strong evidence
for workstation adjustment alone; moderate evidence for biofeedback training and job stress management training; and limited evidence for
cognitive behavioural training. No interventions were associated with ‘‘negative effects’’. It can be concluded that it is difficult to make
strong evidenced-based recommendations about what practitioners should do to prevent or manage upper extremity musculoskeletal
problems. It was recommended that worksites not engage in occupational health and safety activities that include only workstation
adjustments. However, when combined with ergonomics training, there is limited evidence that workstation adjustments are beneficial.

(Marras et al. National occupational research agenda (NORA) future directions in occupational musculoskeletal disorder health research
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2009)

Narrative
review /
position
statement

The scientific literature has indicated that psychosocial factors, individual factors, workplace physical requirements, and workplace
organizational factors have been associated with risk for musculoskeletal disorders. Since musculoskeletal risk is multi-dimensional, the
magnitude of risk attributable to various factors can be of importance to scientists and policy makers in designing countermeasures to reduce
injury incidence. Traditionally, the disciplines of biomechanics, physiology, and psychophysics have dominated the body of knowledge that
has defined exposure limitations to work. However, recent research has explored the association of psychosocial and work organization
factors with musculoskeletal problems. Advances have been made to better quantify the levels of occupational exposure by improved
exposure metrics, quantification of three dimensional loads experienced by certain joints (e.g. the spine), identification of tissue tolerance
limits and tissue response to mechanical stresses, and the impact of psychosocial stresses. However, efforts to quantitatively link
epidemiological, biomechanical loading, soft tissue tolerance, and psychosocial studies should be pursued to establish a better understanding
of the pathways of injury and resultant preventive strategies. Although we are beginning to understand how the major risk factors influence
the load-tolerance relationship of human tissue, how these risk factors interact is virtually unexplored. Since the impact of the interactions
may be far greater than that of any individual factor, the impact of the interactions between risk factors must be delineated so that work-
related risk can be better quantified. Efforts to quantitatively link epidemiological, biomechanical loading, soft tissue tolerance, and
psychosocial studies should be pursued to establish a better understanding of the pathways of injury and resultant preventive strategies. (The
authors conclude that our understanding of injury mechanisms is insufficient and propose that more effort should be placed on understanding
interactions between different types of risk factor: however, the focus seems to be largely on a work-related injury model, which does not fit
readily with much of the epidemiological data and does not take account of consequences of experiencing symptoms at work (which may or
may not be due to tissue damage (injury)).

(Martimo et
al. 2008)

Systematic
review

Effect of training and lifting equipment for preventing back pain in lifting and handling: systematic review

A Cochrane review to determine whether advice and training on working techniques and lifting equipment prevent back pain in jobs that
involve heavy lifting. Six randomised trials and five cohort studies met the inclusion criteria. Two randomised trials and all cohort studies
were labelled as high quality. Eight studies looked at lifting and moving patients, and three studies were conducted among baggage handlers
or postal workers. Those in control groups received no intervention or minimal training, physical exercise, or use of back belts. There is no
evidence to support use of advice or training in working techniques with or without lifting equipment for preventing back pain or consequent
disability. The findings challenge current widespread practice of advising workers on correct lifting technique.

(Miranda et
al. 2010)

Original study

Musculoskeletal pain at multiple sites and its effects on work ability in a general working population

Based on a representative sample of Finnish adults in the 30-64 year-old group, this study explored musculoskeletal pain during the preceding
month in the lower back, neck or shoulders, upper extremities, hips and lower extremities, and work ability and intentions to retire early.
Single-site pain was reported by 33% of subjects, 20%, 9% and 4% reported pain in two, three and four sites, respectively. Poor work ability
with respect to physical work demands was reported by 16%, and with respect to the mental demands of work by 14%. Some 13% estimated
that their work ability will deteriorate during the next 2 years, and 8%) estimated that they will not be able to continue working due to health
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issues in the same job for the next 2 years. Every fifth person had thought about retiring early. Age- and gender-adjusted risks of poor
physical work ability and own prognosis of poor future work ability increased from 2 for single-site pain to 8 for pain at four sites. Risks
remained considerably elevated after adjustment for various covariates, including clinical musculoskeletal disorders and functional capacity.
Poor current work ability was most affected by multi-site pain at older age (50-64 years) and intentions to retire early at age 40-49 years. Co-
occurring pain is a considerable threat to work ability. Workers with multi-site pain may benefit from targeted preventive measures to sustain
their work ability. (This original study is included because no reviews were found on the important topic of concurrent symptoms and
workability).

(Nelson & Quantifying relationships between selected work-related risk factors and back pain: a systematic review of objective biomechanical
Hughes 2009) measures and cost-related health outcomes
The objective of this investigation was to use published literature to demonstrate that specific changes in workplace biomechanical exposure
Systematic levels can predict reductions in back injuries. A systematic literature review was conducted to identify epidemiologic studies which could be
review used to quantify relationships between several well-recognized biomechanical measures of back stress and economically relevant outcome
measures. Eighteen publications, describing 15 research studies, which fulfilled search criteria were found. Quantitative associations were
observed between back injuries and measures of spinal compression, lifting, lifting ratios, postures, and combinations thereof. Results were
intended to provide safety practitioners with information that could be applied to their own work situations to estimate costs and benefits of
ergonomic intervention strategies before they are implemented. (This review takes epidemiological data concerning workplace exposure
associated with low back pain, and suggests health and safety practitioners may be able to make a cost-benefit case for ergonomic
intervention. However, no intervention studies were reviewed. The epidemiological studies were apparently reviewed more for their exposure
assessment methods than for their ability to show causative links — they showed associations rather than establishing causation. The outcome
in many reviewed studies was purported ‘injury’ without objective confirmation. This study actually confirms nothing about causation,
prevention or cost-benefits regarding ergonomics and low back pain).

(Okunribido  Lower limb MSD: scoping work to help inform advice and research planning (HSE RR706)

2009) This work was commissioned to examine more closely the nature and extent of workplace lower limb musculoskeletal disorders and injuries
(LLD) and the causal agents with the aim of informing evidence based guidance and advice for workers and employers. LLDs, particularly
knee conditions, are a problem in many workplaces and they tend to be associated with conditions (actually reports of symptoms) in other
areas of the body. Both acute and (so-called) overuse injuries may be suffered by workers, although overuse injuries tend to be more
common. There are consequences of occupationally caused LLD for society, the economy and industry in terms of lost working time, medical
treatment and hospitalisation, decreased ability to carry out the work, and effects on quality of life. The particular impact depends on the
condition and the number of joints affected.

The risk factors for LLD are not specific to any of the sites of the lower extremities and they are also associated with disorders in other
regions of the body such as the upper limb and torso. There is appreciable evidence of a causal association for kneeling/squatting, climbing
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stairs or ladders, heavy lifting, walking/standing, and slips and trips hazards as risk factors for LLD. The evidence of a causal association is
plausible but less clear for jumps from height (e.g., from a vehicle’s bed or cabin to the ground), driving and sitting.

There is appreciable evidence for implementation of workplace redesign/modification initiatives, implementation of protection equipment and
participatory programmes as interventions for control and prevention of LLD risks, and it was possible to identify useful strategies that may
be applied. Further work is recommended to clarify the inter-relationships between injury/pain at different regions of the body; to provide
more detailed measures of workplace ergonomics risk exposures; to determine the suitability of existing control strategies and prevention
interventions that have been proposed against conditions in other regions of the body (back and upper limbs); to explore the benefits of
exercise regimes and coping programmes for those with a condition; and to identify strategies other than regulation that would aid increased
awareness of the problems in workplaces and encourage commitment of employers. (The review looks at a wide range of risk factors
(physical, personal and occupational) but the majority of the studies reviewed were not prospective, thus limiting conclusions about cause-
effect: the odds ratios tended to be modest. LLDs clearly can be work-relevant, and the review found some evidence that modified work could
be effective for reducing lower limb symptoms — overall the findings suggest that comfortable and accommodating work should be beneficial
in respect of lower limb complaints). (See also Table 4).

(Pincus et al.  Fear avoidance and prognosis in back pain: a systematic review and synthesis of current evidence

2006) Fear of pain, which is hypothesized to result in avoidance behaviour, has been described as an obstacle to recovery in populations of patients

with low back pain. This review aimed to explore current evidence and to propose further development of theoretical models. Nine
Systematic prospective studies were reviewed. Several of these had acceptable/good methodology. Three studies, of which at least 1 had excellent
review methodology, showed no link between measures of fear at baseline and poor prognosis in the short term (3 months) or the long term (12

months). Three studies with acceptable methodology showed weak evidence for such a link, but the effect sizes were small. The only study
with acceptable methodology to find a clear link suggested that fear of movement was linked to long-term pain. In summary, despite the
prevalent focus on fear of pain at early stages of back pain, there is little evidence to link such fear states with poor prognosis. There is some
evidence to suggest that fear may play a role when pain has become persistent. There is a growing consensus that distress/depression plays an
important role at early stages, and clinicians should focus on these factors. (This review had a strong clinical focus).

(Rivilis et al.  Effectiveness of participatory ergonomic interventions on health outcomes: a systematic review

2008) The objective of this study was to conduct a systematic review of the literature on the effectiveness of participatory ergonomic (PE)

interventions for improving workers’ health. The search strategy targeted six electronic databases and identified 442 potential articles. Each
Systematic article was examined by pairs of reviewers for relevance (assessed a participative ergonomic workplace intervention, with at least one health
review outcome, published in English in peer reviewed literature). Twenty-three articles met relevance criteria and were then appraised for

methodological strength. Using a best evidence synthesis approach, 12 studies that were rated as ‘medium’ or higher provided partial to
moderate evidence that PE interventions have 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 magnitude of the effect requires more precise definition.
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The authors noted the main reason for not finding full support for PE is the low number of methodologically sound studies currently available
in the literature. (See also Table 1: van Eerd et al 2008; St-Vincent et al 2006).

(Schultz et al.
2007)

Narrative
review

Models of return to work for musculoskeletal disorders

The emerging conceptual models of return to work (RTW) represent more comprehensive approaches than what has been proposed in the
past. The new models are transdisciplinary, integrative, interactive, and multidimensional. They focus on the interaction between the
individual and the multiple systems within which an individual functions and the interactions among these systems. All of these models
propose dynamic interactions and some incorporate a temporal dimension. Both clinical and occupational perspectives on disability are
typically incorporated. Furthermore, both physical and psychological capacity dimensions of occupational disability are considered important
in RTW. The empirical validation of these models is an emerging trend and future research will serve to refine them.

It is important to note that, at present, there is no single unifying biopsychosocial model that is used in research or clinical application. The
inherent problem with biopsychosocial theory is its generic nature and lack of specificity. In fact, this lack of specificity and the fact that the
model is largely based upon many of the strongest features of other prior models, such as the psychosocial and ecological/case management
models, makes it at times difficult to distinguishas a standalone, distinct model. Further, this issue is apparent in the current multiplicity of
conceptual and empirical biopsychosocial models of RTW.

We have known that RTW definitions based on a single RTW episode need to be replaced by the identification of patterns of RTW, and
supplemented by other sources of data including duration of disability and cost; yet, this continues to be a future goal of research and is rarely
an aspect of a model of occupational disability and RTW. Despite the absence of an agreed upon RTW taxonomy, researchers across several
disciplines related to RTW recognized the importance of both safe and sustained return to work. Several models of RTW have emerged over
the past two decades. These have evolved from conceptual understandings of pain, physical functioning, biopsychosocial research, and their
impact on function. Newer models have been more expansive in their focus on potential factors that can impact occupational disability and
RTW. While there is a role for many of these models, at this point in time there is a need for a parsimonious multi-variable model with major
explanatory qualities for enhancing our understanding of occupational disability and, consequently, improving prevention and management.

(Shaw et al.
2009)

Narrative
review by
Working

group

Early patient screening and intervention to address individual-level occupational factors (‘‘blue flags’’) in back disability

This review aimed to develop a consensus plan for research and practice to encourage routine clinician screening of occupational factors
associated with long-term back disability. The Working Group identified seven workplace variables (blue flags) to include in early screening
by clinicians:

* physical job demands

* ability to modify work

* job stress

* workplace social support or dysfunction
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* job satisfaction

e expectation for resuming work

* fear of re-injury

Five evaluation criteria for screening methods were established: reliability, predictive performance, feasibility, acceptability, and congruence
with plausible interventions. An optimal screening method might include a stepped combination of questionnaire, interview, and worksite
visit. There is a clear indication that occupational factors influence back disability, but to expand clinician practices in this area will require
that patient screening methods show greater conceptual clarity, feasibility, and linkages to viable options for intervention. (Although the focus
was on screening by clinicians, the seven workplace variables/flags there is no fundamental reason why they cannot be identified at the
workplace).

(St-Vincent et Participatory ergonomics to reduce musculoskeletal disorders: summary of a Quebec experience

al. 2006) Review of 11 participatory ergonomic interventions carried out in Quebec by the Occupational Health and Safety Research Institute. The
intervention approach aims to provide company personnel with the skills to analyze and correct hazardous workstations in relation to

Summary of  musculoskeletal disorders, using a formulaic analysis process that the researchers developed. The participatory process is based on

implementati mobilization of the company’s players; its implementation therefore requires the establishment of working groups with clear mandates. In the

on 11 interventions, 40 work situations were analyzed, and in 31 cases, changes were implemented to reduce MSD risks. The most common
changes dealt with the tools/equipment (77.4%) and physical layouts (84%); changes involving work methods (29%) and work organization
(12.9%) were less common. The authors concluded that the participatory process was successful in implementing changes in companies and
that other studies are necessary for a better understanding of the process and its impacts. (This study is not strictly an evidence review, but a
summary of implementation. It provides, as recognised by the authors, of evidence on the effectiveness of the participatory ergonomics
programme on health).

(Tullaretal.  Occupational safety and health interventions to reduce musculoskeletal symptoms in the health care sector

2010) A systematic review of the literature used a best evidence synthesis approach to address the general question "Do occupational safety and

health interventions in health care settings have an effect on musculoskeletal health status?" This was followed by an evaluation of the
Systematic effectiveness of specific interventions. A moderate level of evidence was observed for the general question. Moderate evidence was observed
review for: (1) exercise interventions and (2) multi-component patient handling interventions. A moderate level of evidence indicates: (1) patient

handling training alone and (2) cognitive behaviour training alone have no effect on musculoskeletal health. Few high quality studies were
found that examined the effects of interventions in health care settings on musculoskeletal health. The findings here echo previous systematic
reviews supporting exercise as providing positive health benefits and training alone as not being effective. Given the moderate level of
evidence, exercise interventions and multi-component patient handling interventions (MCPHI) were recommended as practices to consider. A
multi-component intervention includes a policy that defines an organizational commitment to reducing injuries associated with patient
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handling, purchase of appropriate lift or transfer equipment to reduce biomechanical hazards and a broad-based ergonomics training program
that includes safe patient handling and/or equipment usage. (The recommendation concerning MCPHI seems plausible, but is not based on
solid evidence and such intervention could well be difficult to implement and sustain).

(van den Berg
et al. 2009)

Systematic
review

The effects of work-related and individual factors on the Work Ability Index: a systematic review

This paper systematically reviews the scientific literature on the effects of individual and work-related factors on the Work Ability Index
(WAI). Studies were included if the WAI was used as measure of work ability and if quantitative information was presented on determinants
of work ability. In total, 20 studies were included with 14 cross-sectional studies and six longitudinal studies. Factors associated with poor
work ability were lack of leisure-time vigorous physical activity, poor musculoskeletal capacity, older age, obesity, high mental work
demands, lack of autonomy, poor physical work environment, and high physical work load. The WALI is associated with individual
characteristics, lifestyle, demands at work, and physical condition. This multifactorial nature of work ability should be taken into account in
health promotion programmes aimed at maintaining and promoting the participation of the labour force and improvement of the performance
at work. (Whilst the conclusion seems reasonable, the specific factors identified must be viewed with some caution in respect of possible
preventive interventions because the majority of studies reviewed were cross-sectional).

(van Duijn et
al. 2010)

Literature
review and
data analysis

The effects of timing on the cost-effectiveness of interventions for workers on sick leave due to low back pain

The cost-benefits of a RTW intervention among workers on sick leave due to low back pain were determined by the estimated effectiveness
of the intervention, the costs of the intervention, the natural course of RTW in the target population, the timing of the enrolment of subjects
into the intervention, and the duration of the intervention. It was concluded that with a good RTW in the first weeks, the only early
interventions likely to be cost-beneficial are inexpensive work-focused enhancements to early routine care, such as accommodating
workplaces. Structured interventions are unlikely to have an additional impact on the already good prognosis when offered before the optimal
time window at approximately 8 to 12 weeks. The generalisability of the effectiveness of a RTW intervention depends on the comparability
of baseline characteristics and RTW curves in target and source populations.

(Van Eerd et
al. 2008)

Report on process and implementation of participatory ergonomic interventions: a systematic review

This is a review of processes and implementation not effectiveness. Participatory ergonomic (PE) programs or interventions are considered
helpful in reducing work-related musculoskeletal problems. A participatory ergonomic program involves key players from the workplace in
problem solving, planning and controlling a significant amount of their work activities. With most PE programs, some type of team or
committee forms. They usually receive training in ergonomic principles and use this knowledge to make improvements.

To increase the chances of a successful program, it is important to be aware of potential facilitators and barriers in initiating and putting the
PE program into practice. The facilitators and barriers that should be considered:

* management support of the PE intervention

* ergonomic training (which is a separate recommendation)
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e resources such as staff time, funds or materials

* creating an appropriate team (also a separate recommendation)

* communication levels

* organizational training/knowledge in general areas such as team-building skills

To increase the likelihood of a successful participatory ergonomic (PE) program:

* Create PE teams with appropriate members, including workers, supervisors and advisors

* Address key facilitators/barriers, such as management support and resources for the program
* Involve the right people from the workplace in the overall PE process

* Provide ergonomic training

* Involve a PE champion to guide and monitor the process

* Define participants’ responsibilities, which usually include problem-solving, developing solutions and implementing change
» Make decisions using group consultation.

(See also Table 1: Rivilis et al 2008; St-Vincent et al 2006)

(van Oostrom Workplace interventions for preventing work disability

et al. 2009) Cochrane review of 6 RCTs of workplace interventions for the prevention of workplace disability stemming from musculoskeletal disorders,

common mental health problems such as depression and adjustment disorders. In this review, interventions allude to changes in the workplace
Cochrane or equipment, work design/organisation, working conditions or work environment. The primary outcome indicator was sickness absence
review period. Authors conclude that workplace interventions are effective to reduce sickness absence, but not effective at improving health

outcomes for workers with musculoskeletal disorders. As only one of the 6 selected studies looked at mental health issues, the authors
considered that conclusions about workplace interventions cannot be drawn for this health condition from this review. A secondary
conclusion drawn by the authors is that stakeholders in the return to work process should focus on return to work as a primary goal (see also

Table 2).
(van Rijn et Associations between work-related factors and the carpal tunnel syndrome--a systematic review
al. 2009b) Jobs with the highest risk of carpal tunnel syndrome (CTS) included work in the meat- and fish-processing industry, forestry work with chain

saws, and electronic assembly work (OR 76.5, 21.3, and 11.4, respectively). The occurrence of CTS was associated with high levels of hand-
arm vibration, prolonged work with a flexed or extended wrist, high requirements for hand force, high repetitiveness, and their combination.
No association was found between any psychosocial risk factor and CTS. Contradictory findings were reported for associations between
(van Rijn et computer work and CTS.
al. 2009a) Associations between work-related factors and specific disorders at the elbow: a systematic literature review
Handling tools >1 kg (ORs of 2.1-3.0), handling loads >20 kg at least 10 times/day (OR 2.6) and repetitive movements >2 h/day (ORs of 2.8-
4.7) were associated with lateral epicondylitis. Psychosocial factors associated with lateral epicondylitis were low job control (OR 2.2) and
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(van Rijn et
al. 2010)

low social support (OR 1.8). Handling loads >5 kg (2 times/min at minimum of 2 h/day), handling loads >20 kg at least 10 times/day, high
hand grip forces for >1 h/day, repetitive movements for >2 h/day (ORs of 2.2-3.6) and working with vibrating tools >2 h/day (OR 2.2) were
associated with medial epicondylitis. The occurrence of cubital tunnel syndrome was associated with the factor 'holding a tool in position'
(OR 3.53). Handling loads >1 kg (OR 9.0; 95% CI 1.4, 56.9), static work of the hand during the majority of the cycle time (OR 5.9) and full
extension (0-45 degrees) of the elbow (OR 4.9) were associated with radial tunnel syndrome.

Associations between work-related factors and specific disorders of the shoulder--a systematic review of the literature

The occurrence of SIS was associated with force requirements >10% maximal voluntary contraction (MVC), lifting >20 kg >10 times/day,
and high-level of hand force >1 hour/day (OR 2.8-4.2). Repetitive movements of the shoulder, repetitive motion of the hand/wrist >2
hours/day, hand-arm vibration, and working with hand above shoulder level showed an association with SIS (OR 1.04-4.7) as did upper-arm
flexion > or =45 degrees > or =15% of time (OR 2.43) and duty cycle of forceful exertions > or =9% time or duty cycle of forceful pinch
>0% of time (OR 2.66). High psychosocial job demand was also associated with SIS (OR 1.5-3.19). Jobs in the fish processing industry had
the highest risk for both tendinitis of the biceps tendon as well as SIS (OR 2.28 and 3.38, respectively). Work in a slaughterhouse and as a
betel pepper leaf culler were associated with the occurrence of SIS only (OR 5.27 and 4.68, respectively). None of the included articles
described the association between job title/risk factors and the occurrence of rotator cuff tears or suprascapular nerve compression.

(These studies do not confirm causal relationships, so (despite some high ORs) removal of the associated workplace exposures should not be
assumed to contribute to primary prevention).

(Waersted et
al. 2010)

Systematic
review

Computer work and musculoskeletal disorders of the neck and upper extremity: a systematic review

This review examines the evidence for an association between computer work and neck and upper extremity disorders (except carpal tunnel
syndrome). Included studies concerned computer work and musculoskeletal disorders verified by a physical examination. Results show
limited evidence for a causal relationship between computer work per se, computer mouse and keyboard time related to a diagnosis of wrist
tendonitis, and for an association between computer mouse time and forearm disorders. Limited evidence was also found for a causal
relationship between computer work per se and computer mouse time related to tension neck syndrome, but the evidence for keyboard time
was insufficient. Insufficient evidence was found for an association between other musculoskeletal diagnoses of the neck and upper
extremities, including shoulder tendonitis and epicondylitis, and any aspect of computer work. Overall, there is limited epidemiological
evidence for an association between aspects of computer work and some of the clinical diagnoses studied. None of the evidence was
considered as moderate or strong. (The review does not confirm causal relationships - much of the data were cross-sectional and the
‘diagnoses’ were often mixed. Removal of the associated workplace exposures should not be assumed to contribute to primary prevention,
but may contribute to accommodation of people with symptoms).

(Waddell &
Burton 2000)

Occupational health guidelines for the management of low back pain at work: evidence review
(This review underpinned the Faculty of Occupational Medicine’s Occupational Health Guidelines for the Management of Low Back Pain at
Work)

121



Table 1: Work-relevant musculoskeletal complaints

Authors

Key features (Reviewers’ comments in italic)

Best evidence
synthesis

(Carter &
Birrell 2000)

Evidence-
based
guideline

Background: Non-specific low back pain (LBP) can be occupational in the sense that it is common in adults of working age, frequently
affects capacity for work, and often presents for occupational health care. It is commonly assumed this means that LBP is caused by work but
the relationship between the physical demands of work and LBP is complex and inconsistent. A clear distinction should be made between the
presence of symptoms, the reporting of LBP, attributing symptoms to work, reporting ‘injury’, seeking health care, loss of time from work
and long term damage. LBP in the occupational setting must be seen against the high background prevalence and recurrence rates of low back
symptoms, and to a lesser extent disability, among the adult population. Workers in heavy manual jobs do report rather more low back
symptoms, but most people in lighter jobs or even those who are not working have similar symptoms. Jobs with greater physical demands
commonly have a higher rate of reported low back injuries, but most of these ‘injuries’ are related to normal everyday activities such as
bending and lifting, there is usually little if any objective evidence of tissue damage (though clinical examination and current in vivo
investigations may be insensitive tools to detect this), and the relationship between job demands and symptoms or injury rates is inconsistent.
Physical stressors may overload certain structures in individual cases but, in general, there is little evidence that physical loading in modern
work causes permanent damage. Whether low back symptoms are attributed to work, are reported as ‘injuries’, lead to health care seeking
and/or result in time off work depends on complex individual psychosocial and work organisational factors. The development of chronic pain
and disability depends more on individual and work-related psychosocial issues than on physical or clinical features. People with physically
or psychologically demanding jobs may have more difficulty working when they have LBP, and so lose more time from work, but that can be
the effect rather than the cause of their LBP. In summary, physical demands of work can precipitate individual attacks of LBP, certain
individuals may be more susceptible and certain jobs may be higher risk but, viewed overall, physical demands of work only account for a
modest proportion of the total impact of LBP occurring in workers.

Pre-placement assessment: Individual health, fitness and strength can affect the ability to perform tasks. Pre-placement assessment aims to
identify those who may be at higher risk for LBP in a given occupational setting. The main factors that have been investigated include clinical
and historical features, physical strength parameters and psychosocial factors. The recurrent nature of LBP means that previous history is the
best predictor of future LBP, and all other pre-placement measures have no predictive value at all, or only a weak and unreliable predictive
value.

High risk: There is a pragmatic argument that individuals at highest risk of LBP should not be placed in jobs that impose the greatest physical
demands. The basic concern is that workers with physically (or psychologically) demanding work report rather more low back symptoms,
have more work-related back ‘injuries’ and lose more time off work with LBP. Even if physical demands of work may be a relatively modest
factor in the primary causation of LBP, people who have LBP (for whatever cause) do have more difficulty managing physically demanding
work. It may be argued, therefore, that avoiding putting people at highest risk of recurrent LBP and sickness absence into more physically
demanding work would be in the interests of the individual worker, the employer and the total societal burden of LBP. The problem is, a
previous history of LBP simply identifies people who are more likely to have recurrent problems, but that has little to do with the job: they
are probably likely to have such problems irrespective of which job they are recruited for — and even if they are not recruited. Indeed, those
who remain unemployed may be at highest risk of all for chronic LBP and disability. Because a previous history of LBP is so common, it
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could exclude many people who are medically fit for most work. At the same time, all pre-placement assessment methods miss many people
who may later develop LBP. There is no clear evidence for a threshold of what constitutes a strong history of LBP or excessive job demands.
Most of the evidence is from a population-based perspective whilst pre-placement assessment must try to predict future risks for the
individual, which is a different matter. It may be concluded that the present evidence base is insufficient for reliable selection of individuals
for particular types of work. Attempts to match individual susceptibility for LBP against a risk assessment of the job (and reduction of the
risk of injury to the lowest level ‘reasonably practicable’) are therefore very much a question of judgement, and there is limited empirical
evidence on their effectiveness.

Management: Clinical aspects of management should follow the Royal College of General Practitioners clinical guidelines. Occupational
health management should focus on supporting the worker with LBP and facilitating remaining at work or returning to work as rapidly as
possible, and should deal with any occupational issues that may form obstacles to achieving these goals. Occupational health practitioners
should liaise closely with primary care. All stakeholders (i.e. the worker with LBP, supervisor(s) and management, union and health & safety
representatives, the occupational health team and other health professionals undertaking clinical management) need to work closely together
with a common, consistent approach to agreed goals.

Return to work with LBP: Concern about return to work with residual symptoms is often expressed by workers themselves, their
representatives, primary care health professionals, and occupational health professionals as well as supervisors and management, particularly
if the LBP is attributed to work and if there is thought to be a risk of ‘re-injury’. This concern is natural but illogical. A recent study has
highlighted the variability in physician advice on return to work and that recommendations often reflect personal attitudes of the physicians
and their perception of the severity of symptoms. Studies of the natural history show that LBP is commonly a persistent or recurrent problem,
and most workers do continue working or return to work while symptoms are still present: if nobody returned to work till they were 100%
symptom free only a minority would ever return to work. Epidemiological and clinical follow-up studies show that early return to work (or
continuing to work) with some persisting symptoms does not increase the risk of ‘re-injury’ but actually reduces recurrences and sickness
absence over the following year. Conversely, the longer someone is off work the lower the chance of recovery. Undue caution will form an
obstacle to return to work and lead to protracted sickness absence, which then aggravates and perpetuates chronic pain and disability, and
actually increases the risk of a poor long term outcome: this clearly is not in the interest of either the worker or the employer. Concerns are
also sometimes expressed about legal liability for ‘re-injury’ if the worker returns to work before they are completely ‘cured’ which is also
illogical. Again, the natural history shows that LBP is commonly a persistent or recurrent problem, so expectations of ‘cure’ are unrealistic
and recurrences are likely irrespective of work status. Refusing to allow a worker to return to work because they still have some LBP
increases the likelihood of a break-down in worker-employer relationships and of the worker making a claim; and the longer the sickness
absence the higher the cost of any claim. Helping and supporting the worker to remain at work, or in early return to work, is in principle the
most promising means of reducing future symptoms, sickness absence and claims. Reducing any legal liability is best achieved not by forcing
the worker into protracted sickness absence and possibly an adversarial situation, but by addressing the issues of job reassessment (‘newly
assessed duties’), the provision of modified work with adequate support, and good worker-employer relationships. All of these goals may best
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be achieved by the proposed active rehabilitation programme and organisational interventions. That is also more in keeping with the spirit and
the requirements of the Disability Discrimination Act.

(Waddell et
al. 2003)

Narrative
review

Screening to identify people at risk of long-term incapacity for work: a conceptual and scientific review

This review identified a wide range of individual predictors for long-term incapacity, but few have demonstrated consistent strength of
prediction across different studies, there is little agreement on which are critical, and their performance usually does not match that expected
for conventional diagnostic tests. Despite a great deal of research, no simple, robust, and generalisable screening tool has yet emerged. Even
if they provide comparable accuracy of prediction, socio-demographic and clinical/psychosocial screening have different characteristics,
limitations, and applications. Clinical predictors focus more on disease rather than illness, psychosocial predictors focus on mechanisms of
developing chronicity and obstacles to recovery, socio-demographic predictors focus more on social factors rather than illness. The review
demonstrated throughout that the timing of screening and intervention is critical. The context, requirements, and purpose(s) of screening
therefore change with increasing duration of incapacity and increasing probability of long-term incapacity. There may therefore be an optimal
‘window’ (between a few weeks and a few months) for screening to identify those at risk of long-term incapacity. Whilst that time constraint
applies to the first purpose of screening (to identify those at risk), and can help to focus early interventions on obstacles to recovery, it is not
absolute.

(Waddell &
Burton 2004)

Conceptual
review

Concepts of rehabilitation for the management of common health problems

(This review, undertaken for the Department for Work and Pensions, explored concepts of rehabilitation for common health problems:
musculoskeletal, mental health and cardio-respiratory). “The stereotype of disability is a severe medical condition with objective evidence
of disease and permanent physical or mental impairment (e.g. blindness, severe or progressive neurological disease, or amputation). In fact,
most sickness absence, long-term incapacity for work and premature retirement on medical grounds are now caused by less severe mental
health, musculoskeletal and cardio-respiratory conditions. These ‘common health problems’ often consist primarily of symptoms with limited
evidence of objective disease or impairment. Importantly, many of them are potentially remediable and long-term incapacity is not inevitable.
Rehabilitation has traditionally been a separate, second-stage process, carried out after medical treatment has no more to offer yet recovery
remains incomplete: the goal was then to overcome, adapt or compensate for irremediable, permanent impairment. That approach is
inappropriate for common health problems, where the obstacles to recovery are often predominantly psychosocial in nature rather than the
severity of pathology or impairment. In this situation, rehabilitation must focus instead on identifying and overcoming the health,
personal/psychological, and social/occupational obstacles to recovery and (return to) work.

This implies that rehabilitation can no longer be a separate, second stage intervention after ‘treatment’ is complete. The evidence shows that
the best time for effective rehabilitation is between about 1 and 6+ months off work (the exact limits are unclear). Earlier, most people
recover and return to work uneventfully: they do not need any specific rehabilitation intervention and the priority is not to obstruct natural
recovery. Later, the obstacles to return to work become more complex and harder to overcome: rehabilitation is more difficult and costly, and
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has a lower success rate. To take maximum advantage of this window of opportunity and minimize the number going on to long-term
incapacity, rehabilitation principles should be an integral part of good clinical and occupational management:

Common health problems are not only matters for health care, but much broader public health issues of ‘health at work’. Sickness absence
and return to work are social processes that depend on work-related factors and employer attitudes, process and practice. This requires
employers, unions and insurers to re-think occupational management for common health problems: addressing all of the health, personal and
occupational dimensions of incapacity, identifying obstacles to return to work, and providing support to overcome them. The same principles
are equally applicable to job retention, early return to sustained work and reintegration.

This should not obscure the importance of the individual’s own role in the management of common health problems. Rehabilitation is an
active process that depends on the participation, motivation and effort of the individual, suppored by health care and employers.

Action depends on accepting ownership of the problem. Everyone — workers; employers, unions and insurers; health professionals;
government and the taxpayer — has an interest in better outcomes for common health problems. Effective management depends on getting ‘all
players onside’ and working together to that common goal. This is partly a matter of perceptions (by all the players). It requires a fundamental
shift in the culture of how we perceive and manage common health problems, in health care, in the workplace, and in society.

Better management and rehabilitation of common health problems is possible, can be effective, and is likely to be cost-effective.” (pp 3-4).
(See also Tables 2, 3 and 4).

(Waddell & Is work good for your health and well-being?
Burton 2006)  (This review for the Department for Work and Pensions covered common health problems in general, not just musculoskeletal problems).
“The review focused on adults of working age and the common health problems that account for two-thirds of sickness absence and long-
Best evidence  term incapacity (i.e. mild/moderate mental health, musculoskeletal and cardio-respiratory conditions).” (p. vi). For convenience, the section
synthesis relating to musculoskeletal problems is reproduced here verbatim and references to source material omitted as indicated by [.....]:
“* There is a high background prevalence of musculoskeletal conditions, yet most people with musculoskeletal conditions (including many
with objective disease) can and do work, even when symptomatic. [.....]
* Certain physical aspects of work are risk factors for the development of musculoskeletal symptoms and specific diseases. However, the
effects sizes for physical factors alone are only modest, and tend to be confined to intense exposures. [.....]
* Psychosocial factors (personal and occupational) exert a powerful effect on musculoskeletal symptoms and their consequences. They can
act as obstacles to work retention and return to work; control of such obstacles can have a beneficial influence on outcomes such as pain,
disability and sick leave. [.....]
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* Activity-based rehabilitation and early return to work (or remaining at work) are therapeutic and beneficial for health and well-being for
most workers with musculoskeletal conditions. [There is an underlying assumption that significant physical hazards should be controlled].

* Control (reduction) of the physical demands of work can facilitate work retention for people with musculoskeletal conditions, especially
those with specific diseases. [.....]

* Organisational interventions, such as transitional work arrangements (temporary modified work) and improving communication between
health care and the workplace, can facilitate early and sustained return to work. [.....]

The high background prevalence of musculoskeletal symptoms means that a substantial proportion of musculoskeletal conditions are not
caused by work. Most people with musculoskeletal conditions continue to work; many patients with severe musculoskeletal diseases such as
rheumatoid arthritis remain at work and experience health benefits [.....] Thus, musculoskeletal conditions do not automatically preclude
physical work. Musculoskeletal symptoms (whatever their cause) may certainly make it harder to cope with physical demands at work, but
that does not necessarily imply a causal relationship or indicate that work is causing (further) harm.

Biomechanical studies and epidemiological evidence show that high/intense exposures to physical demands at work can be risk factors for
musculoskeletal symptoms, ‘injury’and certain musculoskeletal conditions. However, causation is usually multifactorial and the scientific
evidence is somewhat ambivalent: much depends on the outcome of interest. Physical demands at work can certainly precipitate or aggravate
musculoskeletal symptoms and cause ‘injuries’ but, viewed overall, physical demands of work only account for a modest proportion of the
impact of musculoskeletal symptoms in workers. The physical demands of modern work (assuming adequate risk control and except in very
specific circumstances) play a modest role in the development of actual musculoskeletal pathology. In contrast, there is strong
epidemiological and clinical evidence that (long-term) sickness absence and disability depend more on individual and work-related
psychosocial factors than on biomedical factors or the physical demands of work [.....]

More fundamentally, it is wrong to view physical demands from a purely negative perspective as ‘hazards’ with potential only to cause
‘harm’. Different physical activities may either load or unload musculoskeletal structures. Physical activity is fundamental to physiological
health and fitness and an essential part of rehabilitation from injury or illness.Work can be therapeutic. Thus, modern clinical management for
most musculoskeletal conditions emphasises advice and support to remain in work or to return as soon as possible. People with
musculoskeletal conditions who are helped to return to work can enjoy better health (level of pain, function, quality of life) than those who
remain off work [.....] Importantly, physical activity and early return to work interventions do not seem to be associated with any increased
risk of recurrences or further sickness absence [.....]

The return to work process may need organisational interventions: risk reassessment and control, and modified work if required. The duration
of modified work depends on the condition: for common musculoskeletal conditions such as back, neck or arm pain it should be temporary
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and transitional, although for chronic musculoskeletal disease such as rheumatoid arthritis it may be permanent. This approach is about
accommodating the musculoskeletal condition (whatever its cause) rather than implying that work is causal or harmful.”(pp 25-27) (Findings
in respect of mental health are in Table 2, stress in Table 3, and generic issues in Table 4).

(Waddell et Vocational rehabilitation: what works, for whom, and when?

al. 2008) “This review has demonstrated that there is a strong scientific evidence base for many aspects of vocational rehabilitation. There is a good

Best evidence
synthesis

business case for vocational rehabilitation, and more evidence on cost-benefits than for many health and social policy areas.

Common health problems should get high priority, because they account for about two-thirds of long-term sickness absence and incapacity
benefits, and much of this should be preventable. Vocational rehabilitation principles and interventions are fundamentally the same for work
related and other comparable health conditions, irrespective of whether they are classified as injury or disease. ....

Healthcare has a key role, but vocational rehabilitation is not a matter of healthcare alone — the evidence shows that treatment by itself has
little impact on work outcomes. Employers also have a key role - there is strong evidence that proactive company approaches to sickness,
together with the temporary provision of modified work and accommodations, are effective and cost-effective. (Though there is less evidence
on vocational rehabilitation interventions in small and medium enterprises). Overall, the evidence in this review shows that effective
vocational rehabilitation depends on work-focused healthcare and accommodating workplaces. Both are necessary: they are inter-dependent
and must be coordinated.

The concept of early intervention is central to vocational rehabilitation, because the longer anyone is off work, the greater the obstacles to
return to work and the more difficult vocational rehabilitation becomes. It is simpler, more effective and cost-effective to prevent people with
common health problems going on to long-term sickness absence. A ‘stepped-care approach’ starts with simple, low-intensity, low-cost
interventions which will be adequate for most sick or injured workers, and provides progressively more intensive and structured interventions
for those who need additional help to return to work. This approach allocates finite resources most appropriately and efficiently to meet
individual needs.

Effective vocational rehabilitation depends on communication and coordination between the key players — particularly the individual,
healthcare, and the workplace.

There is strong evidence on effective vocational rehabilitation interventions for musculoskeletal conditions. For many years the strongest
evidence was on low back pain, but more recent evidence shows that the same principles apply to most people with mostcommon
musculoskeletal disorders.Various medical and psychological treatments for anxiety and depression can improve symptoms and quality of
life, but there is limited evidence that they improve work outcomes. There is a lack of scientific clarity about ‘stress’, and little or no evidence
on effective interventions for work outcomes. There is an urgent need to improve vocational rehabilitation interventions for mental health
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problems. Promising approaches include healthcare which incorporates a focus on return to work, workplaces that are accommodating and
non-discriminating, and early intervention to support workers to stay in work and so prevent long-term sickness.

Current cardiac rehabilitation programmes focus almost exclusively on clinical and disease outcomes, with little evidence on what helps work
outcomes: a change of focus is required. Workers with occupational asthma who are unable to return to their previous jobs need better
support and if necessary retraining.” (pp 5-6)

“1. Vocational rehabilitation is whatever helps someone with a health problem to stay at, return to and remain in work. It is an idea and an
approach as much as an intervention or a service.

2. This review has demonstrated that there is now a strong scientific evidence base for many aspects of vocational rehabilitation.

3. There is a good business case for vocational rehabilitation, and more evidence on cost-benefits than for many health and social policy
areas.

4. Common health problems should get high priority, because they account for about two-thirds of long-term sickness absence and incapacity
benefits and much of this should be preventable. Return-to-work should be one of the key outcome measures.

5. Vocational rehabilitation depends on work-focused healthcare and accommodating workplaces. To make a real and lasting difference, both
need to be addressed and coordinated.

6. Most people with common health problems can be helped to return to work by following a few basic principles of healthcare and
workplace management. This can be done with existing or minimal additional resources, and is low cost or cost-neutral. Policy should be
directed to persuading and supporting health professionals and employers to implement these principles.” (p. 8)

(This review was a policy document for the UK cross-sector Vocational Rehabilitation Task Group. It covered common health problems in
general, not just musculoskeletal problems). (See also Tables 2, 3, and 4).

(Waersted et  Computer work and musculoskeletal disorders of the neck and upper extremity: a systematic review

al. 2010) Examined the evidence for an association between computer work and neck and upper extremity disorders (except carpal tunnel syndrome).
There was limited evidence for a causal relationship between computer work per se, computer mouse and keyboard time related to a
diagnosis of wrist tendonitis, and for an association between computer mouse time and forearm disorders. Limited evidence was also found
for a causal relationship between computer work per se and computer mouse time related to tension neck syndrome, but the evidence for
keyboard time was insufficient. Insufficient evidence was found for an association between other musculoskeletal diagnoses of the neck and
upper extremities, including shoulder tendonitis and epicondylitis, and any aspect of computer work. Viewed overall, there is limited
epidemiological evidence for an association between aspects of computer work and some of the clinical diagnoses studied. None of the
evidence was considered as moderate or strong.

(Wai et al. Causal assessment of occupational bending or twisting and low back pain: results of a systematic review
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2010a) The evidence suggests that occupational bending or twisting in general is unlikely to be independently causative of low back pain.
(Wai et al. Causal assessment of occupational lifting and low back pain: results of a systematic review
2010c) It is unlikely that occupational lifting is independently causative of low back pain (but simple association for types of lifting and lifting 25-35
(Roffey et al. kg apparent).
2010b) Causal assessment of awkward occupational postures and low back pain: results of a systematic review
(Wai et al. There is strong evidence of no association between awkward occupational postures and low back pain: there is no dose-response.
2010b) Causal assessment of occupational carrying and low back pain: results of a systematic review
(Roffey et al. The review found strong and consistent evidence against both an association and a temporal relationship between occupational carrying and
2010e) low back pain.
(Roffey et al. Causal assessment of workplace manual handling or assisting patients and low back pain: results of a systematic review
2010a) It appears unlikely that workplace manual handling or assisting patients is independently causative of LBP (assisting ambulation may be an
(Roffey et al.  exception).
2010c¢) Causal assessment of occupational sitting and low back pain: results of a systematic review
(Roffey et al.  Strong and consistent evidence did not support occupational sitting being independently causative of low back pain.
2010d) Causal assessment of occupational pushing or pulling and low back pain: results of a systematic review
It is unlikely that occupational pushing or pulling is independently causative of LBP in the populations of workers studied.
Systematic Causal assessment of occupational standing or walking and low back pain: results of a systematic review
reviews Based on the evidence reviewed, it is unlikely that occupational standing or walking is independently causative of low back pain.

(This series of reviews was characterised by a strict adherence to Bradford-Hill criteria for causality (statistical association; dose-response;
temporality; biological plausibility; consistency; experiment; biological coherence; experimental evidence; analogy) are established as a
framework for use in epidemiological research to minimize the possibility that important public health decisions are made on the basis of
incomplete or flawed evidence. Applying these criteria to the available evidence revealed that whilst some criteria may be fulfilled for a given
question, others were not, The reviewers’ final conclusions were therefore duly cautious and mostly conclude that the physical stressors
studied are not independently causative agents).

(Williams et
al. 2010)

Systematic
review +
evidence
synthesis

The Hip and Knee Book: developing an active management booklet for hip and knee osteoarthritis

(This review developed patient-centred messages to inform appropriate information and advice, and had a clinical focus. Nevertheless, the
principles will apply to workers with hip or knee osteoarthritis).In respect of the present review, potentially relevant messages are: “We
don’t really know what causes the condition, and we don’t know how to prevent it. There is no single cause, but various things are thought to
be involved: Genetic factors are important — it seems some people are just more prone than others. People who are very overweight are at
greater risk. Various physical factors may play a part, but they do not have a consistent effect - previous damage to the joint surface, some
physically intense occupations and sports, reduced muscle strength. Age is obviously the main factor, but that does not mean things inevitably
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get worse. We now know that inactivity and excessive rest is bad for hip or knee joints with osteoarthritis. Of course, some things can make
your pain worse, such as being overweight and letting your muscles get weak. Importantly though, there are also things that can help such as
regular exercise, keeping the muscles around the joint strong, keeping a positive attitude, believing that you are in control and can help
yourself, and getting support of friends and family”.
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(Bender & Mental health and mental illness in the workplace: diagnostic and treatment issues
Kennedy (Methodology details lacking) The article reviews various screening instruments for stress related syndromes, burnout, depression, anxiety
2004) disorders and substance abuse. Screening for MSDs is also mentioned. The authors mention that the US Preventative Services Task Force
found sufficient evidence for routine screening for depression. However, they comment that research into screening for anxiety disorder is
Narrative less well advanced compared to depression.
Review
(Couser 2008) Challenges and opportunities for preventing depression in the workplace: a review of the evidence supporting workplace factors and
interventions.
Narrative Review of the field of preventing depression in the workplace. The commentary is extensive, focusing on topics such as precipitating and risk
review factors along with descriptions of supporting theoretical concepts e.g. from the stress literature.
The author concluded that employees can take preventative steps to reduce the probability of the occurrence of depressive episodes by
developing better coping skills. Evidence for the benefits of depression screening are also examined and discussed, as are the potential of
organisational interventions such as promoting better work-life balance. Depression prevention measures can include:
* Promoting the development of employee resilience
* Screening employees deemed to be at higher than average risk
* Integrating work and health care such that employees can get easy access to effective interventions
(Egan et al. The psychosocial and health effects of workplace reorganisation. a systematic review of organisational-level interventions that aim to
2007) increase employee control.
Systematic review focusing on site-specific organisational level interventions that aim to increase levels of employee control and capacity to
Systematic influence decisions. A narrative synthesis rather than a meta-analysis was carried out due to issues with heterogeneity in study design,
review outcome measures, comparison groups etc. 18 studies were identified published between 1981 and 2000 that examined health and

psychosocial impacts of interventions designed to increase levels of employee control, 12 of which had controlled designs. No randomised

'? These evidence tables have been prepared by Nicholas Kendall, Jennifer Lunt and Kim Burton. Content has been collated from open source literature, but the number and diversity of

sources has meant it has not been practicable to seek permission for reproduction from each individual original author / publisher. In collating this content, the authors that have prepared
this table make no claim to any third party copyright and acknowledge the rights in the respective text entries as belonging to the original authors / source publications. References to the
original source literature are provided. Any use of content from the literature was intended as "fair dealing" for the purposes of research under the UK Copyright, Designs and Patents Act

1988.
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controlled studies were identified.
The review identified evidence for some health benefits occurring after the introduction of measures designed to increase levels of employee
control. Types of intervention included:

* Problem solving committees
*  Workers steering committees
* Participatory intervention based on German Health Circles model
* Employee action teams
* Flexible working hours
* Control of production deferred to employee work groups
* Consultative committee
e Stress management training
* Participatory ergonomics team
* Conference on working conditions
* Management-employee design teams
*  Empowerment initiative
8 of the controlled studies showed evidence of health improvements, with none reporting evidence of poor health outcomes. The authors

comment that “the evidence identified in this review compares favourably with evidence for many other types of socio-structural
interventions affecting health”.

(Friedli 2009) Mental health, resilience and inequalities
[Report from the World Health Organization Regional Office for Europe]. Mental health is fundamental to the resilience, health assets,
Report capabilities and positive adaptation that enable individuals and communities both to cope with adversity and to reach their full potential.
Drawing on the literature on health and inequalities, this report argues that improving mental health brings significant benefits for health and
quality of life — not only through the absence of mental illness, but because positive mental health is of itself a protective asset, influencing a
very wide range of health, social and economic outcomes.
But mental health is also a key pathway through which social inequality impacts on health. There is overwhelming evidence that inequality is
a key cause of stress in itself and also exacerbates the stress of coping with material deprivation. Mental health itself is produced socially.
Opportunities for individuals and communities to retain or achieve social recognition and to stay or become connected contribute
significantly to resilience, but are frequent casualties of adverse economic and cultural trends. The presence or absence of mental health is
above all a social indicator. Therefore what Europe needs are policies and programmes to support improved mental health for the whole
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population. Achieving this requires social as well as individual solutions.

(Graveling et
al. 2008)

Systematic
Review

A review of workplace interventions that promote mental well-being in the workplace

(Extensive literature review from Institute of Occupational Medicine) Looks at of the effectiveness of specific workplace interventions
designed to promote or improve the mental well-being (MWB). 66 primary studies were included in the review addressing a broad range of
interventions. Key findings:

Organisational level interventions

Changing working/organisational practices to improve mental well-being

Conclusion — inconclusive evidence base - currently insufficient evidence to make a judgement about the efficacy of participatory
interventions

Training managers and supervisors

Evidence from high quality RCTs indicate that web based nor conventional didactic training improves MWB in subordinate workers.
Concludes there is insufficient evidence for a positive statement regarding the efficacy of such interventions.

Changing shift and/or work practices

The review concludes that there is some evidence to conclude that making changes to shift practices of tacking time away from the workplace
has beneficial impact on MWB and burnout. In one study, changing the shift system was associated with decreases in GHQ-12 scores. This
evidence is based on one RCT and one UK based quasi-experimental study.

Support/training to improve job skills

Some evidence (small scale RCTs) to support the positive impact of psychosocial intervention courses (e.g. to enhance communication skills)
in reducing burnout (as measured by the Maslach Burnout Inventory) over the short term.

Stress Management Interventions

Authors report that the 8 studies reviewed display insufficient consistency to justify recommending specific guidance on this issue.
Differences amongst the studies in terms of interventions and populations rule out the possibility of drawing definitive conclusions. However,
longer-term interventions do appear to be more effective.

Counselling and therapy

The studies reviewed suggest that ACT, IPP and computerised CBT impact positively on anxiety and depression in the short term.

Exercise and relaxation interventions

Evidence based on 4 RCTs. Insufficient evidence to support the use of massage or relaxation based training to improve MWB. One RCT
comparing transcendental with meditation with conventional stress management training reported a positive impact on MWB over the longer
term.

Health promotion interventions

One RTC trial reported an online health promotion/lifestyle training package improves MWB for up to 6 months after the package became
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unavailable.
Overall conclusions are that the evidence from this review supports the possibility that tangible benefits could accrue from interventions.
However, the mixed nature of the quality of the studies prevents unequivocal statements being made.

(Harvey et al.

2006)

Narrative
review

Organizational interventions and mental health in the workplace: a synthesis of international approaches

This literature review is somewhat deceptive in that from the title, it appears that the focus is directed at mental health. In fact, the primary
focus of the review is on interventions aimed at dealing with work related stress.

The authors report limited evidence of rigorous evaluation of interventions to mitigate work related stress. However, its was concluded that
interventions targeted at objectively modifying working processes (socio-technical interventions) appear to have positive effects on well-
being. Psychosocial interventions were reported as providing a more mixed evidence base, with the authors taking the view that the evidence
base is too limited to reach firm conclusions. The authors say, however, that this is not the same thing as classifying psychosocial
interventions as ineffective — more research is needed in this area.

* Socio-technical interventions include changing workload and schedules (impacted positively on well-being and performance)

* Psycho-social interventions include:

* Increasing participation communication and social support
* Reducing role ambiguity and conflict
* Enhancing control over work tasks

(Kashdan &
Rottenberg
2010)

Narrative
review

Psychological flexibility as a fundamental aspect of health

Literature review exploring the utility and efficacy of the concept of psychological flexibility. Psychological flexibility is not defined. The
review suggests that low levels of psychological flexibility are implicated in various psychological conditions that are defined as CHPs,
notably anxiety disorders and depression. Appears worth exploring further in relation to individual resilience issues. It appears to be a
relatively new concept and the authors comment that no systematic reviews have so far explored the concept. (The overall conclusion appears
to be that more research is needed, in particular to determine whether psychological flexibility is an antecedent or successor to the various
related CHP conditions).

(Kirkwood et
al. 2008)

Report

Foresight Mental Capital and Well-being Project. Mental capital through life: Future challenges

Derived from the Foresight project. Mental capital definition: the totality of an individual’s cognitive and emotional resources, included their
cognitive capability, flexibility and efficiency of learning, emotional intelligence (e.g. empathy and social cognition) and resilience in the face
of stress. The extent of an individual’s resources reflects his/her basic endowment (genes and early biological programming), and their
experiences and education, which take place throughout the life course. Two important components of mental capital are cognitive resilience
(individual’s successful adaptation and functioning in the face of stress or trauma) and cognitive reserve (individual’s resistance to
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impairment in cognitive processing such as memory, reasoning and attention, which may arise through brain injury or neuropsychiatric
disorder or disease). During childhood intellectual functioning, strong attachment behaviour, optimism and active coping styles predispose
resilience. In adults who are employed in stressful professions resilience to stress is associated with group bonding, altruism, and effective
performance under stress. Positive affectivity or optimism, cognitive reserve, cognitive flexibility and the development of coping strategies
also predispose resilience, as can religious coping, social cooperation and inclusion or exclusion. Adverse nutritional factors can accelerate
build up of damage (bodily wear and tear, or undermine cognitive reserve) where as beneficial food such as fruit and vegetables, fish,
supports the bodies natural protection against damage accumulation. The impact of poor nutrition on cognitive functioning over time may be
mediated by inflammatory mechanisms. Exercise generally protects against damage accumulation. Preliminary evidence suggests that
exercise programs are beneficial for anxiety disorders. Not enough is known about the optimal parameters of exercise.

(Krupa 2007) Interventions to improve employment outcomes for workers who experience mental illness.
A review (not systematic) examining a range of employment interventions aimed at improving outcomes for employees experiencing mental
Narrative health issues. The author organises these interventions into a framework of 7 interventions focusing on individuals. The review does not,
review unfortunately, make any comments about, or assess the quality of evidence underpinning these interventions. Further investigation is required
in order to comment on these issues.
The author states (without reference) that knowledge about interventions designed to mitigate the impact of mental illness in a work context is
limited by a largely descriptive knowledge base i.e. a prevalence of cross sectional type studies outnumbering potentially more useful
longitudinal and randomised study designs.
Interventions are described at both the individual and organisational level as follows:
Individual:
* Early identification, diagnosis and treatment
* Assessment and planning
* Self-awareness counselling
* Coping skills training
*  Work hardening
* Reasonable job accommodations
* Social network development
Organisational:
* Routine screening strategies, mainly linked to depression (no further details)
* Training initiatives aimed at education and awareness
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(Lamontagne
et al. 2007)

Systematic
Review

A systematic review of the job-stress intervention evaluation literature, 1990-2005

The aim of the review was to identify models of best practice using systematic review methodology. The authors use a tripartite classification
to categorise workplace stress interventions into three category types, as follows: Primary — preventative and pro-active interventions, based
on organisational systems approaches e.g. job re-design, workload reduction; secondary — ameliorative measures designed to modify
individual’s response to stressors e.g. CBT, coping classes; Tertiary — reactive measures designed to treat, compensate and rehabilitate, e.g.
return to work assistance, occupational therapy. Included studies were rated as high, moderate or low depending on the extent to which
organisational systems approaches were utilised in the intervention. A high classification was assigned to studies where primary intervention
was the predominant approach, but also linked to secondary measures. Studies were classified as moderate if primary interventions only were
assessed and low if the study little or zero primary interventions. General conclusions: Low rated, individually focused interventions are
effective at the individual level but less so at the organisational level; High/moderate level interventions with an organisational focus impact
both at the individual and organisational level.

(Lelliott et al.
2008)

Report

Mental health and work

[Report by the Royal College of Psychiatrists for the UK National Director for Work and Health].

Wide ranging report on the prevalence of mental health problems, impact and cost, stigma and discrimination, mental health and employment,
mental health problems and worklessness, systems services and policy, and the research evidence about what works. Concluded that, despite
their high prevalence in the workplace, there has been relatively little research about the effectiveness of interventions that assist people with
common mental disorders to remain in work or return to work after a sickness absence. Summarised broadly similar conclusions from two
recent reviews (Hill et al. 2007; Seymour & Grove 2005)

* For people who have common mental disorders that are affecting their work, brief individual therapy, mainly cognitive behavioural
therapies, in short courses of up to eight weeks may be beneficial (for clinical outcomes). Interventions should be comprehensive and
address both individual and organisation-level factors. There is little evidence on organisation-level interventions alone and what there is
shows mixed results.

* When people are off work due to mental disorders an early return to work is aided by line managers keeping in touch at least once every
two weeks.

* Stress management techniques may improve people’s ability to cope with stress and to avoid stressful situations at work. However, there
is no firm evidence that stress management techniques reduce the prevalence of common mental illness or of sickness absence. Also, no
studies have been conducted of the use of stress management in people who have already developed a common mental disorder.

* Few of the many studies that demonstrate the effectiveness of a range of pharmacological and psychological treatments in treating
common mental disorders have measured their impact on employment status, work performance or absenteeism. The few exceptions,
which were mostly conducted in the United States, suggest that the overall gain in labour output is much less marked than the reduction
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in symptoms.

* The conclusion of a systematic review, that counselling is effective in alleviating the symptoms of anxiety, stress and depression, and
reduces sickness absence rates by 25-50% (McLeod 2001), has been challenged (Henderson et al. 2003; McLeod & Henderson 2003). Its
critics contend that most of the studies reviewed have major methodological limitations and that the only true randomised controlled trial
showed no benefit of counselling. There is at best an absence of evidence that workplace counselling improves occupational outcomes.

(MacEachen  Systematic review of the qualitative literature on return to work after injury

et al. 2006) Qualitative systematic review setting out to provide a deeper understanding of the “dimensions, processes and practices of workplace based
return to work”. Selection criteria included studies that explored the experiences of key players in the return to work process, studies that used

Systematic qualitative methods and studies focusing on musculoskeletal and pain related injuries.

review 13 studies were rated as being of sufficient quality for inclusion in the review. A meta-ethnographic approach was used to synthesise data in

the selected papers, employing 3 levels of analysis: first order concepts, second order interpretations and third order syntheses (based on the
Nat Cen approach to qualitative analysis).
7 concepts emerged as important themes across the 13 studies:
* The role of goodwill between participating players — i.e. whether people actually collaborate constructively during the RTW process
is associated with goodwill and prevailing organisational culture.

* Relations between the worker and the system

* Contact between employer and worker between injury and return to work — several studies identify this early contact time as crucial
for developing cooperation, flexibility and credibility.

* Employer contact with medics — studies revealed that employers found aspects of this process problematic e.g. they are hard to
contact, do not promote early RTW etc.

* Modified work: social, physical and financial dimensions of

* Role of supervisors in day-to-day relationships underpinning RTW — studies highlighted the crucial role of the supervisor in the
success or otherwise of RTW efforts.

* RTW and organisational environments, particularly economic and organisational — e.g. implementing effective RTW is harder in
adverse economic circumstances such as downsizing situation.

3 main findings emerged from an analysis of the above synthesis of the evidence from the studies:

1. The scope and complexity of the RTW process — involves more scope and dimensions than were presented in one study

2. The role of trust and goodwill — these are crucial for the success of RTW efforts to succeed

3. The “challenge” of social and communication processes in the RTW effort given the different players involved. Key intermediary
players such as rehabilitation providers and workplace supervisors have a potentially key role in facilitating the RTW process.
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(Although this review focuses on RTW, it begs the question as to if there is any common ground with the way CHPs are handled prior to a
RTW situation developing). (See also Table 4).

(Martin et al.
2009)

Meta-analysis

Meta-analysis of the effects of health promotion intervention in the workplace on depression and anxiety symptoms.

Depression and anxiety are the most common mental disorders associated with work, but are also the most manageable MH conditions
resulting from workplace interventions. Meta-analysis investigates the impact of different types of health promotion intervention on
depression and anxiety symptoms.

MH promotion was defined as wide range of activities designed to have a positive effect on MH. Most interventions in the meta-analysis
were individually targeted. Intervention types included: increasing physical activity — aerobic weight training exercise plus behaviour
modification; reducing depressive and anxiety symptoms — stress management interventions,; CBT; emotional distress — focusing on
understanding causes, developing/implementing problem solving strategies, promoting early work resumption; improving physical/mental
health — motivational interviewing; organised health promotion during consultations with occ health physician; beating the blues CBT
programme; mailed advice on reducing stress, blood pressure; serum lipids and sick leave refocusing techniques with physiological
feedback; transcendental meditation; empowerment programs or employee participation. Results indicated a small but positive effect for
depression and anxiety symptoms in the interventions comprising the review, but no effects for composite outcomes based on composite MH
measures. Interventions with a direct focus on MH also showed a positive impact on symptoms. Effect sizes were generally small but in the
same (positive) direction as similar meta analyses. Authors concluded that the use of a broad range of workplace interventions based on
health promotion is effective. Interventions focused on symptoms show similar results to interventions that focused on risk factors.

(Michie &
Williams
2003)

Systematic
Review

Reducing work related psychological ill health and sickness absence: a systematic literature review

Authors set the scene by conjecturing that organisational factors impact on levels of workers’ psychological ill health. The paper reports on a
systematic review of the factors associated with psychological ill health in healthcare and across other work settings. Psychological ill health
includes anxiety, depression, emotional exhaustion and psychological distress. The review considered 22 studies focusing on healthcare
employment settings in both the UK and other developed countries. Studies in non-healthcare settings were also included due to limited
numbers of healthcare specific studies. In healthcare settings (both in the UK and beyond), the authors report a number of organisational
factors associated with psychological ill health, including: Long hours; High workloads; Work pressure; Lack of role clarity; Low
involvement in decision making/use of skills. A similar picture was reported for non-healthcare work settings, with specific factors
associated with psychological ill health including: Work pressure/overload; Conflicting demands; Lack of control over work; Low
participation in decision making; Poor social support; Lack of role clarity; Unclear management. The most common factors across all studies
were: Work demands (long hours, work demands, pressure); Lack of control over work; Poor managerial support. The authors conclude that
the associations between organisational factors and psychological ill health and sickness absence are similar enough across sectors to justify a
generic approach to reducing psychological ill health and potentially amenable to change. As the studies reviewed focused mainly on training
based interventions, the authors recommend the testing of interventions based on employment practices and management style. They
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recommend the deployment of longitudinal/randomised control studies to do this more effectively.
(Nieuwenhuij Interventions to improve occupational health in depressed people.
sen et al. Cochrane review of RCTs with stated objectives of evaluating the effectiveness of interventions aimed at reducing work disability in
2008) employees with depressive disorders. The review focuses exclusively on worker directed interventions i.e. interventions employing
treatments for depressive disorders, either pharmacological or psychotherapeutic. The main outcome measure for studies included in the
Cochrane review was days lost because of sickness absence during the follow up period. 11 studies were selected for inclusion in the review.
Review The key finding from the review is that there is some limited evidence that psychodynamic therapy in association with tricyclic

antidepressants results in less days lost to sickness absence compared with tricyclic antidepressants alone.
The review found no evidence (in terms of reducing numbers of days lost to sickness absence) for the impact of:

* SSRI medication compared to other anti-depressant medications;
* computerised CBT or problem-solving therapy delivered by community psychiatric nurses;

* occupational therapy plus care as usual and care as usual alone.
(Suggest some caution here as some of these conclusions are based on the results of only one study. In addition, the quality of 7 of the 11
studies was considered to be low).

(Olsson et al.
2009)

Original study

Identifying factors associated with good health and ill health: not just opposite sides of the same coin.

(A study not a review: however, sample size is randomly drawn and of a very reasonable size).

Survey based study where the authors investigate the moderating role of Antonovsky’s Sense of Coherence (SOC) concept with regard to
factors traditionally linked to ill health in previous studies. Key aim was to explore the link between SOC and good health.

Authors conclude that work environment factors relating to ill health relate, in an opposite way to good health. They suggest that health as a
concept forms a continuum (i.e. good to bad at the extremes). In addition, the authors also conclude that a strong SOC helps individuals better
cope with adverse working conditions. In this sense, SOC could be regarded as a form of individual resilience that protect against the impact
of adverse work characteristics.

(Schneider
2003)

Narrative
Review

Is supported employment cost-effective? : a review

The author presents a review of studies examining the effectiveness of supported employment programmes for individuals with mental health
issues. It includes a number of methodologically strong studies utilising randomised controlled trial methodologies and the author concludes
that there is little doubt about the efficacy of supported employment initiatives, targeted at clients with mental health issues, based on the
Individual Placement and Support model.

Considered in terms of employment/workplace interventions aimed at individuals experiencing mental health issues, this paper points to the
effectiveness of targeted support, designed explicitly for the purpose of helping clients with (sometimes quite severe) mental health issues
survive in open, competitive employment. The key message from this paper appears to be the efficacy of targeted, independent (from the
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employer) support.
(Seymour &  Workplace interventions for people with common mental health problems: evidence review and recommendations
Grove 2005)  This systematic review was undertaken to answer key questions about mental ill health and work using an evidence based approach. The
authors make a point of marking key differences between mental ill health and stress, but the latter concept is not ignored in the review given
Systematic the importance attached to it by many employers.
review Common mental health problems are those that occur most frequently and are more prevalent, are mostly successfully treated in primary

rather than secondary care settings and are at least disabling in terms of stigmatising attitudes and discriminatory practices.
The following system of evidence weighting was used in the review:

* Strong — evidence based on consistent findings in high quality scientific studies.
* Moderate — generally consistent findings in fewer, smaller or lower quality scientific studies.

* Limited or contradictory — based on findings from one scientific study or inconsistent findings in multiple scientific studies.
The authors drew the following key conclusions:
Stress — moderate evidence from five papers suggesting stress management interventions yield positive and practical effects. There was
moderate evidence supporting the use of multi-modal interventions to help with stress problems are more effective than single method
approaches. Limited evidence suggests that individually focused interventions are better than interventions at the organisational level.
(However, the nature of the general interface between stress and common mental health problems is unclear).
Retention at work — strong evidence (from 8 studies) indicating the efficacy of individually focused interventions to manage the impact of
common mental health problems over interventions that operate at the organisational level. Effective interventions were associated with
approaches such as personal support, individual coping and social skills and coping skills training with the most enduring impact associated
with multi-modal approaches.
Rehabilitation — strong evidence (from four studies) showing that the most effective approach is brief individual therapy interventions (max
8 weeks), with most effective approach being CBT, either delivered personally or via computer based systems (significantly more effective
than relaxation techniques). Strong effects are seen in people doing high control jobs/roles (no definition of this provided).
Common mental health problems — strong evidence that CBT interventions are effective, and better than other types of intervention
(n=3736 from 2 studies).
Job related distress — moderate evidence showing brief interventions are effective (two studies n=196).
Mental health related absenteeism — strong evidence that CBT is an effective intervention to help employees with common mental health
based sickness absence.
Role of key players — moderate evidence that skilling primary care practitioners is effective in retention scenarios (n=1993).
Types of interventions in the studies included:
Preventative — mostly a combination of different approaches. Mainly teaching and skills acquisition sessions with exercise, relaxation, self-
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study, problem-solving and communication skills. Interventions that included individual training or skills acquisition were found top be the
most effective.

Retention (employees deemed to be at risk from common mental health problems (CHMP)) The authors conclude that for retention
scenarios, individual support, training, counselling or skilled aimed at self-management are crucial.

Rehabilitative (employees already experiencing CMHPs) —Strong evidence for the use of CBT for CHMPs for employees in this category.
For those already diagnosed with depression, structured psychotherapy was found to be an effective intervention.

(van Oostrom
et al. 2009)

Cochrane
review

Workplace interventions for preventing work disability

Cochrane review of 6 RCTs of workplace interventions for the prevention of workplace disability stemming from musculoskeletal disorders,
common mental health problems such as depression and adjustment disorders. The authors cite references suggesting that low levels of
motivation and self-efficacy are potential barriers to return to work. In this review, interventions allude to changes in the workplace or
equipment, work design/organisation, working conditions or work environment. The primary outcome indicator was sickness absence period.
Data synthesis was based on Cox proportional regression techniques to determine hazard ratios. The meta-analysis was conducted using a
random effects model due to heterogeneity in measures such as disability type, duration of sickness absence and other variations in the
constituent studies. Authors conclude that workplace interventions are effective to reduce sickness absence for workers with musculoskeletal
disorders. However, the same interventions are not effective at improving health outcomes for workers with musculoskeletal disorders. As
only one of the 6 selected studies looked at mental health issues, the authors conclude that conclusions about workplace interventions cannot
be drawn for this health condition from this review. A secondary conclusion drawn by the authors is that stakeholders in the return to work
process should focus on return to work as a primary goal. (see also Table 1)

(Varekamp et
al. 2006)

Systematic
review

How can we help employees with chronic diseases to stay at work? Review of interventions aimed at job retention and based on an
empowerment perspective

Review aimed at identifying that characteristics and effectiveness of job retention interventions. The review identified 9 studies via a
literature review (that met the inclusion criteria), and additional studies through contact with subject matter experts. All studies were
quantitative, four used a RCT methodology, two a semi or non-randomised control group and three no control groups at all.

Most studies reported that job retention measures were effective, and all studies looking at work accommodation interventions reported
positive results. In contrast, studies measuring self-efficacy reported mixed results.

Intervention methods included:

Assessment, education, group discussion

Psychosocial assessment, education, counselling

Education, peer interaction

Assessment of work barriers and accommodation needs, training, including role-playing

Useful study in terms of this topic.
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(Waddell & Concepts of rehabilitation for the management of common health problems

Burton 2004)  (This review, undertaken for the Department for Work and Pensions, explored concepts of rehabilitation for common health problems:
musculoskeletal, mental health and cardio-respiratory). “The stereotype of disability is a severe medical condition with objective evidence of

Copceptual disease and permanent physical or mental impairment (e.g. blindness, severe or progressive neurological disease, or amputation). In fact,

review

most sickness absence, long-term incapacity for work and premature retirement on medical grounds are now caused by less severe mental
health, musculoskeletal and cardio-respiratory conditions. These ‘common health problems’ often consist primarily of symptoms with limited
evidence of objective disease or impairment. Importantly, many of them are potentially remediable and long-term incapacity is not inevitable.
Rehabilitation has traditionally been a separate, second-stage process, carried out after medical treatment has no more to offer yet recovery
remains incomplete: the goal was then to overcome, adapt or compensate for irremediable, permanent impairment. That approach is
inappropriate for common health problems, where the obstacles to recovery are often predominantly psychosocial in nature rather than the
severity of pathology or impairment. In this situation, rehabilitation must focus instead on identifying and overcoming the health,
personal/psychological, and social/occupational obstacles to recovery and (return to) work.

This implies that rehabilitation can no longer be a separate, second stage intervention after ‘treatment’ is complete. The evidence shows that
the best time for effective rehabilitation is between about 1 and 6+ months off work (the exact limits are unclear). Earlier, most people
recover and return to work uneventfully: they do not need any specific rehabilitation intervention and the priority is not to obstruct natural
recovery. Later, the obstacles to return to work become more complex and harder to overcome: rehabilitation is more difficult and costly, and
has a lower success rate. To take maximum advantage of this window of opportunity and minimize the number going on to long-term
incapacity, rehabilitation principles should be an integral part of good clinical and occupational management:

Common health problems are not only matters for health care, but much broader public health issues of ‘health at work’. Sickness absence
and return to work are social processes that depend on work-related factors and employer attitudes, process and practice. This requires
employers, unions and insurers to re-think occupational management for common health problems: addressing all of the health, personal and
occupational dimensions of incapacity, identifying obstacles to return to work, and providing support to overcome them. The same principles
are equally applicable to job retention, early return to sustained work and reintegration.

This should not obscure the importance of the individual’s own role in the management of common health problems. Rehabilitation is an
active process that depends on the participation, motivation and effort of the individual, suppored by health care and employers.

Action depends on accepting ownership of the problem. Everyone — workers; employers, unions and insurers; health professionals;
government and the taxpayer — has an interest in better outcomes for common health problems. Effective management depends on getting ‘all
players onside’ and working together to that common goal. This is partly a matter of perceptions (by all the players). It requires a fundamental
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shift in the culture of how we perceive and manage common health problems, in health care, in the workplace, and in society.
Better management and rehabilitation of common health problems is possible, can be effective, and is likely to be cost-effective.” (pp 3-4).
(see also Tables 1, 3 and 4).

(Waddell & Is work good for your health and well-being?

Burton 2006)  (This review for the Department for Work and Pensions covered common health problems in general, not just musculoskeletal problems).

Best evidence
synthesis

“The review focused on adults of working age and the common health problems that account for two-thirds of sickness absence and long-
term incapacity (i.e. mild/moderate mental health, musculoskeletal and cardio-respiratory conditions).” (p. vi).

For convenience, the section relating to mental health problems is reproduced here verbatim:

“* Emotional symptoms and minor psychological morbidity are very common in the working age population: most people cope with these
most of the time without health care or sickness absence from work [.....]

* People with mental health problems are more likely to be or to become workless (sickness, disability, unemployment),with a risk of a
downward spiral of worklessness, deterioration in mental health and consequent reduced chances of gaining employment [.....]

* There is a general consensus that work is important in promoting mental health and recovery from mental health problems and that losing
one’s job is detrimental [.....]

There is limited evidence about the impact of (return to) work on (people with) mild/moderate mental health problems, despite their
epidemiological and social importance.However, there is much more evidence on ‘stress’, which may be the best modern exemplar of
common mental health problems.” (p. 22)

(Findings in respect of musculoskeletal problems are in Table 1, stress in Table 3, and generic issues in Table 4).

(Waddell et
al. 2008)

Best evidence
synthesis

Vocational rehabilitation: what works, for whom, and when?

“This review has demonstrated that there is a strong scientific evidence base for many aspects of vocational rehabilitation. There is a good
business case for vocational rehabilitation, and more evidence on cost-benefits than for many health and social policy areas.

Common health problems should get high priority, because they account for about two-thirds of long-term sickness absence and incapacity
benefits, and much of this should be preventable. Vocational rehabilitation principles and interventions are fundamentally the same for work
related and other comparable health conditions, irrespective of whether they are classified as injury or disease. ....

Healthcare has a key role, but vocational rehabilitation is not a matter of healthcare alone — the evidence shows that treatment by itself has
little impact on work outcomes. Employers also have a key role - there is strong evidence that proactive company approaches to sickness,
together with the temporary provision of modified work and accommodations, are effective and cost-effective. (Though there is less evidence
on vocational rehabilitation interventions in small and medium enterprises). Overall, the evidence in this review shows that effective
vocational rehabilitation depends on work-focused healthcare and accommodating workplaces. Both are necessary: they are inter-dependent
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and must be coordinated.

The concept of early intervention is central to vocational rehabilitation, because the longer anyone is off work, the greater the obstacles to
return to work and the more difficult vocational rehabilitation becomes. It is simpler, more effective and cost-effective to prevent people with
common health problems going on to long-term sickness absence. A ‘stepped-care approach’ starts with simple, low-intensity, low-cost
interventions which will be adequate for most sick or injured workers, and provides progressively more intensive and structured interventions
for those who need additional help to return to work. This approach allocates finite resources most appropriately and efficiently to meet
individual needs.

Effective vocational rehabilitation depends on communication and coordination between the key players — particularly the individual,
healthcare, and the workplace.

There is strong evidence on effective vocational rehabilitation interventions for musculoskeletal conditions. For many years the strongest
evidence was on low back pain, but more recent evidence shows that the same principles apply to most people with mostcommon
musculoskeletal disorders.Various medical and psychological treatments for anxiety and depression can improve symptoms and quality of
life, but there is limited evidence that they improve work outcomes. There is a lack of scientific clarity about ‘stress’, and little or no evidence
on effective interventions for work outcomes. There is an urgent need to improve vocational rehabilitation interventions for mental health
problems. Promising approaches include healthcare which incorporates a focus on return to work, workplaces that are accommodating and
non-discriminating, and early intervention to support workers to stay in work and so prevent long-term sickness.

Current cardiac rehabilitation programmes focus almost exclusively on clinical and disease outcomes, with little evidence on what helps work
outcomes: a change of focus is required. Workers with occupational asthma who are unable to return to their previous jobs need better
support and if necessary retraining.” (pp 5-6)

“1. Vocational rehabilitation is whatever helps someone with a health problem to stay at, return to and remain in work. It is an idea and an
approach as much as an intervention or a service.

2. This review has demonstrated that there is now a strong scientific evidence base for many aspects of vocational rehabilitation.

3. There is a good business case for vocational rehabilitation, and more evidence on cost-benefits than for many health and social policy
areas.

4. Common health problems should get high priority, because they account for about two-thirds of long-term sickness absence and incapacity
benefits and much of this should be preventable. Return-to-work should be one of the key outcome measures.

5. Vocational rehabilitation depends on work-focused healthcare and accommodating workplaces. To make a real and lasting difference, both
need to be addressed and coordinated.

6. Most people with common health problems can be helped to return to work by following a few basic principles of healthcare and
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workplace management. This can be done with existing or minimal additional resources, and is low cost or cost-neutral. Policy should be

directed to persuading and supporting health professionals and employers to implement these principles.” (p. 8)(This review was a policy
document for the UK cross-sector Vocational Rehabilitation Task Group. It covered common health problems in general, not just
musculoskeletal problems). (See also Tables 1,3, and 4).
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(Aust et al. When workplace interventions lead to negative effects: Learning from failures
2010) Multiple unit study of psychosocial work conditions intervention. Used participative approach to develop interventions on the basis of an

Multiple unit
study

initial survey (like management standards) and unit-leaders given access to leadership development. Data extraction on process evaluation is
limited to analysis of minutes from working group meetings to implement changes, notes form researchers on meetings and few quantitative
questions in a survey.

In general, psychosocial work conditions deteriorated in the intervention groups, including on measures of leader-member relationships, and
there was no impact of the intervention on indicators of psychological well-being. Findings indicated a differential take up of leadership
training, very poor implementation of working groups to establish changes and a rapid drop in motivation for changes.

The lack of implementation was blamed for these effects. This may have been because of insufficient follow-up from working groups but also
because other units/hierarchical levels did not assist in the implementation of changes. Researchers also blame low intensity leadership
coaching as being insufficient to improve leadership and that more sessions were needed (most unit leaders attended three or less sessions).
The lack of support for working groups from unit-leaders was also blamed, both in facilitating with organising workshops and helping with
implementations.

"another important element for participative interventions in the workplace is a clear structure of the intervention process, for example
helping a working group to define goals, set deadlines and follow up on them." p 117

Also, working groups were not aware a group of consultants (change agents) were available for help.

It seems a structured and supportive participative change process that is supported and facilitated by leaders who prioritise the process is
required (fundamentals of project management it seems). However, conclusions are limited due to the low quality of process data collected.

(Awa et al.
2010)

Review

Burnout prevention: A review of intervention programs

Evaluation of burnout prevention programs at the workplace or elsewhere "25 primary intervention studies were reviewed. Seventeen (68%)
were person directed interventions, 2 (8%) were organization-directed and 6 (24%) were a combination of both interventions types. Eighty
percent of all programs led to a reduction in burnout. Person-directed interventions reduced burnout in the short term (6months or less), while
a combination of both person and organization-directed interventions had longer lasting positive effects (12 months and over). In all cases,

3 These evidence tables have been prepared by Kevin Daniels and Nadine Mellor. Content has been collated from open source literature, but the number and diversity of sources has
meant it has not been practicable to seek permission for reproduction from each individual original author / publisher. In collating this content, the authors that have prepared this table
make no claim to any third party copyright and acknowledge the rights in the respective text entries as belonging to the original authors / source publications. References to the original
source literature are provided. Any use of content from the literature was intended as "fair dealing" for the purposes of research under the UK Copyright, Designs and Patents Act 1988.
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positive intervention effects diminished in the course of time." p 184. Most studies were RCTs (14) or non-equivalent control group designs
(9). Most (88% of studies) involved workers or those in vocational training. Two studies involved rehabilitation.

Person-directed interventions included cognitive behavioural training, psychotherapy, counselling, adaptive skill training, communication
skills training, social support, relaxation exercises or recreational music making amongst others.

Organization-directed interventions included work process restructuring, work performance appraisals, work shift readjustments and job
evaluation.

17 studies registered a statistically reliable decrease in burnout, 1 individually focused study registered a statistically reliable increase in
burnout (a weaker study with an odd intervention based on didactic/interactive teaching).

Only 2/3 organisational interventions were effective (the ns study was the only RCT), but all 6 combined person- and organisation-directed
interventions were (including three RCTs).

Organisational and combined interventions appeared to have longer lasting effects. Noted that the only intervention to have an effect over one
year included refresher sessions.

Suggest combined person/organisation interventions with refresher courses are better.

(Bal & Van Psychological contract breach and job attitudes: A meta-analysis of age as a moderator
Der Velde Meta-analysis of 36 studies (N=17,333) of psychological contract breach and job satisfaction. Most of the relationships examined were cross-
2008) sectional. There is a consistent negative correlation between psychological contract breach and job satisfaction (r = 0-.43 across studies).

Meta-analysis

(Bambra et al. The psychosocial and health effects of workplace reorganisation 2. A systematic review of task structuring interventions

2007) Systematic review of 19 interventions with randomised and non-randomised control groups. Concludes interventions that promote autonomy
might be the most effective — although not all interventions reviewed were effective and some of the evidence cited in favour of improving

Systematic autonomy came from studies that reduced autonomy (hardly the same thing).

review

(Bambra et al. Shifting schedules: the health effects of reorganizing shift work

2008b) Systematic review of 26 studies of organisational strategies to counteract negative effects of shift work, most of which included a non-
equivalent control group. Most interventions had neutral or positive effects - but sample sizes tended to be small and there were some weak

Systematic designs.

review Switching from slow (6-7 shifts) to fast (3-4 shifts) rotation was generally associated with benefits (although two studies found some, but
inconsistent) negative effects. Authors conclude changing from backward (night, afternoon, morning) to forward rotation (morning,
afternoon, night) can be beneficial - one study indicated benefits for cardiovascular functioning and another for health behaviours - but there
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was limited evidence for an impact on subjective well-being. Self-scheduling of shifts seemed to have benefits for well-being in all three
studies examined.

(Therefore, self-scheduling of shifts for shift workers seems to benefit well-being the most and fits well with theories concerning the benefits
of worker control).

(Bambra et al.
2008a)

Systematic
review

A hard day’s night? The effects of compressed working week interventions on the health and work-life balance of shift workers: a
systematic review

Systematic review of 40 observational studies of compressed working weeks (CWW) specific to shift workers "popular organisational level
intervention is changing the hours of shift work by introducing a Compressed Working Week (CWW). The CWW is an alternative work
schedule in which the hours worked per day are increased, whilst the days worked are decreased in order to work the standard number of
weekly hours in less than five days. The most popular forms of CWW are the 12-hour CWW, the 10-hour CWW and the Ottawa system.18
The 12-hour CWW involves four 12-hour shifts (day, night) over four days with three or four days off. Under a 10-hour CWW, four 10-hour
shifts are worked followed by three days off. The Ottawa system consists of three or four 10-hour morning or afternoon shifts spread over
four days, then two days off. This is followed by a block of seven eight-hour nights, then six days off" p 765. Data tended to be self-report.
Most studies found improvements or no change in health - with only two reporting negative impacts. More studies reported benefits for work-
life balance but there were some studies reporting adverse effects for work-life balance. Most studies found no organisational benefits.
(Although the evidence based is limited, CWW does not seem a viable working pattern for CHPs).

(Becker &
Huselid 2006)
(Conceptual
review)
(Combs et al.
2006)

(Meta-
analysis)
(Delaney &
Huselid 1996)
(Guthrie
2001)
(Huselid
1995)

(3 empirical

Strategic human resources management: Where do we go from here?

How much do high performance work practices matter? a meta-analysis of their effects on organizational performance?

The impact of human resource management practices on perceptions of organizational performance
High-involvement work practices, turnover, and productivity: Evidence from New Zealand
The impact of human resource management practices on turnover, productivity, and corporate financial performance

High performance work systems (HPWS) refer to an integrated system of human resource management practices that have been consistently
linked to better firm performance (Becker & Huselid, 2006; Combs et al., 2006). Within these broad parameters, HPWS have been
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papers)

characterized as comprising several of the following practices (see e.g., Becker & Gerhart, 1996; Combs et al., 2006; Delaney & Huselid,
1996; Guthrie, 2001; Huselid, 1995): high investment and selective recruitment and selection; contingent rewards, based on performance or
skills and possibly administered through profit-sharing or employee stock ownership; job design, including self-managing work teams, job
rotation, flexible work, and skilled work; decentralized decision making and participation reflected in information sharing, suggestion
schemes, attitude assessment, and problem-solving groups; investment in training; formal, internal and merit based career structures; total
quality management; job analysis; performance management and appraisal systems; conflict resolution and grievance procedures; human
resource planning; and employment security. Conceptually, these practices appear to be related to developing employee skills (e.g., selection,
training), empowering employees to use those skills (e.g., job design), motivating employees (e.g., contingent pay), and facilitating
information exchange (e.g., Combs et al., 2006). Some of the features of HPWS are consistent with notions of Good Jobs (e.g. autonomy,
skill use). There is consistent evidence that HPWS are related to better organizational performance and productivity (Coombs et al., 2006).

(Biron et al.

2006)

Conceptual
paper

Risk assessment of occupational stress: Extensions of the Clarke and Cooper approach

Level of risk is calculated based on the exposure level of a hazard and on the level of negative consequences associated with this exposure
plus factors in coping. (note unlike Management Standards that assesses exposure only). Indicates exposure to workplace stressors can be
conceptualised as chronic (as in Management Standards, but this is a rather than view of stressors as conditions rather than discrete events
or chains of events, which is more consistent with transactional models of stress).

p 419 "E is the perceived level of stressor (exposure) and C is the correlation (R2) between stressor level and stress outcome (consequences).
For measuring the impact of risk factors on a variety of stress outcomes, a regression of stress exposure for each risk factor on stress
outcomes is computed and the variance explained in the risk factor (R2) constitutes the perceived level of consequences"

Suggest improving this by incorporating coping as so:

"The product of the interaction between exposure and coping (EK) could be computed and used in the calculation of the stress consequences:
risk" p 421

Suggest:

a) Compute mean exposure level for a group (E) on a standardised 0-10 scale;

b) Compute mean level of nonadaptive coping (K)

c¢) Compute the product of risk exposure and nonadaptive coping for each person;

d) Run a regression analysis on each outcome, which includes linear, interactive and curvilinear terms (note, this assumes a decent sample
size, access to software and statistical analysis skills beyond most people with MScs in occupational psychology or healthcare practitioners)
e) Take the percentage of variance accounted for from each regression analysis for each risk factor and its interaction with coping

f) Use the output of step e) and multiply by the output of steps a) and b) to get a score from 0-100 for each risk factor

g) Rank the risk factors

p 422 "Among the advantages of this approach, it allows a consultant or a researcher to compare assessed risk factors within an occupational
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group and an organization, in order to identify those factors associated with the highest risk and probability of impact on organizational
health."

(Note, this technique is for very technically advanced consultants and large organisations. So while putting coping, exposure and
consequence into the judgements are more consonant with theory, the technique is far too advanced for general application. Moreover, the
technique is dependent upon a sophisticated and accurate assessment of coping (or at least coping potential). Also, the approach to coding
coping presumes some forms of coping are adaptive and others are not, and the coping assessed does not cover the full range of what people
do (much in the same way that standardised questionnaires to assess psychosocial hazards do not cover the full range of hazards)

The approach also assesses consequences within organisations. If there is a large degree of ill health within an organisation, then C will be
limited due to range restriction in the dependent variables. This might be problematic for the technique.To be fair, the authors note some
limitations to the approach. Including coping in the assessment of risk is important to determine what hazards people can self-regulate, but
methodologies of this nature are not viable for the target population).

(Broughton et Managing stress and sickness absence

al. 2009) Qualitative evaluation based on extensive data collected through three distinct methods, including 1300 questionnaires, 500 interviews and 9
case studies - mainly focused on MS and sickness absence in relation to SIP2.

Qualitative Of relevance to managing/preventing CHPs, the report notes the following.

study SIP2 included workshop, a telephone helpline, masterclasses, HSE worksite visits. Participants seemed to view the workshop and

masterclasses positively, but did not use the helpline preferring to consult websites. Notes that continuing HSE support through such events
might be important in helping to embed changes.

Barriers to implementation identified included lack of resources, lack of knowledge, lack of commitment. Notes it is difficult to assess
concrete impact of the MS.

Stakeholders in organisations in SIP2 seemed to have a positive view of MS (cf. Table 3: Tyers et al assessment of SIP1), but noted MS
offered little help in managing those that had developed stress-related complaints and for non-work related problems. Transferring knowledge
of problems into interventions seemed to be difficult. Noted that SIP2 implementation allowed organisations to be more flexible.

Identifies line manager training in H&S policies, plus good H&S policies important for implementation of good management practice.
Recognises senior management commitment and resources are difficult to obtain but important for implementation success, especially
because of competing priorities and perception that 'hard' financial matters are more pressing. Indicates the importance of issues related to
supportive organisational cultures.

(Butts et al. Individual reactions to high involvement work processes: Investigating the role of empowerment and perceived organizational

2009) support
Cross-sectional survey of 1723 employees. Findings suggest that employee perceptions of high performance work systems (HPWSs) lead to

Original study perceived empowerment, which in turn leads to higher job satisfaction, lower job stress symptoms, higher commitment and higher perceived
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performance. The relationships between job stress symptoms, higher commitment and higher perceived performance were stronger when
employees perceived high support from the organisation, suggesting HPWS are most effective when accompanied by high levels of support.
(Topa Psychological contract breach and outcomes: Combining meta-analysis and structural equation models
Cantisano et  Meta-analysis of 23 studies (N=4395) of psychological contract breach and job satisfaction. Most or all of the relationships examined were
al. 2008) cross-sectional. Perceived psychological contract breach is the perception that expectations concerning mutual obligations and benefits in the

Meta-analysis

exchange relationship between employer and employee have been broken, i.e., what the employee was promised in return for certain
obligations was not received. Note, this is not necessarily just about careers, remuneration but can include promises of skill development,
interesting work etc. Consistent negative correlation between perceived psychological contract breach and job satisfaction (r =-0.38).

(Cass et al.
2002)

Meta-analysis

Health and Employment: A review and meta-analysis study (HERMES)

Large scale meta-analysis of cross-sectional self-report studies. Therefore good sample size but analysis of methodologically weak research.
Concludes supervisor support, job control, job security and working hours all have statistically reliable associations with indicators of health,
but these tend to be on the small side (1.08] r [.19).

(Conn et al.
2009)

Meta-analysis

Meta-analysis of workplace physical activity interventions

Meta-analysis of workplace physical activity interventions (n > 38,000, k . 200).

Range of interventions included: "Interventions were more often delivered at the workplace (s51) than in other locations (s21). Nearly all of
the studies recruited subjects at the worksite (s121). Only 32 papers reported that interventions were delivered during employees’ paid time.
Most studies used interventionists employed by the research project (s101) instead of workplace employees. Only six studies reported
including an organizational-level policy change, such as providing free or reduced memberships to fitness centres not located at the worksite.
Twenty-six studies involved workplace employees in designing interventions. Thirty-eight papers reported on interventions that included
fitness facilities at the worksite. Supervised exercise was used in 27% of the studies while 80% used motivational or educational sessions." p
332. Significant positive effects were found for physical activity behaviour; fitness; lipids; anthropometric measures (e.g. weight, BMI); work
attendance; job stress; and mood. Effects on most variables were substantially heterogeneous because diverse studies were included. A
variety of designs were used, including simple pre-post-test designs with no control group. For stronger pre-post test two-group designs,
effect sizes were still statistically reliable (p<.05), apart from indicators of quality of life (marginal at p<.10) and job stress, work attendance
and job satisfaction.

(Therefore, overall although there is evidence that physical activity interventions might improve CHPs, there is no compelling evidence and
the variety of potential interventions makes it difficult to specify what should be included. On the other hand, physical activity is good).

(Corbiere &
Shen 2006)

A systematic review of psychological return-to-work interventions for people with mental health problems and/or physical injuries
Systematic review of 14 psychological return-to-work (RTW) interventions for people with mental health problems and/or physical injuries
(mainly MSDs). (Note is general in approach). Only 2 studies focused on mental health, the rest on MSDs. Most studies focused only on
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Systematic individual and only half had control groups.
review The most popular interventions were cognitive behavioural, including coping strategies, problem-solving strategies, and belief/attitude

adjustments. Generally these were effective in RTW and promoting mental health, including for people with physical problems such as
MSDs. "cognitive behavioural RTW interventions were found to be promising for treating mental health problems in people with
musculoskeletal injuries, people with adjustment disorders, and even people with other mental health problems. However, the type of CBT
used in these studies varied in both length and content, which ranged from improving coping skills to developing problem-solving
strategies."p284

Other key interventions include communication between stakeholders and the involvement of each framework level (i.e., individual, group,
and organization) in the RTW process, supported by follow-up in the community. Very limited evidence to suggest communication and
involvement of stakeholders important because of limited number of studies.

(Corbiere et
al. 2009)

Systematic
review

A systematic review of preventative interventions regarding mental health issues in organization

Systematic review of various interventions for work-related stress, including mental health. Identified 24 studies. Quality of studies was high
(mainly RCTs or non-equivalent control group design). Interventions mainly included coping or other skills training or changes related to job
redesign. Concluded only 42% of studies had positive effects on work-outcome measures (mainly perceptions of the work environment). 67%
of the interventions had a positive effect on mental health outcomes. So although interventions are not guaranteed to work, the odds slightly
favour an improvement. Conclude that interventions should include supervisor training for preventing mental health problems in the
workplace. Also conclude that participatory approaches are more effective, and these could be extended to include families as stakeholders

(Crawford et
al. 2010)
Narrative
review

The healthy safety and health promotion needs of older workers
Notes limited evidence base (two studies) on work place health promotion for older workers (who might be a specific age-related risk)

(Danford et
al. 2008)

Original study

Partnership, high performance work systems and quality of working life

Cross-sectional survey of 2577 employees from six establishments. Findings: Job satisfaction associated with perceptions of fair treatment,
consultation, job security, team decision making, higher levels of job responsibilities but negatively with workload. Job stress is associated
with lower job satisfaction, perceptions of less fair treatment, higher levels of consultation, higher levels of team decision making, less
training, higher levels of job responsibilities, higher job demands. (That job satisfaction was controlled in the equations predicting job stress
means the overall effects of some aspects HPWSs on stress is unclear, and may be artefacts of shared variance between job stress and
satisfaction. Moreover, the authors did not control for the hierarchical nature of the sample (participants within firms), rendering significant
tests suspect (probably too liberal).

(Daniels

Stress and well-being are still issues and something still needs to be done: or why agency and interpretation are important for policy
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2011)

Narrative
review

and practice

Places emotional reactions to work as a key mediator between work and well-being/stress-related symptoms (including some aspects of
CHPs). Concludes job characteristics/work environment models are not adequate basis for explaining emotional reactions to work. Instead
reviews small evidence base (which includes some powerful longitudinal and diary designs) that suggests people’s appraisals of work and
events at work for their goals and well-being provides a better explanation. Also reviews a small evidence base indicating discretion over
breaks at work and job autonomy/social support used for problem-solving can foster effective coping with adverse work events. Indicates
emotional suppression is probably bad for well-being, but its converse — emotional expression — has complex and probably
mediated/moderated relationships with well-being that are not understood. Concludes job redesign/organisational level interventions have
little evidence to support universal effectiveness. Indicates standardised questionnaires have limited ability to detect psychosocial risks, as
psychosocial risks are experienced and described in categories specific to workplaces rather than through researcher pre-defined categories.
Indicates assessment might need to expand to include issues around personal goals, appraisals and coping potential. Indicates the way
workers shape their own work and interventions need to be attended to. Suggests a number of ancillary interventions, including training in
relevant coping (e.g., problem-solving, recovery), management training and changes in managerial reward systems, communities of practice
(see organisational learning literature), performance appraisal, more comprehensive involvement of workers in defining and shaping
interventions. Workplace should enable workers to pursue personal goals (not at expense of others or organisational goals — hence
management and especially performance appraisals are important) and regulate own affective experience and symptoms. Job control and
social support identified as important in allowing this self-regulation. Is the only review to consider how to allow individuals with
illness/disability to regulate workplace — indicating they should be able to shape their work to make them feel comfortable. (see also table 4)

(de Bloom et
al. 2009)

Meta-analysis

Do we recover from vacation? Meta-analysis of vacation effects on health and well-being

Recovery during vacations based on effort-recovery theory and allostatic load theory - essentially based on psycho-physiological unwinding
and recuperation. Examines 7 longitudinal studies, generally with assessment of psychological or general well-being in mainly healthy
samples.Vacations had a small positive effect on well-being and related variables (d = 0.43) - beneficial impacts were larger on exhaustion
and health complaints. There was a fade-out effect, as benefits dissipated over 2 - 4 weeks (not surprising really). Only one study assessed
vacation experiences but indicated positive vacation experiences and not reflecting negatively about work were related to better well-being
after vacation.

(Suggest some advice concerning holidays - indicating people should focus on enjoying themselves rather than reflecting on being away and
having to return to bad work. If work is generally good, such reflections may be less likely in the first place).

(de Lange et
al. 2003)

Systematic

“The very best of the millennium”’: Longitudinal research and the demand-control-(support) model
Review of longitudinal studies of Karasek and Theorell’s Demands-Control-Support model. Indicates jobs with high control, high support
and low demands are probably best for health (NB findings from Fergusson et al., 2006 meta-analysis: Table 3)
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review
(Egan et al. Reviewing evidence on complex social interventions: Appraising implementation in systematic reviews of the healthy effects of
2009) organisational-level workplace interventions

Systematic review of 18 interventions focused on control and participation (including some without control groups, but others did have no
Systematic randomised control groups). Concluded such interventions can be effective, but not all interventions were effective, not all health indicators
review changed in the predicted direction and two studies indicated a deterioration in health (Egan et al attributed this to restructuring post hoc)

(Fergusson et
al. 2006)

Meta-analysis

The relative contributions of work conditions and psychological differences to health measures: a meta-analysis with structural
equations modelling

Meta-analysis of 10 longitudinal studies of self-report psychological and physical symptoms and job characteristics. Found self-reports of job
characteristics predicted subsequent changes in reports of psychological symptoms only after controlling for baseline symptoms and
personality. Found self-reports of job characteristics had no relationship with subsequent reports of physical symptoms after controlling for
baseline symptoms and personality. Found negative oriented personality was related to subsequent symptoms (psychological and physical)
after controlling for baseline symptoms and job characteristics: Negatively oriented personality had a stronger relationship with symptoms
than self-reports of job characteristics. Concluded individually focused interventions need to supplement organisationally focused
interventions (this does not imply therapy but could include health promotion and risk communication).

(Franche et al.
2005)

Narrative
review.

Workplace-based return-to-work interventions: Optimizing the role of stakeholders in implementation and research

Discussion focuses on musculoskeletal disorders (MSD). Notes some work (e.g. high task specialisation, physical work for MSDs) may
prevent return to work (RTW). Notes that safety- and people-oriented cultures and senior management teams are associated with RTW
programmes. Bureaucracy is associated with fewer RTW programmes.

Recommend including multiple stakeholders in RTW interventions - including workers and their families, union representatives, supervisors
and corporate managers, healthcare providers, and insurers. Claim it is unreasonable to expect different stakeholders to change their
motivations but it is reasonable to accept them to tolerate some deviation from their own preferred position by "[e]stablishing clear
parameters of optimal levels of involvement of stakeholders, 2) Increasing communication among stakeholders,3) Decreasing sources of
miscommunication and misinformation, and 4) Increasing stakeholders’ awareness of other stakeholders’ paradigms" p 531

Suggests involving supervisors, given their knowledge of incumbent’s work roles, their ability to spot problems and offer support. Suggest
enhancing supervisors' roles through relevant training. Note this is all fine provided supervisor targets for work unit performance are adjusted
to take into account accommodations - to adjust for this, it is suggested to include disability management practices in supervisors'
performance appraisal.

Suggests involving insurers through case managers but adds the following conditions: "[f]irst, case managers must have sufficient authority to
recommend work restrictions and accommodations in consultation with care providers. Second, case managers must have sufficient time and
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resources to view the physical work environment, engage the worker and supervisor in collaborative problem-solving, and facilitate
individualized accommodations" p 534.

Also suggests structured protocols, checklists, guides and workshops might be helpful. Also notes "[s]everal processes in RTW interventions
may benefit from formalization: information campaigns about the program, evaluation of workers’ functional capacities, regular contact with
workers absent from work, worker-oriented follow-up and program evaluation" (p 535)

Indicates improving communication between stakeholders, clear articulation of individual priorities and subsequent facilitated interactions are
important for programme success. Also indicates workplaces need financial and regulatory motivations to put programmes in place.

(Generalisability - SAW may be an issue, as might be generalising from MSDs to stress. Little guidance on timing of involvement of
stakeholders too).

(Gilbody et Can we improve the morale of staff working in psychiatric units? A systematic review

al. 2006) Examined strategies to improve morale and reduce burnout. Interventions were mainly group administered. Identified 8 intervention studies

(3 RCTs, 3 controlled clinical trials, 2 non-equivalent control group designs). Educational interventions designed to enhance
Systematic skills/competency showed positive effects on at least one outcome of interest. Psychosocial interventions for work-based support for staff
review with difficulties were effective (one US study, a small UK study was poorly implemented with low managerial support). Concludes

organisational interventions show potential, with some positive findings on reducing sickness absence (2 studies) and improving job
satisfaction (1 study). Findings limited by short-term follow-ups. Note also indicates importance of multi-component interventions because
not all outcomes were shown to change and like in other reviews, there is no rationale to expect some changes but not others.

(Hornung et  Creating flexible work arrangements through idiosyncratic deals
al. 2008) Cross-sectional survey (n = 887). Found that i-deals (workers negotiating the content of their jobs) to work more flexibly were associated
with less work-family conflict and less overtime. But i-deals focused on career/skills development were associated with greater work-family

Original study conflict and overtime. Insofar the work-family conflict can be considered implicated in the stress process, the results are relevant to some
degree.

(Hornung et Why supervisors make idiosyncratic deals: antecedents and outcomes of i-deals from a managerial perspective

al. 2009) Cross-sectional survey of 263 supervisors. Supervisors were more likely to grant career/skills development i-deals and flexible working i-
deals to employees they perceived to be higher in initiative. Supervisors were more likely to grant workload reduction i-deals to employees

Original study they thought the organisation had unfulfilled obligations towards. Flexible working i-deals were associated with supervisors' perceptions of
work-life balance. Constraints were negatively related to flexibility and workload reductions i-deals..

(Hornung et Beyond top-down and bottom-up work redesign: Customizing job content through idiosyncratic deals
al. 2010) Cross-sectional surveys (study 1, n = 189, study 2 n = 135). Found that task i-deals (workers negotiating the content of their jobs) were
associated with positive job characteristics (control, complexity - both studies) and minimisation of stressors (tested in study 2 only). Good
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Original study

relationships with supervisors were associated with task i-deals. Task i-deals had a positive relationship with work engagement (vigour,
dedication and absorption) which was mediated control, complexity and stressors (tested in study 2 only)

I-deals related to the content and characteristics of jobs “they should be considered as supplements rather than substitutes for systematic top-
down efforts. Systematic efforts to design intrinsically motivating jobs can be improved both by active employee involvement in the broader
process and by local negotiations to better align jobs with individual and organizational needs. Task i-deals can also serve as pilot tests for
future redesign activities or be used when managers and workers refine broad-scale changes to make them more applicable locally. ....
Attention to justice issues is essential to effective use of i-deals” (p. 210)

(Howell et al.
2007)

Meta-analysis

Health benefits: Meta-analytically determining the impact of well-being on objective health outcomes

Meta-analysis of 150 methodologically strong studies (experimental, ambulatory, longitudinal) of subjective well-being and objective health
outcomes. Well-being was associated with better health in healthy samples only across a range of indicators — however, range restriction
might explain this and that only a small number of studies looked at unhealthy samples). Well-being was related to better disease/symptom
control in unhealthy sample.

(Jordan et al.
2003)

Review and
empirical
study

Beacons of excellence in stress prevention

Systematic review to identify examples of good practice and primary case studies. Suggest the following principles of good practice: senior
management commitment, participative approach, development of stress management action plan, on-going risk and task assessment, work-
related (first line) and worker-related (second line) interventions, ‘wide target’ interventions integrated into wider management initiatives,
adequately resourced (financial, human, time) groups responsible for management that are integrated with the wider human resources
function and senior management.

(Joyce et al.
2010)

Systematic
review

Flexible working conditions and their effects on employee health and well-being

Examined the effects of flexible working conditions on physical, mental and general health and well-being. Flexible working conditions
include self-scheduling/flexibility of shift work, flexitime and overtime, contractual flexibility (partial/gradual retirement, part-time work,
fixed term contract). NB physical flexibility (teleworking) not reviewed nor was job sharing. Conclusions are limited by the studies’ designs
and reliance on self-reports.

10 controlled before and after studies (NB no RCTs but most studies had non-equivalent control group designs) were included in a narrative
review. Self-scheduling of shifts tended to be associated with improvements in health (4 studies - mostly fatigue related, but also other
indicators and health behaviours), as was gradual/partial-retirement (2 studies). Other forms of temporal flexibility did not have an effect on
outcomes (2 studies - mostly general/mental health). All forms of contractual flexibility other than partial retirement had equivocal or no
impact on health. Contractual flexibility - which can relate to a lack of job security - is not recommended for CHPs. Self-scheduling of shifts -
which relates to worker control - might be useful.

(Kerr et al.

HSE management standards and stress-related work outcomes
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2009) An evaluation of HSE's Indicator Tool based on a cross-sectional self-report survey of over 700 health and social services workers. Each of
the six areas has at least one statistically reliable relationship with indicators of psychological well-being after controlling for the other

Original study factors and some basic demographics. Therefore, the study does provide some evidence for the Indicator Tool.

(Kroon et al.
2009)

Original study

Cross-level effects of high-performance work practices on burnout

Cross-sectional survey of 393 employees working in 86 establishments. HPWSs assessed by HR managers working at each establishment.
Find HPWSs were associated with higher levels of job demands, which in turn were associated with higher levels of emotional exhaustion.
Suggests HPWSs can lead to greater work intensification. Indicates there is no role for procedural justice.

(Krupa 2007)

Narrative
review

Interventions to improve employment outcomes for workers who experience mental illness

Narrative and selective review. Examines employee-directed and employer-level interventions for workers with mental illness (with a focus
on depression and anxiety).

Notes those that are working may have access to a range of occupational health services that can help with treatment.

Specific interventions can include:

Early identification/screening systems (may need line manager training to spot problems)

Dynamic evaluations of functional capacity that a performed at work or in simulated work environments - enable assessment of capacity in
relation to a wide range of factors including task requirements, interpersonal interactions and organisational structures. The dynamic element
is meant to capture changes due to recovery, fluctuations in functional status or to identify situations that could provoke a reaction.
Self-awareness counselling - to increase understanding or the illness/disability, personal strengths and limitations, and alter the individual’s
perception that personal efforts can be made to adjust to employment. Other aspects of counselling include reappraisal of work-related issues
in a positive manner, gaining awareness of how the work situation may provoke or trigger features of the disability and developing strategies
to deal with relapse and other relevant issues.

Coping skills training - focused on behavioural competences -- includes stress management, relaxation, energy conservation, assertiveness,
social skills, problem-solving training.

Disclosure training - focused on competences in revealing aspects of the illness experience in the work context. Disclosure is complex as can
affect (perceived) status but can also provide opportunities for accommodations. (Note those with mental ill health may not want to disclose)
(note cannot see why an educational package could not be developed for self-awareness, coping skills and disclosure)

Work hardening — graded programme of strengthening of cognitive and emotional competences through progressively more complex
simulated work (in relation to return to work - might work for real work)

Reasonable job accommodations for interpersonal and cognitive demands - notes that accommodations can adverse effects if work of others
is affected.

Social network development — developing, building an awareness and using natural supports (note depressed individuals do not always want
support so training might be necessary)
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Line manager training on: disabilities associated with mental ill-health, rights and expectations with regard to accommodations, and support
provision.

(Kuoppala et
al. 2008a)

Systematic
review

Work health promotion, job well-being and sickness absences — A systematic review and meta-analysis

Systematic review and meta-analysis of 46 studies of work health promotion. Looked at various interventions - including RCTs. Introduce the
'job well-being pyramid' a hierarchical model in which intervention in areas is assumed (my italics) to affect factors higher up the pyramid
and that major problems at upper levels can be prevented by treating minor problems at lower levels. Not sure the assumptions stack up to the
evidence. One side of the pyramid refers to well-being and illness, one to action and the other to work ability. The well-being side goes (lower
to higher) from leadership, work environment, health and safety climate, well-being, illness and accidents. The action side goes from
development discussion, health promotion, early rehabilitation and rehabilitation. The workability side goes from workability, job
performance, sickness absence, disability pension.

Workplace health promotion addresses groups so may have more efficacy than individual interventions. WHP might target individual
lifestyles, work contents, workplace health and safety hazards, and work organisation.

Conclude that weak to moderate evidence that work health promotion benefits sickness absence, work ability, mental and job well-being but
not physical or general well-being. Exercise interventions seem good for overall well-being, mental well-being, workability and sickness
absence (note, the amount of exercise needed to promote physical fitness is not realistic in worksite health promotions - but it may be
sufficient to increase mental well-being). Sickness absence also seems to be reduced by healthy lifestyle interventions and ergonomics. Work
redesign seems to increase mental well-being and sickness absence. Conclude education and psychological means alone seem ineffective
(note other reviews conclude cognitive-behavioural coping skills training is effective). Conclude work health promotion should target boith
physical and psychosocial environments (note other reviews conclude targeting the environment alone is insufficient - general conclusion
from multiple reviews might be that broad interventions across multiple levels might be more effective).

(Kuoppala et
al. 2008b)

Systematic
review

Leadership, job well-being, and health effects — A systematic review and a meta-analysis

Systematic review and meta-analysis. Examines leadership (considerative, supportive and transformational leadership all seemingly lumped
together under good leadership). Examined 109 studies, of which 94 were cross-sectional. Therefore evidence base is weak. Concludes good
leadership is associated with job satisfaction, well-being, decreased risk of sick leave and decreased risk of early retirement (only two studies
examined this though).

(Lamontagne
et al. 2007)

Systematic
review

A systematic review of the job-stress intervention evaluation literature 1990-2005

Systematic review of intervention studies — but includes studies without control groups (although reports some findings with studies with
control groups separately). Concludes all kinds of intervention (individual or organisational-level) can be effective, but combined
individual/organisational level interventions might show promise for the best kind of intervention.
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(Leana et al.
2009)

Original study

Work process and quality of care in early childhood education: The role of job crafting

Examines job crafting — people altering the content/scope of their jobs - as an individual activity, and as a collaborative activity with co-
workers. Cross-sectional survey (n = 232). Found that individual and collaborative job crafting was related to individual discretion at work,
and supportive supervision and social ties with co-workers were positively related to collaborative job crafting. Found both performance and
job satisfaction are positively related to collaborative job crafting but individual crafting is negatively related to job satisfaction.

(Macky &
Boxall 2008)

Original study

High-involvement work processes, work intensification and employee well-being: A study of New Zealand worker experiences
Cross-sectional survey of 775 employees. Multivariate analyses revealed “higher perceived levels of power, information provision, rewards,
knowledge and training, and teamwork to be associated with higher job satisfaction. Table 2 also shows increased power to act autonomously
to be associated with reduced job-induced stress and fatigue, while receiving rewards tied to performance was associated with lower
imbalance between work and non-work life” p 50. Generally indicates components of perceived HPWSs are associated with better well-
being. Generally, indices of work demands were associated with lower levels of HPWSs.

(Martin et al.
2009)
Meta-analysis

Meta-analysis of the effects of health promotion intervention in the workplace on depression and anxiety symptoms

Looks at workplace health promotion. Meta-analysis of 20 intervention/control comparisons (n = 2640) indicating a small beneficial effect on
anxiety and depression. Interventions focusing directly on mental health (mainly cognitive-behavioural coping skills training) had a similar
effect to interventions focusing on risk factors (e.g. smoking, chronic disease, substance abuse, obesity or inactivity, and poor psychosocial
work climate), indicating a broad range of health promotion programmes might be effective (note indicates a range of approaches are
needed). Long-term follow-up effects are unclear (note other reviews indicate top-ups are necessary)

(Murta et al.
2007)

Systematic
review

Process Evaluation in occupational stress management programs: A systematic review

Systematic review of 52 studies that included process evaluation of individual and organisational stress management interventions.
Concluded “there is insufficient evidence to reliably identify the process predictors of outcomes from SMIs conducted in work organizations.
However, there are a number of noteworthy trends: (1) the greater the involvement and support from supervisors and managers, the better the
intervention implementation and likely outcomes achieved; (2) the smaller the intervention dose delivered, the smaller the chances of altering
organizational climate; (3) the more positively participants perceived the sessions to be and the context in terms of warmth and safe climate,
the greater the likelihood of altering job-related stress; and (4) the more frequent the monitoring of participants’ attitudes toward intervention
and its effects, the more awareness is raised about personal stress. Perhaps, surprisingly, there was no clear evidence that dose received and
attendance were related to outcome." p 252 Note that the conclusions seem to indicate a high intensity intervention is needed but participants
do not necessarily need full exposure to the intervention provided it is high intensity — potentially taking into account individual need with
individually focused interventions. These conclusions may not generalise to organisational interventions.

(Nielsen et al.
2007)

Participants’ appraisals of process issues and the effects of stress management interventions
No control group, longitudinal study of 538 workers experiencing various interventions - team building, training and education and
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Original study

individually tailored programmes. Used limited, single item indicators. Conclude knowledge/information about intervention influences
participation in intervention and influence over the content of the intervention. In turn, these influence appraisal of the quality of the
intervention. Appraisal and information influence perceptions of positive changes in the workplace, which influence stress outcomes and
psychological well-being beneficially.

(Nieuwenhuij
sen et al.
2010)

Systematic
review

Psychosocial work environment and stress-related disorders, a systematic review

Reviews contribution of work-related psychosocial risk factors to stress-related disorders (SRDs). Reviewed prospective cohort studies or
patient-control studies of workers at risk for SRDs. Seven prospective studies were reviewed. Concluded there was strong evidence that SRDs
were predicted by psychosocial risk factors (including job demands, low job control, low co-worker support, low supervisor support, low
procedural justice, low relational justice and effort-reward imbalance). Concluded that review suggests SRDs could be prevented by targeting
the psychosocial work environment. Noted that more prospective studies required for consistent assessments.

(Ontario
Health
Quality
Council 2010)

Narrative
review

A framework for public reporting on healthy work environments in Ontario healthcare settings

Concerned with a framework for reporting on the quality of work environments in healthcare.

Indicates healthy working environment does not just identify hazards but develops capabilities. As well as the usual factors identified in other
reviews identifies features of good professional practice environments, which "blend features of a health-promoting workplace with the
supports and resources health professionals need to work to their full scope of practice. These factors include communication, collaboration,
organizational culture and climate, organizational leadership, nurse manager support and leadership, control over practice, relationships with
physicians, patient-centred values, workload, autonomy and decision making and professional development opportunities” p 11. This
indicates a wider view of assessment is needed.

Notes that better frameworks may include assessments of healthy work environments and their consequences (cf. HSE Indicator Tool),
policies with guidance frameworks, mandatory assessments, metrics integrated with strategy and setting targets to improve
operational/organisational performance, public reporting of results and support for continuous improvement. These conclusions are based on
a review of several healthcare frameworks and singles out the NHS Staff Survey as the best. However, the report does caution that systems
can get too complex and unwieldy. The NHS survey also has over 130 items. Does indicate one survey of 20 items that includes global
assessments of health, mental health, perceived performance, organisational and job satisfaction, absenteeism, presenteeism, plus indicators
of the work environment (presumably mainly single item indicators)

Suggest using global indicators such as absence, injury rates. Suggests assessment framework should: be flexible; use metrics that are
actionable; leverage existing organisational activities. Suggests senior managers should monitor KPIs chosen for their strategic relevance, that
functional managers monitor mid-range indicators (absence, perhaps survey reports) and the HR function monitors the most detailed
indicators revealed through observational measures, analysis of performance appraisals on a monthly basis. This indicates a hierarchy of
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assessment. Suggest the strategic KPIs be presented publicly and annually (in organisational reports), the mid-range indicators be presented to
senior management for discussion quarterly and summary reports of the most detailed indicators. Indicates the hierarchy might fit together as
follows: "the concept of a safe work environment could include: a single KPI in the top tier (lost time injury rate), four to six indicators in the
mid-tier (e.g., lost time injury rate, severity, long-term disability, return to work success rate, WSIB claim costs) and in the most detailed tier,
analysis of the mid-level indicators by demographics and injury type" p 34.

(Randall et al.
2007)

Original study

Participants’ accounts of a stress management intervention

No control qualitative study of 26 healthcare staff exposed to work reorganisation to manage workloads.

Indicates a single intervention might work through various processes, including improving working conditions, by improving colleagues
working conditions, improved processes, improved communications, establishing a better organisational culture. These micro-changes appear
different for different individuals.

Indicates staff participation in the interventions, amount of discussion of participants' needs, visibility of senior management commitment
were important considerations in process as well as confidence and legitimacy to change their behaviour as a result of the intervention in
response to competing demand on participants' time. Also indicates variable time to be exposed to intervention, with some units noticing
changes and benefits before others. Indicates potential importance of staff supporting and managing the intervention as well as as managers
supporting and managing the intervention.

Indicates variation in contexts important - some people said they did not require their workloads to be managed - thus limiting the impact of
the intervention. Others indicated that the nature of some of their critical tasks was such that they could not change their behaviour as
required by the intervention. Indicates people can shape the intervention or simply refuse to comply.

(Based on interviews with just 26 participants, the conclusions are limited. Specific theory in this paper also lacking as was more
exploratory).

(Randall et al.
2009)

Original study

'"The development of five scales to measure employees' appraisals of organizational-level stress management interventions

No control longitudinal study of 188 healthcare staff exposed to work reorganisation into teams.

Suggest process variables related to implementation of stress management can be captured by the following five factors:

1. Line manager attitudes and actions - line management attitudes and actions during the implementation.

2. Exposure to intended intervention - how much of the intervention was experienced

3. Employee involvement - in design and implementation of the intervention.

4. Employee readiness for change - expectations of and readiness for change.

5. Intervention history - the extent to which employees already operated in lines with the intervention.

However, line manager attitudes were most consistently related to outcomes at T2, but most relationships were weakened by inclusion of T1
controls for outcomes. The extent to which the process variables explain the success of interventions is unclear from this original study.
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(Richardson  Effects of occupational stress management intervention programs: A meta-analysis

& Rothstein ~ Meta-analysis of randomised control trials (7 cognitive behavioural, 17 relaxation, 5 organisational, 19 multimodal (very few with an
2008) organisational component), 7 alternative). Organisational level interventions had no associations with improvements in symptoms. Cognitive

Meta-analysis

behavioural interventions had the strongest association with reduced symptoms. Note small number of studies for most interventions and
small overall sample size making it difficult to draw firm conclusions from moderator analyses.

(Rick et al.
2002)

Systematic
review

Review of existing supporting scientific knowledge to underpin standards of good practice for key work-related stressors — Phase 1
This is the review that formed the basis for the Management Standards. Reviewing the best available evidence, with a preference for
intervention studies with randomised and non-randomised control groups — although other designs were included — did not indicate a uniform
pattern of findings of various stressor categories across nine stressors examined (relating to work demands, work scheduling, control over
work processes and skill discretion, the physical environment and social relations at work — including bullying). The reviewers do indicate
that understanding of the processes linking the work environment may need to incorporate individual differences, curvilinear and moderator
relationships. The report’s authors conclude ‘The nature of the limited evidence suggests that it is currently not feasible to issue clear and
simple directives about which stressors are most harmful, at what threshold they become harmful, how they operate, or what can be done to
reduce their levels’ (p 164). They suggest a contextually tailored approach to intervention based on understanding how stressors cause
problems in each specific organisational context. Implication is that assessment should be equally tailored.

(Rousseau et
al. 2006)

Conceptual
review and
theoretical
synthesis

I-deals: Idiosyncratic terms in employment relationships

Idiosyncratic deals or i-deals - "idiosyncratic employment arrangements are special terms of employment negotiated between individual
workers and their employers (present or prospective) that satisfy both parties’ needs" (p. 977) or "i-deals refer to voluntary, personalized
agreements of a nonstandard nature negotiated between individual employees and their employers regarding terms that benefit each party" (p
979). They can be negotiated during recruitment or when in post.

They are mutually negotiated and partially shaped by the worker - so therefore usually require a source of power for the employee (e.g.,
scarce and valued skills) - they are not favouritism (which does not imply employee power to negotiate) and must benefit both employee and
employer. They can include things like authorised flexible working arrangements, increases in job scope and so on. Individuals may need to
feel they can reasonably expect to negotiate such deals.

Although Rousseau does not acknowledge this, they do lend themselves to individuals negotiating arrangements that allow some degree of
accommodation if unwell, or personalised comfort if practicable (cf. the literature on job crafting).

However, "because i-deals create differences among co-workers in conditions of employment, failure to recognize and attend to i-deals can
exacerbate the injustice their existence might engender, eroding trust and cooperation in the organization" (p 978)

Rousseau therefore reasons that i-deals will not be unfair when:

i) opportunities for negotiating i-deals are available to all

ii) the i-deal also provides benefits for co-workers (e.g. retention of a highly skilled member of staff)
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Rousseau also indicates open communication to all co-workers on i-deals enhances fairness

(Rubak et al.
2005)

Systematic
review

Motivational interviewing: a systematic review and meta-analysis

Review of motivational interviewing ("directive, client-centered counselling style for eliciting behaviour change by helping clients to explore
and resolve ambivalence" p 305) - it is about clients recognising and doing something about current or potential problems and is viewed as
especially useful for those ambivalent or reluctant to change behaviour. The goal is to increase client's intrinsic motivation to pursue a
particular behaviour.

Results from 72 randomised control trials analysed. 74% of studies reported benefits, none reported harm. Only individual interviews
succeeded. Group and telephone interviews showed no effects. Average level of the interview as 60 minutes. Only 40% of studies with one
encounter showed positive effects, but positive effects were found in 87% with more than five encounters - suggesting this is not a one-off
technique. All interventions were delivered by healthcare professionals. (None of the studies examined behaviours related to CHPs. So,
although the paper suggests motivational interviewing might be effective, conclusions from this study cannot be extended to interventions
delivered by supervisors and to behaviours relevant to CHPs)

(Ruotsalainen
et al. 2008)

Meta-analysis

Systematic review of interventions for reducing occupational stress in health care workers

Meta-analysis of the effectiveness of interventions (k = 19, n = 2812, healthcare workers mainly nurses) in reducing stress at work among
health care workers. Found evidence that person-directed (including cognitive—behavioural training, relaxation training, music-making,
therapeutic massage and multicomponent interventions), person-work interface (mobilizing support from colleagues and learning
participatory problem solving and decision-making skills) and interventions focused on improving functioning in work tasks (mainly
training/knowledge/skills based) can all be effective at reducing at least some symptoms of stress/psychological ill-being. Do not find
evidence that any interventions were harmful. The authors refrain from making a statement concerning effect sizes for the different
interventions and because they use different effect size indices for different measures it is difficult to ascertain from reading the text.

Note "Before large-scale implementation can be advised, larger and better quality trials are needed." p 169

(Semmer
2008)

Report

Stress management and well-being interventions in the workplace - Mental capital and well-being: making the most of ourselves in
the 21st century. Foresight project. State of Science Review:SR-C6

General review - review criteria unclear and combines evidence with sources that put forward an opinion on good practice rather than
evidence-based recommendations.

Most promising approaches involve: management support; risk analysis; a participatory approach; a combination of person- and organisation-
focused interventions. Personal intervention (e.g. stress management training) is more effective if it includes cognitive-behavioural skills
training approaches and relaxation, and if there are top-up sessions. Quality of implementation of job/organisational process redesign is
important. Also calls for integration of stress management training with organisational culture.

(Acknowledges that negative effects of organisational interventions can occur - this may be related to participations and implementation
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factors).
(Sin & Enhancing well-being and alleviating depressive symptoms with positive psychology interventions: A practice-friendly meta-analysis
Lyubomirsky Meta-analysis of interventions and activities to increase positive thoughts and emotions. All studies included control groups and pre and post
2009) intervention measures of well-being or depression.

Meta-analysis

Effect on well-being was r = .29 (k = 49, n = 4235) and depression r = .31 (k = 25, n = 1812), but there was significant variability between
studies. Effect sizes were stronger for individual therapy (r = 0.44), followed by group-administered interventions (r = 0.30) followed by self-
administered interventions (r = 0.16).

Also, some evidence that those who are depressed benefit most from positive psychology interventions (PPIs), but also those who were more
motivated to engage with the intervention.

Interventions:

"A variety of PPIs have now been found effective, including positive behaviours like engaging in enjoyable activities .... and using one’s
signature strengths in new ways .... Cognitive strategies, such as replaying positive experiences and self-monitoring instances of well-being,
have also been shown to boost happiness and alleviate depression .... Finally, the practice of emotional skills—including mindfulness and
acceptance—can have a positive impact on a client’s psychological well-being ...." p 482

Suggest combination interventions are likely to be more effective.

(However, therapeutic focus of best interventions, and the smallish effect size for individual administered interventions may limit the
applicability of PPIs for CHPs)

(Skakon et al.
2010)

Systematic
review

The impact of leaders on employee stress and affective well-being: a systematic review of three decades of empirical research
Systematic review of 49 studies (43 were cross-sectional limiting evidence base). Transformational leadership and supportive/empowering
leadership behaviours had clearest and strongest relationships with worker well-being. Leader well-being was associated with worker well-
being but underpinning theoretical processes are unclear.

(Soler et al.
2010)

Systematic
review

A systematic review of selected interventions for worksite health promotion: The assessment of health risks with feedback

Focuses on Assessment of Health Risks with Feedback (AHRF). Indicates might be effective with and without other components of work-
place health promotion.

"[R]esults of these reviews indicate that AHRF is useful as a gateway intervention to a broader worksite health promotion program that
includes health education lasting > 1 hour or repeating multiple times during 1 year, and that may include an array of health promotion
activities." p S237

"Most authors in the field agree, though, that there are basic elements of HRAs: the assessment of personal health habits and risk factors
(which may be supplemented by biomedical measurements of physiologic health); a quantitative estimation or qualitative assessment of
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future risk of death and other adverse health outcomes; and provision of feedback in the form of educational messages and counselling that
describe ways in which changing one or more behavioural risk factors might alter the risk of disease or death" p S238

Can be used as a stand-alone or as a gateway programme in multi-component health promotion, which might involve follow-up assessments
Assessment can be done by questionnaire, and risk assessment can be done qualitatively (e.g. indicating certain behaviours are associated
with increased health risks). Feedback can be verbal or in writing

Analysis of 32 studies with AHRF alone and 51 studies with AHRF plus other components. Minority were RCTs and many pre-post-only
designs. Generally did not assess common mental health problems or stress-related problems.

For AHRF alone, impact on blood pressure was inconsistent, but most studies found a decrease in cholesterol (which is more likely to be diet-
rather than stress-related). Combined interventions were more effective for reductions in blood pressure and cholesterol. Results for
absenteeism were not consistent. The effect size was small for single interventions, but there was a consistent reduction in absence for
combined interventions. Note absence was usually assessed by self-report, and effect sizes tended to be moderate. Potential adverse effects
are listed as: "information received in the feedback portion of AHRF may cause anxiety for the recipient; false positives are likely,
particularly with the biometric screenings; some employees may experience the “white coat” syndrome when their blood pressure is being
checked; and others may not follow directives for fasting prior to cholesterol checks, leading to overestimates of risk status. Finally, breach of
confidentiality is of substantial concern in worksite settings and if it occurs, may have some potential for influencing decision making not just
about which programs to offer, but about which benefits to provide." p S255 Lack of participation may also be a barrier to implementation.
(To use AHRF or something like it for preventing/managing CHPs is an extrapolation, although evidence with blood pressure and absence is

promising. It might be possible to develop something like a web-based tool for self-diagnosis or work unit diagnosis. However, the evidence
indicates stronger effects for AHRF with other interventions).

(Tabanelliet  Available instruments for measurement of psychosocial factors in the work environment

al. 2008) Attempt to identify measures of psychosocial hazards. Identified 26 standardised questionnaires and 7 observational methods. Indicates as

well as questionnaires, assessment can include: observational checklists, assessment of organisational units as well as single jobs, interviews
Narrative with supervisors and workers, assessment and development of interventions in a single package through groups working through issues and
review coming up with solutions, checklists of potential interventions to consider. However, these more in-depth methods tend to require expert

administration and none seem to have been developed after the 1990s. Questionnaires may be perceived to be more convenient (but perhaps
it is possible for organisations to use methods other than questionnaires themselves with appropriate guidance).

(Takeuchi et  Through the looking glass of a social system: Cross-level effects of high-performance work systems on employees’ attitudes

al. 2009) Argues HPWSs signal organisation demonstrates concern for employees using social information processing and organisational climate
literature. Cross-sectional survey of 552 employees in 76 establishments. HPWSs and climate assessed at establishment level with multiple

Original study raters. Finds that HPWSs are associated with establishment level concern for employees which in turn is related to job satisfaction (and
commitment). Indicates importance of social processes for success for HPWSs (cf. Butts et al., 2009).
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(Thomson et
al. 2003)

Narrative
review with
primary data
collected

Best practice in rehabilitating employees following absence due to work-related stress

Narrative review, case studies and interviews. Identify a number of principles of good practice in rehabilitating after absence due to stress:
Early contact with employee when first going off sick to communicate general support rather than discuss treatment/intervention; within 2-4
weeks of absence, there is a referral for health assessment; accurate, sympathetic, employee centred assessment with communication between
relevant manager in organisation and health practitioner; employee and line manager involvement, commitment and agreement to
rehabilitation plan with regular reviews; access to therapeutic interventions, specifically talking interventions such as CBT; flexible return to
work options with assessment and tailoring of work and work conditions to be suitable for return and potential (temporary) changed level of
functioning and the returning worker is supported and work conditions monitored and the return to work plan adjusted as necessary
depending on length of recovery; written policy of return to work; case management approach to involve various stakeholders; line managers
awareness of stress and rehabilitation — perhaps through training; central monitoring of sickness absence patterns.

(Tyers et al.
2009)

Original study

Organisational responses to the HSE management standards for work-related stress

Reports a qualitative study of SIP1. Based on interviews with 113 individuals.

Many of many findings, the most important to managing and preventing CHPs relate to implementation issues. These are:

Securing senior management commitment is important but difficult. Senior managers may have a fear of the process which needs to be
overcome.

Implementation is more successful where the MS champion is senior but often more junior H&S managers were given the role. A senior
manager should engage actively in championing and managing the project (e.g., chairing the steering group, being the source of
communication, helping to develop action plans and KPIs for action plans). The senior manager who becomes the champion should have the
right political skills to engage people in what can be a difficult, interpersonal process; have sufficient resources - including time; recognise
that there are difficulties related to organisational cultures, processes and perceptions of stress and that resistance needs to be overcome.
Small steering groups with senior managers were more effective. These should meet regularly and report directly to the Board.

Maintaining momentum throughout implementation is important. This requires regular steering group meetings, communicating successes to
senior managers and rest of workforce. Multiple communication channels are needed and communication needs to be sustained. In order to
get initial momentum, at early stages there is need to identify areas for quick wins and to communicate these.

In relation to the Indicator Tool: there were concerns over reputational risks should results become public and especially in relation to the red
lighting system and the bullying items. This suggests at a minimum the Indicator Tool needs to be revised. However, other sources raise more
fundamental issues about the Indicator Tool. The six areas appeared useful as a framework for action and for developing a stress policy.
However, there are other concerns about these six areas raised in other reviews. The Indicator Tool was sometimes adapted. Resistance to
implementation could come from adverse perceptions of the Indicator Tool.

Focus groups were seen as useful for developing interventions but not for developing specific action plans. However, problems like bullying
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were difficult to tackle in focus groups; the quality of focus group facilitators were important and line managers were often not the best
people to act as facilitators; focus groups needed to have clear agendas and requirement for output to stop them going off track.

External advisors (HSE stress partners) seemed to be useful for getting senior management commitment and advising MS champions.
However, initial resistance to external help from 'enforcers' needs to be overcome and supportive role developed - although enforcement
might help to get MS implementation get back on track by direct communication with most senior manager. External advisors felt
involvement over a longer period would have been beneficial.

MS process appears to be good at raising awareness of stress, increasing confidence to manage stress-related problems and encourages
integration of stress management into management development. MS could be perceived as too rigid - more flexibility might be required.
Organisational case studies to show how to implement MS might be useful.

(van Wyk &  Preventive staff-support interventions for health workers (Review)

Pillay-Van Assessed the effects of preventive staff-support interventions to healthcare workers in relation to work-related stress. Included ten RCTs

Wyk 2010) involving 716 participants: Eight studies assessed the effects of training interventions in various stress management techniques on measures
of stress and/or job satisfaction, and two studies assessed the effects of management interventions on stress (e.g. multidisciplinary meetings,

Cochrane feedback sessions, etc.), job satisfaction and absenteeism.

review Because only two management interventions were identified, it was not possible to draw conclusions.

"There is strong evidence to support the effectiveness of an intensive, long-term stress management training intervention on reducing job
stress and risk of burnout among a wide range of health workers in various settings. Stress management training interventions

should therefore include periodic refresher sessions up to 18 months post-intervention to maintain beneficial effects of the training beyond the
intervention." p 11

However, the nature of the most effective interventions could not be identified because of the heterogeneity of the interventions.

Training usually delivered face-to-face. Intensity is measured by frequency and duration of contact. It is not possible to know whether high
intensity training delivered virtually would work. (see also Table 4).

(Varekamp et How can we help employees with chronic diseases to stay at work? A review of interventions aimed at job retention and based on an
al. 2006) empowerment perspective
Interventions aimed at job retention for workers with chronic conditions. Some of these use an empowerment perspective.

Systematic (Not focused on CHPs, so have to extrapolate). There is some evidence for the effectiveness of vocational rehabilitation interventions that
review pay attention to training in requesting work accommodations and feelings of self-confidence or self-efficacy in dealing with work-related
problems.

p 88 "The empowerment perspective in health care originates from patient education and self-management practices for chronic diseases. The
aim is to provide ‘a combination of knowledge, skills and a heightened self-awareness regarding values and needs, so that patients can define
and achieve their own goals” It is more of a social than biopsychosocial approach
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Analysis of 9 studies:

Interventions focused on:

* increasing knowledge about the disorder, its consequences, legal rights and work accommodations.

* increasing understanding of work-related problems or work barriers.

* increasing feelings of control (general control or perceived self-efficacy for requesting work accommodations).

* develop coping and social skills.

* increasing activities aimed at work accommodations.

All interventions were training related with some including counselling. Most were individually oriented but some were group oriented. Some
included family members.

Only five studies assessed job retention, and only three of these had a control group. Only two of these reported better job retention.
(Therefore there is only inconsistent evidence that empowerment interventions would work for job retention in relation to CHPs).

(Waddell & Concepts of rehabilitation for the management of common health problems

Burton 2004)  (This review, undertaken for the Department for Work and Pensions, explored concepts of rehabilitation for common health problems:
musculoskeletal, mental health and cardio-respiratory). “The stereotype of disability is a severe medical condition with objective evidence of

Conceptual disease and permanent physical or mental impairment (e.g. blindness, severe or progressive neurological disease, or amputation). In fact,

review most sickness absence, long-term incapacity for work and premature retirement on medical grounds are now caused by less severe mental
health, musculoskeletal and cardio-respiratory conditions. These ‘common health problems’ often consist primarily of symptoms with limited
evidence of objective disease or impairment. Importantly, many of them are potentially remediable and long-term incapacity is not inevitable.
Rehabilitation has traditionally been a separate, second-stage process, carried out after medical treatment has no more to offer yet recovery
remains incomplete: the goal was then to overcome, adapt or compensate for irremediable, permanent impairment. That approach is
inappropriate for common health problems, where the obstacles to recovery are often predominantly psychosocial in nature rather than the
severity of pathology or impairment. In this situation, rehabilitation must focus instead on identifying and overcoming the health,
personal/psychological, and social/occupational obstacles to recovery and (return to) work.
This implies that rehabilitation can no longer be a separate, second stage intervention after ‘treatment’ is complete. The evidence shows that
the best time for effective rehabilitation is between about 1 and 6+ months off work (the exact limits are unclear). Earlier, most people
recover and return to work uneventfully: they do not need any specific rehabilitation intervention and the priority is not to obstruct natural
recovery. Later, the obstacles to return to work become more complex and harder to overcome: rehabilitation is more difficult and costly, and
has a lower success rate. To take maximum advantage of this window of opportunity and minimize the number going on to long-term
incapacity, rehabilitation principles should be an integral part of good clinical and occupational management:
Clinical management should provide timely delivery of effective health care, but that alone is not enough. The primary goal of health care is
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to treat disease and provide symptomatic relief, but too often that fails to address occupational issues. Rehabilitation demands that health care
should boh relieve symptoms and restore function, and these go hand in hand. Work is not only the goal: work is generally therapeutic and an
essential part of rehabilitation. Every health professional who treats patients with common health problems should be interested in and take
responsibility for rehabilitation and occupational outcomes. That requires radical change in NHS and health professionals’ thinking.

Common health problems are not only matters for health care, but much broader public health issues of ‘health at work’. Sickness absence
and return to work are social processes that depend on work-related factors and employer attitudes, process and practice. This requires
employers, unions and insurers to re-think occupational management for common health problems: addressing all of the health, personal and
occupational dimensions of incapacity, identifying obstacles to return to work, and providing support to overcome them. The same principles
are equally applicable to job retention, early return to sustained work and reintegration.

This should not obscure the importance of the individual’s own role in the management of common health problems. Rehabilitation is an
active process that depends on the participation, motivation and effort of the individual, suppored by health care and employers.

Better clinical and occupational management and rehabilitation of common health problems is the best way to reduce the number of people
going on to long-term incapacity. Even with the best possible management, however, some will always need further help; consideration must
also be given to long-term benefit recipients. Social security is then not just about paying benefits: the ‘welfare to work’ strategy is also about
providing support to (re)-enter work. Rehabilitation in a DWP context must address the additional obstacles facing people who are more
distanced from the labour market, including the particular problems of the ‘hard to help’, the disadvantaged and excluded, and those aged >
50-55 years. It must also fit the practicalities of the DWP context, including issues of: early identification of those at risk; recruitment,
engagement and retention; incentives, disincentives and control mechanisms.

Action depends on accepting ownership of the problem. Everyone — workers; employers, unions and insurers; health professionals;
government and the taxpayer — has an interest in better outcomes for common health problems. Effective management depends on getting ‘all
players onside’ and working together to that common goal. This is partly a matter of perceptions (by all the players). It requires a fundamental
shift in the culture of how we perceive and manage common health problems, in health care, in the workplace, and in society.

Better management and rehabilitation of common health problems is possible, can be effective, and is likely to be cost-effective.” (pp 3-4)
(See also Tables 1, 2 and 4).

(Waddell & Is work good for your health and well-being?
Burton 2006)  (This review for the Department for Work and Pensions covered common health problems in general, not just musculoskeletal problems).
“The review focused on adults of working age and the common health problems that account for two-thirds of sickness absence and long-
Best evidence term incapacity (i.e. mild/moderate mental health, musculoskeletal and cardio-respiratory conditions).” (p. vi). For convenience, the section
synthesis relating to stress is reproduced here verbatim and references to source material omitted as indicated by |[.....]:
“* Cross-sectional studies show an association between various psychosocial characteristics of work (job satisfaction, job demands/control,

169



Table 3: Work-relevant stress complaints

Authors Key features (Reviewers' comments in italic)

effort/reward, social support) and various subjective measures of general health and psychological well-being [.....] The strongest
associations are with job satisfaction [.....], and the weakest with social support [.....]. The associations are stronger for subjective
perceptions of work than for more objective measures of work organization.
* Longitudinal studies support a causal relationship between certain psychosocial characteristics of work (particularly demand and control)
and mental health (mainly psychological distress) over time but the effect sizes are generally small. [.....]
The conceptual problem is the circularity in stimulus-response definitions: stressors are any (job) demands associated with adverse stress
responses; stress responses are any adverse (health) effects attributed to stressors. The practical problem is that stressors and stress responses
and the relationship between them are subjective perceptions, self-reported, open to modulation by the mental state identified as ‘stress’
(whatever its cause), and with confounding of cause and effect. There are no objective or agreed criteria for the definition or measurement of
stressors or stress responses, or for the diagnosis of any clinical syndrome of ‘stress’ [.....]. These conceptual and methodological problems
create considerable uncertainty about psychosocial hazards, about psychosocial harms, and about the relationship between them [.....]
The underlying problem is the fundamental assumption that work demands/stressors are necessarily a hazard with potential adverse mental
health consequences [.....], ignoring or failing to take sufficient account of the possibility that work might also be good for mental health
[...... ]. It is sometimes argued that this is a matter of quantitative exposure: ‘Pressure is part and parcel of all work and helps to keep us
motivated. But excessive pressure can lead to stress which undermines performance’ (HSE Stress
homepage www.hse.gov.uk/stress : accessed 24 January 2006). However, there is little evidence for such a dose-response
relationship or for any threshold for adverse health effects [.....]. Rather, work involves a complex set of psychosocial characteristics with
which the worker interacts to experience beneficial and harmful effects on mental health. Other non-work-related issues can influence how
the worker interacts with and copes with work stressors. Positive and negative work characteristics, positive and negative job-worker
interactions, and positive and negative effects on the worker’s health then all occur simultaneously. The final impact on the worker’s health
depends on the complex balance between them.
A more comprehensive model of mental health at work should embody the following principles:

* Safety at work should be distinguished from health and well-being. Safety is freedom from dangers or risks (Concise Oxford

Dictionary). Health and well-being are much broader and more positive concepts.
* Personal perceptions, cognitions and emotions are central to the experience of ‘stress’ [.....].
* ‘Stress’ is both part of and reflects a wider process of interaction between the person (worker) and their (work) environment
[references omitted].

*  Work can have both positive and negative effects on mental health and well-being [.....].
This review did not retrieve any direct evidence on the relative balance of beneficial vs. harmful effects of work (of whatever psychosocial
characteristics) on mental health and psychological well-being. Any adverse effects of work stressors appear to be comparable in magnitude
to those of job insecurity [.....]. Any such effects are smaller than the adverse effects of unemployment .....], social gradients in health
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[.....Jand regional deprivation [.....Jon physical and mental health and mortality [.....]. There is no direct evidence on a) how any
adverse/beneficial effects of continuing to work compare with the adverse/beneficial effects of moving to sickness absence; b) the balance of
adverse or beneficial effects of return to work in people with stress-related health complaints; or c) how any risk of adverse effects from
returning to work compares with the adverse effects of prolonged sickness absence. On balance, any adverse effects of work on mental health
appear to be outweighed by the beneficial effects of work on well-being and by the likely adverse effects of (long-term) sickness absence or
unemployment.” (pp 22-24) (Findings in respect of musculoskeletal problems are in Table 1, mental health in Table 2, and generic issues in
Table 4).

(Waddell et Vocational rehabilitation: what works, for whom, and when?

al. 2008) “This review has demonstrated that there is a strong scientific evidence base for many aspects of vocational rehabilitation. There is a good
business case for vocational rehabilitation, and more evidence on cost-benefits than for many health and social policy areas.

Best evidence  Common health problems should get high priority, because they account for about two-thirds of long-term sickness absence and incapacity

synthesis benefits, and much of this should be preventable.Vocational rehabilitation principles and interventions are fundamentally the same for work
related and other comparable health conditions, irrespective of whether they are classified as injury or disease. ....
Healthcare has a key role, but vocational rehabilitation is not a matter of healthcare alone — the evidence shows that treatment by itself has
little impact on work outcomes. Employers also have a key role - there is strong evidence that proactive company approaches to sickness,
together with the temporary provision of modified work and accommodations, are effective and cost-effective. (Though there is less evidence
on vocational rehabilitation interventions in small and medium enterprises). Overall, the evidence in this review shows that effective
vocational rehabilitation depends on work-focused healthcare and accommodating workplaces. Both are necessary: they are inter-dependent
and must be coordinated.
The concept of early intervention is central to vocational rehabilitation, because the longer anyone is off work, the greater the obstacles to
return to work and the more difficult vocational rehabilitation becomes. It is simpler, more effective and cost-effective to prevent people with
common health problems going on to long-term sickness absence. A ‘stepped-care approach’ starts with simple, low-intensity, low-cost
interventions which will be adequate for most sick or injured workers, and provides progressively more intensive and structured interventions
for those who need additional help to return to work. This approach allocates finite resources most appropriately and efficiently to meet
individual needs.
Effective vocational rehabilitation depends on communication and coordination between the key players — particularly the individual,
healthcare, and the workplace.

There is strong evidence on effective vocational rehabilitation interventions for musculoskeletal conditions. For many years the strongest
evidence was on low back pain, but more recent evidence shows that the same principles apply to most people with mostcommon
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musculoskeletal disorders.Various medical and psychological treatments for anxiety and depression can improve symptoms and quality of
life, but there is limited evidence that they improve work outcomes. There is a lack of scientific clarity about ‘stress’, and little or no evidence
on effective interventions for work outcomes. There is an urgent need to improve vocational rehabilitation interventions for mental health
problems. Promising approaches include healthcare which incorporates a focus on return to work, workplaces that are accommodating and
non-discriminating, and early intervention to support workers to stay in work and so prevent long-term sickness.

Current cardiac rehabilitation programmes focus almost exclusively on clinical and disease outcomes, with little evidence on what helps work
outcomes: a change of focus is required. Workers with occupational asthma who are unable to return to their previous jobs need better
support and if necessary retraining.” (pp 5-6)

“1. Vocational rehabilitation is whatever helps someone with a health problem to stay at, return to and remain in work. It is an idea and an
approach as much as an intervention or a service.

2. This review has demonstrated that there is now a strong scientific evidence base for many aspects of vocational rehabilitation.

3. There is a good business case for vocational rehabilitation, and more evidence on cost-benefits than for many health and social policy
areas.

4. Common health problems should get high priority, because they account for

about two-thirds of long-term sickness absence and incapacity benefits and much of this should be preventable. Return-to-work should be one
of the key outcome measures.

5. Vocational rehabilitation depends on work-focused healthcare and accommodating workplaces. To make a real and lasting difference, both
need to be addressed and coordinated.

6. Most people with common health problems can be helped to return to work by

following a few basic principles of healthcare and workplace management. This can be done with existing or minimal additional resources,
and is low cost or cost-neutral. Policy should be directed to persuading and supporting health professionals and employers to implement these
principles.” (p. 8)

(This review was a policy document for the UK cross-sector Vocational Rehabilitation Task Group. It covered common health problems in
general, not just musculoskeletal problems). (See also Tables 1,2, and 4).

(Warr 2007)  Work, happiness and unhappiness
Narrative and conceptual review. Identifies the following features of Good Jobs: job control, skill use, reasonable level of demands, variety in

Conceptual tasks, clarity concerning the future, role and performance, good social contact, pay, physical security, significance to self and society,
review leadership/supervision, job security and career prospects, fairness in how workers are treated.
(Wu & The role of procedural justice and power distance in the relationship between high performance work systems and employee
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Chaturvedi attitudes: A multilevel perspective
2009) Argues HPWSs lead to higher perceptions of social justice, based on social exchange theory — argues more positive outcomes arise because

Original study

HPWSs are perceived to be fair and involving. Cross-sectional survey of 1383 employees from 23 companies, with HPWSs assessed by
multiple-raters at the establishment level. Found evidence that HPWSs were associated with job satisfaction and this association was partially
mediated by perceptions of procedural justice. Indicates importance of social processes for success for HPWSs (cf. Butts et al., 2009).
HPWSs were also associated with commitment.

(Zhao et al.
2007)

Meta-analysis

The impact of psychological contract breach on work-related outcomes: A meta-analysis

Meta-analysis of 28 studies (N=14,252) of psychological contract breach and job satisfaction. Most of the relationships examined were cross-
sectional. There is a consistent negative correlation between psychological contract breach and job satisfaction (r = -.45 across studies).
Practically, the authors opine that “managers should not provide unrealistic promises during recruitment, socialization, and routine work
interactions ... using counselling programs especially designed to deal with employees’ emotions such as anger, stress, and depression .....
explaining the reasons for unfulfilled promises ..... managers should carefully assess their employees’ needs and make sincere efforts at
fulfilling their obligations” (p. 671). The last of these maps on to goal based views of well-being, in which progress and attainment of goals
are associated with better well-being.
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(Adler 2009) Engel's bio psychosocial model is still relevant today

While not introducing any new theoretical material on the biopsychosocial perspective, this article reviews the basis and background of the
Narrative BPS model as it relates to the practice and teaching of medicine. Offers a persuasive account of the explanatory usefulness of the BPS model
review in accounting for a range of phenomena.

(Amicus the
Union 2006)

Position
Statement

Good Work: An Amicus Agenda for Better Jobs

Presents an aspirational agenda for workers, employers and government, based on five key elements aimed at improving the quality of
working lives: A safe and healthy workplace; Control over the working environment; Secure and interesting work (including support for
skills and learning); Fairness and dignity at work; and, a trade union voice. Not a review; cites 19 references. Recognises that work is part of
a persons overall well-being.

(Armstrong
2006)

Text book

A handbook of human resource management practice

Human resource management (HRM) should be integrated with business strategy to enable organisation to realise its goals. HRM therefore
should be vertically integrated with overall strategy, horizontally integrated with other parts of the strategy (e.g. operations) and internally
consistent with itself so that practices support each other (such consistent HRM practices are sometimes known as 'bundles’). Note the health
and safety management comes under HRM - so health and safety need to be aligned with other parts of HRM and the business strategy.
Notes that piecemeal initiatives do not constitute a strategy.

Perhaps this view reflects 'hard' HRM which emphasises investing in human resources to achieve organisational goals. 'Soft' HRM is more
concerned with human relations and development, stressing things like home-work balance, health, safety, involvement, quality of working
like. Note that this 'soft' HRM is part of high performance work systems, in which the organisation emphasises so called soft aspects of HRM
as a social exchange (psychological contract relevant here) in return for commitment and motivation. Moreover, involvement, autonomy, skill
use (characteristics of 'Good Jobs') allow workers to act more quickly and flexibly. There is good evidence that high performance work
systems are related to organisational performance (Coombs et al., 2006). One question then becomes how to make 'soft’' HRM 'hard'. One
approach is regulation, the other and perhaps complementary is establishing a better business case in which performance is emphasised and
well-being comes as an ancillary benefit - currently OHS practice emphasises performance as an ancillary benefit. Finally, if there is a

¥ These evidence tables have been prepared by Nicholas Kendall, Kim Burton, Jennifer Lunt and Nadine Mellor. Content has been collated from open source literature, but the number
and diversity of sources has meant it has not been practicable to seek permission for reproduction from each individual original author / publisher. In collating this content, the authors
that have prepared this table make no claim to any third party copyright and acknowledge the rights in the respective text entries as belonging to the original authors / source publications.
References to the original source literature are provided. Any use of content from the literature was intended as "fair dealing" for the purposes of research under the UK Copyright,
Designs and Patents Act 1988.
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regulatory route (or at least guidance), it is important to ensure there is support available from HSE for implementation - this might be done
by appropriately trained inspectors giving advice and helping with implementation of strategies.
Various theoretical perspectives emphasise that investment in people adds to the value of the firm, either through developing skills, learning
and innovation, developing commitment and self-regulation to lower management/supervision costs, flexibility and so on.
An effective HR strategy:

e satisfies business needs,

* is founded on analysis,

* can be turned into action plans that anticipate implementation requirements and problems,

* takes account of the needs of line managers and employees as key stakeholders in the organisation.
Effective HR strategies are more likely to be developed if:

* senior managers understand the strategic imperatives of employing, developing and motivating people;

* line managers and staff are involved in, committed to and co-operate with implementation of HRM.

* the practices underpinning the HR strategy are consistent with each other (e.g., moves to more autonomous working are supported by

recruitment and training to ensure workers have the skills to use the autonomy effective to solve problems etc)

It is important the HR strategy is aligned with the organisational culture as well as the strategy. Note this does not mean abandoning good
practices that are universally effective (cf. high performance work systems) but it does mean adapting these practices to suit local conditions.
This adaptation may be a source of advantage for business performance as it cannot easily be imitated by competitors.
In developing and implementing a strategy, it is important to:

* Assess its feasibility - can it be delivered at a reasonable cost and are the intended outcomes realistic;

* Determine it desirability for the organisation e.g. in terms of other activities

* Determine the goals - in other words establish key performance indicators (e.g. reduce absence, sick pay and supervision costs,

increase productivity per capita)

* Decide the best means of achieving the goals
Research evidence suggests that working through strategic people management issues leads to identification of various tensions and then
leads to an emerging consensus. Note this is a lot more than senior management 'buy in' and symbolic management as recommended in the
Management Standards - it is about senior managers ensuring OHS policies are formed in such a way to achieve business goals - there is an
operational emphasis.
Various barriers to implementation are discussed - some of these may result from different perceptions amongst various stakeholders (HR,
staff, line managers) about the role of the HR (read OHS) function. Research evidence indicates factors that increase this gap can include:

* tendency for stakeholders to accept only those practices they perceive relevant to them;
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* tendency to inertia for long-serving employees/managers;

* initiatives that are framed as too complex or abstract;

* initiatives that are non-routine (i.e. not regularly occurring);

* initiatives that are seen as unfair, threatening, conflicting with other personal and organisational goals and processes;
* whether senior management is trusted;

* whether the organisation has an inert culture/not ready to change;

* failure to understand the needs for the initiative;

* initiatives based on poor analysis;

* failure to recognise the role of line managers in implementing initiatives;

* failure to recognise initiatives may need supporting processes (cf. training and job design above)
To overcome these barriers, it is suggested strategies require:

* thorough analysis of needs and requirements - which includes an assessment of barriers and how to deal with them;

* enlisted support for the strategy from key stakeholders;

* action plans;

* project management of implementation;

* follow-up and evaluation so that remedial action can be taken as necessary.
A strategy review sequence is suggested:
Analysis - what is the business strategy, what are the organisations' cultural and operating environment issues that need to be accounted for,
what are key HR weaknesses and issues, where are the gaps between what the organisation is doing and what it should be doing
Diagnosis - why do the HR weaknesses exist, what are the causes of gaps, what factors (internal or external) are influencing this situation
Conclusions and recommendations - how should gaps be bridged, what options are available, which option is recommended and why (note,
don't forget feasibility, desirability here and key performance indicators here - see above)
Action planning - what actions are needed to implement the strategy, what problems might be anticipated and how might they be dealt with,
who takes action and when, how are capable and committed line managers
Resource planning - what resources will be needed, how are these to be obtained, how are those with control of resources to be convinced
they are required, what other support is required
Costs and benefits: What are the costs and benefits to the organisation. How do they satisfy business needs and benefit individuals (I would
have thought this should be a check throughout the process at each stage)
Note, preparing a strategy document a strategy document could follow the heading of this review sequence, with the cost-benefit analysis
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placed at the end or costs and benefits analysed reported at each stage.

It is suggested that formal policies be drawn up to provide guidelines for action - so policies cannot be too abstract - an overall HR policy will
express the overall aims and its underpinning values (e.g. equity, consideration, organisational learning, performance through people, work-
life balance, quality of working life, good working conditions - note these should recognise all stakeholders and not solely focus on
organisational performance).

Specific policies should be based on:

* An understanding of the organisational culture and core values;

* Analysis of existing practices, formal policies and informal, implicit approaches to managing people;

* An analysis of the external environment and its influences;

* An assessment of the adequacy of existing formal and informal arrangements and whether these need replaced or amended;

* A consideration of the views of various stakeholders (senior and line management, employees and their representatives) on how HR
can be improved and whether they are implemented fairly and consistently;

* Draft policies drawn up from these initial steps which are then discussed with various stakeholders and amended as appropriate;

* Communication of the policies and guidance notes on their implementation (with supplementary training if appropriate).
(The importance of line managers is emphasised).

(Bambra et al. Working for health? Evidence from systematic reviews on the effects on health and health inequalities of organisational changes to

2009) the psychosocial work environment

An umbrella review of reviews aiming to consider and present research findings on the health impacts of organisational changes to the
Review of psychosocial work environment. Inclusion criteria: reviews conducted between 200 and 2007 considering organisation interventions only. 7
systematic reviews were identified that met the inclusion criteria, with 3 examining employee control and 4 the impact of changes to the organisation of
reviews work. Employee control: one review concluded that the impact of employee discussion groups was mixed and inconclusive. In contrast,

another review found a consistent and positive impact on self reported health accruing from committee interventions increasing employee
control. The final review found that task structure interventions did not alter levels of employee control, however where there was a reduction
in levels of job control, self reported mental health got worse. Changes to the organisation of work: no detrimental impacts were observed
following the introduction of initiatives such as compressed working weeks. In terms of shift work changes, switching from slow to fast shift
rotation, changing from backward (night, afternoon, morning) to forward rotation (afternoon, morning, night) and self-scheduling of shifts all
produced positive effects. Interventions included: Staff discussion groups on improving potentially harmful working conditions;
Organisational level work reorganisation — participatory committees, control over hours of work; Task structure work reorganisation — job
enrichment, collective coping and decision making, autonomous production groups; Changing from 8 hour, 5 day week to a compressed
working week — 12/10 hour, 4 day week; Various changes to shift work schedules The authors conclude that their examination of the review
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evidence suggests that changes to the psychosocial work environment introduced at the organisational level promote “important and
beneficial” impact on health. In terms of policy and practice, the authors conclude that making changes to psychosocial issues in the
workplace can yield positive health outcomes.

(Bartley et al.
2005)

Report

Work, non-work, job satisfaction and psychological health

Outlines a preliminary scoping of available evidence about the relationship between job satisfaction, aspiration, mental health and
worklessness. This was based on the recognition that the relationship between work and health and disease goes well beyond specific
occupational illnesses and accidents to broader matters. The broader relationship may be understood in terms of three mechanisms: (1) Work
which provides fulfilment and allows individuals control over their working lives confers considerable health benefit; (2) Types of job which
are lacking in self-direction and control seem to confer far fewer health benefits, and people with such jobs seem to experience consistently
higher rates of mortality and morbidity; and, (3) Absence of work in the form of unemployment produces considerable negative health
effects. The authors attempted to answer the question ‘Is job satisfaction decreasing?’ and found that between 1991 and 2002, job satisfaction
scores declined in the British Household Panel Study. The decline was slightly greater in the older age group. The greatest overall decrease
was seen among those in intermediate occupations (clerical, sales and other ‘white-collar’ jobs). The smallest overall decrease was seen
among those doing semi-routine and routine jobs.

(Bevan et al.
2007)

Report

Fit For Work? Musculoskeletal Disorders and Labour Market Participation

Review of recent academic and practitioner research on the relationship between these MSDs and labour market participation, and conducted
interviews with over 100 experts in this field from around Europe. The report examines the causes, effects and costs of MSDs in the European
workforce and assesses what more can be done by policymakers, health care systems, social welfare regimes, clinicians, employers and by
workers themselves to help alleviate the often damaging economic and social consequences of this widespread, but often hidden, problem.
Recommendations (for policymakers, employers, clinicians and other stakeholders):

* Better data on MSDs.

* Active labour market policy must allow workers with MSDs to stay in work.

* Promote and enforce legislation requiring reasonable workplace accommodations for workers with MSDs.

* Promote examples of good workplace preventative practice.

* The EU MSD Directive should recognise pre-existing MSDs.

* National governments should ensure that primary care physicians are supported in making decisions about work disability.
* National governments should consider adopting a version of the UK ‘Fit Note’

* National governments should prioritise access to physical and psychological therapies for workers with MSDs.

* National governments should implement national care plans for people with MSDs.
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* Health Technology Assessments (HTAs) should be allowed to take account of the wider societal benefits treatments and therapies for
MSDs.
(Bilsker et al. Depression & Work Function: Bridging the gap between mental health care & the workplace
2005) Review conducted by the Mental Health Evaluation & Community Consultation Unit (MHECCU) at the University of British Columbia for
the Depression in the Workplace Collective, and endorsed by the BC Business and Economic Roundtable on Mental Health.
Report The causes and fundamental nature of depression have not been determined. There are two primary models of depression with some scientific

support: (1) emphasis on biological factors with some form of neurochemical brain dysfunction; (2) emphasis on psychological factors with
some form of distorted cognitive processing is basic to depression. We do not know whether a neurochemical brain dysfunction or biased
cognitive style are essential components of depression.

Depression is common. Best estimate for one-year prevalence of major depression is 4%. Workforce surveys indicate rates between 6 and
13%. The course of depression has considerable variation between cases. Describing the typical course of depression is not the same as
describing the typical course of depression-related impairment; the disability process is influenced by other factors. For example, an
individual may remain on the job despite experiencing significant depressive symptoms, or may remain absent from work after most
depressive symptoms have resolved.

Depression can be effectively treated with medication and psychological therapy (usually CBT). Access to psychotherapy may be limited by
cost and availability.

The impact of depression is pervasive, affecting virtually all aspects of the depressed person’s life. These aspects include: interpersonal
function (withdrawal, avoidance or conflict); physiological function (restlessness and fatigue); behavioural function (reduced problem-
solving and activity pacing); and cognitive function (reduced concentration and flexibility).

Depressed employees describe a ‘vicious cycle’ and ‘downward spiral’ of poor morale, decreased job satisfaction, lack of motivation,
extremes of emotion and intolerance with others, lack of concentration, confusion and difficulties with decision making, more sickness
absences, and higher rates of staff turnover.

Being out of work is a powerful contributor to depression. Both unemployment and underemployment (e.g., finding only part-time work) are
associated with increased risk of depression onset in subsequent years.

Certain kinds of workplace stress are associated with higher frequency of depressive symptoms in employees: “job strain” (high levels of job
demand accompanied by low levels of control over workload). Changes in the workplace are seen as significant contributors to depression.
Examples of these changes are downsizing, employment uncertainty, work-life imbalance, and increases in workload. At times of significant
transformation, there is likely to be an increase in employee distress. The connection between work stress and depression is complicated by
two factors: (1) stressors from work and personal life have a synergistic effect on the likelihood of depression, making it difficult to clearly
identify the source of stress; (2) personal traits of workers affect their vulnerability to workplace stressors.

The transition from employee to patient often heralds the onset of a disconnection between the workplace and healthcare system.
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Interventions that reduce milder forms of psychological distress may be plausibly seen as preventive for the development of depressive
disorders. Stress management interventions are of two types: (1) Reducing the presence or severity of organizational and workplace stressors;
(2) Increasing the ability of workers to cope with stress.
There is some evidence that stress management programmes can reduce depressive symptomatology (but evidence is lacking for sickness
absence).
The authors argue for early detection of depression, and rapid access to treatment. They conclude that best practices is:

* Coordinating interventions with the workplace, rather than exclusively relying on external healthcare systems to resolve disability

problems

* Preventing potentially disabling injuries or illnesses

* Early identification and intervention

* Early return to work with innovative accommodation techniques

* Coordination between supervisors, senior management, labour representatives, health practitioners, and insurance providers
A chasm has opened between the public healthcare system and the workplace. They have different cultures, communicate poorly, and do not
coordinate their priorities for treatment and management of mental health problems. Yet the patients who present to the healthcare system
with depression are the employees who demonstrate functional deficits in the workplace. Bridging this chasm through enhanced
communication and coordination will substantially benefit the depressed employee’s personal health and the nation’s corporate health.
Depression cannot be treated only as a problem for the individual worker suffering from the condition. It also constitutes a fundamental issue
for the employer and co-workers. Depression in the workplace has a significant effect on the productivity and profitability of corporations.
Risk factors for depression are found at both the individual and organizational levels and, therefore, successful intervention requires action at
both levels. We conclude that a continuum of risk reduction and health promotion, early detection and intervention, and effective disease and
disability management will be most effective in managing this complex condition. Research studies concerning the costs associated with
depression and programs to improve organizational management of this disorder indicate that a powerful business case can be made for
comprehensive intervention.

(Black 2008)

Report to UK
Government

Working for a healthier tomorrow: Dame Carol Black's Review of the health of Britain's working age population
The subject of this review is the health of people of working age. Three principal objectives are outlined:

* Prevention of illness and promotion of health and well-being
* Early intervention for those who develop a health condition

* Animprovement in the health of those out of work — so that everyone with the potential to work has the support they need to do so
Great progress has been made in improving health and safety at work. A shift in attitudes is necessary to ensure that employers and
employees recognise not only the importance of preventing ill-health, but also the key role the workplace can play in promoting health and

180



Table 4: Generic issues

Authors

Key features (Reviewers' comments in italic)

well-being.
Specific recommendations are made about changing perceptions of fitness for work, developing a new model for early intervention, helping
workless people, and developing professional expertise for working age health.

(Seymour
2010)

Report

Common mental health problems at work - What we now know about successful interventions. A progress review
The key messages are (in this update to the 2005 BOHREF report):

* People do not have to be entirely symptom free to remain in or return to work successfully. The evidence suggests that it is important
to differentiate occupational goals from clinical goals and understand that the former is not necessarily dependent on the latter.
Therefore less emphasis needs to be placed on employees being symptom-free before returning to work.

* The workplace is not the only setting for the delivery of appropriate and effective interventions for the management of common
mental health problems among working age people. Partnerships between employers, employees and a range of practitioners can help
to maximise the retention and rehabilitation of people with common mental health problems.

* Different practitioners have valuable and complementary roles to play, in order to achieve positive work outcomes.

* Independent case management (ICM) by third party specialists, such as labour experts or employment advisers, is critical to
achieving successful outcomes for individuals and organisations where employees are not recovering as expected.

* Line managers have a crucial role in supporting employees with common mental health problems to remain in or return to work and
they need effective skills development and training to enable them to do so. The line manager has a key role in the liaison between
employees with common mental health problems, management and occupational health or primary care practitioners.

(Boorman
2009)

Report to UK
Government

Health & Well-being of NHS staff — Interim Report; Health & Well-being of NHS staff — Final Report
NHS staff have relatively high levels of sickness absence. On average, staff are absent for some 10.7 days a year, more than the public sector
as a whole (9.7 days) and the private sector (6.4 days). These levels of sickness absence are reducing, but not as significantly as in other
organisations. In the public sector as a whole, sickness absence fell from 9.8 to 9.7 days, while across the private sector it reduced from 7.2 to
6.4 days. Respondents report high levels of presenteeism, with many staff reporting that they come to work when they feel sufficiently unwell
to justify staying at home. Many staff report significant levels of stress. Many staff do not believe that senior managers or their employer as
an organisation take a positive interest in their health and well-being. Most staff believe that their state of health affects patient care.
The key principles underpinning approaches to providing high-quality health and well-being support to NHS staff:
* focused on prevention and health improvement as well as providing excellent support for staff who present with ill-health and
sickness
* proactive in tackling the causes of ill-health, both work-related and lifestyle- related, as well as responding effectively to cases
presenting for treatment. This should include the provision of early intervention services where these are of clear benefit to
individuals, patients and the Trust
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* centred on, and responsive to, staff and their concerns, as well as providing responsive advice to management, with services available
to staff through both self-referral and managerial referral

* holistic, bringing together the variety of initiatives in occupational and public health into a single approach

* embedded as a core element of Trust business, with appropriate resourcing and routine monitoring and reporting to the board

* supported by a service specification setting out clear expectations of the service

* fully connected with wider NHS provision, especially general practice and public health.

Three additional recommendations were added to the Final Report

* all NHS organisations provide staff health and well-being services that are centred on prevention (of both work- related and lifestyle-
influenced ill-health),are fully aligned with wider public health policies and initiatives, and are seen as a real and tangible benefit of
working in the NHS.

* all NHS leaders and managers are developed and equipped to recognise the link between staff health and well-being and
organisational performance and that their actions are judged in terms of whether they contribute to or undermine staff health and
well-being.

* all NHS Trusts develop and implement strategies for actively improving the health and well-being of their workforce, and particularly
for tackling the major health and lifestyle issues that affect their staff and the wider population.

(Bowling & Workplace harassment from the victim’s perspective: A theoretical model and meta-analysis Workplace harassment is defined as

Beehr 2006)  interpersonal behaviour aimed at intentionally harming another employee in the workplace - more common, minor instances “include obscene
gestures, dirty looks, threats, yelling, giving the silent treatment, and belittling” (p. 998). In a meta-analysis (not stated but probably mainly

Meta-analysis cross-sectional, self-report designs), found that harassment was more common in environments characterised by other psychosocial hazards
(r's ranging from 0.20 - 0.44, k = 13-25, N = 2733 - 7343). Found that harassment was also linked to indicators of psychological and physical
well-being. For indicators of psychological well-being, r varied from -0.18 for life satisfaction to .33 for burnout. r = .25 for the correlation
between harassment and physical symptoms.

(Broadbent Illness perceptions and health: Innovations and clinical applications

2010) Author describes interventions from 2 randomised controlled trials (RCT). The aim of the RCTs was to test if illness perceptions
interventions could improve functional recovery after a myocardial infraction. The interventions consisted of: 3 half hour sessions with a

Narrative health psychologist (while still in hospital). The sessions targeted illness perceptions and built up a recovery plan. The trials showed

review significant differences in illness perceptions between intervention and control group with the intervention participants having a faster return

to work rate. Advocates ‘patient’ drawing

(Burton et al. Management of upper limb disorders and the biopsychosocial model
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2008)

Best evidence
synthesis

(This review was undertaken for HSE and presented as a research Report) The review used a best evidence synthesis to examine the
evidence on management strategies for work-relevant upper limb disorders and established the extent to which the biopsychosocial model can
be applied. The main results are presented in thematic sections covering classification/diagnosis, epidemiology, associations/risks, and
management/treatment, focusing on return to work and taking account of distinctions between non-specific complaints and specific
diagnoses. There is considerable uncertainty over classification and diagnosis for upper limb disorders; the inconsistent terminology impacts
on studies of their epidemiology, treatment, and management. Upper limb disorders are commonly experienced irrespective of work and can
lead to difficulty undertaking everyday tasks; this applies to specific diagnoses as well as non-specific complaints. Work has a limited overall
role in the primary causation of upper limb disorders, yet the symptoms are frequently work-relevant (some work tasks will be difficult for
people experiencing upper limb symptoms, and may sometimes provoke symptoms that may otherwise not materialize). Management of
cases shows more promise than attempts at primary prevention. The biopsychosocial model is certainly appropriate to understand the
phenomenon of work-relevant upper limb disorders, and has important implications for their management. Biological considerations should
not be ignored, particularly for initial treatment of cases with specific diagnoses, but it is psychosocial factors that are important when
developing and implementing work retention and return to work interventions. Implementation of interventions that address the full range of
psychosocial issues will require a cultural shift in the way the relationship between upper limb complaints and work is conceived and
handled. Neither medical treatment nor ergonomic workplace interventions alone offer an optimal solution; rather, multimodal interventions
show considerable promise, particularly for vocational outcomes. Some specific diagnoses may require specific biomedical treatments, but
the components of supplementary interventions directed at securing sustained return to work seem to be shared with regional pain disorders.
Early return to work, or work retention, is an important goal for most cases and may be facilitated, where necessary, by transitional work
arrangements. The emergent evidence indicates that successful management strategies require all the players to be onside and acting in a
coordinated fashion, in order to overcome obstacles to recovery and return to work. (See also Table I).

(Cass et al.
2002)

Meta-analysis

Health and Employment: A review and meta-analysis study (HERMES)

Large scale meta-analysis of cross-sectional self-report studies. Therefore good sample size but analysis of methodologically weak research.
Job satisfaction (often taken to be an indicator of work-related psychological well-being) was found to be associated with other indicators of
mental health (.31 r [.41).

(Chida &
Steptoe 2008)

Meta-analysis

Positive psychological well-being and mortality: A quantitative review of prospective observational studies

Summarises others’ work, and states links between positive affective states and physical health may be explained by behavioural pathways -
positive affect may be associated with healthier behaviours (e.g. less smoking, less alcohol consumption, more exercise) and adherence to
treatments. It may also be related to physiological processes, as positive affect may have a direct effect of cardiovascular and immune system
functioning. Note, there may be reciprocal causation or reinforcement at work here, both at behavioural levels (affect influences exercise
which influences affect) and physiological levels (sub-clinical changes in physiology may reduce positive affect). Meta-analysis of positive
affect (refers to activated and hedonic affects such as happiness, joy, enthusiasm etc, excludes relaxation) and mortality. Includes only
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prospective studies. Finds a robust effect of positive affect in reducing mortality in healthy samples (k = 21, N = 36598) and diseased samples
(k = 19 N = 15,711). Although there was some evidence of publication bias evident, this was small and possibly does not alter the
conclusions. In healthy populations, positive affect is associated with reduced risk of mortality (19% reduction) and CVD mortality especially
(29% reduction). Positive affect was associated with decreased mortality in ill samples. In relation to specific illnesses, positive affect did not
have a robust protective effect for people with pre-existing CVDs or cancers, but was protective against for patients with renal failure and
HIV. (The findings appear not to be specific to dispositions to experience positive affect, rather positive affect per se).

(Chida &
Hamer 2008)

Meta-analysis

Chronic psychosocial factors and acute physiological responses to laboratory-induced stress in healthy populations: a quantitative
review of 30 years of investigation

Meta-analysis of 729 experimental and laboratory studies of acute physiological reactions to stress in healthy populations. Found positive
psychological states to be associated with reduced hypothalamic-pituitary-adrenal reactivity. Hostility and aggression associated with
increased cardiovascular reactivity, anxiety and negative affect (this is essentially anxiety) were associated with reduced cardiovascular
reactivity but reduced cardiovascular recovery, general life stress was associated with poor heart rate or poor blood pressure recovery.
However, there was no evidence that job stress per se was associated with changes in acute physiological stress reactions. In general, results
tend to indicate affective responses to stressors are important for healthier physiological functioning rather than the work environment being a
direct influence.

(Coats &
Lehki 2008)

Policy review

‘Good work’: job quality in a changing economy

The quality of employment has an impact on health, life expectancy and life chances. While it is clear that unemployment has a corrosive
effect on physical and mental health, there is equally strong evidence to show that a good job is better than a bad job. If we care about the
capabilities of individuals to choose a life that they value then we should care about job quality.

For the purposes of this discussion good work embraces the following features:

-- Employment security;

-- Work that is not characterised by monotony and repetition;

-- Autonomy, control and task discretion;

-- A balance between the efforts workers make and the rewards that they receive;

-- Whether the workers have the skills they need to cope with periods of intense pressure;

-- Observance of the basic principles of procedural justice;

-- Strong workplace relationships (social capital).

(Cole et al.
2005)

Effectiveness of Participatory Ergonomic Interventions: A Systematic Review
The objective of this review was to synthesize evidence on the effectiveness of workplace-based participatory ergonomic (PE) interventions
in improving health outcomes. Effectiveness was determined by examining quantitative evidence regarding achievement of the desirable
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Systematic
Review

consequences, such as reduced levels of musculoskeletal (MSK) pain or discomfort, injuries or claims and time loss. 10 studies were
reviewed, no RCT’s. The majority of studies identified (without implementation) or implemented (after identification) changes to the physical
design of equipment and workplaces. Fewer studies included changes in work tasks, job teams or work organization, the formulation of
policies, or specific training. The focus on physical changes may be due to the traditional emphasis of ergonomics and workplace parties on
the physical aspects of the work/worker interaction when concerned about MSD, despite the growing literature that indicates a role for
psychosocial or work organization factors. 4 studies reported positive effects on musculoskeletal symptoms, and 1 no change. 6 studies
reported positive effects on injury claims. 2 studies reported positive effects on sick leave.

The authors concluded that taken together these 10 studies provide limited (partial) evidence that PE interventions can have a positive impact
on symptoms, in reducing injuries and workers’ compensation claims, and on lost days from work or sickness absence. The size of this
impact is unclear.

Inspection of the appended study summary data indicates that while some findings were statistically significant they were probably not
meaningful in real-world contexts, because effect sizes were small and sometimes inconsistent.

(Conn et al.
2009)

Meta-analysis

Meta-analysis of workplace physical activity interventions

Aimed to investigate the relationship between physical activity at work and health outcomes. The key research question was to assess the
health outcome impact of interventions designed to increase physical activity in the workplace. Unfortunately, the authors provide very
limited information regarding the types of physical activities undertaken by intervention groups. The authors conclude that some
interventions improve physical activity in individuals and these changes may [sic] improve selected heath outcomes.

(Constable et
al. 2009)

Report

Good Jobs (RR 713)

Literature review, stakeholder survey, interviews and workshops. The workshop programme provided evidence that the link between good
quality jobs, retention and motivation was broadly accepted by many organisations. The survey, meanwhile, illustrated that many employers
included key issues such as being valued, autonomy and a pleasant working environment in a definition of a ‘Good Job’. Recommendations
were made for government policy.

(Coté et al.
2008)

Systematic
review

The burden and determinants of neck pain in workers: results of the Bone and Joint Decade 2000-2010 Task Force on Neck Pain and
Its Associated Disorders

109 articles were included. The annual prevalence of neck pain varied from 27.1% in Norway to 47.8% in Quebec, Canada. Each year,
between 11% and 14.1% of workers were limited in their activities because of neck pain. Risk factors associated with neck pain in workers
include age, previous musculoskeletal pain, high quantitative job demands, low social support at work, job insecurity, low physical capacity,
poor computer workstation design and work posture, sedentary work position, repetitive work and precision work. We found preliminary
evidence that gender, occupation, headaches, emotional problems, smoking, poor job satisfaction, awkward work postures, poor physical
work environment, and workers' ethnicity may be associated with neck pain. There is evidence that interventions aimed at modifying
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workstations and worker posture are not effective in reducing the incidence of neck pain in workers. Neck disorders are a significant source
of pain and activity limitations in workers. Most neck pain results from complex relationships between individual and workplace risk factors.
No prevention strategies have been shown to reduce the incidence of neck pain in workers. (See also Table 1)

(Cox et al.
2009)

Report

Developing the management standards approach within the context of common health problems in the workplace (RR 687)

The authors stated that there are theoretical arguments and growing epidemiological and anecdotal evidence to suggest that the risk
management approach as expressed in the Management Standards initiative might be of relevance to the management of other common health
problems in the workplace. The study focused the key question “can the Management Standards approach be used more widely to address the
most common health problems at work?”” — a Delphi methodology, plus focused review of the relevant literatures, was used.

Epidemiological evidence suggests that there are shared risk factors between the most common health problems (CHP), and that
musculoskeletal disorders (MSD) and work-related stress tend to co-occur. Good evidence (not defined) exists to show that there is a shared
set of causal factors for these main CHPs. These “psychosocial” factors largely relate to aspects of the design and management of work, work
systems and work organisations. Psychosocial factors have an independent and significant role in the aetiology of musculoskeletal disorders.
Prospective studies suggest that psychological distress can be a cause as well as an outcome of MSDs, and there are studies that demonstrate
that interventions targeting psychosocial factors are also associated with reductions in MSDs. The available evidence regarding a shared
causation and co-morbidity supports the possibility of a single (unified) approach to the management of the two main CHPs at work: they
share important causal factors and there is some co-morbidity. Two things follow: first, such a unified approach may also be appropriate for
other CHPs at work if they also share causal factors and demonstrate co-morbidity, and, second, any such unified approach must be flexible
enough to allow for tailoring to particular circumstance. In addition, the physical factors that cause MSDs would still need to be addressed in
other ways.

The consensus among the experts was that the Management Standards approach works well in principle but less so in practice. The Indicator
Tool omits a number of important factors that can impact on work-related health, lacks validity, the assessment can be costly, time
consuming, prescriptive and difficult to implement. The overall approach requires additional resources and guidance to be implemented, is
not adequately supported by practitioner competencies, and is narrowly focused on stress.

The consensus among the experts was that the Management Standards approach can be applied to other CHPs at work, but with caution: it
was stressed that it would only be appropriate to combine the assessment of CHPs that have the same causal factors and mechanisms. The
expert panel disagreed on whether the Management Standards approach can be used for rehabilitation and return to work.

The expert panel expressed views that a broader approach to the management of work-related health can be developed by focusing on good
management, placing emphasis on the benefits for organisations, organisational learning and on promoting healthy organisations, promoting
organisations’ ownership of the process, strengthening the voice of occupational health and safety professionals, placing emphasis on the
positive aspects of work and encouraging a proactive approach.

(The fundamental concept underlying this report is that common health problems at work are caused by exposure to occupational
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psychosocial factors and that the effect is common across the health problems, leading to ‘co-morbidity’. Unfortunately, there seems to have
been no clear attempt to distinguish between different manifestations of CHPs — reported symptoms, underlying pathology, sickness absence,
disability. For instance, whilst psychosocial factors may influence whether symptoms are reported (as work-relevant) and whether sickness
absence is taken, it is difficult to see how they could be responsible for ‘generating musculoskeletal pain or causing injury (tissue damage).
The scientific evidence favouring shared primary causative mechanisms is inconsistent and the risk factors have small and conflicting effects,
so primary prevention through a risk management approach is unlikely to succeed. However, whether the consequences of CHPs (work-
relevance) can be reduced through a shared approach is a different question, which was not addressed in this study).

(Daniels Stress and well-being are still issues and something still needs to be done: or why agency and interpretation are important for policy
2011) and practice

Narrative review. Briefly considers affective reactions to work as key mediator between work and well-being and other forms of stress
Narrative symptoms. Suggests co-existence might partly be explained by common cause (affective experience). (See also Table 3).
review

(de Croon et  The effect of office concepts on worker health and performance: a systematic review of the literature

al. 2005) Systematic review of 49 higher quality studies of different types of office work.

Build on several other, more specific models of psychological processes, to suggest impact of physical office layout has an impact on
Systematic psychosocial working conditions (e.g. autonomy), and these psychosocial working conditions partially mediate the impact of physical office
review layout on short-run indicators of well-being (physical office layout is also thought to have a direct effect on short-run indicators). In turn,

short-run indicators influence long-run indicators of health, well-being and performance. Looked at teleworking form home, open-plan
offices and desk-sharing.

There was insufficient evidence that working from home is beneficial for work characteristics or indicators of well-being

There was strong evidence that working in open workplaces reduces the office worker’s psychological privacy and there is limited evidence
that working in open workplaces intensifies cognitive workload and worsens interpersonal relations. Limited evidence for impacts on
communication and autonomy. There was also strong evidence that working in open workplaces reduces job satisfaction but insufficient
evidence for an impact on other indicators of well-being. Overall, there is strong evidence that open workplace are detrimental.

There was inconsistent evidence was found that desk-sharing improves communication or intensifies cognitive workload, insufficient
evidence there is an impact on well-being.

"[T]he unfavourable effect of workplace openness implies that, to safeguard the well-being of the office worker, innovative offices should
provide sufficient shelter from unwanted acoustic and visual stimuli. To this end, innovative offices should be supplied with an adequate
number of enclosed, sound-insulated workstations. In addition, tall, enclosed or frosted glass sound insulating partitions between open
workplaces, textile floor covering, acoustic ceiling tiles and printer cabinets might be applied for this purpose. Second, the moderating effect
of person-, work- and environment-related variables implies that detrimental office effects might be diminished by the application of
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measures directed at these variables. Ergonomists might, for instance, prevent unfavourable effects of open and crowded offices by improving
lighting and climate conditions. In addition, attention might be paid to the workplace lay-out of high tenure office workers who have a higher
need for privacy and low screening-ability, and are engaged in complex work. p 130

(Denson et al.
2009)

Meta-analysis

Cognitive appraisals and emotions predict cortisol and immune responses: A meta-analysis of acute laboratory social stressors and
emotion inductions

Meta-analysis of 80 studies in 66 articles using laboratory based experimental methods (thus rendering effect sizes suspect due to artificial
conditions, otherwise this is a strong evidence base). Conclude that appraisals of stressors, specific emotions, cognitive aspects of unpleasant
affect (rumination and worry) and social threat are all related to changes in immune responses. Global mood states are not. However,
direction of immune response is unclear, with some appraisals/specific emotions being linked to specific types of up-graded immune
responses and others to down-graded immune response — however the authors do indicate exposure to stressors or failure to regulate
emotions/appraisals to such exposure will adversely effect health. Main conclusion is that specific unpleasant emotional states may have
implications for immune functioning and physical stress symptoms.

(EASHAW
2005;
EASHAW
2007a;
EASHAW
2007b;
EASHAW
2009)

4 Reports

Expert forecast on emerging biological/chemical/physical/psychosocial risks related to occupational safety and health

This series of four reports from the Risk Observatory of the European Agency for Safety and Health at Work were completed because “the
evolution of society and the changing world of work bring new risks and challenges for workers and employers. Indeed, working
environments have changed considerably during the last 15 years and are continuing to evolve as a result of changes in the structure of the
workforce related to the ageing workforce and increasing participation of women; of changes in the structure of the labour market due to
globalisation and growth of the service sector; of new forms of employment and jobs; of the intensification of work; and of the introduction
of new technologies and work processes”.

These reports represent a type of horizon-scanning initiative, based on expert opinion, the lowest level of evidence.

(EU 2008)

Position
Statement

European Pact for Mental Health and Well-Being
Participants in the EU high-level conference Together For Mental Health And Well-Being held in Brussels issued a consensus statement to
acknowledge the importance and relevance of mental health and well-being for the European Union, its Member States, stakeholders and
citizens.
* Mental health is a human right. it enables citizens to enjoy well-being, quality of life and health. It promotes learning, working and
participation in society.
* The level of mental health and well-being in the population is a key resource for the success of the EU as a knowledge-based society
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and economy. it is an important factor for the realisation of the objectives of the Lisbon strategy, on growth and jobs, social cohesion
and sustainable development.

* Mental disorders are on the rise in the EU. Today, almost 50 million citizens (about 11% of the population) are estimated to
experience mental disorders, with women and men developing and exhibiting different symptoms. depression is already the most
prevalent health problem in many EU-Member States.

* Suicide remains a major cause of death. in the EU, there are about 58,000 suicides per year of which 3/4 are committed by men. Eight
Member States are amongst the fifteen countries with the highest male suicide rates in the world.

* Mental disorders and suicide cause immense suffering for individuals, families and communities, and mental disorders are major
cause of disability. They put pressure on health, educational, economic, labour market and social welfare systems across the EU.

* Complementary action and a combined effort at EU-level can help Member States tackle these challenges by promoting good mental
health and well-being in the population, strengthening preventive action and self-help, and providing support to people who
experience mental health problems and their families, further to the measures which Member States undertake through health and
social services and medical care.

Agreement that:
* There is a need for a decisive political step to make mental health and well-being a key priority.

* Action for mental health and well-being at EU-level needs to be developed by involving the relevant policy makers and stakeholders,
including those from the health, education, social and justice sectors, social partners, as well as civil society organisations.

* People who have experienced mental health problems have valuable expertise and need to play an active role in planning and
implementing actions.

* The mental health and well-being of citizens and groups, including all age groups, different genders, ethnic origins and socio-
economic groups, needs to be promoted based on targeted interventions that take into account and are sensitive to the diversity of the
European population.

* There is a need to improve the knowledge base on mental health: by collecting data on the state of mental health in the population
and by commissioning research into the epidemiology, causes, determinants and implications of mental health and ill-health, and the
possibilities for interventions and best practices in and outside the health and social sectors.

They made a call for action in five priority areas. Four of these were: prevention of depression and suicide; mental health in youth and
education; mental health of older people; and, combating stigma and social exclusion.

The fifth area was mental health in workplace settings.

Employment is beneficial to physical and mental health. The mental health and well-being of the workforce is a key resource for productivity
and innovation in the EU. The pace and nature of work is changing, leading to pressures on mental health and well-being. action is needed to
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tackle the steady increase in work absenteeism and incapacity, and to utilize the unused potential for improving productivity that is linked to
stress and mental disorders. The workplace plays a central role in the social inclusion of people with mental health problems.
Policy makers, social partners and further stakeholders are invited to take action on mental health at the workplace including the following:
* Improve work organisation, organisational cultures and leadership practices to pro- mote mental well-being at work, including the
reconciliation of work and family life
* Implement mental health and well-being programmes with risk assessment and prevention programmes for situations that can cause
adverse effects on the mental health of workers (stress, abusive behaviour such as violence or harassment at work, alcohol, drugs) and
early intervention schemes at workplaces
* Provide measures to support the recruitment, retention or rehabilitation and return to work of people with mental health problems or
disorders.

(Faragher et ~ The relationship between job satisfaction and health: a meta-analysis

al. 2005) A systematic review and meta-analysis of 485 studies (n = 267 995). The overall correlation combined across all health measures and job
satisfaction was r = 0.37. Job satisfaction was most strongly associated with mental/psychological problems (range of r’s 0.42 - 0.48) The

Meta-analysis correlation with subjective physical illness was lower (r = 0.29). It was noted that correlations in excess of 0.3 are rare in this context. It was
recommended that organisations eradicate work practices that cause most job dissatisfaction to improve employee health. Occupational health
clinicians should consider counselling employees with psychological problems to to explore ways of gaining greater job satisfaction. (As the
authors remarked, the notion that health improvements can be achieved by workplace interventions intended to foster job satisfaction is
persuasive: however, the data reviewed were from cross-sectional studies, so longitudinal studies are required).

(Gillespie et  Development of a theoretically derived model of resilience through concept analysis

al. 2007) Use a concept analysis to review the literature in order to operationalise resilience. Constructs of self-efficacy, hope and coping were defined
as attributes or resilience. Conclude that resilience appears to be a process that can be developed at any point in the lifespan and is not an

Systematic inherent part of personality. This review focuses implications on nursing.

Review

(Hadler Back pain in the workplace: what you lift or how you lift matters far less than whether you lift or when

1997b) In spite of more than 50 years of concerted effort to diminish task demand, the incidence of compensable back injuries has not wavered.
Before we persist for another 50 years in the quest for the "right way to lift,"” we should consider recent multivariate clinical investigations

Editorial that suggest alternative approaches. Because task context is at least as important as task content in this regard, it follows that including

regional backache under the rubric of "compensable injury" demands reconsideration. Likewise, rather than pursuing the "right way to lift,"
the more reasonable and humane quest might be for workplaces that are “comfortable when we are well and accommodating when we are ill”.
(Although the focus is on back injuries, the same notion of comfortable and accommodating might reasonably be expected to apply to other
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work-relevant complaints). (See also Table 1).

(Hamilton &
CIPD 2010)

Guide

Work-related stress: what the law says

This guide provides a consolidated summary of the law in four steps. (The guide focuses on the legal requirements, stressing the need for
employers to take appropriate steps (e.g. using the Management Standards) to prevent employees being subjected to work-related stress. A
number of dramatic, high-settlement legal cases are used to highlight the financial consequences of employers failing in their duty.
Interestingly, these involve failure to accommodate workers with stress complaints as well as failure to prevent stress).

Identifying a problem: As an employer you have a legal obligation to try to identify any problems that your organisation might be having
with work-related stress. In practice this means using a range of analytic and anecdotal measures to find out what’s going on. Engaging
employees directly, for instance through safety representatives, will help you understand what their perspective is, and help you identify what
might be causing excessive workplace pressure.

Preventing harm: The law requires you to actively manage the workplace to try to prevent accidents and ill-health before they happen. The
same principles apply to controlling potential causes of work-related stress. The process of risk assessment, as well as being required by law,
provides a simple and effective method for preventing the day-today pressure of work from becoming excessive.

Protecting individuals: Over and above the legal duties to put preventative measures in place, you have a duty to protect individuals from
harm caused by work-related stress. As an employer you are required to take reasonable steps to prevent work-related stress affecting
employee health once you are aware that it is affecting them. You are also required to make reasonable adjustments to an employee’s work or
workplace if their health needs can be defined as a disability.

Managing the workplace: Harassment covers a wide range of conduct, ranging from serious crimes (such as sexual assault) to seemingly
trivial remarks. It can generally be defined as unwanted conduct that results in, intended or otherwise, the violation of an individual’s dignity
or creates an intimidating, hostile, degrading, humiliating or offensive environment.

Management Standards: The Management Standards approach has been developed by the Health and Safety Executive (HSE) to help reduce
the levels of work-related stress reported by British workers. The goal is for you to work with your employees and their representatives to
implement the Management Standards by continually improving the way you manage workplace pressures that can result in work-related
stress. This will be good for employees and good for business.

(Hanson et al.
2006)

Narrative
review +
model
development

The costs and benefits of active case management and rehabilitation for musculoskeletal disorders

‘Active case management’ describes the goal-oriented approach to achieving specific work retention and return to work outcomes. It is a
strategy for supporting individuals (with MSDs) stay in work or return to work. In practice, case managers integrate clinical and occupational
management with the needs of the individual to facilitate early return to work (or work retention). There is good international scientific
evidence that case management methods are cost-effective through reducing time off work and lost productivity, and reducing healthcare
costs. There is even stronger evidence that best-practice rehabilitation approaches have the very important potential to significantly reduce the
burden of long-term sickness absence due to musculoskeletal disorders. Many of the factors influencing the adoption of cost-effective case
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management and rehabilitation approaches rest with employers, and funders/commissioners of healthcare. It may be easier to integrate these
practices into large and medium-sized workplaces, but there is no reason why the same principles cannot be applied to small businesses and
the self-employed. It appears to be very timely for the distribution of information to employers and other key players about how effective case
management and suitable rehabilitation approaches can be, and how applicable they are to UK settings.

An evidence-based model for managing those with MSDs was developed that is widely applicable to all types of industry and business in the
UK. It describes the principles to apply in order to integrate case management and rehabilitation with the workplace. There is a clear message
in the model for all those involved on what they should do and why, using a staged approach: create the right culture; manage workers with
musculoskeletal problems; manage the return to work process; monitor and review the programme effectiveness. The model may be used by
all sizes of organisation, and should be suitable for all forms of musculoskeletal disorders. The role of the case manager may be taken by an
occupational health professional or the employer (e.g. a line manager). The important points are to respond to the needs of individuals
quickly, make appropriate arrangements for them (which may include treatment and workplace changes), and gain agreement from the
individual, employer, healthcare provider and case manager as to the individual’s planned return to work if absent. The review highlighted the
importance of good communication and the need to ensure all the players are onside. (This review for HSE, presented as a Research Report,
was supplemented with stakeholder focus groups to assess the model). (See also Table 1).

(Hassan et al. Health and Well-being at Work in the United Kingdom

2009) Literature Review Prepared for the Department of Health as part of the Boorman Review ‘NHS Health and Well-being’. The main findings:

* Health and well-being remain key issues in British workplaces and the NHS.
G.rey * Poor health and well-being at work lead to significant individual, organisational, economic and societal consequences due to sickness
Literature absence.

* Health and well-being 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 well-being.

(Hershcovis Towards a multi-foci approach to workplace aggression: A meta-analytic review of outcomes from different perpetrators

& Barling Work place aggression is defined as negative acts perpetrated against an organization or its members and that victims are motivated to avoid.

2010) Meta-analysis on mainly cross-sectional self-report studies (k = 3 - 18, N = 407-7474). Finds worse psychological well-being associated with
aggressive acts from supervisor (various indicators - job satisfaction, distress, depression and emotional exhaustion r's from [.24/ - .32l) from

Meta-analysis co-workers (range of r's .18l - 1.25]) and organisational outsiders (e.g. customers range of r's .12l - .38]).

(Hill et al. What works at work?
2007) Report by Institute for Employment Studies, commissioned by UK Department for Work and Pensions: reviews the effectiveness of
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workplace interventions to prevent and manage common health problems
Research The research question was: ‘“What workplace practices and interventions have been shown to be effective in reducing health related negative
report work outcomes? Key findings:

* Consistent with the biopsychosocial model, the health condition of the employee is only one of a number of factors in their rehabilitation.
One of the key themes to emerge from this research is the importance of addressing multiple barriers in ill-health prevention,
management of health problems, and promotion of recovery from ill-health.

* Interventions which included some form of employer/employee partnership, and/or consultation, demonstrated improved results
(compared to those which did not).

* Itis not only the employee’s health condition that is important to consider, but also their attitudes and beliefs. Cognitive behavioural
approaches are one way of effectively addressing this aspect of health and recovery.

* Interventions should be comprehensive, addressing both individual- and organisational-level factors. Specific interventions have also
been shown to be effective if, for example, organisational interventions are combined with a complementary individual intervention.

* Improved communication, co-operation and common agreed goals between employers, employees, occupational health providers and
primary care professionals can result in faster recovery, less re-occurrence of ill-health, and less time out of work overall.

* Common mental health problems have been addressed in the workplace using a wide range of intervention types; however, there is only a
limited amount of good quality evaluation evidence on the effectiveness of these interventions. The available evidence also mainly relates
to individual level intervention types, showing that cognitive behavioural approaches in general, and CBT in particular, can be effective
in reducing ill-health and absenteeism. There were contradictory results for organisational-level interventions, although this is largely
influenced by the sparseness of good quality data.

* There was evidence that educational interventions for back pain and musculoskeletal disorders, designed to address an individual’s
beliefs and attitudes about that pain, were effective. Interventions should also address employees’ attitudes and beliefs, as well as.
Evidence was also found to suggest the importance of organisational policies and practices, and of employed tackling potential
organisational barriers to promoting and maintaining health at work, and promoting recovery through work. The timely provision of
modified duties was found to be effective in managing back pain at work and in helping those with back pain to return to work.

This review identified very little evidence in relation to the management or rehabilitation of workers with cardio-respiratory health problems

in the workplace. (Importantly, whilst a large part of the review concerned health promotion, it argued that improved health outcomes might

in principle lead to improved occupational outcomes in the medium to long-term. The conclusions of this review focus on broad principles,

similar to Waddell & Burton 2004).

(Hoving et al. Illness perceptions and work participation: a systematic review
2010) Self-regulatory processes play an important role in mediating between the disease and the health outcomes, and potentially also work
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Systematic
review

outcomes. This systematic review aims to explore the relationship between illness perceptions and work participation in patients with somatic
diseases and complaints. Two longitudinal and two cross-sectional studies selected for this review report statistically significant findings for
one or more illness perception dimensions in patients with various complaints and illnesses, although some dimensions are significant in one
study but not in another. Overall, non-working patients perceived more serious consequences, expected their illness to last a longer time, and
reported more symptoms and more emotional responses as a result of their illness. Alternatively, working patients had a stronger belief in the
controllability of their condition and a better understanding of their disease. In conclusion, the limited number of studies in this review
suggests that illness perceptions play a role in the work participation of people with somatic diseases or complaints, although it is not clear
how strong this relationship is and which illness perception dimensions are most useful. Identifying individuals with maladaptive illness
perceptions and targeting interventions toward changing these perceptions are promising developments in improving work participation.

(Howell et al.
2007)

Meta-analysis

Health benefits: Meta-analytically determining the impact of well-being on objective health outcomes

Meta-analysis of 150 methodologically strong studies (experimental, ambulatory, longitudinal) of subjective well-being and objective health
outcomes. General finding is that subjective well-being is associated with objective health outcomes (r = .14). Importantly, laboratory
induced manipulations of positive affect were associated with better objective health indicators (r = .17) indicating the relationships cannot
simply be attributed to individual dispositions to experience positive affect. Even so, these are small effect sizes but does indicate well-being
might mediate the relationship between work and physical health. Well-being was associated with short-term, long-term and
disease/symptom control. Some of the strongest relationships were found for immune functioning (r = .33) and pain tolerance (r = .32). Well-
being was not associated with cardiovascular reactivity nor physiological responses, although for older samples well-being was associated
with better cardiovascular and physiological functioning. Importantly, well-being was associated with better health in healthy samples only
across a range of indicators — however, range restriction might explain this and that only a small number of studies looked at unhealthy
samples. Well-being was related to better disease/symptom control in unhealthy sample.

(IOSH 2009)

Guidance

Working well - Guidance on promoting health and well-being at work

The aim of this guide is to promote a holistic, proactive approach to managing health and well-being issues at work. It also aims to encourage
occupational safety and health practitioners to work with others, particularly occupational health and human resource specialists, to improve
employees’ work performance and reduce sickness absence through: identifying and addressing the causes of workplace injury and ill health,
as required by health and safety law; addressing the impact of health on the capacity of employees to work, e.g. support those with disabilities
and health conditions, and rehabilitation; promoting healthier lifestyles and therefore making a positive impact on the general health of the
workforce.

Employers who want their organisations and employees to be ‘working well’ need to:

* Ensure a good employee-to-job ‘fit’, i.e. matching employees’ skills and experience to their job requirements.
* Take account of organisational values, the ‘reality’ of the job and the employees’ expectations. At performance appraisals, it’s useful
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to review how the reality of an employee’s job may contrast with their expectations and values.

* Regard well-being as a joint responsibility of management and employees, and make sure your organisation’s policy reflects this.
Point out the benefits of preserving well-being for both the employer (such as efficiency and increased morale) and employee (e.g.
improved health and resilience).

* Regard working with a health condition as the norm, as long as appropriate modifications can be made to the workplace and suitable
support is put in place. An ageing workforce means this will become more important in the future.

* Promote a positive organisational ‘climate’. This is about how employees perceive the organisation through its managerial practices,
leadership behaviours, how it involves employees and also the reward systems. ‘Climate’ is also used to describe the tangible outputs
of an organisation’s health and safety culture, as perceived by employees at a point in time. It can be measured using surveys,
supplemented by observations, workshops and focus groups.

* Make sure that managers reflect the well-being policy in their actions. This consistency will lead to an increase in employees’ trust in
the organisation. It’s possible to audit this by examining consistency in areas such as selection and recruitment, communication in the
organisation, sickness management, performance measurement and flexible working practices.

*  Monitor holistic well-being. This involves measuring quality of life judgments, physiological health indicators and health beliefs, as
well as standard stress indicators, such as those described in the HSE’s stress management standards. So, include well-being factors
in your stress risk assessment.

(Jackson et al.

Personal resilience as a strategy for surviving and thriving in the face of workplace adversity: a literature review

2007) Concludes that resilience enables positive adjustment to adversity that can be enhanced through building positive and nurturing relationships,
maintaining positivity; developing emotional insight, achieving life balance and spirituality and becoming more reflective.

Narrative

review

(Kuoppalaet Work health promotion, job well-being, and sickness absences--a systematic review and meta-analysis

al. 2008a) A systematic literature analysis to study the association between work health promotion and job well-being, work ability, absenteeism, and
early retirement. This systematic review is a part of a large research project studying multiple workplace factors and interventions that may

Systematic affect workers' health and well-being. There is moderate evidence that work health promotion decreases sickness absences (risk ratio [RR],

review + 0.78; range, 0.10 to 1.57) and work ability (RR, 1.38; range, 1.15 to 1.66). It also seems to increase mental well-being (RR, 1.39; range, 0.98

meta-analysis

to 1.91), but not physical well-being. There is no evidence on disability pension. Exercise seems to increase overall well-being (RR, 1.25;
range, 1.05 to 1.47) and work ability (RR, 1.38; range, 1.15 to 1.66), but education and psychological methods do not seem to affect well-
being or sickness absences. Sickness absences seem to be reduced by activities promoting healthy lifestyle (RR, 0.80; range, 0.74 to 0.93) and
ergonomics (RR, 0.72; range, 0.13 to 1.57). it was concluded that work health promotion is valuable on employees' well-being and work
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ability and productive in terms of less sickness absences. Activities involving exercise, lifestyle, and ergonomics are potentially effective. On
the other hand, education and psychological means applied alone do not seem effective. Work health promotion should target both physical
and psychosocial environments at work.

(Kuoppala et
al. 2008b)

Systematic
review +
meta-analysis

Leadership, job well-being, and health effects--a systematic review and a meta-analysis

A systematic literature analysis to study the association between leadership and well-being at work and work-related health. These
intermediate outcomes are supposed to predict work-related loss of productivity and disability at work. The main search terms were
leadership, job satisfaction, well-being, sick leave, and disability pension. There was moderate evidence that leadership is associated with job
well-being (risk ratio [RR] 1.40, range 1.36 to 1.57), sick leave (RR 0.73, range 0.70 to 0.89), and disability pension (RR 0.46, range 0.42 to
0.59). The evidence was weak on that leadership is associa