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Executive summary 
 

This report highlights the importance and value of occupational health to workers, employers, insurers, 

governments, and the general population.  

 

The last few years’ legislative agenda has served to strengthen existing legislation and propose new 

workplace health and safety laws to minimise the adverse effects of work and workplaces on health. 

However, there is also a wider agenda – to promote health via work and workplaces, and to contribute to 

improved health outcomes for the general population. The value of occupational health services has also 

been brought into sharp focus by the recent pandemic, during which occupational health professionals 

have been able to provide specialist advice to employers, workers and governments.  

 

This report describes the key elements of occupational health, including the types of health professionals 

and their roles, and analyses the evidence from the scientific and wider literature to demonstrate that there 

is a rounded business case for investment in occupational health services, based on wide-ranging and 

sometimes intangible factors.  

 

Well-integrated, evidence-based workplace health initiatives are associated with improved employee 

health status and productivity in the workplace. Research suggests that investments in occupational 

health add value through reduced costs, associated with the prevention of ill health, improved productivity 

and a variety of other benefits. The business case for occupational health should reflect the three key 

factors that motivate employers to provide access to occupational health services: 

• Legal – to comply with health and safety laws and regulations 

• Moral – it is the right / ethical / socially responsible thing to do 

• Financial – to reduce costs or add value to the business 

 

Occupational health professionals have unique training and expertise to understand the relationships 

between health and work and how to help injured, ill, disabled or ageing workers to remain productive and 

to remain at work. These uniquely competent professionals provide health services for employees and 

professional support to management.    

 

Occupational health professionals help employers deliver a healthy workplace culture and properly 

organised and healthy work. This, along with managing employee health, contributes to the organisation’s 

success. Providing access to occupational health also helps employers to demonstrate that they are 

caring and socially responsible; this can help to protect and enhance corporate image with customers, 

employees, investors, regulators and shareholders. Good employee health and wellbeing contributes to 

business performance, can enhance employee engagement and reduce avoidable business costs due to 

sickness absence and lost productivity. The evidence reveals that highly effective companies commit to a 

culture of health; good workplaces, employee engagement, wellbeing and productivity being inter-

dependent of one another. 

 

Work-related ill health and health problems related to unhealthy lifestyles are a significant burden for 

individuals, employers and the national economy. Therefore, protecting and promoting employee health is 

in the interests of individual workers, employers and the State. The health programs required will depend 

on the nature of the work and risks involved; off-the-shelf, one-size-fits-all solutions are best avoided. 

Bespoke services should be provided following suitable and sufficient needs and risk assessments to 

design, develop and deliver occupational health services that provide safe, quality care that are both 

effective and cost-effective. Several occupational health interventions have been shown to have short 

payback periods; such services delivering significant tangible and intangible benefits at several levels (Fig 

1). 
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Figure 1: Key benefits provided by occupational health services 
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A Case Study 

 

During June 2020, there was a second wave of COVID-19 cases developing in Victoria, Australia. This 

occurred from leakages of infection from the hotel quarantine program, with a maximal daily case 

count of 725. This wave was driven by both workplace and community transmission. 

 

The Victorian Department of Health had one onsite occupational physician, who had been employed 

to provide advice to industry on how to open safely after the first COVID-19 wave in early 2020. Soon, 

this occupational physician was overwhelmed providing advice to the various public health teams. 

They were then tasked with building an occupational physician service quickly to meet this demand - 

within a fortnight another twenty occupational physician joined the Department of Health COVID-19 

response team. The services provided by this team included: 

• Supporting the public health teams when managing outbreaks 

• Undertaking risk assessment at worksites which had confirmed cases, to determine the 

number of close contacts and if the site needed to shut 

• Supporting companies that were forced to shut due to onsite COVID-19 cases, and educating 

them how to re-open whilst taking a risk management approach 

• Doing onsite visits of workplaces and sensitive settings as part of a risk assessment process 

• Working with industry groups to assist to mitigate the risk of shutdowns  

• Providing advice on how to undertake deep cleans, and the use of appropriate chemicals  

• Providing advice to support major events to restart, whilst complying with COVID safe 

processes 

 

This involvement contributed to the success of various teams at the Department of Health, and the 

second wave was extinguished.  

 

The Department of Health occupational physician team now provides these services on an ongoing 

basis. 
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1. Introduction 
 

 

Key points 

• Longer working lives increases the need for access to occupational health services 

• A range of social, political, economic, technological and environmental factors create new and 

as yet unclear risks to employee health and wellbeing 

• The COVID-19 pandemic has demonstrated employers’ vulnerability to employee illness 

• At the same time, many workers have no access to quality occupational health services and 

service providers have difficulty recruiting competent clinicians 

• Measures should be taken to improve worker access to quality occupational health services 

• Stakeholders should look beyond cost and assess the broad value of occupational health 

services 

 

 

 

For several reasons, there has never been a greater need to make the business case for occupational 

health: 

• Ageing workforces 

• Emerging patterns of non-standard and precarious work 

• Remote work, and changing patterns of work 

• Emerging public health risks, including disease pandemics 

• Lack of universal access by workers to quality occupational health services 

• The prevalence and costs to business of sickness absence and occupational illnesses 

 

Ageing workforces  

The ageing of workforces is attributable to low birth rates and the increase in state pension ages. Ageing 

of the working population is associated with an increase in the prevalence of long-term health conditions 

and, as workers get older, they are more likely to have multiple long-term health conditions1. Meanwhile, 

technical advances in healthcare have led to increased healthcare costs and health insurance premiums; 

costs which may be borne by employers in some countries.   

 

In Australia, many of us plan to work longer and the majority expect to retire between 66-70 years of age 

(39.6%). The number expecting to retire between 71-75 years of age has also grown. This means that the 

number of older workers in our organisations is increasing, with one third of respondents saying at least 

half of their workforce is made up of workers above 55 years old2.  

 

New Zealand has among the highest rates of employees aged over 55 years of all OECD countries, which 

is expected to rise further in the coming years. Among OECD countries, New Zealand recorded the 

second highest employment rate of people aged 55-64 years in 2012 and 2013, and third highest of 

people aged 65-69 years in 20123. In June 2014, 22% of workers in New Zealand were aged 55 years or 

over3. Government figures predict that this proportion will rise to 25% by 2020, with many likely to remain 

working beyond 65 years. Indeed, the proportion of the labour force aged 65 or over (currently 5%) is 

expected to increase to 13% by 20363. 
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Emerging patterns of non-standard and precarious work 

Fragmentation of the workforce is attributable to an increase in job contracts that differ from the traditional 

relationship of permanent, full-time and secure employment. The trend is for more ‘gig work’ that is either 

casual, seasonal, part-time, or is performed on fixed-term, temporary, self-employed or agency contracts4. 

Such work arrangements offer flexibility to employers and workers alike; however, workers have less 

formal or less effective protection such as access to occupational health support5,6; concurrently, these 

precarious jobs are significantly associated with job stress7.  

 

Remote work  

Remote working is a challenge for employers and employees8; especially following the COVID-19 

pandemic as home or hybrid working has become the new norm. Many high-profile internet companies 

have stated their intention to permit employees to work from home indefinitely5. Working from home blurs 

the boundary between home and work; employees often like the increased flexibility but it can create an 

‘always-on’ work culture9. There is a lack of high-quality scientific studies examining the effects of telework 

on health7. Within the grey literature, a European survey reported that more than 20% of teleworkers 

reported working during their free time, compared with 6% of those who worked only at their employer’s 

premises5. In another survey the biggest challenges were inability to switch-off outside of work hours 

(87%); prolonged sitting/looking at a screen (58%) and poor sleep quality (42%)10.  

 

Emerging public health risks  

The COVID-19 pandemic should prompt governments and employers to be better prepared for the next 

emerging health risks and/or risks of disaster and to build into their resilience plans measures to protect 

and promote employee heath. Sectors that employed workers in high people contact roles were 

particularly affected by the COVID-19 pandemic5; in Australia and New Zealand, decimating the hospitality 

industry. There is opportunity to learn from the pandemic; however, so far, studies evaluating the impact of 

COVID-19 policies have not been of sufficient rigour to constitute policy-actionable evidence11. Among 

employers worldwide, the combination of a pandemic and a rapidly changing economy has elevated the 

importance of employee wellbeing12. Climate change is another public health risk and greening of the 

economy will bring about significant changes to the world of work13.  

 

Occupational health services 

There is a drought of access to dedicated occupational health services in Australasia. The exact 

proportion of workers able to access occupational health services is unclear from available research, but 

specialist occupational physicians number in the low hundreds; compared to over 100,000 medical 

practitioners in Australia14. In New Zealand, there are around 65 occupational physicians amongst 30,000 

doctors nationally15. Most occupational health services are run on a private basis: out of the reach of small 

and medium-sized enterprises. 

 

Occupational health services are cost-effective if there is an effective skills mix; people work to their 

distinctive competencies and perform work that is evidence-based and adds value. That said, employers 

should look beyond cost to assess value and look upon occupational health services as an investment to 

be leveraged rather than a cost to be justified16.  

 

Recent research indicates that increasingly occupational health professionals are having to prove their 

value to customers and make the business case for their services17,18. In the USA, about two-thirds of 

occupational health nurses have been asked to demonstrate value or justify a service; while more than 

three-quarters perceived the need regardless of whether they had been asked18. In the UK, occupational 

health professionals surveyed consider cost benefit analyses of their services to be a very important area 

for future research18.   
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SafeWork Australia’s Business case for Safe Healthy and Productive Work notes that “work health and 

safety implications of many operating and financing decisions are often overlooked because critical 

interdependencies between ‘safe and healthy work’ and the four P’s of planning, procurement, production 

and performance (including productivity) are poorly understood”19.  
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2. Work, health, productivity, and wellbeing  
 

 

Key points 

• Sickness absence and presenteeism are significant burdens for organisations and society 

• Occupational illnesses significantly exceed occupational injuries in both number and cost to 

individuals, employers and society 

• Employee health and wellbeing contributes to successful business performance 

• Highly effective companies commit to a culture of health 

• Wellbeing strategies must extend beyond health to encompass the work environment, culture 

and interpersonal relationships 

• Most employers surveyed believe that investment in occupational safety and health pays off 

• The main benefit of occupational safety and health interventions is avoided sick leave 

• Ergonomic interventions are the most profitable and have short payback periods of up to two 

years 

 

 

The interaction between work and health 

Trained occupational health professionals have expert knowledge regarding the interaction between work 

and health including: 

• The effects of health on ability to work (safely); and  

• The effects of work on health 

 

The effects of health on work consider any health condition that an employee has or might develop, and 

which might affect their fitness for certain jobs either because of increased risk from exposure; or if they 

present a risk to others from performing safety critical work. Ill health may mean that a person’s ability to 

work becomes impaired requiring workplace adjustments. People are more likely to develop at least one 

long-term health condition as they get older1 and this can lead to sickness absenteeism and/or 

presenteeism (people attending work when they are not at their most productive).  

 

The effects of work on health arise from employee exposures to biological, chemical, mechanical, physical 

and psychological hazards at work. These can lead to work-related ill health that can be: 

• Caused wholly by work (occupational disease) 

• Caused partly by work  

• Aggravated by work (work-aggravated disease) 

 

Some conditions such as stress are often multifactorial, where there may be coincidental stressors at 

home and at work. Conditions such as asthma can arise from exposure to a known cause of asthma at 

work; in others, non-specific exposures i.e., cold air might aggravate an employee’s asthma. The 

investigation of a potential case of occupational disease requires the expertise of a competent 

occupational health specialist with input from other medical specialists such as chest physicians or 

dermatologists with expertise in occupational lungs and skin diseases respectively. 
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Work-related injury and illness in Australia and New Zealand 

Australia 

According to the Australian Bureau of Statistics Work-Related Injuries Survey, in 2017-18 more than 

560,000 people had a work-related injury or disease regardless of whether any compensation claim was 

made1.  

• 39% did not require any time off work 

• 6.4% took part of a day or shift off work 

• 25% took 1-4 days off work 

• 25% took 5 or more days off work 

• The remaining 3.6% had not returned to work since the work-related injury or illness occurred 

 

Of those who experienced a work-related injury or illness in 2017-18, the most frequently cited causes 

were ‘lifting, pushing, pulling or bending’ (an estimated 135,900 people), ‘hitting or being hit or cut by an 

object or vehicle’ (102,400 people), and ‘slips or falls on the same level’ (87,000 people). The 

injuries/illness occurred most commonly at the workplace (92%), followed by travelling on business 

(3.0%), on lunchtime or break activities (2.2%), and travelling to and from work (1.2%)2.  

 

Of the estimated 560,000 experiencing a work-related injury or illness in 2017-18, 53% (299,000) received 

some form of financial assistance. About two-thirds (67%) of employees with paid leave entitlements 

received financial assistance, compared with 29% of those without paid leave entitlements3. In total, of 

those who received financial assistance: 

• 52% received workers’ compensation 

• 45% did not apply for workers’ compensation 

• 3% applied for but did not get workers’ compensation 

 

Serious claims are defined as those claims in which the injury or disease resulted in the employee taking 

five or more days off work but do not include compensated deaths. In 2017-2018, there were 107,335 

serious claims for workers’ compensation, which translated to 9.1% serious claims per 1,000 employees in 

Australia and 5.5 serious claims per million hours worked2. Males accounted for 63% of all serious claims, 

and 58% of total hours worked. Among males, the highest incidence rate of claims occurred in the 

agriculture, forestry and fishing industry, at 18.3 serious claims per 1,000 employees. For female 

employees, the highest incidence rate of claims also occurred in the agriculture, forestry and fishing 

industry at 12.6 serious claims per 1,000 employees.  

 

Of all occupation groups, labourers had the highest incidence rate of claim, at 24.1 serious claims per 

1,000 employees. This was followed by machinery operators and drivers (20.3 claims per 1,000 

employees), and community and personal service workers (14.1 claims per 1,000 employees). Labourers 

had the highest frequency rate and total number of serious claims overall. 

 

For disease related claims, community and personal service workers had the highest frequency rate and 

total of number of serious claims. Sales workers, managers, and clerical and administrative workers had 

the lowest rate and total number of serious claims overall. 

 

In 2017-18, 89% of serious claims were for injury and musculoskeletal disorders2. The remaining serious 

claims were for diseases, including mental health conditions (7.5% of total serious claims), digestive 

system disease (1.9%) and nervous systems and sense organ disease (1.0%).  

 

Overall, 41% of claims were for traumatic joint/ligament and muscle/tendon injury, followed by wounds, 

lacerations, amputations and internal organ damage (16%) and musculoskeletal and connective tissue 

diseases (14%). Fractures accounted for 11% of serious claims. 
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Labourers (25,055 serious claims) and community and personal service workers (16,560) serious claims 

accounted for the highest number of injuries and musculoskeletal disorders. Community and personal 

service workers (2,335) and professionals (2,245 serious claims) accounted for the highest number of 

disease-related serious claims. 

 

New Zealand 

In New Zealand each year there are around 100 injury claims per 100,000 full-time employees (This 

dropped to 89 in 2020 due to COVID-19 lockdowns).  

 

With the Accident Compensation Corporation (ACC), if an employee has a work-related accident, the 

employer has to pay “first week compensation” equivalent to 80% of the employees’ earnings and cannot 

make the employee take the time as sick leave or as annual leave4. 

 

The most claims were with the youngest (15- to 24-year-olds) and oldest (over 75-year-olds, but there are 

only a small proportion of workers in this age group)5. 

 

Despite making up 16% of the population, only 12% of new claims are lodged by Māori and make up only 

15% of weekly compensation costs. Māori experience more serious injuries, are less likely to be referred 

for some treatments and have poorer long-term outcomes6.  

 

In 2019, there were 238,100 work-related injury claims made to the ACC (This dropped to 217,500 in 2020 

due to COVID-19 lockdowns). Of those, 37,000 required entitlement payments for loss of earnings, lump 

sums, serious rehabilitation and death benefits. Most of these were musculoskeletal injuries.   

 

Industries with the highest incidence of claims were trade workers, agriculture forestry and fishing7. 

Industries with the highest numbers of injuries resulting in more than a week away from work were 

manufacturing, construction, and health care and social assistance8.   

 

The most common types of accidents resulting in more than a week away from work were musculoskeletal 

stress while lifting, carrying or putting down objects and falls7.There were 72 fatal claims in 2019 and 66 in 

20209. 

 

In New Zealand, a worker is 15 times more likely to die from work-related disease than a workplace 

accident. This is because illness is often caused by long-term exposures to hazards rather than an acute 

injury10. Of the work-related deaths due to work related disease, 50 % are caused by cancers (lung, 

mesothelioma, breast). There are an estimated 5,000 to 6,000 hospitalizations and 750 to 90 deaths per 

year due to work related ill health11. Of the work-related hospitalisations due to work related disease, 1/3 

are caused by cancer and 2/3 are caused by lung and heart problems including asbestos related 

disease12. 

 

Health and productivity losses 

Health problems among the working population have a significant detrimental impact on business 

performance through diminished productivity and on societal costs such as healthcare. In the UK, some 

12.7million working-age people live with a long-term health condition; 7.6 million of those having a 

disability which affects their daily activities13. In Australia in 2017-8, 47% of working-age Australians with 

chronic conditions were aged 45-6414.  

 

Estimating the costs associated with poor health is challenging; a new systematic review of economic 

evaluations and validation studies of 42 instruments for measuring productivity loss confirmed the findings 

from earlier reviews. Not all instruments assess both absenteeism and presenteeism costs; the latter 

being especially problematic15. Additionally, most tools do not capture societal costs16.  
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The World Health Organization has estimated conservatively that globally 2.7% of deaths and disability 

are attributable to work17. These place heavy financial burdens on individuals, employers, governments 

and society18. Even refined methods to calculate the burden underestimate the costs because some work-

related illnesses are omitted and cost estimates are only derived from lost productivity; omitting other 

costs such as healthcare, early retirement and presenteeism19,20. The true societal and economic burden 

of work injuries and diseases remains unknown21; but it is estimated to be 3.9% of global GDP and 3.3% 

of European GDP18. These estimates are comparable with previous estimates for Australia (4.8%) and 

Singapore (3.2%) but higher than estimates for the USA (1.8%) and Great Britain (1%)21. Indirect costs 

are the largest part of the economic burden, followed by direct costs and then intangible costs21. Intangible 

costs comprise between 20% and 50% of the total21.   

 

In Australia in 2017-18, $1.8 billion was spent through workers’ compensation agencies for work-related 

injuries and diseases22. In 2016-17, a median time of 5.3 weeks of work was lost for serious claims in the 

injury and musculoskeletal disorder group, and 10.2 weeks for diseases23. Median compensation paid in 

2016-17 was $7,100. Of all types of injuries and diseases, mental health conditions resulted in the highest 

median time off work (17.3 weeks) and the highest median compensation paid ($30,800). Injuries to the 

nerve and spinal cord had the next highest median time off work (10.8 weeks).  

 

In New Zealand in 2020 alone, for ACC work-related claims, there were 189,604 new claims and 280,665 

active claims which cost NZD$872,717,529, mostly in the construction and manufacturing industries6. The 

broader social and economic impacts of New Zealand’s worker fatalities are estimated at NZ$15–21 billion 

per annum (2%–4% of gross domestic product)24.   

 

Historically, New Zealand’s work-related fatal injury (WRFI) record has been poor compared with other 

Organisation for Economic Co-operation and Development (OECD) countries, being twice as high as 

Australia’s and four times that of the UK10. 

 

The burden of sickness absence 

Sickness absence is divided broadly into two categories: 

• Short-term sickness absence; and 

• Long-term sickness absence 

 

depending, somewhat arbitrarily, on whether one episode of absence has lasted for a specific duration; 

commonly more than 14 calendar days. Both affect workplace productivity; however, the increased 

prevalence of long-term health conditions among the ageing workforce makes long-term sickness 

absence a growing issue. This increases the need for the effective occupational health management of 

workers with ill health and/or disabilty16.  

 

In the UK, an estimated 118.6 million working days (3.6 days per worker) were lost due to sickness 

absence in 202025; increases in absence attributable to COVID-19 being offset by measures such as 

furloughing and homeworking25. The commonest reasons were minor illness (26.1%), other various 

illnesses (17.1%), musculoskeletal problems (15.4%) and mental health problems (11.6%)25.  Employers’ 

surveys report similar findings26,27 and that mental health problems were reported more frequently during 

the pandemic27. Depending on how absence is covered it is reported that absence may account for 2-16% 

of payroll28. Because of their frequency and longer duration, musculoskeletal disorders account for the 

greatest employer healthcare expenditure in countries such as the USA29. In Australia, there are no recent 

estimates of the cost of sickness absence available; in New Zealand, the estimated cost in 2021 was 

$1.85b30. 
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The burden of presenteeism 

Presenteeism is defined variously but most commonly refers to people who continue to work while feeling 

unwell and who are not functioning at their full capacity29. There is growing evidence that presenteeism 

costs exceed absenteeism costs31. However, there are difficulties and uncertainties in measuring 

presenteeism and its costs18,31,32 since many jobs do not have easily measurable outputs; and methods for 

measuring productivity vary between instruments19,34. Self-reported data suggests that 40% of European 

workers work while ill for at least one day in the course of a year29. In the USA it is estimated that 540 

million workdays are lost annually to presenteeism35 the highest presenteeism costs arising from common 

ailments such as allergies, migraines and headaches19. In the UK it is estimated that poor mental health 

alone costs UK employers up to £45 billion each year; comprised of absence costs of ~ £7bn; 

presenteeism costs of £27-29 billion; and turnover costs of ~ £9bn36. Mental Health-related absenteeism 

and presenteeism in Australia is estimated to cost $13-17b per annum37. 

 

Wellbeing 

Wellbeing (or wellness) is a people and performance strategy; 82% of surveyed global organisations 

believed that wellbeing is important to their company38. A body of literature argues there is a connection 

between employee wellbeing and outcomes as diverse as job satisfaction, employee engagement, 

retention and improved business performance, etc39-42. A large US Gallup survey identified reciprocal 

causality between wellbeing (career, social, financial, physical, and community) and employee 

engagement, workplace turnover, and health outcomes, etc; albeit wellbeing was a stronger predictor of 

employee engagement than the reverse42. This highlights that wellbeing is multi-factorial and not solely 

dependent on health – career satisfaction and reward being among the key influences.   

 

An individual's subjective wellbeing at work is influenced by characteristics of the job and workplace and 

tends to be higher when employees have autonomy over how they do their job, variety in their work, clarity 

over what is expected of them, opportunities to use their skills, effective supervision, higher pay and clear 

career prospects43. Among the indicators most associated with poor health and wellbeing are atypical or 

variable working hours, disruptive interruptions, exposure to restructuring, environmental hazards and job 

insecurity44. Consequently, wellbeing strategies must extend beyond health and treatment of illness or 

injury to encompass prevention, the working environment and social determinants such as culture, values 

and interpersonal relationships38,45. While there is little high-quality research there is a clear case for 

employers to invest in employee wellbeing on the basis of likely performance benefits43. Many employer 

organisations recognise the benefits to be gained by employers taking a strategic, proactive approach to 

wellbeing to boost employee engagement and productivity. Employers who run health and wellbeing 

programs do so because they want to:  

• Improve their employee value proposition.  

• Improve work performance and productivity  

• Reduce costs associated with absenteeism, presenteeism and disability  

• Reduce healthcare or insurance costs 

• Improve the culture of the organisation and retain existing employees  

• Improve the organisation’s image, attract talented employees and fulfil corporate social 

responsibility obligations38,40 

 

Leading companies that connect health and productivity strategies to business objectives report employee 

health improvements, lower costs, reduced work loss and higher productivity. These are also linked to 

significant competitive and financial advantages, including higher revenues per employee and total 

shareholder return45. It should be acknowledged that the employers who introduce such programs are 

likely to be the type of enlightened employers who utilise a range of practices that affect productivity and 

competitiveness; and those organisations that are already profitable may be more likely to afford such 

programs.   
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3. Occupational health services 
 

 

Key points 

• Several occupational health interventions have been shown to be cost-effective and have 

short payback periods 

• The cost-effectiveness of occupational health interventions depends on suitable and sufficient 

risk assessments to identify those to be included in the programs (and the use of valid and 

easily applied procedures) 

• Occupational health disability case management interventions that include early contact with 

workers on sick leave and specific agreements around work modifications result in faster 

returns to work and are cost saving 

• Expert/skilled consideration is necessary to design and deliver effective and cost-effective 

services 

• Evidence supports restricting post-offer health assessments to only job-specific examinations 

• Heath surveillance can detect some cases of occupational disease early and lead to improved 

long-term clinical outcomes 

• Occupational health services help to improve employee health, increase workforce 

productivity, organisational performance and the national economy 

• The range of services offered by an occupational health professional or service will depend on 

the type of organisation supported and any particular hazards and risk at work 

• Data regarding worker access to occupational health services is unreliable, due to small 

sample size and varying definitions of occupational health 

• Further research is needed to estimate reliably worker access to occupational health services  

• Measures need to be taken to close the widening coverage gap 

 

 

What is an occupational health service? 

Members include occupational health nurses, occupational physicians, occupational hygienists, 

physiotherapists, psychologists, and others. Occupational health services contribute to the effective 

management of the health of workers and workplaces, supporting employers to meet their legal 

responsibilities to: 

• Provide healthy workplaces and work  

• Protect people from developing work-related ill health 

• Provide health surveillance 

• Adjust work for people with health problems or a disability. 

 

Occupational health services can support employers to: 

• Provide healthy workplaces and work to protect people from harm 

• Provide early intervention to help prevent people being absent for health reasons  

• Improve opportunities for people to recover from illness while at work 

• Use the workplace to promote individual health and wellbeing  

• Enhance employee wellbeing and engagement 
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Occupational health nurses 

Occupational health nurses promote safety and wellness and administer health and safety programs and 

services to workers in a workplace environment. Their practice focuses on promotion and restoration of 

health, prevention of illness and injury, and protection from work-related and environmental hazards, 

including.  

• Monitoring the health status of worker populations 

• Coordinating and delivering services and programs 

• Providing health education and disease management programs, such as smoking cessation, 

exercise/fitness, nutrition and weight control, stress management, control of chronic illnesses and 

effective use of medical services. 

 

Occupational physicians 

Occupational physicians are specialist trained doctors who deal with the effects of health on work and 

work on health. Occupational physicians visit workplaces and assess a range of work-related health 

issues. They can help people stay at work or return to work following an accident or illness. They combine 

clinical medical practice with influencing individual and organisational behaviour. They work independently 

or as part of multi-disciplinary teams. 

 

The Fellowship of the Australasian Faculty of Occupational and Environmental Medicine (AFOEM) is a 

vocational registration in occupational and environmental medicine and this is the highest qualification in 

Australasia. Scope of practice of these specialist physicians includes: 

• Conducting pre-employment and fitness for work assessments 

• Advising regarding workplace risks and hazards 

• Managing and advising regarding rehabilitation following injury/illness 

• Advising regarding injury and illness prevention 

• Advising regarding wellness and psychological factors 

• Advising on complex cases 

• Providing environmental medicine advice 

• Advising regarding Industrial and national health policy 

 

Occupational hygienists 

Occupational hygienists help employers and workers to understand workplace risks and to minimize or 

eliminate them. They check work environments and processes for health and safety hazards related to 

chemicals (dust, gases, vapours), physical agents (heat, noise), biological agents (moulds) and other 

hazards. Their practice includes: 

• Observing, monitoring and testing processes, procedures and operating conditions at workplaces 

• Assessing potential worker exposure to physical, chemical, biological and other hazards agents by 

collecting and analysing samples to determine risk to human health 

• Helping to evaluate the effectiveness of control strategies implemented to protect against 

workplace exposures and hazards (personal protective equipment, ventilation systems) 

 

Occupational therapists 

Occupational therapists provide therapy and support to people with limited ability to carry out activities 

because of illness, injury or disability.  They are also involved in the design and implementation of 

workplace rehabilitation. 
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Physiotherapists 

Physiotherapists can help people affected by injury, illness or disability through exercise, manual therapy, 

education and advice. 

 

Psychologists 

The biopsychosocial model of illness is well-recognised. Occupational psychologists can assist individuals 

to return to work, to rehabilitate, or to come to terms with injury or illness. Organisational psychologists 

have a role to play in the analysis of workplace systems; providing advice on organisational structures and 

practices.  

 

Examples of occupational health services for employees 

Who What we do Outcome 

Person offered a job Health assessment Workers who can perform their job safely considering any 
health issues or disabilities they may have for e.g., drivers, 
healthcare workers, pilots, etc. Meeting statutory 
regulations or industry guidelines.  

People with a disability or a health condition can perform 
the offered work effectively through suitable work and / or 
workplace adjustments, if reasonably practicable. 

Employees exposed 
to hazards at work 
e.g., chemicals, 
noise radiation, etc. 

Education and 
training 

Employees who understand health hazards and risks and 
personal measures to protect their health. 

Health surveillance Early identification of any health changes to ensure the 
cause is investigated and improvements made in the 
workplace to prevent progression to disease and permanent 
ill health – in that worker and co-workers. 

Employees exposed 
to infection risks  

Immunisation and 
medicines 

At risk groups of employees e.g., business travellers, 
healthcare workers, etc. are better protected against 
exposure to infectious diseases. 

Employees with a 
work-related health 
concern 

Consultation Employees are supported to address work-related health 
concerns e.g., stress at work or to cope with work when 
they have stresses outside of work.  

Management of worker’s compensation processes; liaison 
with relevant insurance agencies. 

Employees with a 
health condition 

Health assessment Maintained employment and earnings through workplace 
adjustments; or suitable alternate work where a worker 
cannot perform their normal job, either temporarily or on a 
permanent basis. 

Employees on long 
term sick leave 

Case management Earliest return of functional capacity and return to work by 
working with the employee’s doctors and employers e.g., by 
offering changes to the job and /or work schedule. 

Health assessment Ill health retirement when that is in the employee’s best 
interest and if they meet the medical criteria within the 
pension fund rules. 

All employees Health promotion Employees who are in optimal health through leading 

healthier lifestyles. 
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Occupational health services for employers 

Occupational health professionals work with a range of colleagues in the organisation, and workers 

representatives in their efforts to protect and promote employee health by ensuring that employer health 

programs align with the organisation’s values and needs. 

 

What we do Key business 

partners 

Outcome 

Health risk 
assessment 

Health & safety, 
occupational 
hygienists 

Required statutory and appropriate employer health 
surveillance programs implemented properly 

Health needs 
assessment 

HRs Health programs are designed and resourced to address 
the main lifestyle health risks; top causes of sickness 
absence, etc. 

Professional advice Managers, HR Advice and support for matters relating to health and work 

Policy development HR, Legal Policies, practices and cultures that maintain and promote 
employee health and compliance with relevant health and 
safety legislation; improve engagement and reduce staff 
turnover 

Change 
management 

Managers, HR, 
toxicologists 

Assess significant changes e.g., in shift patterns; the 
development or introduction of a new chemical, etc 

Business continuity 
planning 

HR, health & safety Ensure contingency plans are in place to deal with health 
risks e.g., emergency medical response for disasters, 
pandemics, etc. 

  

Worker access to occupational health services 

The International Labour Organization adopted Occupational Health Services Convention 161 in 1985; 

this required signatory countries to develop adequate and appropriate occupational health services for all 

workers in all undertakings3; it was ratified by 35 countries, but not by the UK, Ireland, Australia, or New 

Zealand. Worldwide, there are gaps in occupational health capacity (a lack of qualified professionals) and 

coverage; with only one in four of the worlds’ workers being able to access occupational health services4. 

Coverage is low in emerging economies with large working populations; and high (above 75%) in 

countries such as Croatia, Finland, France, Italy, Japan, Macedonia, and the Netherlands4. The same 

survey reported 45% access for Australia and Germany and about 37% for Ireland and the USA. There is 

very little other data available for Australia and New Zealand.  
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Appendix 1. Making the business case for 

occupational health 
 

 

Key points 

• Legal, moral and financial imperatives encourage employers to provide access to occupational 

health services   

• Both companies and/or directors can be prosecuted for breaches of health and safety law and 

face significant fines and potentially imprisonment 

• Litigation risks company reputation which can threaten business 

• Key outcomes for employers include legal compliance, improved employee health and 

wellbeing, reduced sickness absence and increased productivity  

• The business case should reflect value in the broadest sense and not focus simply on 

financial value 

• A value proposition should communicate occupational health’s points of difference and how 

they add value to the employer’s business 

 

 

Since employee health contributes to the profitability, productivity, and safety outcomes of organisations 

there is a strong business case to integrate preventative health care into business planning1. However, 

many organisations require persuading through business cases i.e., data-driven arguments to secure 

management commitment and approval for investment in an intervention or service2. Employers may need 

to be convinced that occupational health services significantly reduce work-related illnesses and improve 

health so as to lower associated costs such as sickness absence and lost productivity. Evidence suggests 

that cost-benefit messages are not getting through to employers and that cost-benefit messages need to 

be more accessible4. However, organisations that value employee health and wellbeing gain through 

improvements to their profile as well as to their bottom line; factors which are important but difficult to 

quantify.  Nevertheless, highly effective companies articulate a “culture of health” and emphasise the 

importance of employee health and its impact on the business by including employee health and wellbeing 

in their goals and values statements and by ensuring leadership and co-worker support4,5. For some 

organisations this is a formal element of their corporate social responsibility programs.  

 

Employers’ reasons for investing in occupational health 

The business case for occupational health should present stakeholders with compelling and transparent 

reasons to invest in occupational health services and demonstrate that the investment delivers benefits at 

organisational and individual levels. However, employers’ reasons for providing access to occupational 

health services are not confined to financial reasons and include reasons such as: 

• Legal obligations (health and safety at work, disability and reasonable adjustments) 

• Moral duty of care to employees 

• Assisting recruitment and retention  

• Employee expectations 

• Reduce sickness absence  

• Maximise productivity  

• Improve employee health and wellbeing6-8  
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In the context of health and safety at work and/or wellbeing initiatives additional reasons include brand 

image/reputation, customer satisfaction, business conduct, to secure contracts and employee 

performance, morale, engagement and motivation9-12. In turn, these influence productivity and company 

performance. 

 

Attributing exact costs and benefits to occupational health services can be quite difficult, not least because 

the costs are immediate while benefits usually accrue over time. Also, some of the benefits, e.g., 

increased employee motivation or improved company image, may be difficult to quantify in monetary 

terms. Hence, the business case should reflect all of the key drivers13. This report considers the business 

case in terms of the broad ‘value’ including legal, moral and financial imperatives. At the same time, it 

recognises that demonstrating economic value is problematic especially concerning the indirect costs of 

health-related productivity14.  
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Appendix 2. Occupational safety and health: the 

evidence 
 

 

Key points 

• Most employers surveyed believe that investment in occupational safety and health pays off 

• The main benefit of occupational safety and health interventions is avoided sick leave 

• Ergonomic interventions are the most profitable and have short payback periods of up to two 

years 

 

 

There is low to moderate evidence that health and safety legislation and inspections improve occupational 

safety and health performance1,2. However, regulation alone is not effective in reducing non-fatal and fatal 

injuries especially in hazardous workplaces; company-oriented interventions being required to reduce 

injuries in the longer term2. This is particularly noticeable in the case of work-related musculoskeletal 

disorders; despite legislation requiring employers to control workplace risks, there is limited evidence that 

this is happening3. Yet, work-related injuries and ill health are a significant cost for employers and 

substantial economic savings can be made by better investment in occupational safety and health 

measures4. Research identifies specific interventions that are cost-effective; however, for many 

organisations financial reasons are not the only reasons why organisations invest in occupational safety 

and health3,4.  

 

A systematic review published by the European Agency for Safety and Health at Work (EU-OSHA) 

identified reviews and studies that evaluated the cost-effectiveness / cost–benefit ratio of interventions 

aimed at improving the health or safety of workers5. The reviewers discovered that all case studies which 

met the inclusion criteria were included in three other reviews of business case studies / economic 

evaluations of occupational safety and health interventions6,7,8; many of them in more than one review. 

Therefore, they examined the literature mainly through existing reviews. The reviews reported flaws in 

study design, lack of assumption soundness, insufficient provisions for uncertainty, poor application of 

economic evaluation (depreciation, etc.), overall poor research quality, heterogeneity of studies, the lack 

of a common methodological framework and other factors i.e., publication bias; concluding that it wasn’t 

feasible to draw sound conclusions. Subsequent reviewers have expressed similar concerns; especially 

regarding the failure to assess important and relevant costs such as the indirect costs of productivity loss, 

absenteeism and presenteeism; areas in which the greatest savings may be made9,10. 

 

The EU-OSHA report also developed and included 13 case studies of health and safety interventions in 

European small and medium-sized enterprises5. These identified that most economic costs and benefits 

related either to absenteeism or to improved productivity. Most of the case studies (11/13) demonstrated 

profitability after 5 years; and all interventions were profitable after 7–10 years. Interventions involving 

training and organisational change were more profitable than interventions based on technical changes 

e.g., new equipment. Of the reviews identified by EU-OSHA one reported that around three-quarters of 

interventions were profitable, and the payback period was less than six months; the main benefit being 

avoided sickness absence7. Another included review found evidence to support the economic benefits of 

ergonomic programs and other interventions to prevent musculoskeletal disorders in: 

• Manufacturing and warehousing (strong evidence)    

• Health care, transportation, and administrative and support services (moderate evidence) 6.  
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The third included review mainly assessed quality and concluded that the overall methodological quality of 

the economic evaluations was poor; only 44% of studies met more than 50% of the quality criteria8. This 

conclusion was substantiated by another review which concluded that workplace-based intervention 

studies which undertake economic analyses were ‘a mixed bag’ in terms of methodological approaches 

and quality11.  

 

Of all occupational safety and health interventions ergonomic interventions are most common in the 

literature and are the most profitable, in terms of improved health or efficiency5,6,7. They also have short 

payback periods of up to two years because of the low cost of interventions i.e., training, simple 

equipment and changes to work organisation and the high prevalence of musculoskeletal disorders5. 

 

A survey in 16 countries asked companies to subjectively rate qualitative and quantitative costs and 

monetary benefits of occupational safety and health12. The strongest impact occurred in production, 

transport and warehousing. Most employers (75%) considered that additional investment in occupational 

safety and health would lead to company costs remaining the same or decreasing over the long term.  

Expenditure on occupational safety and health is an investment that “pays off” for companies according to 

the interviewed companies - added value generated by increased employee motivation and satisfaction 

and better corporate image; and cost savings through the prevention of disruptions.  
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Appendix 3. Workplace health promotion: the 

evidence 
 

 

Key points 

• The workplace can be an effective setting for health promotion and prevention 

• While health promotion programs may only have a small positive effect, they are low cost 

• Results of studies should not be taken at face value or generalised beyond the specific 

context of the study 

• There is need for longer-term and better-quality workplace studies that use objective 

outcomes and/or quality assured questionnaires 

• More research is needed to determine the ideal interventions for specific employee groups 

• Employers should invest in health interventions that are evidence based, customized for target 

populations and known to be effective 

• Occupational health professionals can design, implement and evaluate health promotion 

programs and strategies to meet the needs of the organisation and offer value 

• Work organisation / environment interventions may produce more sustainable employee 

health benefits than interventions focused on individual behaviours 

 

 

Why workplace health promotion? 

Workplace health promotion programs often focus on modifiable risk factors for disease such as diet, 

physical activity, alcohol and tobacco use. Increasingly, employers offer such programs to improve 

employee health and with expectations for increased productivity, and, where they are responsible for co-

funding it, reduced health care costs1-3. Workplace health promotion programs were made popular in the 

USA by the Affordable Care Act 2009 which allowed insurers to charge lower premiums to workers 

participating in such programs1,4. However, the popularity and commercial interest in workplace health 

promotion is not backed by good quality evidence for efficacy, effectiveness or cost effectiveness2-4. Since 

most economic evaluations were performed in the USA; the results are not necessarily generalizable to 

countries that provide publicly-funded health care5. For example, a systematic review of 11 randomized 

controlled trials established that, in Europe, there was a positive economic impact of most of the 

workplace wellbeing programs 6.  

 

Commercialisation of wellness 

The intangible benefits of workplace health promotion in terms of making employees feel valued and the 

consequent impact on engagement and productivity risk becoming overshadowed.  There is some 

concern that ‘the term wellness has been highjacked by commercial entrepreneurs’7. Understandably so, 

since market analysts estimate the global corporate wellness market to be worth about US$57 billion in 

2020; being projected to be worth between US$83 to 87 billion by 20268,9. Public Health England 

commissioned a survey to examine the impact of workplace health programs among employers and 

providers in England10. The majority of submissions were from providers of wellbeing interventions; 

respondents that would be disinclined to report negative findings. Of equal concern, rigorous methods of 

data collection or evaluation were not being used to evaluate effectiveness10.  
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Poor quality primary studies 

Presented with the literature reporting return on investment many people will assume that the economic 

benefit of workplace health promotion is indisputable.  However, most studies are of low to moderate-

quality, often lack sufficient description of interventions and valid control groups; and suffer from selection 

and attrition bias, small sample sizes and short follow-up2,4,11-16. Systematic reviews have identified a risk 

of various biases sometimes in more than two-thirds of studies12,17. The propensity to report positive 

outcomes is inversely-related to study quality; observational studies are more likely to report positive 

effects compared to randomized controlled trials13,18 and high-quality trials report smaller effects than low-

quality trials19. Recent systematic reviews have reported that only around one in four studies are of high 

quality20-22. These limitations, the heterogeneity of interventions studied22 and reliance on estimates to 

calculate long-term costs and benefits23 make it difficult to summarise the main outcomes and limit the 

extent to which the findings can be trusted16.  

 

Variable quality systematic reviews 

Randomized controlled trials with low risk of bias are the most trustworthy source of evidence for 

systematic reviews of health interventions because they protect against confounding and other biases24. 

Sometimes non-randomized studies can provide valuable information; insofar as complementary 

evidence24; or where the question of interest cannot be answered by randomized trials25.  

 

Systematic reviews investigating workplace health promotion do not always meet the Cochrane 

Collaboration quality criteria for systematic reviews11,14 and so, often reach different conclusions 

depending on the methodologies for selecting and grading the quality of studies. Meta-analyses too 

produce mixed results for benefits relative to costs3,4. Two recent systematic reviews of systematic 

reviews of workplace health promotion interventions reported that only 22%14 and 39%26 of included 

reviews were of high quality. Those that report positive effects usually have caveats to alert readers to the 

small number and/or low quality of included studies27.  

 

The diverse and often dubious evidence base for the effectiveness and return on investment from 

workplace health promotion programs requires careful consideration because the quality of economic 

evaluation studies is generally low. Unfortunately, published research is often taken as fact and reported 

favourably and extensively by others without any attempt to appraise its quality. There are some well-

known reports or narrative reviews that merely cite prior research without fully appraising the quality of 

individual studies are omitted. Two such reports are critiqued in the boxes below. They are not included in 

the evidence base for this report.   
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CRITIQUE OF COMMONLY CITED REPORTS 

 

Building the Case for Wellness. London. PricewaterhouseCoopers. 2008. 

This report was commissioned by the UK Department for Work and Pensions; whose Health Work and 

Wellbeing Unit provided 55 UK case studies. PwC noted that few case studies attempted to estimate 

return on investment (ROI). Of the seven that did, ROI (as benefit-cost ratio) was wide ranging (1:1 to 

34:1) and studies were heterogeneous with regard to follow-up duration and interventions studied 

(ergonomic improvements or support, influenza immunisation, physiotherapy, health and safety 

awareness and physical wellbeing).  

 

The report continues to be cited in conference presentations e.g., Utility Week 2018; and websites e.g., 

for the self-employed and small business and commercial providers of training e.g., for high-

performance and corporate yoga. One training organisation’s website cites the report as follows ‘A 

review of seven wellbeing programs suggested the average benefit-cost ratio was £4.17 for every £1 

spent’. In fact, that figure was not an average, but one of seven examples; albeit used in the executive 

summary to illustrate how return on expenditure worked. More importantly, this non-peer reviewed case 

study related to ‘perceived costs and benefits’ of an ergonomics intervention (redesigning and then 

introducing new manual handling training). However, that ratio is commonly attributed to workplace 

wellbeing interventions; without any understanding of how that figure was derived. 

 

‘The Harvard Study’ Baicker K, Cutler D, Song Z. Workplace wellness programs can generate 

savings. Health Aff (Millwood) 2010; 29: 304–311. 

 

Like the PwC report, this study is reported widely in the grey literature; as a meta-analysis, it is also 

cited extensively in the biomedical literature. At the time of writing this report there were 915 Semantic 

Scholar citations, 537 Crossref citations and 828 Mendeley readers. 

 

The report was and inappropriately continues to be cited as providing evidence that ‘every dollar spent 

on workplace wellbeing programs saves about $3.27 in medical costs and about $2.73 in absenteeism 

costs’; even though the authors emphasised that their ‘findings may not be generalisable’ because of 

factors such as publication bias. The data has been misappropriated further; being attributed by at least 

one organisation to savings made by occupational health services. Subsequent researchers criticised 

the study for methodological weaknesses i.e., including programs that operated in the 1980s and 

selection bias (more favourable participants in reviewed studies)1,7,28,29. Other issues include that only 

9/22 studies had randomized controls; costs were assumed for 7/22 studies; they excluded other 

available studies choosing only one example of a study for each intervention; and 40% of interventions 

included self-help – a cheap intervention that will produce a high ROI. 

 

The Harvard Study authors have since conducted a large multi-site cluster-randomized trial. This found 

no significant differences in health care spending or absenteeism at 18 months4 and 3 years30 follow-

up; the authors concluding that ‘these findings may temper expectations about the financial ROI that 

wellness programs can deliver in the short term’4. The only improvement was in some self-reported 

health behaviours (physical activity and weight management). The authors acknowledged that most 

prior studies were based on observational designs that had methodological shortcomings such as 

potential selection bias and that randomized studies are likely more reliable4. Writing an article in The 

Washington Post in June 2021, Baicker and Song made it clear ‘if the goal [of workplace wellness 

programs] is to save money by reducing health-care costs and absenteeism, or to improve chronic 

physical health conditions, the evidence so far is underwhelming’. 
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Return on investment 

Employers are usually interested to understand whether their workplace health promotion investments are 

cost saving i.e., the financial benefits exceed investment costs generating a positive ROI31. Researchers 

continue to caution employers to be realistic about the outcomes they should expect32; the ability of 

workplace wellness programs to generate ROI being debated increasingly33. A review of empirical 

research indicates that whilst most studies observed short-term improvements in some healthy 

behaviours; they more rarely achieved ROI, savings and reduced costs from absenteeism and 

presenteeism34. At best, the economic value of worksite health promotion remains uncertain21; and it must 

be recognised that high-quality studies, of which there are fewer, are more likely to demonstrate negative 

ROI21,35. A 2019 review of 37 European research studies rated nine studies as strong, 15 as moderate and 

15 as weak; only six satisfied the minimum standard for health economic evaluations21. Effects on health 

outcomes were small and uncertain – only 9/21 cost–benefit analyses, 10/23 cost–effectiveness and 2/8 

cost–utility analyses produced encouraging results21. A review of 51 workplace health promotion studies 

reported that ROI became increasingly positive as methodological quality fell; with ROIs of -0.22 for 

randomized controlled trials; +1.12 for quasi-experimental studies; 1.61 for non-experimental studies; and 

+ 2.15 for modelled studies35. 

 

As with the multi-site cluster-randomized trial performed by researchers from Harvard3,30, a large 30-month 

randomized controlled trial published in 2019 (the Illinois Workplace Wellness Study) reported null effects 

of workplace wellness interventions on total medical expenditures, employee productivity, or self-reported 

health status after more than two years36. The researchers also analysed the data as if the study were an 

observational trial. This approach could have demonstrated an association between participation and 

reduced healthcare spending consistent with earlier research from low-quality studies; whereas the higher 

quality analysis demonstrated that interventions ‘appeared to cause none of those things’36. The authors 

concluded that 84% of medical expenditure and absenteeism estimates from the prior literature could be 

ruled out - including the ROIs in the Harvard meta-analysis - selection bias being the likely reason36.  

 

Cost-effectiveness and effectiveness 

The lack of a uniform methodology as well as the low quality of studies make it difficult to quantify the 

economic benefit of workplace health promotion11. Rather than trying to demonstrate ROI; it would be 

more realistic to consider cost-effectiveness i.e., whether interventions provide good value for money10. 

Such focus might help to ensure the best value for health promotion expenditure10; especially since no 

individual intervention emerges as a ‘gold standard’37. Cost-effectiveness and effectiveness depend not 

only on the intervention but also on those who participate in workplace health promotion; and specifically, 

whether participants are either personally motivated or incentivised to make a change37.  In the Illinois 

Workplace Wellness Study employees who volunteered to take part already had healthier behaviours and 

lower healthcare spending than non-participants prior to the intervention; suggesting that those who stand 

to benefit most decline to participate36. Others too report that employees in better health and physically 

active at baseline have a greater likelihood of success; and that it is challenging to achieving successful 

results among employees at high risk of poor health outcomes38.  

 

Meta-analyses have noted that even though limited health behaviour improvements e.g., fruit 

consumption, can be found among participants with high compliance; the effects are small15,19, such that 

overall, workplace health promotion interventions are rarely effective15; however, it is difficult to draw firm 

conclusions because of the poor quality of the evidence base19. Possibly, workplace health promotion may 

be more effective and cost-effective if targeted toward and recruiting those employees at higher risk for 

developing long-term health conditions39. As yet, the evidence is that health-promoting implementation 

strategies may make little to no difference40.  

 

There are further challenges when trying to calculate cost-effectiveness. Studies that assess the impact of 

health promotion on performance may rely on cross-sectional studies and self-rated assessments; these 
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tend to demonstrate an association between interventions and improved performance; whereas objective 

ratings and longitudinal studies report no significant differences in employee well-being and organisational 

performance41. Additional research is necessary to evaluate the efficiency and cost-effectiveness of 

workplace health promotion interventions41. 
 

Which workplace health promotion programs work? 

Most of the evidence is derived from heterogeneous studies performed in the USA; only about half as 

many being conducted in Europe43. Most studies address physical activity, followed by interventions to 

promote mental health and stress management43.  Overall, there is not enough evidence from the 

scientific literature to recommend any specific interventions or programs14; however, there is continued 

desire from stakeholders for workplace health promotion. Therefore, it is appropriate to consider the 

evidence for what works (will achieve positive health outcomes) from systematic reviews. These reach 

different conclusions; as demonstrated by the number of references supporting each statement in the 

following lists for different types of programs and interventions. 

 

Mental health interventions 

As with other interventions studies are generally of low quality28; evidence for the effectiveness of different 

interventions depending on the quality of the underlying research24. A range of health promotion 

interventions have been reported to be effective in reducing symptoms of depression and anxiety; 

however, the effect is small77 and rarely reaches statistical significance14. Considering the variability in the 

interventions available and small number of studies examining any one intervention it is challenging to 

draw conclusions78 and neither possible, nor judicious, to provide ‘generalised’ results79. Some programs 

have better evidence to demonstrate effectiveness i.e.; those incorporating multicomponent interventions 

(mental health and/or physical health and/or psychosocial interventions)80,81. 

 

For cognitive behavioural therapy (CBT) there is: 

• Moderate-quality evidence for improved job satisfaction82 

• Moderate-quality evidence of no effect on employee turnover82  

• Moderate-quality evidence for reduced presenteeism among those at risk of developing mental 

health symptoms52  

• Low-quality evidence of no effect on absenteeism and productivity52,82 

• Low-quality evidence of effectiveness in improving mental wellbeing in those at risk of developing 

mental health symptoms52 

 

For stress management training there is: 

• Low to moderate-quality evidence of a positive effect on job stress52,82 

• Low-quality evidence of no effect on sickness absence11,52,82  

• Low-quality evidence of no effect on mental wellbeing, mental health symptoms and 

productivity52,82  

• Moderate-quality evidence for improving job satisfaction and quality of life among employees at 

risk of developing common mental disorders52 

 

Considering the lack of effect of CBT and stress management training across most outcomes for the 

general workforce, NICE only recommends CBT and stress management as options for employees with 

poor mental health52.  

 

There is preliminary evidence that eHealth-delivered CBT and stress management training may reduce 

mental health and stress symptoms, at least in the short-term83. eHealth and mHealth interventions can be 
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more cost-effective and reach a wider audience84; however, products must be chosen carefully since they 

vary in quality and many lack evidence83.  

 

Physical activity 

Workplace physical activity and/or sedentary behaviour programs can increase employee exercise levels 

to a limited11,13,44 or moderate extent45; interventions with less rigorous design being more likely to report a 

positive effect46.  Further studies are recommended because of heterogeneity and short duration of 

studies44 and low to very-low certainty of economic evidence44,45.  Overall, there is:  

• inconclusive / equivocal evidence of effect47,48 

• inconclusive evidence for improving cardiorespiratory fitness11,13 

• inconsistent evidence of the impact on worker productivity49  

• some evidence for decreases in waist circumference and total body fat50  

• no convincing evidence for other health-related outcomes11; such as blood pressure and blood 

lipids51 

• very low-quality evidence of no effect on mental wellbeing, job stress, job satisfaction and quality 

of life52 

• no evidence for reduced levels of sick absence13 

 

There is preliminary evidence that mHealth interventions are effective in improving physical activity, but 

not in helping workers to lose weight; higher quality and longer-term studies are needed53. 

 

Dietary interventions 

Studies are very heterogenous54-56; most have methodological limitations (short duration, high or unknown 

risk of bias; poor reporting of interventions); and about one half of studies were performed in North 

America54,55. Most systematic reviews are of moderate quality57. Better quality and longer-term studies are 

needed as are assessments of the costs and cost-effectiveness of different approaches54,55. Where 

improved diet is observed it occurs for both individual (e.g., nutrition education) and organisational 

interventions (e.g., healthy canteen food, information posters)11, with better outcomes being related to 

combined interventions55,56. Overall, there is: 

• limited to moderate-quality evidence of a positive effect from healthy eating programs12,59-62 

• stronger evidence for small increases in vegetable and especially fruit intake15,55,59  

 

Multi-component workplace interventions  

There is some evidence that multi-component workplace interventions are more effective and can improve 

specific anthropometric, dietary and cardiometabolic risk factors i.e., body weight and waist 

circumference52,55,57,63-70; but the evidence for long-term effectiveness is more limited64,68. Inconsistent 

conclusions between reviews for the statistical significance of effects on other parameters i.e., blood 

pressure, serum cholesterol, fat intake, fasting blood glucose, etc47,55,67 may be due to a lack of large high-

quality studies24. There is need for better quality and longer-term studies and examination of economic 

outcomes66,70. Overall, it appears that: 

• Multi-component health promotion interventions appear to be more effective 

• Success depends on participants’ motivation15, provider’s expertise and the nature of the 

interventions62 

• Effective components include coaching techniques and those promoting physical activity69 

• There is strong evidence for a positive effect among those at risk of cardiovascular disease71 
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Smoking cessation 

Individual workplace smoking cessation interventions:  

• can be effective for smokers who are willing to quit11 and among those who participate; but the 

absolute numbers who quit are small72 and the strength of evidence is low12  

• effectiveness decreases over time13  

• should employ a range of different interventions to meet the different needs of employees at 

different stages of readiness to change73 

• are more likely to lead to cessation when interventions are directed towards individual smokers72 

• may have less impact than smoke-free workplace policies3  

 

Substance use interventions 

It is only recently that systematic reviews have examined substance use interventions in the workplace. 

These reviews have limitations because the included studies are heterogeneous and of low to medium-

quality28,74 making it challenging to synthesise the evidence28. Overall, studies provide mixed results; with 

no intervention showing effectiveness in more than half of studies74. Interventions examining impact on 

workplace injuries or accidents more commonly report effectiveness74. Higher quality studies are needed. 

 

Alcohol use interventions 

There is limited evidence that alcohol use prevention and treatment programs are cost-saving and cost-

effective28. There are few high-quality studies; one limitation being that research is focused on self-

reported behaviour change29,74. Screening for alcohol misuse is not recommended; there being no suitable 

test for population screening and no evidence that screening is effective in reducing long-term harm75. 

While brief interventions can lead to reduced alcohol intake in the short to medium-term the findings do 

not relate to a screening or a population context75. eHealth interventions have small and non-significant 

effects on alcohol intake76.  
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Appendix 4. Occupational health services: the 

evidence 
 

 

Key points 

• Several occupational health interventions have been shown to be cost-effective and have 

short payback periods 

• Occupational health disability case management interventions – in addition to evidence-

based treatment - including early contact with workers on sick leave and specific 

arrangements around work modifications result in faster returns to work and are cost saving 

• The cost-effectiveness of occupational health interventions depends on suitable and sufficient 

risk assessments to identify those to be included in the programs, and the use of valid and 

easily applied procedures 

• Expert/skilled consideration is necessary to design and deliver effective and cost-effective 

services 

• Evidence supports restricting pre-placement health assessments to only job-specific 

examinations 

• Heath surveillance can detect some cases of occupational disease early and lead to improved 

long-term clinical outcomes 

 

 

It is possible to demonstrate that some occupational health interventions offer more value than others. 

Active occupational health care aimed at prevention and rehabilitation can be more profitable than a focus 

on treatment2.  A systematic review of different types of intervention identified musculoskeletal 

interventions (in certain sectors) and return to work / disability management interventions as usually worth 

making from an economic point of view3. The evidence for effectiveness is published separately7,8; the 

conclusions are summarised in Table 3.  

 

Table 3: Occupational health interventions worth undertaking for economic reasons 

 Multiple 

sectors 

Manufacturing 

& warehousing 

Administration 

& support 

Transport Healthcare 

Return to work / 

disability management 

programs 

Strong evidence 

Musculoskeletal 

interventions 

 Strong evidence Moderate 

evidence 

Moderate 

evidence 

Moderate 

evidence a 

Occupational disease 

prevention 

interventions 

    Moderate to 

limited 

evidenceb  

a. Most studies evaluated mechanical lifts. Some investigated lifting teams, manual handling training, or exercise programs 

b. Two interventions – needle-stick injury prevention programs, and substitution of powdered latex gloves with powder-free gloves 
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Whether occupational health interventions are effective and cost-effective in a particular workplace will 

almost always depend on whether the health needs of the workforce have been assessed properly by a 

competent person and whether the interventions that are offered reflect the identified needs and the best 

evidence. Success also depends on organisational support for occupational health interventions. This is 

apparent for return-to-work interventions where effectiveness depends on support from managers, 

supervisors and co-workers to provide access to modified work and facilitate a sustained return9-12.   

 

Long term sickness absence management 

The interventions that are effective in facilitating return to work may depend on the nature of the 

underlying illness or injury and on factors that lie outside the control of an occupational health service.  

Overall, there is: 

• Strong evidence supporting disability management interventions3 

• Strong evidence that workplace interventions reduce duration of sickness absence21 

• Consistent evidence that line manager, supervisor and co-worker support is effective9 

• Moderate evidence that graded activity interventions reduce sickness absence22 especially for 

absence that exceed 6 months23 

• Limited evidence that multidisciplinary intervention and cognitive behavioural therapy reduce 

absence21 

• Limited evidence to support sustainability beyond one year 

• Insufficient evidence to assess the general effectiveness of eHealth interventions24,25  

 

Considering that musculoskeletal disorders (especially back pain) and common mental disorders are 

highly prevalent and account for a large proportion of sickness absence and health-related costs it is 

unsurprising that more studies have been undertaken to examine interventions designed to prevent and 

manage these conditions. 

 

Among surveyed UK employers, and in all sectors, a flexible and inclusive working culture and referral to 

occupational health are the top-ranking methods for most effectively supporting employees with disabilities 

and long-term health conditions13. Conversely, lack of access to occupational health is cited consistently 

as a barrier to effective sickness absence management14.  

 

An independent review of sickness absence in Great Britain gave examples of hospital trusts that 

achieved large savings in salary, overtime and temporary staff costs by enhanced management of 

sickness absence and early referral to occupational health15. There is similar evidence from scientific 

studies. A large Canadian healthcare employer that strengthened its disability management program 

(emphasis on early contact, supervisor training and involving union representatives in return-to-work 

planning) achieved larger reductions in disability durations compared to the comparison group over the 6-

year observation period15. Two years after an English hospital introduced a new service (intensive case 

management for staff absent sick beyond 4 weeks and a bio-psychosocial approach) there was a 10.7% 

difference in reduction of absences beyond 8 weeks compared to a control site; the intervention was 

reported to be effective and cost-effective16. A similar intervention followed up for four years in Scottish 

hospitals and with referral to occupational health at day 10 of absence (previously day 28) was associated 

with 12% greater reduction of sickness absence compared to control sites17. Accommodating for start-up 

costs the predicted long-term return on investment was estimated to be 1.56:117. 

 

When facilitating return to work it must be recognised that cost savings attributable to reduced 

absenteeism may be offset by increased presenteeism costs.  Return to work interventions do not appear 

to be cost effective on the basis of studies that include an economic evaluation18,19; although this may 

reflect the lack of relevant studies.  A cross-sectional survey of 11 major Japanese companies reported 

that 7/11 achieved a net benefit from comprehensive workplace mental health programs.  Companies that 
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achieved a return on investment >1 used full-time occupational health nurses; had significantly higher 

disease management and rehabilitation program implementation rates; and substantially lower total 

costs20. This study suggests that the engagement of occupational health nurses to manage the tertiary 

prevention programs may lead to reduced absenteeism and increased return on investment.  

 

Musculoskeletal disorder interventions 

Prevention 

The evidence from syntheses of reviews indicates that: 

• Physical activity programs reduce the prevalence of and sickness absence attributable to 

musculoskeletal disorders26,27  

• Other interventions i.e., educational interventions, theoretical trainings, back schools and lumbar 

supports/back belts are generally ineffective26-29  

 

Management 

For workers suffering from back pain:  

• Back schools appear to be useful26,27,30 

• Temporarily modified work (transitional work arrangements) can facilitate early return to 

work26,31,32 

• Cognitive behavioural approaches are effective in reducing sickness absence duration26 

 

Return to work 

There is insufficient evidence to support the sustainability of effects beyond one year31; however, the 

following return to work interventions are reported to be effective and likely to provide a net cost-saving 

(avoided sickness absence savings minus intervention costs):  

• Graded activity intervention/phased return to work23,32,34 

• Early assessment and early rehabilitation, including work and/or workplace adjustments27,33,35  

• Multi-component programs27,32,36,37 

• Early and good communication between the worker, employer and occupational health31,34 

• Simple, feasible, inexpensive interventions are more likely to be cost-effective38  

 

The National Institute for Health and Care Excellence (NICE) concluded that multi-component programs 

were ineffective but that this was likely due to population and comparison group heterogeneity in the 

studies reviewed, considering that other studies demonstrated benefits37. Interventions aimed at the 

individual without recourse to changes in work organisation and the working environment are likely at best 

to deliver small benefits38.  Of work-related factors there is strong evidence that the physical demands of 

the job, job satisfaction and the offer of modified work predict the likelihood and timing of return to work 

and moderate evidence of an effect from the workplace psychosocial environment i.e., factors related to 

work pace, control and social support39. NICE recommends considering the use of interventions focused 

on reducing potential workplace barriers and interventions aimed to strengthen individuals’ physical and 

mental health resources in those who are absent from work with musculoskeletal conditions37. 

 

Stress and mental health interventions 

Mental health issues account for increasing proportions of long-term sickness absence; this is reflected by 

the quantity of new studies, albeit study quality remains low37. Compared with musculoskeletal disorders 

there is greater heterogeneity between studies investigating mental health interventions36. There are few 

economic evaluations; these too are heterogenous and of low quality, or evidence on effectiveness is 

lacking18,40. Consequently only tentative conclusions can be drawn18 and it is unwise to generalise 
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findings40. Nonetheless, there appears to be evidence that; while the primary focus ought to be on 

organisational interventions to prevent mental ill health22, employee-focussed interventions are effective, 

especially in employees at risk of developing common mental health problems and in those who have high 

control over their work26,27  

 

Prevention    

Reviews report mixed results for the effects of workplace mental health interventions on mental health and 

work productivity18. Stress interventions which focus on employees only – without addressing 

organisational causes of stress i.e., management style or culture – will have limited effect27.  While few 

studies have examined organisational interventions18; research indicates that: 

• Multi-component interventions aimed at both individuals and the organisation are more effective27 

• Preventive mental health activities can reduce sickness absence26 and might be cost-effective18 

• Mental health awareness training improves identification of employees at risk, uptake of support, 

discussion of mental health problems and de-stigmatisation (moderate-quality evidence)41 

• Screening has no effect on mental health symptoms, uptake of support, or productivity (low-quality 

evidence)42 

 

Management 

• Cognitive behavioural therapy is effective in reducing psychological ill-health and sickness 

absence among employees absent from work26 

• Cognitive behavioural therapy is cost-saving (and in some cases cost-effective) to address 

depression19  

• Cognitive behavioural therapy for insomnia significantly improves sleep quality45,46 and may 

improve presenteeism45 

 

Return to work 

Return to work interventions reviewed by NICE did not show evidence of effectiveness; the authors noted 

that it was unclear to what degree this reflected a failure of the interventions studied, or a failure of their 

implementation37. Studies are generally too heterogeneous to synthesise,19 and more high-quality studies 

are needed36,37,45. However, some systematic reviews report: 

• High-quality evidence for maintaining contact with the workplace46  

• Strong evidence that regular and active involvement of occupational health professionals is cost-

saving and cost-effective in reducing sick leave related to mental health and in encouraging return 

to work19 

• Moderate-quality evidence for gradual return to work; especially for stress-related disorders46  

• Moderate-quality evidence that adding a work-directed intervention reduces sickness absence 

duration in the first year of follow-up for those suffering from depression45  

 

More research is needed on combining work‐directed interventions with clinical interventions to establish 

which type and combination of interventions are the most effective29. For example, while cognitive 

behavioural therapy can improve symptoms it is only effective in helping employees return to work when it 

focuses on work-related solutions and is implemented alongside any necessary workplace modifications 

such as modified duties or working hours36. 

 

Return to work interventions for other health conditions  

Most studies included in systematic reviews involve musculoskeletal problems and common mental 

disorders; there is less direct evidence for the occupational health management of other health conditions 

and a lack of high-quality studies36.  There is no conclusive evidence to support any specific return to work 
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intervention for workers suffering from conditions such as subjective health complaints47 or chronic pain48, 

or to improve work participation for older workers generally49. Nonetheless multidisciplinary interventions 

are recommended36,48,49. There is moderate evidence that interventions which include vocational 

counselling enhance return to work in patients with cancer50,51; however, more research is needed 

particularly to follow up individuals over several years52. 

 

Occupational health assessments 

In an occupational setting, the purpose of health assessments is to detect any effect of health on work 

(e.g., fitness for specific duties) or work on health (e.g., health surveillance of those exposed to a hazard).  

 

Post-offer health assessments 

Two systematic reviews found little53, no or inconsistent evidence54 that health questions asked before 

employment are effective in determining future health or occupational outcomes for prospective 

employees. Another systematic review reported that pre-employment or post-offer personality 

assessments appeared to be of low utility in predicting common mental disorder among emergency 

workers and that further high-quality longitudinal research was required55. A subsequent prospective study 

demonstrated no association between validated pre-employment measures of personality and 

psychopathology with mental health outcomes among Australian police officers in their first seven years of 

employment56.   

 

There is very low-quality evidence that examination-based recommendations for work accommodation or 

training may be effective in reducing an increased risk for occupational injuries54. However, large numbers 

of fit people must be screened to identify few at risk.  An audit at one hospital trust revealed that almost 

3,000 pre-placement assessments were undertaken in a year. Of those assessed, 98.5% were passed fit, 

1.5% were passed ‘fit with comments’, and no-one was considered unfit for work56. Evidence supports 

restricting post-offer health assessments to only job-specific examinations54.    

 

Health surveillance 

Some health surveillance is usually legally mandated and so it is rarely evaluated for effectiveness or cost-

effectiveness.  Health surveillance offers the potential to detect occupational disease at an early stage to 

prevent further deterioration and improve the chances of recovery.  The case for heath surveillance is 

made in a systematic review of occupational asthma (where there are valid tests) on the grounds that 

outcome is better in workers who have shorter duration of symptoms prior to diagnosis, relatively normal 

lung function at diagnosis, and no further exposure to the causative agent after diagnosis60.  Other than 

that cost-effectiveness of surveillance for occupational asthma has only been demonstrated in 

mathematical simulation models using estimates; and then mostly at the societal level60,61. 

 

Improving cost-effectiveness 

Occupational health staffing costs are a major consideration62; and employers rank them as one of the top 

three most significant costs when implementing occupational safety and health programs63. Some 

employers perceive the costs of providing an occupational health service to be prohibitive in spite of 

recognising the benefits64; these costs may be a particular barrier for small and medium-sized 

employers66. Occupational health programs can, but do not have to, involve significant resources and 

costs – the evidence shows they can be devised and delivered in cost-effective ways31.  Including all 

employees in occupational health programs, as opposed to targeting programs towards groups at risk, 

does not make optimal use of occupational health resources. Return-to-work efforts should be reserved 

for individuals who are experiencing difficulty returning to work19; whilst health surveillance should be 

offered to those employees who have been identified to be at risk of exposure by suitable and sufficient 

risk assessments. 
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Since occupational health services are a scarce commodity, interventions should be both effective and 

efficient in terms of allocating available resources to their best use66.   Expensive interventions should be 

implemented only with rigorous cost-benefit evaluation planned from the outset38. 
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