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In
creasin

g em
p

loym
en

t an
d

 su
p

p
ortin

g p
eop

le in
to w

ork are key elem
en

ts of
th

e U
K

G
overn

m
en

t’s p
u

blic h
ealth

 an
d

 w
elfare reform

 agen
d

as.T
h

ere are econ
om

ic,social an
d

 m
oral

argu
m

en
ts th

at w
ork is th

e m
ost effective w

ay to im
p

rove th
e w

ell-bein
g of

in
d

ivid
u

als,th
eir

fam
ilies an

d
 th

eir com
m

u
n

ities.T
h

ere is also grow
in

g aw
aren

ess th
at (lon

g-term
) w

orklessn
ess

is h
arm

fu
l to p

hysical an
d

 m
en

tal h
ealth

,so th
e corollary m

igh
t be assu

m
ed

 – th
at w

ork is

ben
eficial for h

ealth
.H

ow
ever,th

at d
oes n

ot n
ecessarily follow

.

T
h

is review
 collates an

d
 evalu

ates th
e evid

en
ce on

 th
e qu

estion
 ‘Is w

ork good
 for you

r h
ealth

an
d

 w
ell-bein

g?’
T

h
is form

s p
art of

th
e evid

en
ce base for th

e H
ealth

,
W

ork an
d

 W
ell-B

ein
g

Strategy p
u

blish
ed

 in
 O

ctober 2005.

M
E

T
H

O
D

S

T
h

is review
 ap

p
roach

ed
 th

e qu
estion

 from
 variou

s d
irection

s an
d

 in
corp

orated
 an

 en
orm

ou
s

ran
ge of

scien
tific evid

en
ce,

of
d

ifferin
g typ

e an
d

 qu
ality,

from
 a variety of

d
iscip

lin
es,

m
eth

od
ologies,

an
d

 literatu
res.

It a) evalu
ated

 th
e scien

tific evid
en

ce on
 th

e relation
sh

ip

betw
een

 w
ork,h

ealth
 an

d
 w

ell-bein
g;an

d
 b) to d

o th
at,it also h

ad
 to m

ake sen
se ofth

e com
p

lex

set of
issu

es arou
n

d
 w

ork an
d

 h
ealth

.
T

h
is requ

ired
 a com

bin
ation

 of
a) a ‘best evid

en
ce

syn
th

esis’
th

at offered
 th

e flexibility to tackle h
eterogen

eou
s evid

en
ce an

d
 com

p
lex socio-

m
ed

ical issu
es,an

d
 b) a rigorou

s m
eth

od
ology for ratin

g th
e stren

gth
 ofth

e scien
tific evid

en
ce.

T
h

e review
 focu

sed
 on

 ad
u

lts ofw
orkin

g age an
d

 th
e com

m
on

 h
ealth

 p
roblem

s th
at accou

n
t for

tw
o-th

ird
s of

sickn
ess absen

ce an
d

 lon
g-term

 in
cap

acity (i.e.m
ild

/m
od

erate m
en

tal h
ealth

,

m
u

scu
loskeletal an

d
 card

io-resp
iratory con

d
ition

s).

F
IN

D
IN

G
S

W
o

rk:T
h

e gen
erally accep

ted
 th

eoretical fram
ew

ork abou
t w

ork an
d

 w
ell-bein

g is based
 on

exten
sive backgrou

n
d

 evid
en

ce:

•
E

m
p

loym
en

t is gen
erally th

e m
ost im

p
ortan

t m
ean

s ofobtain
in

g ad
equ

ate econ
om

ic

resou
rces,w

hich are essen
tial for m

aterial w
ell-bein

g an
d fu

ll participation
 in

 today’s society;

•
W

ork m
eets im

p
ortan

t p
sych

osocial n
eed

s in
 societies w

h
ere em

p
loym

en
t is th

e n
orm

;

•
W

ork is cen
tral to in

d
ivid

u
al id

en
tity,social roles an

d
 social statu

s;

•
E

m
p

loym
en

t an
d

 socio-econ
om

ic statu
s are th

e m
ain

 d
rivers ofsocial grad

ien
ts in

 p
hysical

an
d

 m
en

tal h
ealth

 an
d

 m
ortality;
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•
V

ariou
s p

hysical an
d

 p
sych

osocial asp
ects ofw

ork can
 also be h

azard
s an

d
 p

ose a risk to

h
ealth

.

U
n

em
p

lo
ym

en
t:

C
onversely,

th
ere is a stron

g association
 betw

een
 w

orklessn
ess an

d
 p

oor

h
ealth

.T
h

is m
ay be p

artly a h
ealth

 selection
 effect,bu

t it is also to a large exten
t cau

se an
d

 effect.

T
h

ere is stron
g evid

en
ce th

at u
n

em
p

loym
en

t is gen
erally h

arm
fu

l to h
ealth

,in
clu

d
in

g:

•
h

igh
er m

ortality;

•
p

oorer gen
eral h

ealth
,lon

g-stan
d

in
g illn

ess,lim
itin

g lon
gstan

d
in

g illn
ess;

•
p

oorer m
en

tal h
ealth

,p
sych

ological d
istress,m

in
or p

sych
ological/p

sych
iatric m

orbid
ity;

•
h

igh
er m

ed
ical con

su
ltation

,m
ed

ication
 con

su
m

p
tion

 an
d

 h
osp

ital ad
m

ission
 rates.

R
e-em

p
lo

ym
en

t:T
h

ere is stron
g evid

en
ce th

at re-em
p

loym
en

t lead
s to im

p
roved

 self-esteem
,

im
p

roved
 gen

eral an
d

 m
en

tal h
ealth

,an
d

 red
u

ced
 p

sych
ological d

istress an
d

 m
in

or p
sych

iatric

m
orbid

ity.
T

h
e m

agn
itu

d
e of

th
is im

p
rovem

en
t is m

ore or less com
p

arable to th
e adverse

effects ofjob loss.

W
o

rk
 fo

r sick
 a

n
d

 d
isa

b
led

 p
eo

p
le:

T
h

ere is a broad
 con

sen
su

s across m
u

ltip
le d

iscip
lin

es,

d
isability grou

p
s,

em
p

loyers,
u

n
ion

s,
in

su
rers an

d
 all p

olitical p
arties,

based
 on

 exten
sive

clin
ical exp

erien
ce an

d
 on

 p
rin

cip
les offairn

ess an
d

 social ju
stice.W

h
en

 th
eir h

ealth
 con

d
ition

p
erm

its,sick an
d

 d
isabled

 p
eop

le (p
articu

larly th
ose w

ith
 ‘com

m
on

 h
ealth

 p
roblem

s’) sh
ou

ld

be en
cou

raged
 an

d
 su

p
p

orted
 to rem

ain
 in

 or to (re)-en
ter w

ork as soon
 as p

ossible becau
se it:

•
is th

erap
eu

tic;

•
h

elp
s to p

rom
ote recovery an

d
 reh

abilitation
;

•
lead

s to better h
ealth

 ou
tcom

es;

•
m

in
im

ises th
e h

arm
fu

l p
hysical,m

en
tal an

d
 social effects oflon

g-term
 sickn

ess absen
ce;

•
red

u
ces th

e risk oflon
g-term

 in
cap

acity;

•
prom

otes fu
ll p

articip
ation

 in
 society,in

d
ep

en
d

en
ce an

d
 h

u
m

an
 righ

ts;

•
red

u
ces p

overty;

•
im

p
roves qu

ality oflife an
d

 w
ell-bein

g.

H
ea

lth
 a

fter m
o

v
in

g offso
cia

l secu
rity b

en
efits:C

laim
an

ts w
h

o m
ove offben

efits an
d (re)-en

ter

w
ork gen

erally experien
ce im

provem
en

ts in
 in

com
e,socio-econ

om
ic statu

s,m
en

tal an
d gen

eral

h
ealth

,an
d

 w
ell-bein

g.T
h

ose w
h

o m
ove off

ben
efits bu

t d
o n

ot en
ter w

ork are m
ore likely to

rep
ort d

eterioration
 in

 h
ealth

 an
d

 w
ell-bein

g.
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P
ro

v
iso

s:A
lth

ou
gh

 th
e balan

ce of
th

e evid
en

ce is th
at w

ork is gen
erally good

 for h
ealth

 an
d

w
ell-bein

g,for m
ost p

eop
le,th

ere are th
ree m

ajor p
rovisos:

1.
T

h
ese fin

d
in

gs are abou
t average or grou

p
 effects an

d
 sh

ou
ld

 ap
p

ly to m
ost p

eop
le to a

greater or lesser exten
t;h

ow
ever,a m

in
ority ofp

eop
le m

ay exp
erien

ce con
trary h

ealth

effects from
 w

ork(lessn
ess);

2.
B

en
eficial h

ealth
 effects d

ep
en

d
 on

 th
e n

atu
re an

d
 qu

ality ofw
ork (th

ou
gh

 th
ere is 

in
su

fficien
t evid

en
ce to d

efin
e th

e p
hysical an

d
 p

sych
osocial ch

aracteristics ofjobs an
d

w
orkp

laces th
at are ‘good

’for h
ealth

);

3.
T

h
e social con

text m
u

st be taken
 in

to accou
n

t,p
articu

larly social grad
ien

ts in
 h

ealth
 an

d

region
al d

ep
rivation

.

C
O

N
C

L
U

S
IO

N

T
h

ere is a stron
g evid

en
ce base sh

ow
in

g th
at w

ork is gen
erally good

 for p
hysical an

d
 m

en
tal

h
ealth

 an
d

 w
ell-bein

g.W
orklessn

ess is associated
 w

ith
 p

oorer p
hysical an

d
 m

en
tal h

ealth
 an

d

w
ell-b

ein
g.

W
o

rk 
can

 
b

e 
th

erap
eu

tic 
an

d
 

can
 

reverse 
th

e 
ad

verse 
h

ealth
 

effects 
o

f

u
n

em
p

loym
en

t.T
h

at is tru
e for h

ealthy p
eop

le of
w

orkin
g age,for m

any d
isabled

 p
eop

le,for

m
ost p

eop
le w

ith
 com

m
on

 h
ealth

 p
roblem

s an
d

 for social secu
rity ben

eficiaries.T
h

e p
rovisos

are th
at accou

n
t m

u
st be taken

 of
th

e n
atu

re an
d

 qu
ality of

w
ork an

d
 its social con

text;jobs

sh
ou

ld
 be safe an

d
 accom

m
od

atin
g.O

verall,th
e ben

eficial effects ofw
ork ou

tw
eigh

 th
e risks of

w
ork,

an
d

 are greater th
an

 th
e h

arm
fu

l effects of
lon

g-term
 u

n
em

p
loym

en
t or p

rolon
ged

sickn
ess absen

ce.W
ork is

gen
erally good

 for h
ealth

 an
d

 w
ell-bein

g.

E
x

e
cu

tiv
e
 S

u
m

m
a
ry
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H
e
a
lth

, w
o
rk

 a
n
d
 w

e
ll-b

e
in

g

H
ealth

 is fu
n

d
am

en
tal to h

u
m

an
 w

ell-bein
g,w

h
ilst w

ork is an
 in

tegral p
art of

m
od

ern
 life.

In
creasin

g em
p

loym
en

t an
d

 su
p

p
ortin

g p
eop

le in
to w

ork are key elem
en

ts of
th

e U
K

G
overn

m
en

t’s p
u

blic h
ealth

 an
d

 w
elfare agen

d
as (D

H
 2004;

D
W

P
 2006;

H
M

 G
overn

m
en

t

2005).

T
h

ere are econ
om

ic,social an
d

 m
oral argu

m
en

ts th
at,for th

ose able to w
ork,‘w

ork is th
e best

form
 of

w
elfare’

(M
ead

 1997;
D

eacon
 1997;

K
in

g &
 W

ickam
-Jon

es 1999) an
d

 is th
e m

ost

effective w
ay to

 im
p

rove th
e w

ell-b
ein

g o
f

th
ese in

d
ivid

u
als,

th
eir fam

ilies an
d

 th
eir

com
m

u
n

ities.
T

h
ere is also grow

in
g aw

aren
ess th

at (lon
g-term

) w
orklessn

ess is h
arm

fu
l to

p
hysical an

d
 m

en
tal h

ealth
,so it cou

ld
 be assu

m
ed

 th
e corollary m

u
st be tru

e – th
at w

ork is

ben
eficial for h

ealth
.H

ow
ever,th

at d
oes n

ot n
ecessarily follow

.T
h

erefore,th
e basic aim

 ofth
is

review
 is to con

sid
er th

e scien
tific evid

en
ce on

 th
e qu

estion
 ‘Is w

ork good
 for you

r h
ealth

 an
d

w
ell-bein

g?’

T
h

is seem
in

gly sim
p

le qu
estion

 m
u

st be p
laced

 in
 con

text.T
h

ere are a n
u

m
ber of

p
oten

tial

cau
sal p

athw
ays b

etw
een

 h
ealth

,
w

ork an
d

 w
ell-b

ein
g,

w
ith

 com
p

lex in
teractio

n
s an

d

som
etim

es con
trad

ictory effects (Schw
efel 1986;Sh

ortt 1996):

•
In

 m
od

ern
 society,w

ork p
rovid

es th
e m

aterial w
h

erew
ith

al for life an
d

 w
ell-bein

g

•
H

ealth
 an

d
 fitn

ess u
n

d
erp

in
 cap

acity for w
ork (irresp

ective ofw
h

eth
er any h

ealth
 p

roblem

bears a cau
sal relation

sh
ip

 to w
ork – p

ossible con
fou

n
d

in
g)

Peop
le’s h

ealth
 m

ay m
ake th

em
 m

ore or less likely to seek or obtain
 w

ork,in
flu

en
ce 

th
eir w

ork p
erform

an
ce,an

d
 in

flu
en

ce w
h

eth
er or n

ot th
ey leave w

ork tem
p

orarily or 

p
erm

an
en

tly – h
ealth

 selection
 an

d
 th

e h
ealthy w

orker effect.

•
W

ork can
 be ben

eficial for h
ealth

 an
d

 fitn
ess

•
W

ork can
 carry risks for p

hysical an
d

 m
en

tal h
ealth

C
ertain

 jobs m
ay create ill-h

ealth
.Peop

le in
 certain

 kin
d

s ofw
ork m

ay be u
n

h
ealthy 

becau
se ofn

on
-w

ork factors – p
ossible con

fou
n

d
in

g.

•
Sickn

ess an
d

 d
isability can

 im
p

act on
 cap

acity for w
ork

P
resen

teeism
,sickn

ess absen
ce,lon

g-term
 in

cap
acity,ill-h

ealth
 retirem

en
t.

•
W

ork can
 be th

erap
eu

tic.C
onversely,(tem

p
orary) absen

ce from
 w

ork can
 be th

erap
eu

tic

•
W

orklessn
ess can

 be d
etrim

en
tal to h

ealth
 an

d
 w

ell-bein
g.

1
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o
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o
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o
u
r h

e
a
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e
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g
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•
P

hysical an
d

 m
en

tal h
ealth

 are im
p

ortan
t elem

en
ts ofw

ell-bein
g

•
W

ork can
 h

ave p
ositive or n

egative effects on
 w

ell-bein
g.

Trad
ition

al ap
p

roach
es to occu

p
ation

al h
ealth

 an
d

 safety view
 w

ork as a p
oten

tial h
azard

 an
d

em
p

h
asise th

e adverse effects ofw
ork on

 h
ealth

,an
d

 ofill h
ealth

 on
 cap

acity for w
ork.B

u
t it is

essen
tial to con

sid
er th

e ben
eficial as w

ell as th
e h

arm
fu

l effects of
w

ork on
 h

ealth
 an

d
 w

ell-

bein
g (Figu

re 1).W
h

at u
ltim

ately m
atters is th

e balan
ce betw

een
 th

e p
ositive an

d
 n

egative

effects ofw
ork an

d
 h

ow
 th

at com
p

ares w
ith

 w
orklessn

ess.

F
ig

u
re 1

.P
o

ssib
le cau

sal p
ath

w
ays b

etw
een

 h
ealth

,w
o

rk
 an

d
 w

ell-b
ein

g
 

(+
/- :ben

eficial or h
arm

fu
l effects)

T
h

e m
ain

 focu
s of

th
is review

 is w
h

eth
er th

e cu
rren

t evid
en

ce su
ggests th

at w
ork is (d

irectly)

ben
eficial for p

hysical an
d

 m
en

tal h
ealth

 an
d

 w
ell-bein

g,
an

d
 ch

eckin
g th

at any ap
p

aren
t

relation
 is n

ot exp
lain

ed
 by reverse cau

sality or con
fou

n
d

in
g.W

h
eth

er or h
ow

 w
ork m

igh
t

cau
se (i.e.be a risk factor for) ill h

ealth
 is beyon

d
 th

e scop
e of

th
is review

 becau
se th

ese are

com
p

lex qu
estion

s requ
irin

g d
ifferen

t search
 strategies,

in
 d

ifferen
t literatu

res an
d

 w
ith

 a

d
ifferen

t con
cep

tu
al focu

s.H
ow

ever,th
at issu

e can
n

ot be ign
ored

 w
h

en
 con

sid
erin

g w
ork an

d

h
ow

 it m
igh

t affect th
e h

ealth
 of

p
eop

le w
ith

 h
ealth

 p
roblem

s (w
h

atever th
eir cau

se).
T

h
is

becom
es im

p
ortan

t w
h

en
 advisin

g p
eop

le abou
t con

tin
u

in
g w

ork or retu
rn

in
g to w

ork,in
 view

ofth
e con

cern
 th

at retu
rn

in
g to (th

e sam
e) w

ork m
igh

t do (fu
rth

er) h
arm

.A
ssociated qu

estion
s

in
clu

d
e th

e tim
in

g of
retu

rn
 to w

ork an
d

 w
h

eth
er w

ork d
em

an
d

s sh
ou

ld
 be m

od
ified

.

T
h

erefore,key review
s ofth

e ep
id

em
iological evid

en
ce abou

t w
ork as a risk factor are in

clu
d

ed

an
d

 u
sed

 to p
rovid

e n
ecessary balan

ce w
h

en
 d

raw
in

g u
p

 th
e evid

en
ce statem

en
ts.

T
h

is review
 focu

ses on
 th

e ‘com
m

on
 h

ealth
 p

roblem
s’th

at n
ow

 accou
n

t for abou
t tw

o-th
ird

s of

sickn
ess absen

ce,lon
g-term

 in
cap

acity an
d

 early retirem
en

t - m
ild

/m
od

erate m
en

tal h
ealth

,

m
u

scu
loskeletal an

d
 card

io-resp
iratory con

d
ition

s (W
ad

d
ell &

 B
u

rton
 2004).M

any of
th

ese

H
e
a
lth

W
o
rk

W
e
ll-b

e
in

g

+
/
–

+
/
–

+
/
–

+
/
–



p
roblem

s h
ave h

igh
 p

revalen
ce rates in

 th
e ad

u
lt p

op
u

lation
,are essen

tially su
bjective,an

d

often
 h

ave lim
ited

 evid
en

ce ofobjective d
isease or im

p
airm

en
t.T

h
at is n

ot to d
eny th

e reality of

th
e sym

p
tom

s or th
eir im

p
act,bu

t th
ese are essen

tially w
h

ole p
eop

le,th
eir h

ealth
 con

d
ition

s are

p
oten

tially rem
ed

iable,an
d

 lon
g-term

 in
cap

acity is n
ot in

evitable.M
oreover,ep

id
em

iology

sh
ow

s th
at th

ese con
d

ition
s are com

m
on

 w
h

eth
er in

 or ou
t of

w
ork,

risk factors are

m
u

ltifactorial,an
d

 cau
se-effect relation

sh
ip

s am
bigu

ou
s.W

ork,activity,an
d

 in
d

eed
 life itself

involves p
hysical an

d
 m

en
tal effort,

w
h

ich
 im

p
oses d

em
an

d
s an

d
 is associated

 w
ith

 bod
ily

sym
p

tom
s.Yet th

at effort is essen
tial (p

hysiologically) for m
ain

tain
in

g h
ealth

 an
d

 cap
ability.

M
ore gen

erally,th
e relation

sh
ip

 betw
een

 w
ork an

d
 h

ealth
 m

u
st be p

laced
 in

 a broad
er social

con
text.A

ccou
n

t m
u

st be taken
 of

th
e p

ow
erfu

l social grad
ien

t in
 p

hysical an
d

 m
en

tal h
ealth

w
ith

 socio-econ
om

ic statu
s – w

h
ich

 is itselfclosely lin
ked

 to w
ork (Sau

n
d

ers 2002b;Sau
n

d
ers &

Taylor 2002;
M

cLean
 et al.2005;

M
arm

ot &
 W

ilkin
son

 2006).Social secu
rity covers d

iverse

grou
p

s of
p

eop
le,

w
ith

 d
ifferen

t kin
d

s of
p

roblem
s,

in
 very d

ifferen
t circu

m
stan

ces.
M

any

p
eop

le receivin
g in

cap
acity ben

efits h
ave m

u
ltip

le d
isadvan

tages an
d

 face m
u

ltip
le barriers

retu
rn

in
g to

 w
o

rk:
o

ld
er age,

d
istan

ce fro
m

 th
e lab

o
u

r m
arket,

low
 skills,

h
igh

 lo
cal

u
n

em
p

loym
en

t rates an
d

 em
p

loyer d
iscrim

in
ation

 (W
ad

d
ell &

 A
ylw

ard
 2005).Fin

ally,social

in
equ

alities in
 w

ork an
d

 h
ealth

 h
ave a geograp

h
ical d

im
en

sion
,w

ith
 a stron

g lin
k to d

ep
rived

areas an
d

 local u
n

em
p

loym
en

t rates (M
cLean

 et al.2005;R
itch

ie et al.2005;Scottish
 E

xecu
tive

2005).A
n

alysis m
u

st be tem
p

ered
 by com

p
assion

 for som
e ofth

e m
ost d

isadvan
taged

 m
em

bers

ofsociety,livin
g in

 th
e m

ost d
ep

rived
 circu

m
stan

ces (R
aw

ls 1999;W
h

ite 2004).

A
IM

S

T
h

is review
 con

sid
ers th

e scien
tific evid

en
ce on

 th
e h

ealth
 effects of

w
ork an

d
 w

orklessn
ess.It

seeks th
e balan

ce ofth
e h

ealth
 ben

efits ofw
ork vs.th

e h
arm

fu
l effects ofw

ork,an
d

 ofw
ork vs.

w
orklessn

ess.It ad
d

resses th
e follow

in
g qu

estion
s:

1.
D

oes th
e cu

rren
t evid

en
ce su

ggest th
at w

ork is ben
eficial for p

hysical an
d

 m
en

tal h
ealth

an
d

 w
ell bein

g,in
 gen

eral an
d

 for com
m

on
 h

ealth
 p

roblem
s?

2.
W

h
at is th

e balan
ce ofben

efits an
d

 risks to h
ealth

 from
 w

ork an
d

 from
 w

orklessn
ess?

3.
A

re th
ere any circu

m
stan

ces (sp
ecific p

eop
le,h

ealth
 con

d
ition

s,or typ
es ofw

ork) w
h

ere

w
ork is likely to be d

etrim
en

tal to h
ealth

 an
d

 w
ell-bein

g?

4.
A

re th
ere sp

ecific areas w
h

ere th
ere is a lack ofevid

en
ce an

d
 n

eed
 for fu

rth
er research

?

D
E

F
IN

IT
IO

N
S

A
n

alysis d
ep

en
d

s on
 u

n
d

erstan
d

in
g certain

 basic con
cep

ts.T
h

e follow
in

g d
efin

ition
s w

ill be

u
sed

 in
 th

is review
,recogn

isin
g th

at th
ese an

d
 oth

er con
cep

ts w
ill requ

ire fu
rth

er d
ebate an

d

d
evelop

m
en

t as th
e H

ealth
,W

ork an
d

 W
ell-bein

g Strategy
evolves.

H
e
a
lth

, w
o
rk

 a
n
d
 w

e
ll-b

e
in

g
3



W
o

rk
:involves th

e ap
p

lication
 ofp

hysical or m
en

tal effort,skills,kn
ow

led
ge or oth

er p
erson

al

resou
rces,u

su
ally involves com

m
itm

en
t over tim

e,an
d

 h
as con

n
otation

s ofeffort an
d

 a n
eed

 to

labou
r or exert on

eself(W
arr 1987;O

E
C

D
 2003).W

ork is n
ot on

ly ‘a job’or p
aid

 em
p

loym
en

t,

bu
t in

clu
d

es u
n

p
aid

 or volu
n

tary w
ork,

edu
cation

 an
d

 train
in

g,
fam

ily resp
on

sibilities an
d

carin
g.

W
o

rk
lessn

ess:n
ot en

gaged
 in

 any form
 of

w
ork,w

h
ich

 in
clu

d
es bu

t is broad
er th

an
 econ

om
ic

in
activity an

d
 u

n
em

p
loym

en
t.

E
co

n
o

m
ic a

ctiv
ity

:
covers all form

s of
en

gagem
en

t w
ith

 th
e labou

r m
arket,

in
clu

d
in

g:

em
p

loyed
;self-em

p
loyed

;su
bsid

ised
,su

p
p

orted
 or sh

eltered
 em

p
loym

en
t;an

d
 actively seekin

g

w
ork.

E
co

n
o

m
ic in

a
ctiv

ity
:covers all th

ose w
h

o are n
ot en

gaged in
 th

e labou
r m

arket,in
clu

din
g th

ose

n
ot actively seekin

g w
ork,h

om
em

akers an
d

 carers,lon
g-term

 sick an
d

 d
isabled

,an
d

 retired

(B
arh

am
 2002).T

h
ere are n

ow
 five tim

es as m
any econ

om
ically in

active as u
n

em
p

loyed
.

E
m

p
lo

ym
en

t:a job typ
ically takes th

e form
 ofa con

tractu
al relation

sh
ip

 betw
een

 th
e in

d
ivid

u
al

w
orker an

d an
 em

ployer over tim
e for fin

an
cial (an

d other) rem
u

n
eration

,as a socially acceptable

m
ean

s ofearn
in

g a livin
g.It involves a sp

ecific set oftech
n

ical an
d

 social tasks located
 w

ith
in

 a

certain
 p

hysical an
d

 social con
text (L

ocke 1969;W
arr 1987;D

od
u

 2005).

U
n

em
p

lo
yed

:
n

ot em
p

loyed
 at a job,

w
an

tin
g an

d
 available for w

ork,
an

d
 actively seekin

g

em
p

loym
en

t (B
arh

am
 2002).T

h
is is often

 op
eration

alised
 as bein

g in
 receip

t ofu
n

em
p

loym
en

t

ben
efits.

T
h

ere is con
sid

erable overlap
 betw

een
 ‘h

ealth’an
d

 ‘w
ell-bein

g’,w
ith

 p
h

ilosop
h

ical d
ebate abou

t

th
eir relation

sh
ip

 (R
yff

&
 Sin

ger 1998).P
ragm

atically,(D
an

n
a &

 G
riffin

 1999) su
ggest th

at

h
ealth

sh
ou

ld
 be u

sed
 w

h
en

 th
e focu

s is on
 th

e absen
ce of

p
hysiological or p

sych
ological

sym
p

tom
s an

d
 m

orbid
ity;

w
ell-bein

g
sh

ou
ld

 be u
sed

 as a broad
er an

d
 m

ore en
com

p
assin

g

con
cep

t th
at takes accou

n
t of‘th

e w
h

ole p
erson’in

 th
eir con

text.

H
ea

lth
:com

prises physical an
d m

en
tal w

ell-bein
g,an

d (despite ph
ilosoph

ical debate) is u
su

ally

op
eration

alised
 in

 term
s of

th
e absen

ce of
sym

p
tom

s,
illn

ess an
d

 m
orbid

ity (W
H

O
 1948;

D
an

n
a &

 G
riffin

 1999;W
H

O
 2004).

W
ell-b

ein
g

:is th
e su

bjective state ofbein
g h

ealthy,h
ap

py,con
ten

ted
,com

fortable an
d

 satisfied

w
ith

 on
e’s qu

ality of
life.

It in
clu

d
es p

hysical,
m

aterial,
social,

em
otion

al (‘h
ap

p
in

ess’),
an

d

d
evelop

m
en

t &
 activity d

im
en

sion
s (Felce &

 Perry 1995;D
an

n
a &

 G
riffin

 1999;D
ien

er 2000).
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Q
u

a
lity o

f
life:is ‘in

d
ivid

u
als’p

ercep
tion

 of
th

eir p
osition

 in
 life in

 th
e con

text of
th

e cu
ltu

re

an
d

 valu
e system

 in
 w

h
ich

 th
ey live an

d
 in

 relation
 to th

eir ow
n

 goals,exp
ectation

s,stan
d

ard
s

an
d

 con
cern

s’(T
h

e W
H

O
Q

O
L

 G
rou

p
 1995).
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e
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e
in

g



R
e
v
ie

w
 M

e
th

o
d
s

T
h

is review
 h

ad
 to d

o tw
o th

in
gs:

(a) evalu
ate th

e scien
tific evid

en
ce on

 th
e relation

sh
ip

betw
een

 w
ork,h

ealth
,an

d
 w

ell-bein
g;in

 ord
er to d

o th
at,it also h

ad
 to (b) m

ake sen
se of,an

d

im
p

ose som
e ord

er on
,th

e com
p

lex set of
issu

es arou
n

d
 w

ork an
d

 h
ealth

.It in
clu

d
ed

 a w
id

e

ran
ge of

evid
en

ce,of
d

ifferin
g typ

e an
d

 qu
ality,from

 a variety of
d

iscip
lin

es,m
eth

od
ologies,

an
d

 literatu
res.

M
eetin

g th
ese d

iverse d
em

an
d

s n
eed

ed
 a com

b
in

atio
n

 o
f

ap
p

ro
ach

es.

D
evelop

in
g con

cep
ts an

d
 organ

isin
g th

e evid
en

ce requ
ired

 freed
om

 to evolve as th
e p

roject

p
rogressed

.T
h

is m
ay be d

escribed
 as a ‘best evid

en
ce syn

th
esis’,w

h
ich

 su
m

m
arises th

e available

literatu
re an

d
 d

raw
s con

clu
sion

s abou
t th

e balan
ce of

evid
en

ce,based
 on

 its qu
ality,qu

an
tity

an
d

 con
sisten

cy (Slavin
 1995;Fran

ch
e et al.2005).T

h
is ap

p
roach

 offered
 th

e flexibility n
eed

ed

to tackle h
eterogen

eou
s evid

en
ce an

d
 com

p
lex socio-m

ed
ical issu

es,
togeth

er w
ith

 qu
ality

assu
ran

ce.A
t th

e sam
e tim

e,a rigorou
s ap

p
roach

 w
as requ

ired
 w

h
en

 it cam
e to assessin

g th
e

stren
gth

 ofth
e scien

tific evid
en

ce.

T
h

e d
etailed

 m
eth

od
ology,

in
clu

d
in

g search
 strategies,

in
clu

sion
/exclu

sion
 criteria,

an
d

evid
en

ce sou
rces,is given

 in
 th

e A
pp

en
d

ix.T
h

rou
gh

ou
t th

e review
,broad

 an
d

 in
clu

sive search

strategies w
ere u

sed
 to retrieve as m

u
ch

 m
aterial as p

ossible,p
ertin

en
t to th

e basic qu
estion

:‘Is

w
ork good

 for you
r h

ealth
 an

d
 w

ell-bein
g?’E

xclu
sion

 w
as p

rim
arily on

 th
e basis of

lack of

relevan
ce to th

at qu
estion

.E
xistin

g literatu
re review

s,m
ain

ly from
 1990 th

rou
gh

 early 2006,

w
ere u

sed
 as th

e p
rim

ary m
aterial,as in

 p
reviou

s sim
ilar p

rojects (W
ad

d
ell &

 B
u

rton
 2004;

B
u

rton
 et al.2004).G

reatest w
eigh

t w
as given

 to system
atic review

s,w
h

ilst n
arrative review

s

w
ere u

sed
 m

ain
ly to exp

an
d

 u
p

on
 relevan

t issu
es or d

evelop
 con

cep
ts.

Selection
 in

evitably

in
volved

 ju
d

gem
en

ts abou
t qu

ality:
all articles w

ere con
sid

ered
 in

d
ep

en
d

en
tly by both

review
ers,

an
d

 any d
isagreem

en
ts resolved

 by d
iscu

ssion
.

O
n

ly in
 th

e absen
ce of

su
itable

review
s on

 a key issu
e w

as a search
 m

ad
e for origin

al stu
d

ies.T
h

e focu
s w

as on
 com

m
on

 h
ealth

p
roblem

s,
so m

ajor trau
m

a an
d

 seriou
s d

isease w
ere in

clu
d

ed
 on

ly if
th

e evid
en

ce w
as

p
articu

larly illu
m

in
atin

g.T
h

e review
 covered

 ad
u

lts ofw
orkin

g age (gen
erally 16-65 years).

O
R

G
A

N
IS

A
T

IO
N

 O
F

 T
H

E
 E

V
ID

E
N

C
E

T
h

e stru
ctu

re of
th

is rep
ort follow

s th
at of

th
e literatu

re search
in

g an
d

 th
e evid

en
ce retrieved

(B
ox 1).T

h
e obviou

s an
d

 m
ost accessible startin

g p
oin

t w
as review

s ofth
e adverse h

ealth
 effects

of
u

n
em

p
loym

en
t.

H
ow

ever,
m

ost of
th

at evid
en

ce actu
ally com

p
ares u

n
em

p
loym

en
t w

ith

w
ork,

so it w
as logical to exp

an
d

 th
e search

 to in
clu

d
e th

e h
ealth

 effects of
w

ork an
d

 of

u
n

em
p

loym
en

t.
T

h
e retrieved

 literatu
re w

as m
ain

ly abou
t you

n
g or m

id
d

le w
orkin

g-age

ad
u

lts,
so a fu

rth
er search

 w
as m

ad
e for m

aterial on
 old

er w
orkers.

A
ll of

th
ese review

s

con
sid

ered
 th

e h
ealth

 im
p

act of
loss of

em
p

loym
en

t,
bu

t p
rovid

ed
 little evid

en
ce on

 re-

em
p

loym
en

t.A
 sp

ecific search
 w

as th
erefore m

ad
e for in

d
ivid

u
al lon

gitu
d

in
al stu

d
ies on

 th
e

h
ealth

 im
p

act ofre-em
p

loym
en

t.
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It th
en

 becam
e ap

p
aren

t th
at th

at evid
en

ce w
as all abou

t th
e im

p
act ofw

ork or u
n

em
p

loym
en

t

on
 p

eop
le w

h
o w

ere h
ealthy.A

n
 ad

d
ition

al search
 (in

 a d
ifferen

t,largely clin
ical literatu

re) w
as

th
erefore m

ad
e for review

s abou
t th

e im
p

act ofw
ork for sick an

d
 d

isabled
 p

eop
le.T

h
e gen

eric

m
aterial retrieved

 sh
ow

ed
 a broad

 con
sen

su
s ofop

in
ion

 bu
t p

rovid
ed

 very little actu
al scien

tific

evid
en

ce,
so sep

arate search
es w

ere m
ad

e for con
d

ition
-sp

ecific review
s on

 th
e th

ree m
ain

categories ofcom
m

on
 h

ealth
 p

roblem
s:m

en
tal h

ealth
,m

u
scu

loskeletal,an
d

 card
io-resp

iratory

con
d

ition
s.

Fin
ally,

recogn
isin

g th
at social secu

rity is a sp
ecial con

text,
a sep

arate search
 w

as m
ad

e for

literatu
re on

 th
e h

ealth
 im

p
act of

m
ovin

g off
ben

efits an
d

 re-en
terin

g w
ork.T

h
ere are few

review
s in

 th
is area,so origin

al stu
d

ies w
ere also in

clu
d

ed
.W

orkers com
p

en
sation

 stu
d

ies w
ere

exclu
d

ed
 becau

se th
ey are n

ot read
ily gen

eralisable.

In
form

ation
 from

 th
e in

clu
d

ed
 p

ap
ers w

as su
m

m
arised

 an
d

 in
serted

 in
to evid

en
ce tables

(Tables 1 to 7),in
 ch

ron
ological ord

er.

E
V

ID
E

N
C

E
 S

Y
N

T
H

E
S

IS
 A

N
D

 R
A

T
IN

G

B
u

ild
in

g on
 th

e evid
en

ce tables an
d

 u
sin

g an
 iterative p

rocess,
evid

en
ce statem

en
ts w

ere

d
evelop

ed
,

refin
ed

,
an

d
 agreed

 in
 each

 key area.
T

h
e stren

gth
 of

th
e scien

tific evid
en

ce

su
p

p
ortin

g each
 statem

en
t w

as rated
 as in

 B
ox 2.W

h
ere ap

p
rop

riate,th
e text of

th
e evid

en
ce

statem
en

ts w
as u

sed
 to exp

an
d

 on
 th

e n
atu

re or lim
itation

s ofth
e u

n
d

erlyin
g evid

en
ce,an

d
 to

offer any caveats or cau
tion

s.T
h

e stren
gth

 ofth
e evid

en
ce sh

ou
ld

 be d
istin

gu
ish

ed
 from

 th
e size

ofth
e effect:e.g.th

ere m
ay be stron

g evid
en

ce abou
t a p

articu
lar lin

k betw
een

 w
ork an

d
 h

ealth
,

yet th
e effect m

ay be sm
all.Fu

rth
erm

ore,a statistical association
 d

oes n
ot n

ecessarily m
ean

 a

cau
sal relation

sh
ip.

W
h

ere p
ossible,

effect sizes an
d

 cau
sality are n

oted
 in

 th
e text of

th
e

evid
en

ce statem
en

ts.

B
o

x
1

.T
h

e k
ey areas o

f
th

e rev
iew

 an
d

 th
e related

 ev
id

en
ce tab

les

A
reas ofreview

T
able

H
ealth

 effects ofw
ork vs.u

n
em

p
loym

en
t

Table 1

H
ealth

 im
p

acts ofre-em
p

loym
en

t
Table 2

W
ork for sick an

d
 d

isabled
 p

eop
le

Table 3

T
h

e im
p

act ofw
ork on

 p
eop

le w
ith

 m
en

tal h
ealth

 con
d

ition
s

Table 4

T
h

e im
p

act ofw
ork on

 p
eop

le w
ith

 m
u

scu
loskeletal con

d
ition

s
Table 5

T
h

e im
p

act ofw
ork on

 p
eop

le w
ith

 card
io-resp

iratory con
d

ition
s

Table 6

H
ealth

 after m
ovin

g offsocial secu
rity ben

efits
Table 7

7
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e
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w
 m
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o
d
s



T
h

e evid
en

ce statem
en

ts are grou
p

ed
 an

d
 n

u
m

bered
 u

n
d

er th
e areas in

 B
ox 1,an

d
 for ease of

fu
tu

re referren
ce th

ey are id
en

tified
 by th

e in
itial letter(s) ofth

e h
ead

in
g con

cern
ed

.W
h

ere th
e

evid
en

ce statem
en

ts w
ere in

su
fficien

t to convey com
p

lex u
n

d
erlyin

g id
eas,im

p
ortan

t issu
es

w
ere d

iscu
ssed

 in
 n

arrative text.Fin
ally,th

e en
tire m

aterial w
as p

rogressively d
istilled

 in
to an

evid
en

ce syn
th

esis to reflect th
e overall balan

ce ofth
e evid

en
ce abou

t w
ork an

d
 h

ealth
.T

h
is w

as

u
sed

 to d
evelop

 a con
cep

tu
al fram

ew
ork located

 in
 th

e con
text ofh

ealthy w
orkin

g lives.

Q
u

ality assu
ran

ce w
as p

rovid
ed

 by p
eer review

 of
a fin

al d
raft by tw

o in
tern

ation
ally

ackn
ow

led
ged

 exp
erts.

T
h

eir feed
back w

as u
sed

 to refin
e th

e evid
en

ce statem
en

ts an
d

 th
e

evid
en

ce syn
th

esis for th
e fin

al rep
ort.

8
Is w

o
rk

 g
o
o
d
 fo

r y
o
u
r h

e
a
lth

 &
 w

e
ll-b

e
in

g
?

B
o

x
 2

.
E

v
id

en
ce ratin

g
 system

 u
sed

 to
 rate th

e stren
g

th
 o

f
th

e scien
tific ev

id
en

ce fo
r th

e 

ev
id

en
ce statem

en
ts

Scien
tific E

vid
en

ce
D

efin
ition

***
S

tro
n

g
gen

erally con
sisten

t fin
d

in
gs p

rovid
ed

 by (system
atic 

review
(s) of) m

u
ltip

le scien
tific stu

d
ies.

**
M

o
d

erate
gen

erally con
sisten

t fin
d

in
gs p

rovid
ed

 by (review
(s) of) 

few
er an

d
/or m

eth
od

ologically w
eaker scien

tific stu
d

ies.

*
W

eak
L

im
ited

 evid
en

ce
– p

rovid
ed

 by (review
(s) of) a sin

gle

scien
tific stu

dy,

M
ixed

 or con
flictin

g evid
en

ce – in
con

sisten
t fin

d
in

gs 

p
rovid

ed
 by (review

(s) of) m
u

ltip
le scien

tific stu
d

ies.
0

N
o

n
-scien

tific
legislation

;p
ractical,social or eth

ical con
sid

eration
s;

gu
id

an
ce;gen

eral con
sen

su
s.
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e
v
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w
 Fin

d
in

g
s

H
E

A
LT

H
 E

F
F

E
C

T
S

 O
F

 W
O

R
K

 A
N

D
 U

N
E

M
P

L
O

Y
M

E
N

T

Table 1 lays ou
t th

e retrieved
 evid

en
ce on

 th
e h

ealth
 im

p
act of

w
ork (Table 1a) an

d
 of

u
n

em
p

loym
en

t (Table 1b).Table 1c in
clu

d
es ad

d
ition

al m
aterial on

 old
er w

orkers.

W
o

rk

E
xten

sive stu
d

ies an
d

 th
eoretical an

alyses of
w

ork an
d

 of
u

n
em

p
loym

en
t,an

d
 com

p
arison

s

betw
een

 w
ork an

d
 u

n
em

p
loym

en
t,su

p
p

ort th
e basic con

cep
t th

at w
ork is ben

eficial for h
ealth

an
d

 w
ell-bein

g:

W
1

***
E

m
p

loym
en

t is gen
erally th

e m
ost im

p
ortan

t m
ean

s ofobtain
in

g ad
equ

ate 

econ
om

ic resou
rces,w

h
ich

 are essen
tial for m

aterial w
ell-bein

g an
d

 fu
ll 

p
articip

ation
 in

 tod
ay’s society

Tab
le

 1
a:(S

h
ah

 &
 M

arks 2
0
0
4
;L

ayard
 2

0
0
4
;C

o
ats &

 M
ax

 2
0
0
5
)

Tab
le

 1
b
:(Jah

o
d
a 1

9
8
2
;B

re
n
n
e
r &

 M
o
o
n
e
y 1

9
8
3
;N

o
rd

e
n
m

ark &
 S

tran
d
h
 1

9
9
9
;

S
au

n
d
e
rs 2

0
0
2
b
;S

au
n
d
e
rs &

 Taylo
r 2

0
0
2
)

W
2

***
W

ork m
eets im

p
ortan

t p
sych

osocial n
eed

s in
 societies w

h
ere em

p
loym

en
t is 

th
e n

orm

Tab
le

 1
a:(D

o
d
u
 2

0
0
5
),Tab

le
 1

b
:(Jah

o
d
a 1

9
8
2
;W

arr 1
9
8
7
)

W
3

***
W

ork is cen
tral to in

d
ivid

u
al id

en
tity,social roles an

d
 social statu

s

Tab
le

 1
a:(S

h
ah

 &
 M

arks 2
0
0
4
)

Tab
le

 1
b
:(B

re
n
n
e
r &

 M
o
o
n
e
y 1

9
8
3
;E

zzy 1
9
9
3
;N

o
rd

e
n
m

ark &
 S

tran
d
h
 1

9
9
9
)

W
4

***
A

t th
e sam

e tim
e,variou

s asp
ects ofw

ork can
 be a h

azard
 an

d
 p

ose a risk to h
ealth

Tab
le

 1
a:(C

o
ggo

n
 1

9
9
4
;S

n
ash

all 2
0
0
3
;H

S
C

 2
0
0
2
;H

S
C

 2
0
0
4
)

L
ogically,th

en
,th

e n
atu

re an
d

 qu
ality ofw

ork is im
p

ortan
t for h

ealth
 (W

H
O

 1995;H
D

A
 2004;

C
ox et al.

2004;
Sh

ah
 &

 M
arks 2004;

L
ayard

 2004;
D

od
u

 2005;
C

oats &
 M

ax 2005)).
(A

ll

referen
ces in

 th
e follow

in
g su

b-section
 are to Table 1a).

W
5

0
For m

oral,social an
d legal reason

s,w
ork sh

ou
ld be as safe as reason

ably practicable

(W
H

O
 1

9
9
5
;H

S
C

 2
0
0
2
;H

S
C

 2
0
0
4
)
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1
0

Is w
o
rk

 g
o
o
d
 fo

r y
o
u
r h

e
a
lth

 &
 w

e
ll-b

e
in

g
?

W
6

0
Pay sh

ou
ld

 be su
fficien

t (th
ou

gh
 th

ere is n
o evid

en
ce on

 w
h

at is ‘su
fficien

t’) 

[an
d

 th
e m

u
ltip

le n
on

-h
ealth

-related
 factors th

at in
flu

en
ce p

ay levels m
u

st also 

be ackn
ow

led
ged

].

(D
o
o
le

y 2
0
0
3
;L

ayard
 2

0
0
4
;C

o
ats &

 M
ax

 2
0
0
5
) 

W
7

***
T

h
ere is a p

ow
erfu

l social grad
ien

t in
 p

hysical an
d

 m
en

tal h
ealth

 an
d

 m
ortality,

w
h

ich
 probably ou

tw
eigh

s (an
d is con

fou
n

ded w
ith

) all oth
er w

ork ch
aracteristics 

th
at in

flu
en

ce h
ealth

.

(A
ch

e
so

n
e
t a

l.1
9
9
8
;Frye

rs e
t a

l.2
0
0
3
;C

o
ats &

 M
ax

 2
0
0
5
)

W
8

***
Job in

secu
rity h

as an
 adverse effect on

 h
ealth

.

(Fe
rrie

 1
9
9
9
;B

e
n
avid

e
s e

t a
l.2

0
0
0
;Q

u
in

lan
e
t a

l.2
0
0
1
;S

ve
rke

 e
t a

l.2
0
0
2
;D

o
o
le

y 2
0
0
3
)

W
9

*
T

h
ere is con

flictin
g evid

en
ce th

at lon
g w

orkin
g h

ou
rs (w

ith
 n

o evid
en

ce for any 

p
articu

lar lim
it) an

d
 sh

ift w
ork h

ave a w
eak n

egative effect (H
arrin

gton
 1994a;

Sp
arks et al.1997;van

 d
er H

u
lst 2003);lim

ited
 evid

en
ce th

at flexible w
ork 

sch
ed

u
les h

ave a w
eak p

ositive effect (B
altes et al.1999);an

d
 con

flictin
g evid

en
ce 

abou
t any effect ofcom

p
ressed

 w
orkin

g w
eeks of12-h

ou
r sh

ifts (Sm
ith

 et al.

1998;B
altes et al.1999;Poisson

n
et &

 V
éron

 2000) on
 p

hysical an
d

 m
en

tal h
ealth

.

In
 su

m
m

ary,
th

ere is a stron
g th

eoretical case,
su

p
p

orted
 by a great d

eal of
backgrou

n
d

evid
en

ce,
th

at w
ork an

d
 p

aid
 em

p
loym

en
t are gen

erally ben
eficial for p

hysical an
d

 m
en

tal

h
ealth

 an
d

 w
ell-bein

g.T
h

e m
ajor p

roviso is th
at th

at d
ep

en
d

s on
 th

e qu
ality ofth

e job an
d

 th
e

social con
text.

N
everth

eless,
th

e available evid
en

ce is on
 rep

resen
tative jobs,

w
h

atever th
eir

qu
ality an

d
 d

efects,an
d

 sh
ow

s th
at on

 average th
ey are ben

eficial for h
ealth

.W
ith

in
 reason

,sh
ift

p
attern

s an
d

 h
ou

rs of
w

ork p
robably d

o n
ot h

ave a m
ajor im

p
act on

 h
ealth

:
w

h
at w

orkers

ch
oose an

d
 are h

ap
py w

ith
 is m

ore im
p

ortan
t.

M
ost ofth

is evid
en

ce is on
 m

en
.W

h
at evid

en
ce is available su

ggests th
at th

e ben
efits ofw

ork are

broad
ly com

p
arable for w

om
en

,th
ou

gh
 th

at m
u

st be p
laced

 in
 th

e con
text of

oth
er gen

d
er,

fam
ily an

d
 carin

g roles.

W
10

***
Paid

 em
p

loym
en

t gen
erally h

as ben
eficial or n

eu
tral effects an

d
,im

p
ortan

tly,

h
as n

o sign
ifican

t adverse effects on
 th

e p
hysical an

d
 m

en
tal h

ealth
 ofw

om
en

.

(K
lu

m
b
 &

 L
am

p
e
rt 2

0
0
4
)

U
n

em
p

lo
y

m
en

t

T
h

is section
 lays ou

t in
 logical ord

er th
e evid

en
ce on

 th
e association

 betw
een

 u
n

em
p

loym
en

t

an
d

 h
ealth

,on
 th

e cau
sal relation

sh
ip,on

 p
ossible m

ech
an

ism
s an

d
 on

 m
od

ifyin
g in

flu
en

ces.

(A
ll referen

ces in
 th

is section
 are to Table 1b).



T
h

ere is a stron
g,p

ositive asso
ciatio

n
betw

een
 u

n
em

p
loym

en
t an

d
:

U
1

***
In

creased
 rates ofoverall m

ortality,m
ortality from

 card
iovascu

lar d
isease,lu

n
g 

can
cer an

d
 su

icid
e.

(B
re

n
n
e
r &

 M
o
o
n
e
y 1

9
8
3
;P

latt 1
9
8
4
;Jin

e
t a

l.1
9
9
5
;L

yn
ge

 1
9
9
7
;

M
ath

e
rs &

 S
ch

o
fie

ld
 1

9
9
8
;B

re
n
n
e
r 2

0
0
2
)

U
2

**
Poorer p

hysical h
ealth

 (M
ath

ers &
 Sch

ofield
 1998):e.g.card

iovascu
lar risk factors

su
ch

 as hyp
erten

sion
 an

d
 seru

m
 ch

olesterol (Jin
 et al.1995),an

d
 su

scep
tibility to 

resp
iratory in

fection
s (C

oh
en

 1999).

U
3

***
Poorer gen

eral h
ealth

,som
atic com

p
lain

ts,lon
g-stan

d
in

g illn
ess,lim

itin
g 

lon
gstan

d
in

g illn
ess,d

isability [th
ou

gh
 th

ese self-rep
orted

 m
easu

res ofh
ealth

 

also correlate w
ith

 p
sych

ological w
ell-bein

g].

(Jin
e
t a

l.1
9
9
5
;S

h
o
rtt 1

9
9
6
;M

ath
e
rs &

 S
ch

o
fie

ld
 1

9
9
8
;L

ake
y 2

0
0
1
)

U
4

***
Poorer m

en
tal h

ealth
 an

d
 p

sych
ological w

ell-bein
g,m

ore p
sych

ological d
istress,

m
in

or p
sych

ological/p
sych

iatric m
orbid

ity,in
creased

 rates ofp
arasu

icid
e.

(P
latt 1

9
8
4
;M

u
rp

h
y &

 A
th

an
aso

u
 1

9
9
9
;Frye

rs e
t a

l.2
0
0
3
)

U
5

**
H

igh
er m

ed
ical con

su
ltation

,m
ed

ication
 con

su
m

p
tion

 an
d

 h
osp

ital ad
m

ission
 

rates.

(H
am

m
arströ

m
 1

9
9
4
b
;Jin

 e
t a

l.1
9
9
5
;M

ath
e
rs &

 S
ch

o
fie

ld
 1

9
9
8
;L

ake
y 2

0
0
1
)

Fu
rth

erm
ore:

U
6

***
T

here is stron
g eviden

ce that u
n

em
ploym

en
t can

 cau
se,co

n
trib

u
te to

o
r

agg
ravate 

m
ost ofth

ese adverse h
ealth

 ou
tcom

es.

(B
artle

y 1
9
9
4
;Jan

le
rt 1

9
9
7
;S

h
o
rtt 1

9
9
6
;M

u
rp

h
y &

 A
th

an
aso

u
 1

9
9
9
)

T
h

ere are a n
u

m
ber of

p
ossible m

ech
an

ism
s

by w
h

ich
 u

n
em

p
loym

en
t m

igh
t h

ave adverse

effects on
 h

ealth
 (B

artley 1994;Sh
ortt 1996):

U
7

***
T

h
e h

ealth
 effects ofu

n
em

p
loym

en
t are at least p

artly m
ed

iated
 th

rou
gh

 socio-

econ
om

ic statu
s,(p

robably relative rath
er th

an
 absolu

te) p
overty an

d
 fin

an
cial 

an
xiety.

(Jah
o
d
a 1

9
8
2
;B

re
n
n
e
r &

 M
o
o
n
e
y 1

9
8
3
;B

artle
y 1

9
9
4
;N

o
rd

e
n
m

ark &
 S

tran
d
h
1
9
9
9
;

S
au

n
d
e
rs 2

0
0
2
b
;S

au
n
d
e
rs &

 Taylo
r 2

0
0
2
;B

re
n
n
e
r 2

0
0
2
;Frye

rs e
t a

l.2
0
0
3
)

U
8

0
U

n
em

p
loym

en
t m

ay affect p
hysical h

ealth
 via a ‘stress’p

athw
ay involvin

g 

p
hysiological ch

an
ges su

ch
 as hyp

erten
sion

 an
d

 low
ered

 im
m

u
n

ity [th
ou

gh
 

th
ere is n

o d
irect evid

en
ce ofth

is p
athw

ay in
 u

n
em

p
loyed

 p
eop

le].

(E
zzy 1

9
9
3
;Jin

e
t a

l.1
9
9
5
)

1
1

R
e
v
ie

w
 fin

d
in

g
s



U
9

***
T

h
e p

sych
osocial im

p
act ofbein

g w
ith

ou
t a job can

 affect p
sych

ological h
ealth

 

an
d

 lead
 to p

sych
ological/p

sych
iatric m

orbid
ity.

(Jah
o
d
a 1

9
8
2
;W

arr 1
9
8
7
;E

zzy 1
9
9
3
)

U
10

*
T

h
ere is con

flictin
g evid

en
ce th

at u
n

em
p

loym
en

t is associated
 w

ith
 altered

 

h
ealth

-related
 beh

aviou
r (e.g.sm

okin
g,alcoh

ol,exercise).

(B
artle

y 1
9
9
4
;H

am
m

arströ
m

 1
9
9
4
b
;Jin

e
t a

l.1
9
9
5
)

U
11

***
O

n
e sp

ell ofu
n

em
p

loym
en

t m
ay be follow

ed
 by p

oorer su
bsequ

en
t em

p
loym

en
t 

p
attern

s an
d

 in
creased

 risk offu
rth

er sp
ells ofu

n
em

p
loym

en
t - th

e ‘life cou
rse 

p
ersp

ective’.

(L
ake

y 2
0
0
1
;M

cL
e
an

e
t a

l.2
0
0
5
)

T
h

ere is n
o clear evid

en
ce on

 th
e exact n

atu
re or relative im

p
ortan

ce of
th

ese cau
sal

m
ech

an
ism

s:
any of

th
em

 m
ay p

lay a p
art,

an
d

 it ap
p

ears likely th
ey w

ill vary in
 d

ifferen
t

in
d

ivid
u

als in
 d

ifferen
t con

texts for d
ifferen

t ou
tcom

es (M
cLean

 et al.2005;B
artley et al.2005)

T
h

e im
p

act ofu
n

em
p

loym
en

t on
 h

ealth
 can

 be m
o

d
ified

 by:

U
12

***
socio-econ

om
ic statu

s,in
com

e an
d

 d
egree offin

an
cial an

xiety.

(H
akim

 1
9
8
2
;B

re
n
n
e
r &

 M
o
o
n
e
y 1

9
8
3
;E

zzy 1
9
9
3
;B

artle
y 1

9
9
4
;S

h
o
rtt 1

9
9
6
;C

o
h
e
n
 1

9
9
9
;

N
o
rd

e
n
m

ark &
 S

tran
d
h
 1

9
9
9
;S

au
n
d
e
rs 2

0
0
2
b
;S

au
n
d
e
rs &

 Taylo
r 2

0
0
2
)

U
13

***
in

d
ivid

u
al factors su

ch
 as gen

d
er an

d
 fam

ily statu
s,age,ed

u
cation

,social cap
ital,

social su
p

p
ort,p

reviou
s job satisfaction

 &
 reason

 for job loss,d
u

ration
 ou

t of

w
ork,an

d
 by d

esire an
d

 exp
ectan

cy ofre-em
p

loym
en

t.

(W
arr 1

9
8
7
;E

zzy 1
9
9
3
;H

am
m

arströ
m

 1
9
9
4
b
;B

an
ks 1

9
9
5
;N

o
rd

e
n
m

ark &
 S

tran
d
h
 1

9
9
9
;

L
ake

y 2
0
0
1
;M

cL
e
an

e
t a

l.2
0
0
5
)

U
14

***
region

al d
ep

rivation
 an

d
 local u

n
em

p
loym

en
t rates.

(B
re

n
n
e
r &

 M
o
o
n
e
y 1

9
8
3
;M

cL
e
an

 e
t a

l.2
0
0
5
;R

itch
ie

e
t a

l.2
0
0
5
)

T
h

ese factors m
ay h

ave p
ositive,n

egative or som
etim

es qu
ite com

p
lex effects on

 th
e h

ealth

im
p

act of
u

n
em

p
loym

en
t.M

oreover,it is n
ot clear to w

h
at exten

t th
ey a) h

ave a d
irect im

p
act

on
 h

ealth
,

b) act as m
ed

iators,
c) m

od
erate th

e im
p

act of
u

n
em

p
loym

en
t,

or d
) act as

con
fou

n
d

ers.

U
15

***
D

esp
ite th

e gen
erally adverse effects ofu

n
em

p
loym

en
t on

 h
ealth

,for a m
in

ority 

ofp
eop

le (p
ossibly 5-10%

) u
n

em
p

loym
en

t can
 lead

 to im
p

roved
 h

ealth
 an

d
 w

ell-

bein
g.

(W
arr 1

9
8
7
;E

zzy 1
9
9
3
;S

h
o
rtt 1

9
9
6
;N

o
rd

e
n
m

ark &
 S

tran
d
h
 1

9
9
9
)

1
2

Is w
o
rk

 g
o
o
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o
u
r h

e
a
lth

 &
 w

e
ll-b

e
in

g
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O
verall,

th
ere is exten

sive evid
en

ce th
at th

ere are stron
g lin

ks betw
een

 u
n

em
p

loym
en

t an
d

p
oorer p

hysical an
d

 m
en

tal h
ealth

 an
d

 m
ortality.A

 large p
art ofth

is ap
p

ears to be a cau
se-effect

relation
sh

ip,desp
ite con

tin
u

in
g d

ebate abou
t th

e relative im
p

ortan
ce ofp

ossible m
ech

an
ism

s.

H
ow

ever,
th

ese adverse effects m
ay vary in

 n
atu

re an
d

 d
egree for d

ifferen
t in

d
ivid

u
als in

d
ifferen

t 
so

cial 
co

n
texts.

N
o

t 
all 

u
n

em
p

loym
en

t 
is ‘b

ad
’:

fo
r 

a 
m

in
o

rity 
o

f
p

eo
p

le

u
n

em
p

loym
en

t m
ay b

e b
etter fo

r th
eir h

ealth
 th

an
 th

eir p
revio

u
s w

o
rk.

N
o

r d
o

es

u
n

em
p

loym
en

t n
ecessarily m

ean
 w

orklessn
ess.Ju

st as w
ith

 w
ork,h

ealth
 im

p
acts d

ep
en

d
 on

 th
e

qu
ality ofw

orklessn
ess.

A
ge-sp

ecific fin
d

in
g

s

B
oth

 on
 a p

riori
grou

n
d

s an
d

 in
 th

e available evid
en

ce,
th

ree broad
 age grou

p
s can

 be

d
istin

gu
ish

ed
:sch

ool leavers an
d

 you
n

g ad
u

lts (16 to ~
25 years);m

id
d

le w
orkin

g age (~
25 to

~
50 years);an

d
 old

er w
orkers (>

50 years to retirem
en

t age).

S
ch

o
o

l lea
vers a

n
d

 yo
u

n
g a

d
u

lts:

W
ork an

d
 u

n
em

p
loym

en
t h

ave d
ifferen

t fin
an

cial,social an
d

 h
ealth

 con
sequ

en
ces for sch

ool

leavers an
d

 you
n

g ad
u

lts.T
h

ey are at th
e start ofth

eir w
orkin

g lives,en
terin

g w
ork for th

e first

tim
e,

likely to h
ave lesser fin

an
cial an

d
 social com

m
itm

en
ts,

an
d

 often
 still receivin

g som
e

degree of
paren

tal fam
ily su

pport.T
h

e m
ajority are likely to be h

ealth
ier,an

d h
ealth

 selection

effects are th
erefore likely to be less im

portan
t.(A

ll referen
ces in

 th
is su

b-section
 are to Table 1b)

A
1

***
T

h
e m

ortality rate ofu
n

em
p

loyed
 you

n
g p

eop
le is sign

ifican
tly h

igh
er (com

p
ared

w
ith

 em
p

loyed
 you

n
g p

eop
le),m

ain
ly d

u
e to accid

en
ts an

d
 su

icid
e.

(H
am

m
arströ

m
 1

9
9
4
b
;M

o
rre

ll e
t a

l.1
9
9
8
;L

ake
y 2

0
0
1
)

A
2

*
T

h
ere is m

ixed
 evid

en
ce th

at u
n

em
p

loym
en

t is h
arm

fu
l to th

e p
hysical h

ealth
 

ofyou
n

g p
eop

le th
ou

gh
 any effect ap

p
ears to be less th

an
 in

 m
id

d
le w

orkin
g age 

or old
er w

orkers.

(H
am

m
arströ

m
 1

9
9
4
b
;M

o
rre

ll
e
t a

l.1
9
9
8
;L

ake
y 2

0
0
1
)

A
3

***
U

n
em

p
loym

en
t h

as adverse effects on
 th

e m
en

tal h
ealth

 ofyou
n

g p
eop

le (p
oor 

m
en

tal h
ealth

 an
d

 p
sych

ological w
ell-bein

g,m
ore p

sych
ological d

istress,m
in

or 

p
sych

ological/p
sych

iatric m
orbid

ity) bu
t th

ese effects are gen
erally less severe 

th
an

 in
 m

id
d

le w
orkin

g age ad
u

lts.

(W
arr 1

9
8
7
;H

am
m

arströ
m

 1
9
9
4
b
;M

o
rre

ll
e
t a

l.1
9
9
8
;L

ake
y 2

0
0
1
)

1
3

R
e
v
ie

w
 fin

d
in

g
s



A
4

*
T

h
ere is m

ixed
 evid

en
ce th

at u
n

em
p

loyed
 you

n
g p

eop
le sh

ow
 w

orse h
ealth

 

beh
aviou

r (com
p

ared
 w

ith
 em

p
loyed

 you
n

g p
eop

le) on
 variou

s m
easu

res 

e.g.eatin
g h

abits,p
erson

al hygien
e,sleep

in
g h

abits,p
hysical activities,alcoh

ol,

d
ru

gs an
d

 sm
okin

g.

(H
am

m
arströ

m
 1

9
9
4
b
;M

o
rre

ll
e
t a

l.1
9
9
8
;L

ake
y 2

0
0
1
)

A
5

*
T

h
ere is m

ixed
 evid

en
ce th

at you
n

g u
n

em
p

loyed
 p

eop
le su

ffer adverse social 

con
sequ

en
ces in

clu
d

in
g social exclu

sion
 an

d
 alien

ation
,fin

an
cial d

ep
rivation

,

crim
in

ality an
d

 lon
ger-lastin

g effects on
 em

p
loym

en
t p

attern
s (in

clu
d

in
g h

igh
er 

risk offu
rth

er sp
ells ofu

n
em

p
loym

en
t) an

d
 h

ealth
 in

to ad
u

lt life.

(W
arr 1

9
8
7
;H

am
m

arströ
m

 1
9
9
4
b
;L

ake
y 2

0
0
1
)

A
6

**
You

n
g p

eop
le from

 d
isadvan

taged
 backgrou

n
d

s,th
ose w

ith
 low

er levels of

ed
u

cation
,or th

ose w
h

o lack social su
p

p
ort (ch

aracteristics w
h

ich
 clu

ster 

togeth
er) are m

ore vu
ln

erable to th
e adverse h

ealth
 effects ofu

n
em

p
loym

en
t.

(H
am

m
arströ

m
 1

9
9
4
b
;L

ake
y 2

0
0
1
)

Failu
re to en

ter th
e w

orld
 of

w
ork an

d
 u

n
em

p
loym

en
t u

n
d

ou
bted

ly cau
ses adverse effects on

th
e p

hysical an
d

 m
en

tal h
ealth

 an
d

 social w
ell-bein

g ofsch
ool-leavers.H

ow
ever,th

e stren
gth

 of

th
ese effects ap

p
ears to be less th

an
 in

 ad
u

lts,p
erh

ap
s becau

se of
th

e resilien
ce of

you
th

 an
d

becau
se th

eir w
ork h

abits are n
ot yet establish

ed
.For m

ost,th
ere ap

p
ears to be relatively little

im
p

act on
 p

hysical h
ealth

,p
robably becau

se th
ey are h

ealth
ier to start w

ith
.T

h
e im

p
act on

m
en

tal h
ealth

 is m
ore com

p
arable bu

t still gen
erally less th

an
 in

 ad
u

lts,th
ou

gh
 th

at m
ay d

ep
en

d

on
 th

e you
n

g p
erson’s social con

text.T
h

e sh
ort-term

 social effects are again
 relatively m

ild
,

p
robably becau

se of
d

ifferen
t social an

d
 fam

ily resp
on

sibilities,th
ou

gh
 th

e con
sequ

en
ces of

lon
ger-term

 u
n

em
p

loym
en

t m
ay be m

u
ch

 m
ore fu

n
d

am
en

tal an
d

 im
p

ortan
t.

M
id

d
le w

o
rk

in
g a

ge

M
ost of

th
is review

 an
d

 m
ost of

th
e available evid

en
ce is abou

t m
id

d
le w

orkin
g age ad

u
lts,

excep
t w

h
ere stated

 oth
erw

ise.(A
ll referen

ces in
 th

is su
b-section

 are to Table 1b).

A
ll of

th
e h

ealth
 effects of

w
ork an

d
 of

u
n

em
p

loym
en

t are gen
erally m

ost m
arked

 in
 m

id
d

le

w
orkin

g-aged
 m

en
,esp

ecially th
ose w

ith
 d

ep
en

d
en

t fam
ilies.(H

akim
 1982;W

arr 1987).

A
s w

ith
 w

ork,m
u

ch
 ofth

e evid
en

ce abou
t u

n
em

p
loym

en
t is on

 m
en

.N
everth

eless,m
ost ofth

e

available evid
en

ce su
ggests th

at th
e adverse h

ealth
 effects of

u
n

em
p

loym
en

t are broad
ly

com
p

arable in
 m

en
 an

d
 w

om
en

 ofm
id

d
le w

orkin
g age,th

ou
gh

 th
ey m

ay be m
od

ified
 by gen

d
er

an
d

 fam
ily roles.Sin

gle w
om

en
 w

ith
 n

o fam
ily resp

on
sibilities m

ay be m
ore com

p
arable to

m
en

.W
om

en
 w

ith
 p

artn
ers an

d
 w

ith
 fam

ily or carin
g com

m
itm

en
ts gen

erally h
ave less adverse

h
ealth

 effects,p
ossibly becau

se th
ey are fin

an
cially cu

sh
ion

ed
 an

d
 h

ave better altern
ative social

roles.(W
arr 1987;H

am
m

arström
 1994b)
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O
ld

er w
o

rk
ers:

W
ork an

d
 u

n
em

p
loym

en
t h

ave d
ifferen

t fin
an

cial,social an
d

 h
ealth

 con
sequ

en
ces for old

er

w
orkers,p

articu
larly as th

ey ap
p

roach
 retirem

en
t.E

arly retirem
en

t m
ay be a con

sequ
en

ce of

h
ealth

 p
roblem

s (ill-h
ealth

 retirem
en

t),involu
n

tary job loss (red
u

n
d

an
cy) or volu

n
tary exit

from
 th

e w
ork force,

each
 of

w
h

ich
 m

ay h
ave d

ifferen
t fin

an
cial,

social an
d

 h
ealth

 effects.

H
ow

ever,
th

ese p
attern

s are often
 blu

rred
 (A

arts et al.
1996).

T
h

ere are m
eth

odological

p
roblem

s in
 sep

aratin
g th

e h
ealth

 im
p

act of
w

ork,u
n

em
p

loym
en

t or retirem
en

t from
 th

at of

agein
g an

d
 from

 h
ealth

 selection
 effects (ill-h

ealth
 selection

 in
to retirem

en
t an

d
 th

e h
ealthy

w
orker effect).(T

h
e evid

en
ce statem

en
ts for old

er w
orkers are d

evelop
ed

 from
 both

 Table 1 an
d

Table 2.)

(a) W
ork for old

er w
orkers:

(R
eferen

ces in
 th

is su
b-section

 are to Table 1c).

A
7

***
P

hysical an
d

 m
en

tal cap
ability d

eclin
es w

ith
 age;th

u
s w

ork ability also d
eclin

es 

bu
t th

e n
atu

re an
d

 exten
t ofth

e d
eclin

e an
d

 th
e effect on

 w
ork p

erform
an

ce varies

betw
een

 in
d

ivid
u

als.

(Tu
o
m

i
e
t a

l.1
9
9
7
;S

h
e
p
h
ard

 1
9
9
9
;Ilm

arin
e
n
 2

0
0
1
;B

e
n
jam

in
 &

 W
ilso

n
 2

0
0
5
)

A
8

*
T

h
ere is m

ixed eviden
ce th

at older w
orkers h

ave any declin
e in

 perceived/reported 

h
ealth

 (d
esp

ite in
creasin

g d
isease p

revalen
ce).

(Tu
o
m

i
e
t a

l.1
9
9
7
;W

e
gm

an
 1

9
9
9
;S

h
e
p
h
ard

 1
9
9
9
;S

cale
s &

 S
case

 2
0
0
0
;
Ilm

arin
e
n
 2

0
0
1
)

A
9

**
O

lder w
orkers do n

ot n
ecessarily h

ave su
bstan

tially m
ore sickn

ess absen
ce 

(desp
ite m

ore severe illn
esses an

d
 in

ju
ries).

(Tu
o
m

i
e
t a

l.1
9
9
7
;B

e
n
jam

in
 &

 W
ilso

n
 2

0
0
5
)

A
10

0
T

h
ere is broad

 con
sen

su
s th

at 1) ‘w
ork’sh

ou
ld

 accom
m

od
ate th

e n
eed

s an
d

 

d
em

an
d

s ofagein
g w

orkers an
d

 2) th
at p

hysical ergon
om

ics an
d

 w
ork-

organ
isation

al issu
es w

ill con
tribu

te to safe p
articip

ation
 in

 th
e w

orkforce to 

old
er age.

(H
an

sso
n

e
t a

l.1
9
9
7
;W

e
gm

an
 1

9
9
9
;S

h
e
p
h
ard

 1
9
9
9
;K

ilb
o
m

 1
9
9
9
;Ilm

arin
e
n
 2

0
0
1
)

1
5

R
e
v
ie

w
 fin

d
in

g
s



(b) T
h

e h
ealth

 im
p

act ofearly retirem
en

t:

(R
eferen

ces in
 th

is su
b-section

 are to Tables 1 an
d

 2.)

A
11

***
E

arly retirem
en

t can
 h

ave eith
er p

ositive or n
egative effects on

 p
hysical an

d
 

m
en

tal h
ealth

 an
d

 m
ortality.Tab

le
 1

a:(A
ch

e
so

n
e
t a

l.1
9
9
8
),Tab

le
 1

b
:(S

cale
s &

 S
case

 2
0
0
0
)

Tab
le

 2
c:(E

ke
rd

t
e
t a

l.1
9
8
3
;C

ro
w

le
y 1

9
8
6
;M

e
in

e
t a

l.2
0
0
3
)

A
12

**
W

orkers in
 low

er an
d

 m
id

d
le socioecon

om
ic grou

p
s,th

ose w
h

o are com
p

u
lsorily 

retired or th
ose w

h
o face econ

om
ic in

secu
rity in

 retirem
en

t (ch
aracteristics w

h
ich

 

clu
ster togeth

er) can
 exp

erien
ce d

etrim
en

tal effects on
 h

ealth
 an

d
 w

ell-bein
g an

d
 

su
rvival rates.

Tab
le

 1
b
:(S

cale
s &

 S
case

 2
0
0
0
),Tab

le
 2

c:(C
ro

w
le

y 1
9
8
6
;G

allo
e
t a

l.2
0
0
0
;
G

allo
e
t a

l.2
0
0
1
;

G
allo

e
t a

l.2
0
0
4
;T

sai
e
t a

l.2
0
0
5
)

A
13

*
W

orkers in
 h

igh
er socio-econ

om
ic grou

p
s,th

ose w
h

o retire volu
n

tarily or th
ose 

w
h

o are econ
om

ically secu
re in

 retirem
en

t (ch
aracteristics w

h
ich

 clu
ster togeth

er) 

m
ay exp

erien
ce ben

eficial effects on
 h

ealth
 an

d
 w

ell-bein
g 

Tab
le

 1
b
:(S

cale
s &

 S
case

 2
0
0
0
),Tab

le
 2

c:(C
ro

w
le

y 1
9
8
6
;M

e
in

e
t a

l.2
0
0
3
)

bu
t th

ere is som
e con

flictin
g evid

en
ce.

(M
o
rris

e
t a

l.1
9
9
2
).

A
14

*
E

arly retirem
en

t ou
t ofu

n
em

ploym
en

t m
ay lead to im

provem
en

t ofthe depression
 

associated
 w

ith
 u

n
em

p
loym

en
t.

Tab
le

 2
c:(Fre

se
 1

9
8
7
;R

e
itze

s
e
t a

l.1
9
9
6
)

D
em

ograp
h

ic tren
d

s m
ean

 th
at old

er w
orkers form

 an
 in

creasin
g p

rop
ortion

 ofth
e w

orkforce.

Som
e red

u
ction

 in
 p

hysical an
d

 m
en

tal cap
ability an

d
 w

orkability is p
robably in

evitable w
ith

age,bu
t ch

ron
ological age is n

ot a reliable m
arker.M

any old
er w

orkers are n
ot on

ly cap
able of

con
tin

u
in

g to w
ork (Tsai et al.2005) bu

t w
an

t to d
o so (W

H
O

 2001;A
A

R
P

 2001).

T
h

ere is a con
cep

tu
al argu

m
en

t,an
d

 broad
 con

sen
su

s,th
at m

atch
in

g w
ork circu

m
stan

ces to th
e

ch
an

gin
g cap

abilities an
d

 n
eed

s ofold
er w

orkers w
ill h

elp
 to m

ain
tain

 th
eir h

ealth
 an

d
 safety at

w
ork.T

h
at h

as yet to be tested
,becau

se m
ost ofth

e available evid
en

ce is from
 p

ragm
atic stu

d
ies

of
cu

rren
t p

ractice w
ith

ou
t age-sp

ecific risk assessm
en

t or con
trol.N

everth
eless,it seem

s an

en
tirely reason

able p
rin

cip
le th

at w
ou

ld
 be sim

p
le an

d
 in

exp
en

sive to test.

T
h

e available evid
en

ce su
ggests th

at con
tin

u
in

g to w
ork,at least u

p
 to state retirem

en
t age,is n

ot

h
arm

fu
l to h

ealth
 or m

ortality in
 old

er w
orkers (G

allo et al.2004;Tsaiet al.2005;Pattan
i et al.

2004).T
h

is m
ay,h

ow
ever,at least to som

e exten
t,reflect a h

ealth
 selection

 effect w
h

ereby th
ose
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w
ith

 m
ore seriou

s or ch
ron

ic h
ealth

 p
roblem

s leave th
e labou

r force.Peop
le w

h
o are h

ap
py w

ith

th
eir cu

rren
t role (w

h
eth

er con
tin

u
in

g to w
ork or early retired

) also h
ave better affective w

ell-

bein
g (W

arr et al.2004).

C
onversely,early retirem

en
t can

 be eith
er h

arm
fu

l or ben
eficial to p

hysical an
d

 m
en

tal h
ealth

an
d

 m
ortality,ap

p
aren

tly d
ep

en
d

in
g largely on

 social d
eterm

in
an

ts.Socio-econ
om

ic grou
p

 is

n
ot on

ly a m
atter of

fin
an

cial an
d

 social statu
s,bu

t also reflects ed
u

cation
,w

ork typ
e,social

cap
ital,lifestyle an

d
 beh

aviou
r.O

th
er key d

eterm
in

an
ts are (a) w

h
eth

er early retirem
en

t is by

ch
oice or involu

n
tary an

d
 (b) fin

an
cial (in

)secu
rity in

 retirem
en

t:th
ese ten

d
 to clu

ster w
ith

socio-econ
om

ic grou
p.W

h
eth

er early retirem
en

t is good
 or bad

 for h
ealth

 ap
p

ears to reflect

p
ow

erfu
l social grad

ien
ts in

 h
ealth

 th
at con

tin
u

e after leavin
g w

ork (A
ch

eson
 et al.1998;Scales

&
 Scase 2000;M

arm
ot 2004).

R
E

-E
M

P
L

O
Y

M
E

N
T

T
h

e con
cep

t of
re-em

p
loym

en
t for w

orkin
g age ad

u
lts is relatively straigh

tforw
ard

 – m
ovin

g

from
 u

n
em

p
loym

en
t back in

to em
p

loym
en

t.In
 p

rin
cip

le,it cou
ld

 also in
clu

d
e m

ovin
g from

oth
er form

s ofecon
om

ic in
activity in

to em
p

loym
en

t,bu
t th

is search
 d

id
 n

ot retrieve any su
ch

stu
d

ies.Sch
ool leavers h

ave n
ot been

 em
p

loyed
 before,so th

e closest equ
ivalen

t is en
terin

g

em
p

loym
en

t.A
ltern

atively,
th

ey m
ay m

ove in
to som

e oth
er form

 of
‘w

ork’
su

ch
 as fu

rth
er

ed
u

cation
 or train

in
g.So,‘re-em

p
loym

en
t’for sch

ool leavers w
as taken

 h
ere to be any ‘w

ork’

option
 other than

 un
em

ploym
en

t.O
lder w

orkers,just like w
orkin

g age adults,m
ay be re-em

ployed

ou
t of

u
n

em
p

loym
en

t.A
ltern

atively,th
ey m

ay m
ove in

to (early) retirem
en

t,follow
in

g w
h

ich

som
e m

ay u
n

d
ertake oth

er form
s of

‘w
ork’.

U
n

em
p

loym
en

t an
d

 retirem
en

t m
ay th

en
 h

ave

d
ifferen

t effects on
 h

ealth
 an

d
 w

ell-bein
g an

d
 m

u
st be con

sid
ered

 sep
arately (W

arr
et al.2004).

Table 2 p
resen

ts th
e ch

aracteristics an
d

 key fin
d

in
gs ofth

e 53 retrieved
 lon

gitu
d

in
al stu

d
ies on

th
e h

ealth
 im

p
act of

re-em
p

loym
en

t.
T

h
e m

ost com
m

on
 h

ealth
 ou

tcom
es w

ere based
 on

p
sych

om
etrics,e.g.th

e G
en

eral H
ealth

 Q
u

estion
n

aire (G
H

Q
),bu

t a few
 stu

d
ies gave clin

ical

p
aram

eters su
ch

 as blood
 p

ressu
re or m

ortality rates.

R
1

**
A

ggregate-level stu
d

ies ofem
p

loym
en

t rates sh
ow

 th
at in

creased
 em

p
loym

en
t 

rates lead
 to low

er m
ortality rates.

Tab
le

 1
b
:(B

re
n
n
e
r 2

0
0
2
)

1
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R
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Sch
ool leavers an

d
 you

n
g ad

u
lts

(R
eferen

ces in
 th

is su
b-section

 are to Table 2a u
n

less stated
 oth

erw
ise.)

R
2

***
Sch

ool leavers w
h

o m
ove in

to em
p

loym
en

t or train
in

g,or retu
rn

 to ed
u

cation
,

sh
ow

 im
provem

en
ts in

 som
atic an

d psych
ological sym

ptom
s com

pared w
ith

 th
ose

w
h

o m
ove in

to u
n

em
p

loym
en

t.

(B
an

ks &
 Jackso

n
 1

9
8
2
;D

o
n
o
van

e
t a

l.1
9
8
6
;Fe

ath
e
r &

 O
'B

rie
n
 1

9
8
6
;O

'B
rie

n
 &

 Fe
ath

e
r 1

9
9
0
;

H
am

m
arströ

m
 1

9
9
4
a;M

e
an

 P
atte

rso
n
 1

9
9
7
;B

jarn
aso

n
 &

 S
igu

rd
ard

o
ttir 2

0
0
3
)

R
3

***
Sch

ool leavers w
h

o m
ove in

to ‘u
n

satisfactory’em
p

loym
en

t can
 exp

erien
ce a 

d
eclin

e in
 th

eir h
ealth

 an
d

 w
ell-bein

g.

(P
atto

n
 &

 N
o
lle

r 1
9
8
4
;Fe

ath
e
r &

 O
'B

rie
n
 1

9
8
6
;O

'B
rie

n
 &

 Fe
ath

e
r 1

9
9
0
;P

atto
n
 &

 N
o
lle

r 1
9
9
0
;

H
am

m
arströ

m
 1

9
9
4
a;D

o
o
le

y &
 P

rau
se

 1
9
9
5
;S

ch
au

fe
li 1

9
9
7
)

R
4

**
A

fter re-em
p

loym
en

t,th
ere is a p

ersistin
g risk ofsu

bsequ
en

t p
oor em

p
loym

en
t 

p
attern

s an
d

 fu
rth

er sp
ells ofu

n
em

p
loym

en
t.

Tab
le

 1
b
:(L

ake
y 2

0
0
1
)

A
d

u
lts

(R
eferen

ces in
 th

is su
b-section

 are to Table 2b u
n

less stated
 oth

erw
ise.)

R
5

***
R

e-em
p

loym
en

t ofu
n

em
p

loyed
 ad

u
lts im

p
roves variou

s m
easu

res ofgen
eral 

h
ealth

 an
d

 w
ell-bein

g,su
ch

 as self-esteem
,self-rated

 h
ealth

,self-satisfaction
,

p
hysical h

ealth
,fin

an
cial con

cern
s.

(C
o
h
n
 1

9
7
8
;P

ayn
e
 &

 Jo
n
e
s 1

9
8
7
;V

in
o
ku

r
e
t a

l.1
9
8
7
;C

ap
lan

e
t a

l.1
9
8
9
;

K
e
ssle

r
e
t a

l.1
9
8
9
;Fe

rrie
e
t a

l.2
0
0
1
)

R
6

***
R

e-em
ploym

en
t ofu

n
em

ployed adu
lts im

proves psych
ological distress an

d m
in

or

p
sych

iatric m
orbid

ity.

(L
ayto

n
 1

9
8
6
b
;P

ayn
e
 &

 Jo
n
e
s 1

9
8
7
;Ive

rse
n
 &

 S
ab

ro
e
 1

9
8
8
;K

e
ssle

r
e
t a

l.1
9
8
9
;
Lah

e
lm

a 1
9
9
2
;

H
am

ilto
n

e
t a

l.1
9
9
3
;C

lau
sse

n
e
t a

l.1
9
9
3
;B

u
rch

e
ll 1

9
9
4
;H

am
ilto

n
e
t a

l.1
9
9
7
;

N
o
rd

e
n
m

ark &
 S

tran
d
h
 1

9
9
9
;L

iira &
 L

e
in

o
-A

rjas 1
9
9
9
;V

u
o
ri &

 V
e
salain

e
n
 1

9
9
9
;

Fe
rrie

e
t a

l.2
0
0
1
;
Fe

rrie
e
t a

l.2
0
0
2
)

R
7

***
T

h
e ben

eficial effects ofre-em
p

loym
en

t d
ep

en
d

 m
ain

ly on
 th

e secu
rity ofth

e 

n
ew

 job,an
d

 also on
 th

e in
d

ivid
u

al’s m
otivation

,d
esires an

d
 satisfaction

.

(K
e
ssle

r
e
t a

l.1
9
8
9
;H

am
ilto

n
e
t a

l.1
9
9
3
;C

lau
sse

n
e
t a

l.1
9
9
3
;B

u
rch

e
ll 1

9
9
4
;W

an
b
e
rg 1

9
9
5
;

H
alvo

rse
n
 1

9
9
8
;Fe

rrie
e
t a

l.2
0
0
1
;Fe

rrie
 e

t a
l.2

0
0
2
;O

stry
e
t a

l.2
0
0
2
)
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R
8

*
T

h
ere is con

flictin
g evid

en
ce th

at visits to h
ealth

 p
rofession

als are red
u

ced
 by 

re-em
p

loym
en

t.

(V
irtan

e
n
 1

9
9
3
;Fe

rrie
e
t a

l.2
0
0
1
)

R
9

**
Even

 after re-em
p

loym
en

t,th
ere is a p

ersistin
g risk ofsu

bsequ
en

t p
oor 

em
p

loym
en

t p
attern

s an
d

 fu
rth

er sp
ells ofu

n
em

p
loym

en
t.

Tab
le

 1
b
:(S

au
n
d
e
rs 2

0
0
2
b
),Tab

le
 2

b
:(L

iira &
 L

e
in

o
-A

rjas 1
9
9
9
)

O
ld

er w
orkers

(R
eferen

ces in
 th

is su
b-section

 are to Table 2c.)

R
10

**
R

e-em
p

loym
en

t in
 old

er w
orkers can

 im
p

rove p
hysical fu

n
ction

in
g an

d
 m

en
tal 

h
ealth

.

(Fre
se

 &
 M

o
h
r 1

9
8
7
;G

allo
e
t a

l.2
0
0
0
;P

attan
i
e
t a

l.2
0
0
4
)

T
h

e stu
d

ies in
 Table 2 p

rovid
e stron

g evid
en

ce th
at re-em

p
loym

en
t lead

s to im
p

roved
 h

ealth
 in

all age grou
p

s.H
ow

ever,th
e n

ext qu
estion

 is w
h

eth
er th

at reflects cau
se an

d
 effect or cou

ld
 be

exp
lain

ed
 by a h

ealth
 selection

 effect (th
e corollary ofth

e h
ealthy w

orker p
h

en
om

en
on

).T
h

ree

stu
dies su

ggest th
at it is at least partly du

e to h
ealth

 selection
 (H

am
ilton

 et al.1993;C
lau

ssen
 et al.

1993;M
ean

 Patterson
 1997).H

ow
ever,eigh

t oth
er stu

d
ies th

at tested
 th

is hyp
oth

esis in
 variou

s

w
ays failed

 to d
em

on
strate any h

ealth
 selection

 effect (T
iggem

an
n

 &
 W

in
efield

 1984;W
arr &

Jackson
 1985;L

ayton
 1986b;K

essler et al.1989;Patton
 &

 N
oller 1990;G

raetz 1993;Sch
au

feli

1997;V
u

ori &
 V

esalain
en

 1999).T
h

u
s,th

e balan
ce ofth

e evid
en

ce is th
at h

ealth
 im

p
rovem

en
ts

are (at least to a large exten
t) a d

irect con
sequ

en
ce ofre-em

p
loym

en
t.

M
ovin

g 
in

to
 

em
p

loym
en

t,
co

n
tin

u
ed

 
ed

u
catio

n
 

o
r 

train
in

g 
is 

clearly 
b

etter 
th

an

u
n

em
p

loym
en

t for th
e m

en
tal h

ealth
,gen

eral w
ell-bein

g an
d

 lon
ger-term

 social d
evelop

m
en

t

of
sch

ool leavers.T
h

at evid
en

ce is gen
erally con

sisten
t bu

t som
e stu

d
ies sh

ow
 a sm

aller effect,

p
erh

ap
s reflectin

g d
ifferen

t social an
d

 cu
ltu

ral con
texts (e.g.(Patton

 &
 N

oller 1990;Sch
au

feli

1997)).H
ow

ever,h
ealth

 ben
efits d

ep
en

d
 on

 th
e job or th

e train
in

g bein
g ‘satisfactory’w

h
ile

‘u
n

satisfactory’jobs m
ay be little better th

an
 u

n
em

p
loym

en
t.T

h
at is con

sisten
t w

ith
 Evid

en
ce

Statem
en

ts W
5 – W

9 abou
t th

e im
p

ortan
ce ofjob qu

ality.

In
 ad

u
lts ofm

id
d

le w
orkin

g age,re-em
p

loym
en

t lead
s to clear ben

efits in
 p

sych
ological h

ealth

an
d

 som
e m

easu
res of

w
ell-bein

g,th
ou

gh
 th

ere is a d
earth

 of
in

form
ation

 on
 p

hysical h
ealth

.

T
h

e m
agn

itu
d

e ofth
e im

p
rovem

en
t is m

ore or less com
p

arable to th
e adverse effects ofjob loss.

T
h

e ben
efits ofre-em

p
loym

en
t can

 be seen
 w

ith
in

 th
e first year,an

d
 are gen

erally su
stain

ed
 in

th
ose stu

d
ies w

ith
 a follow

-u
p

 ofsom
e years.
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R
e-em

p
loym

en
t seem

s to h
ave sim

ilar h
ealth

 ben
efits for old

er w
orkers,bu

t th
is is based

 on
 few

stu
d

ies.M
oreover,th

e m
ost im

p
ortan

t com
p

arison
 m

ay n
ot be w

ith
 con

tin
u

ed
 u

n
em

p
loym

en
t

bu
t w

ith
 (early) retirem

en
t,

w
h

ich
 can

 h
ave eith

er p
ositive or n

egative effects on
 h

ealth

(Evid
en

ce Statem
en

ts A
11 – A

14).It is th
erefore n

ot p
ossible to p

red
ict w

h
ich

 old
er w

orkers w
ill

ben
efit from

 re-em
p

loym
en

t or u
n

d
er w

h
at circu

m
stan

ces,or w
h

eth
er re-em

p
loym

en
t w

ill be

better th
an

 oth
er altern

atives.

R
e-em

p
loym

en
t gen

erally lead
s to im

p
roved

 h
ealth

,
so efforts to seek a job are advisable.

H
ow

ever,if
th

ese attem
p

ts to get w
ork are u

n
su

ccessfu
l,th

at failu
re can

 th
en

 h
ave a fu

rth
er

n
egative effect on

 m
en

tal h
ealth

 (V
in

oku
r et al.1987).M

oreover,even
 ifu

n
em

p
loyed

 p
eop

le d
o

m
an

age to get back to w
ork,th

ey rem
ain

 at risk offu
rth

er u
n

em
p

loym
en

t an
d

 su
bsequ

en
t p

oor

em
p

loym
en

t p
attern

s,w
h

ich
 can

 h
ave a lon

ger-term
 im

p
act on

 th
eir h

ealth
 an

d
 w

ell-bein
g.

U
n

em
p

loym
en

t,like social d
isadvan

tage an
d

 d
ep

rivation
,is best view

ed
 across a life cou

rse

p
ersp

ective (A
ch

eson
 et al.1998;B

artley 1994).

W
O

R
K

 F
O

R
 S

IC
K

 A
N

D
 D

IS
A

B
L

E
D

 P
E

O
P

L
E

Table 3 sh
ow

s a broad
 con

sen
su

s across m
u

ltip
le d

iscip
lin

es an
d

 also,
im

p
ortan

tly,
am

on
g

d
isability grou

p
s,

em
p

loyers,
u

n
ion

s,
in

su
rers,

an
d

 th
e m

ain
 p

olitical p
arties.

It is w
id

ely

accep
ted

 th
at job reten

tion
 or (retu

rn
 to) w

ork are d
esirable goals to m

ain
tain

 or im
p

rove

qu
ality of

life an
d

 w
ell-bein

g.
T

h
ere is also gen

eral con
sen

su
s th

at p
eop

le sh
ou

ld
 receive

accu
rate,con

sisten
t in

form
ation

 an
d

 advice,alon
g w

ith
 clin

ical an
d

 occu
p

ation
al m

an
agem

en
t

th
at reflects th

ese goals (C
ou

lter et al.1998;D
ep

artm
en

t ofH
ealth

 2000;D
etm

er et al.2003).

SD
1

0
T

h
ere is a broad

 con
sen

su
s th

at,w
h

en
 p

ossible,sick an
d

 d
isabled

 p
eop

le sh
ou

ld
 

rem
ain

 in
 w

ork or retu
rn

 to w
ork as soon

 as p
ossible becau

se it:

•
is th

erap
eu

tic;

•
h

elp
s to p

rom
ote recovery an

d
 reh

abilitation
;

•
lead

s to better h
ealth

 ou
tcom

es;

•
m

in
im

ises th
e deleteriou

s physical,m
en

tal an
d social effects oflon

g-term
 

sickn
ess absen

ce an
d

 w
orklessn

ess;

•
red

u
ces th

e ch
an

ces ofch
ron

ic d
isability,lon

g-term
 in

cap
acity for w

ork an
d

 

social exclu
sion

;

•
prom

otes fu
ll p

articip
ation

 in
 society,in

d
ep

en
d

en
ce an

d
 h

u
m

an
 righ

ts;

•
red

u
ces p

overty;

•
im

p
roves qu

ality oflife an
d

 w
ell-bein

g.

(Tab
le

 3
)
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T
h

e p
olicy statem

en
ts an

d
 gu

id
an

ce in
 Table 3 are based

 u
p

on
 an

d
 reflect th

e available evid
en

ce,

yet th
ey are essen

tially exp
ert op

in
ion

s.Several refer to th
e evid

en
ce on

 th
e h

ealth
 ben

efits of

w
ork an

d
 th

e d
etrim

en
tal effects ofu

n
em

p
loym

en
t in

 h
ealthy p

eop
le.O

th
ers d

iscu
ss in

 gen
eral

term
s th

e h
arm

fu
l effects of

p
rolon

ged
 sickn

ess absen
ce an

d
 avoid

able in
cap

acity,
an

d
 th

e

ben
eficial effects of

w
ork for sick p

eop
le.H

ow
ever,th

ere is little d
irect referen

ce or lin
kage to

scien
tific evid

en
ce on

 th
e p

hysical or m
en

tal h
ealth

 ben
efits of(early) (retu

rn
 to) w

ork for sick

or d
isabled

 p
eop

le.

M
E

N
T

A
L

 H
E

A
LT

H

Table 4 p
resen

ts th
e evid

en
ce on

 severe m
en

tal illn
ess (Table 4a),

com
m

on
 m

en
tal h

ealth

p
roblem

s (Table 4b) an
d

 ‘stress’(Table 4c).

S
evere m

en
tal illn

ess

Severe m
en

tal illn
ess w

as n
ot th

e m
ain

 focu
s of

th
e p

resen
t review

 bu
t w

as in
clu

d
ed

 becau
se it

p
rovid

es som
e ofth

e best available evid
en

ce on
 w

ork an
d

 m
en

tal illn
ess.It m

ay be argu
ed

 th
at if

w
ork is good

 for p
eop

le w
ith

 severe m
en

tal illn
ess th

at is likely to ap
p

ly to a greater or lesser

exten
t to p

eop
le w

ith
 m

ild
/m

od
erate p

roblem
s.(R

eferen
ces in

 th
is su

b-section
 are to Table 4a).

M
1

***
Su

p
p

orted
 E

m
p

loym
en

t p
rogram

m
es are effective for vocation

al ou
tcom

es in
 

com
p

etitive em
p

loym
en

t (an
d

 m
ore effective th

an
 P

re-V
ocation

al Train
in

g).

(C
ro

w
th

e
r
e
t a

l.2
0
0
1
a;B

o
n
d
 2

0
0
4
).

M
2

**
Su

p
p

orted
 E

m
p

loym
en

t,P
re-vocation

al Train
in

g an
d

 Sh
eltered

 E
m

p
loym

en
t d

o 

n
ot p

rod
u

ce any sign
ifican

t effect (p
ositive or n

egative) on
 h

ealth
 ou

tcom
es su

ch
 

as th
e p

sych
iatric con

d
ition

,severity ofsym
p

tom
s,or qu

ality oflife.

(S
ch

n
e
id

e
r 1

9
9
8
;B

arto
n
 1

9
9
9
;C

ro
w

th
e
r
e
t a

l.2
0
0
1
a;S

ch
n
e
id

e
r
e
t a

l.2
0
0
2
)

M
3

**
T

h
ere is a correlation

 betw
een

 w
orkin

g an
d

 m
ore p

ositive ou
tcom

es in
 sym

p
tom

 

levels,self-esteem
,qu

ality oflife an
d

 social fu
n

ction
in

g,bu
t a h

ealth
 selection

 

effect is likely an
d

 a clear cau
sal relation

sh
ip

 h
as n

ot been
 establish

ed
.

(S
ch

n
e
id

e
r
e
t a

l.2
0
0
2
;M

arw
ah

a &
 Jo

h
n
so

n
 2

0
0
4
)

M
any p

eop
le w

ith
 severe m

en
tal illn

ess w
an

t to w
ork an

d
 30-50%

 are cap
able ofw

ork,th
ou

gh

on
ly 10-20%

 are w
orkin

g (Sch
n

eid
er 1998;Sch

n
eid

er et al.2002;M
arw

ah
a &

 Joh
n

son
 2004).

T
h

e cu
rren

t review
 sh

ow
s th

at w
ork is n

ot h
arm

fu
l to th

e p
sych

iatric con
d

ition
 or m

en
tal h

ealth

of
p

eop
le w

ith
 severe m

en
tal illn

ess alth
ou

gh
,conversely,it h

as n
o d

irect ben
eficial im

p
act on

th
eir m

en
tal con

d
ition

 eith
er.

H
ow

ever,
th

e balan
ce of

th
e in

d
irect evid

en
ce is th

at it is

ben
eficial for th

eir overall w
ell-bein

g (Sch
n

eid
er 1998;R

C
P

 2002;Tw
am

ley et al.2003).

2
1

R
e
v
ie

w
 fin

d
in

g
s



C
o

m
m

o
n

 m
en

tal h
ealth

 p
ro

b
lem

s

(R
eferen

ces in
 th

is su
b-section

 are to Table 4b).

M
4

***
E

m
otion

al sym
p

tom
s an

d
 m

in
or p

sych
ological m

orbid
ity are very com

m
on

 in
 

th
e w

orkin
g age p

op
u

lation
:m

ost p
eop

le cop
e w

ith
 th

ese m
ost ofth

e tim
e 

w
ith

ou
t h

ealth
 care or sickn

ess absen
ce from

 w
ork 

(U
rsin

 1
9
9
7
;G

lo
zie

r 2
0
0
2
)

M
5

***
Peop

le w
ith

 m
en

tal h
ealth

 p
roblem

s are m
ore likely to be or to becom

e w
orkless 

(sickn
ess,d

isability,u
n

em
p

loym
en

t),w
ith

 a risk ofa d
ow

nw
ard

 sp
iral of

w
orklessn

ess,d
eterioration

 in
 m

en
tal h

ealth
 an

d
 con

sequ
en

t red
u

ced
 ch

an
ces 

ofgain
in

g em
p

loym
en

t.

(M
e
rz

e
t a

l.2
0
0
1
;R

C
P
 2

0
0
2
;S

e
ym

o
u
r &

 G
ro

ve
 2

0
0
5
)

M
6

0
T

h
ere is a gen

eral con
sen

su
s th

at w
ork is im

p
ortan

t in
 p

rom
otin

g m
en

tal h
ealth

 

an
d recovery from

 m
en

tal h
ealth

 problem
s an

d th
at losin

g on
e’s job is detrim

en
tal.

(R
C

P
 2

0
0
2
;T

h
o
m

as
e
t a

l.2
0
0
2
;S

e
ym

o
u
r &

 G
ro

ve
 2

0
0
5
)

T
h

ere is lim
ited

 evid
en

ce abou
t th

e im
p

act of(retu
rn

 to) w
ork on

 (p
eop

le w
ith

) m
ild

/m
od

erate

m
en

tal h
ealth

 p
roblem

s,d
esp

ite th
eir ep

id
em

iological an
d

 social im
p

ortan
ce.H

ow
ever,th

ere is

m
u

ch
 m

ore evid
en

ce on
 ‘stress’,w

h
ich

 m
ay be th

e best m
od

ern
 exem

p
lar of

com
m

on
 m

en
tal

h
ealth

 p
roblem

s.

S
tress 

H
SE

 d
efin

es stress as ‘th
e adverse reaction

 p
eop

le h
ave to excessive p

ressu
re or oth

er typ
es of

d
em

an
d

 p
laced

 on
 th

em
’(H

SE
 Stress h

om
ep

age w
w

w
.h

se.gov.u
k/stress accessed

 24 Jan
u

ary

2006).H
ow

ever,th
ere are m

any oth
er d

efin
ition

s of
stress an

d
 n

o gen
erally agreed

 scien
tific

d
efin

ition
 (W

ainw
righ

t &
 C

aln
an

 2002;Palm
ore 2006).T

h
e term

 ‘stress’is often
 u

sed
 for both

p
sych

osocial ch
aracteristics ofw

ork (stressors) an
d

 adverse h
ealth

 ou
tcom

es (stress resp
on

ses).

To avoid
 fragm

en
tation

 an
d

 d
u

p
lication

 of
th

e review
,th

is section
 in

clu
d

es evid
en

ce on
 both

stressors an
d

/or stress resp
on

ses:th
ese con

stru
cts sh

ou
ld

 be d
istin

gu
ish

ed
.(R

eferen
ces in

 th
is

su
b-section

 are to Table 4c).

M
7

***
C

ross-section
al stu

d
ies sh

ow
 an

 association
 betw

een
 variou

s p
sych

osocial 

ch
aracteristics ofw

ork (job satisfaction
,job d

em
an

d
s/con

trol,effort/rew
ard

,

social su
p

p
ort) an

d
 variou

s su
bjective m

easu
res ofgen

eral h
ealth

 an
d

 

p
sych

ological w
ell-bein

g

(van
 d

er D
o
ef &

 M
aes 1

9
9
9
;V

isw
esvaran

e
t a

l.1
9
9
9
;d

e Lan
ge

e
t a

l.2
0
0
3
;T

su
tsu

m
i &

 K
aw

akam
i  2

0
0
4
;

van
 V

e
gch

e
l
e
t a

l.2
0
0
5
;Faragh

e
r
e
t a

l.2
0
0
5
)
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T
h

e stron
gest association

s are w
ith

 job satisfaction
 (Faragh

er
et al.2005),

an
d

 th
e w

eakest w
ith

 social su
p

p
ort (V

isw
esvaran

 et al.1999;B
on

d
 et al.2006).

T
h

e association
s are stron

ger for su
bjective p

ercep
tion

s ofw
ork th

an
 for m

ore 

objective m
easu

res ofw
ork organ

ization
.

M
8

***
L

on
gitu

d
in

al stu
d

ies su
p

p
ort a cau

sal relation
sh

ip
 betw

een
 certain

 p
sych

osocial 

ch
aracteristics ofw

ork (p
articu

larly d
em

an
d

 an
d

 con
trol) an

d
 m

en
tal h

ealth
 

(m
ain

ly p
sych

ological d
istress) over tim

e bu
t th

e effect sizes are gen
erally sm

all.

(V
isw

e
svaran

e
t a

l. 1
9
9
9
;d

e
 L

an
ge

e
t a

l.
2
0
0
3
;T

su
tsu

m
i &

 K
aw

akam
i 2

0
0
4
;

van
 V

e
gch

e
l e

t a
l. 2

0
0
5
;Faragh

e
r e

t a
l.

2
0
0
5
;B

o
n
d
 e

t a
l. 2

0
0
6
)

T
h

e con
cep

tu
al p

roblem
 is th

e circu
larity in

 stim
u

lu
s-resp

on
se d

efin
ition

s:stressors are any

(job) d
em

an
d

s associated
 w

ith
 adverse stress resp

on
ses;

stress resp
on

ses are any adverse

(h
ealth

) effects attribu
ted

 to stressors.
T

h
e p

ractical p
roblem

 is th
at stressors an

d
 stress

resp
on

ses an
d

 th
e relation

sh
ip

 betw
een

 th
em

 are su
bjective p

ercep
tion

s,self-rep
orted

,op
en

 to

m
od

u
lation

 by th
e m

en
tal state id

en
tified

 as ‘stress’(w
h

atever its cau
se),an

d
 w

ith
 con

fou
n

d
in

g

ofcau
se an

d
 effect.T

h
ere are n

o objective or agreed
 criteria for th

e d
efin

ition
 or m

easu
rem

en
t

ofstressors or stress resp
on

ses,or for th
e d

iagn
osis ofany clin

ical syn
d

rom
e of‘stress’(L

azaru
s

&
 Folkm

an
 1984;

R
ick &

 B
rin

er 2000;
R

ick et al.
2001;

IIA
C

 2004;
W

essely 2004).
T

h
ese

con
cep

tu
al an

d
 m

eth
od

ological p
roblem

s create con
sid

erable u
n

certain
ty abou

t p
sych

osocial

h
azard

s,abou
t p

sych
osocial h

arm
s,an

d
 abou

t th
e relation

sh
ip

 betw
een

 th
em

 (R
ick &

 B
rin

er

2000;R
ick

et al.2002;M
ackay et al.2004;IIA

C
 2004;H

SE
/H

SL
 2005)

T
h

e u
n

d
erlyin

g p
roblem

 is th
e fu

n
d

am
en

tal assu
m

p
tion

 th
at w

ork d
em

an
d

s/stressors are

n
ecessarily a h

azard
 w

ith
 p

oten
tial adverse m

en
tal h

ealth
 con

sequ
en

ces (C
ox 1993;C

ox
et al.

2000a;C
ox

et al.2000b;M
ackay et al.2004),ign

orin
g or failin

g to take su
fficien

t accou
n

t ofth
e

p
ossibility th

at w
ork m

igh
t also be good

 for m
en

tal h
ealth

 (L
azaru

s &
 Folkm

an
 1984;E

dw
ard

s

&
 C

oop
er 1988;Payn

e 1999;Salovey
et al.2000;B

rin
er 2000;A

d
isesh

 2003;N
elson

 &
 Sim

m
on

s

2003;W
essely 2004;H

SE
/H

SL
 2005;D

od
u

 2005).It is som
etim

es argu
ed

 th
at th

is is a m
atter of

qu
an

titative exp
osu

re:‘P
ressu

re is p
art an

d
 p

arcel of
all w

ork an
d

 h
elp

s to keep
 u

s m
otivated

.

B
u

t excessive p
ressu

re can
 lead

 to stress w
h

ich
 u

n
d

erm
in

es p
erform

an
ce’

(H
SE

 Stress

h
om

ep
age w

w
w

.h
se.g

o
v.u

k
/stress :accessed

 24 Jan
u

ary 2006).H
ow

ever,th
ere is little evid

en
ce

for su
ch

 a d
ose-resp

on
se relation

sh
ip

 or for any th
resh

old
 for adverse h

ealth
 effects (R

ick &

B
rin

er 2000;R
ick et al.2001;R

ick
et al.2002).R

ath
er,w

ork involves a com
plex set ofpsych

osocial

ch
aracteristics w

ith
 w

h
ich

 th
e w

orker in
teracts to exp

erien
ce ben

eficial an
d

 h
arm

fu
l effects on

m
en

tal h
ealth

.O
th

er n
on

-w
ork-related

 issu
es can

 in
flu

en
ce h

ow
 th

e w
orker in

teracts w
ith

 an
d

cop
es w

ith
 w

ork stressors.Positive an
d

 n
egative w

ork ch
aracteristics,p

ositive an
d

 n
egative job-

w
orker in

teraction
s,

an
d

 p
ositive an

d
 n

egative effects on
 th

e w
orker’s h

ealth
 th

en
 all occu

r

sim
u

ltan
eou

sly.
T

h
e fin

al im
p

act on
 th

e w
orker’s h

ealth
 d

ep
en

d
s on

 th
e com

p
lex balan

ce

betw
een

 th
em

.

2
3

R
e
v
ie

w
 fin

d
in

g
s



A
 m

ore com
p

reh
en

sive m
od

el of
m

en
tal h

ealth
 at w

ork sh
ou

ld
 em

body th
e follow

in
g

p
rin

cip
les:

•
Safety at w

ork sh
ou

ld
 be d

istin
gu

ish
ed

 from
 h

ealth
 an

d
 w

ell-bein
g.Safety is freed

om
 

from
 d

an
gers or risks (C

on
cise O

xford
 D

iction
ary).H

ealth
 an

d
 w

ell-bein
g are m

u
ch

 

broad
er an

d
 m

ore p
ositive con

cep
ts.

•
Person

al p
ercep

tion
s,cogn

ition
s an

d
 em

otion
s are cen

tral to th
e exp

erien
ce of‘stress’

(C
ox et al.2000b;R

ick et al.2001;R
ick et al.2002;U

rsin
 &

 E
riksen

 2004).

•
‘Stress’is both

 p
art ofan

d
 reflects a w

id
er p

rocess ofin
teraction

 betw
een

 th
e p

erson
 

(w
orker) an

d
 th

eir (w
ork) environ

m
en

t (L
azaru

s &
 Folkm

an
 1984;Payn

e 1999;

C
ox et al.2000b)

•
W

ork can
 h

ave both
 p

ositive an
d

 n
egative effects on

 m
en

tal h
ealth

 an
d

 w
ell-bein

g 

(L
azaru

s &
 Folkm

an
 1984;E

dw
ard

s &
 C

oop
er 1988;Payn

e 1999;B
rin

er 2000;A
d

isesh
 

2003;N
elson

 &
 Sim

m
on

s 2003;H
SE

/H
SL

 2005)

T
h

is review
 did n

ot retrieve any direct eviden
ce on

 th
e relative balan

ce ofben
eficial vs.h

arm
fu

l

effects of
w

ork (of
w

h
atever psych

osocial ch
aracteristics) on

 m
en

tal h
ealth

 an
d psych

ological

w
ell-bein

g.A
ny adverse effects ofw

ork stressors appear to be com
parable in

 m
agn

itu
de to th

ose

ofjob in
secu

rity (Ferrie 1999;Q
u

in
lan

 et al.2001;Sverke
et al.2002).A

ny su
ch

 effects are sm
aller

th
an

 th
e adverse effects ofu

n
em

ploym
en

t (Jin
 et al.1995;M

ath
ers &

 Sch
ofield 1998;M

u
rphy &

A
th

an
asou

 1999;
B

rin
er 2000;

G
lozier 2002),social gradien

ts in
 h

ealth
 (K

aplan
 &

 K
eil 1993;

A
ch

eson
et al.1998;Sau

n
ders 2002b) an

d region
al deprivation

 (Sau
n

ders 2002b;R
itch

ie et al.

2005) on
 physical an

d m
en

tal h
ealth

 an
d m

ortality (P
latt 1984;Lyn

ge 1997;M
ath

ers &
 Sch

ofield

1998;B
ren

n
er 2002).T

h
ere is n

o direct eviden
ce on

 (a) h
ow

 any adverse/ben
eficial effects of

con
tin

u
in

g to w
ork com

pare w
ith

 th
e adverse/ben

eficial effects of
m

ovin
g to sickn

ess absen
ce;

(b) th
e balan

ce of
adverse or ben

eficial effects of
retu

rn
 to w

ork in
 people w

ith
 stress-related

h
ealth

 com
plain

ts;or (c) h
ow

 any risk ofadverse effects from
 retu

rn
in

g to w
ork com

pares w
ith

th
e adverse effects of

prolon
ged sickn

ess absen
ce.O

n
 balan

ce,any adverse effects of
w

ork on

m
en

tal h
ealth

 appear to be ou
tw

eigh
ed by th

e ben
eficial effects ofw

ork on
 w

ell-bein
g an

d by th
e

likely adverse effects of(lon
g-term

) sickn
ess absen

ce or u
n

em
p

loym
en

t.

M
U

S
C

U
L

O
S

K
E

L
E

T
A

L
 C

O
N

D
IT

IO
N

S

M
u

ch
 of

th
e literatu

re retrieved
 on

 m
u

scu
loskeletal con

d
ition

s (Table A
5) con

cern
s low

 back

p
ain

,reflectin
g its occu

p
ation

al im
p

ortan
ce.H

ow
ever,m

any of
th

e issu
es raised

 abou
t back

p
ain

 are com
m

on
 to oth

er m
u

scu
loskeletal con

d
ition

s,p
articu

larly n
eck p

ain
 an

d
 arm

 p
ain

(N
IO

SH
 1997;

B
u

ckle &
 D

evereu
x 1999;

N
ation

al R
esearch

 C
ou

n
cil 2001;

Sch
on

stein
 et al.

2003;N
ation

al H
ealth

 an
d

 M
ed

ical R
esearch

 C
ou

n
cil 2004;H

elliw
ell &

 Taylor 2004;W
ad

d
ell &

B
u

rton
 2004;

P
u

n
n

ett &
 W

egm
an

 2004;
W

alker-B
on

e &
 C

oop
er 2005).

(R
eferen

ces in
 th

is

section
 are to Table 5).
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M
S1

***
T

h
ere is a h

igh
 backgrou

n
d

 p
revalen

ce ofm
u

scu
loskeletal con

d
ition

s,yet m
ost 

p
eop

le w
ith

 m
u

scu
loskeletal con

d
ition

s (in
clu

d
in

g m
any w

ith
 objective d

isease) 

can
 an

d
 d

o w
ork,even

 w
h

en
 sym

p
tom

atic.

(B
u
rto

n
 1

9
9
7
;D

e
 B

e
e
k &

 H
e
rm

an
s 2

0
0
0
;W

ad
d
e
ll &

 B
u
rto

n
 2

0
0
1
;d

e
 B

u
ck e

t a
l.2

0
0
2
;

H
e
lliw

e
ll &

 Taylo
r 2

0
0
4
;d

e
 C

ro
o
n

e
t a

l.
2
0
0
4
;W

alke
r-B

o
n
e
 &

 C
o
o
p
e
r 2

0
0
5
;

H
e
n
riksso

n
e
t a

l.2
0
0
5
;B

u
rto

n
 e

t a
l.2

0
0
6
)

M
S2

***
C

ertain
 p

hysical asp
ects ofw

ork are risk factors for th
e d

evelop
m

en
t of

m
u

scu
loskeletal sym

p
tom

s an
d

 sp
ecific d

iseases.H
ow

ever,th
e effects sizes for 

p
hysical factors alon

e are on
ly m

od
est,an

d
 ten

d
 to be con

fin
ed

 to in
ten

se 

exp
osu

res.

(N
IO

S
H

 1
9
9
7
;N

atio
n
al R

e
se

arch
 C

o
u
n
cil 1

9
9
9
;B

u
ckle

 &
 D

e
ve

re
u
x
 1

9
9
9
;

H
o
o
ge

n
d
o
o
rn

e
t a

l.1
9
9
9
;N

atio
n
al R

e
se

arch
 C

o
u
n
cil 2

0
0
1
;P

u
n
n
e
tt &

 W
e
gm

an
 2

0
0
4
;IIA

C
 2

0
0
6
)

M
S3

***
P

sych
osocial factors (p

erson
al an

d
 occu

p
ation

al) exert a p
ow

erfu
l effect on

 

m
u

scu
loskeletal sym

p
tom

s an
d

 th
eir con

sequ
en

ces.T
h

ey can
 act as obstacles to 

w
ork reten

tion
 an

d
 retu

rn
 to w

ork;con
trol ofsu

ch
 obstacles can

 h
ave a ben

eficial 

in
flu

en
ce on

 ou
tcom

es su
ch

 as p
ain

,d
isability an

d
 sick leave.

(B
u
rto

n
 1

9
9
7
;Fe

rgu
so

n
 &

 M
arras 1

9
9
7
;D

avis &
 H

e
an

e
y 2

0
0
0
;A

b
e
n
h
aim

e
t a

l.2
0
0
0
;
N

atio
n
al

R
e
se

arch
 C

o
u
n
cil 2

0
0
1
;W

ad
d
e
ll &

 B
u
rto

n
 2

0
0
4
;H

e
lliw

e
ll &

 Taylo
r 2

0
0
4
;W

o
o
d
s 2

0
0
5
;

W
alke

r-B
o
n
e
 &

 C
o
o
p
e
r 2

0
0
5
;H

e
n
riksso

n
e
t a

l.2
0
0
5
)

M
S4

***
A

ctivity-based
 reh

abilitation
 an

d
 early retu

rn
 to w

ork (or rem
ain

in
g at w

ork) 

are th
erap

eu
tic an

d
 ben

eficial for h
ealth

 an
d

 w
ell-bein

g for m
ost w

orkers w
ith

 

m
u

scu
loskeletal con

d
ition

s.[T
h

ere is an
 u

n
d

erlyin
g assu

m
p

tion
 th

at sign
ifican

t 

p
hysical h

azard
s sh

ou
ld

 be con
trolled

].

(Fo
rd

yce
 1

9
9
5
;Fran

k
e
t a

l.1
9
9
6
;A

b
e
n
h
aim

e
t a

l.2
0
0
0
;d

e
 B

u
ck

e
t a

l.2
0
0
2
;S

taal e
t a

l.2
0
0
3
;

C
arte

r &
 B

irre
ll 2

0
0
0
;S

ch
o
n
ste

in
e
t a

l.2
0
0
3
;W

ad
d
e
ll &

 B
u
rto

n
 2

0
0
4
;N

atio
n
al H

e
alth

 an
d
 

M
e
d
ical R

e
se

arch
 C

o
u
n
cil 2

0
0
4
;C

O
S
T

 B
1
3
 w

o
rkin

g gro
u
p
 2

0
0
4
;H

e
lliw

e
ll &

 Taylo
r 2

0
0
4
;

A
R

M
A

 2
0
0
4
;S

taal
e
t a

l.2
0
0
3
;C

airn
s &

 H
o
to

p
f 2

0
0
5
)

M
S5

**
C

on
trol (red

u
ction

) ofth
e p

hysical d
em

an
d

s ofw
ork can

 facilitate w
ork reten

tion

for p
eop

le w
ith

 m
u

scu
loskeletal con

d
ition

s,esp
ecially th

ose w
ith

 sp
ecific 

d
iseases.

(Fran
k e

t a
l.1

9
9
6
;W

e
stgaard

 &
 W

in
ke

l 1
9
9
7
;A

C
C

 an
d
 th

e
 N

atio
n
al H

e
alth

 C
o
m

m
itte

e
 1

9
9
7
;

Fran
k

e
t a

l.1
9
9
8
;R

C
G

P
 1

9
9
9
;d

e
 B

u
ck

e
t a

l.2
0
0
2
;S

taal
e
t a

l.2
0
0
3
;W

ad
d
e
ll &

 B
u
rto

n
 2

0
0
4
;

C
O

S
T

 B
1
3
 w

o
rkin

g gro
u
p
 2

0
0
4
;H

e
lliw

e
ll &

 Taylo
r 2

0
0
4
;d

e
 C

ro
o
n

e
t a

l.2
0
0
4
;A

R
M

A
 2

0
0
4
;

Fran
ch

e
e
t a

l.2
0
0
5
;L

o
ise

l
e
t a

l.2
0
0
5
)
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M
S6

**
O

rgan
isation

al in
terven

tion
s,su

ch
 as tran

sition
al w

ork arran
gem

en
ts 

(tem
p

orary m
od

ified
 w

ork) an
d

 im
p

rovin
g com

m
u

n
ication

 betw
een

 h
ealth

 care 

an
d

 th
e w

orkp
lace,can

 facilitate early an
d

 su
stain

ed
 retu

rn
 to w

ork.

(A
C

C
 an

d
 th

e
 N

atio
n
al H

e
alth

 C
o
m

m
itte

e
 1

9
9
7
;Fran

k
e
t a

l.1
9
9
8
;S

taal
e
t a

l.2
0
0
3
;

W
ad

d
e
ll &

 B
u
rto

n
 2

0
0
4
;C

O
S
T

 B
1
3
 w

o
rkin

g gro
u
p
 2

0
0
4
;H

e
n
riksso

n
e
t a

l.2
0
0
5
;

Fran
ch

e
 e

t a
l.2

0
0
5
;L

o
ise

l
e
t a

l.2
0
0
5
)

Fou
r m

ain
 th

em
es em

erged
 from

 th
e evid

en
ce:

(a) th
e h

igh
 backgrou

n
d

 p
revalen

ce of

m
u

scu
loskeletal sym

p
tom

s in
 th

e gen
eral p

op
u

lation
;

(b) w
ork can

 be a risk factor for

m
u

scu
loskeletal con

d
ition

s;(c) th
e im

p
ortan

t m
od

ifyin
g in

flu
en

ce ofp
sych

osocial factors;an
d

(d
) th

e n
eed

 to com
bin

e clin
ical an

d
 occu

p
ation

al strategies in
 th

e secon
d

ary p
reven

tion
 of

ch
ron

ic d
isability.

Togeth
er,

th
ese th

em
es are cen

tral to th
e relation

sh
ip

 betw
een

 w
ork an

d

h
ealth

 for p
eop

le w
ith

 m
u

scu
loskeletal con

d
ition

s.

T
h

e h
igh

 backgrou
n

d
 p

revalen
ce of

m
u

scu
loskeletal sym

p
tom

s m
ean

s th
at a su

bstan
tial

p
ro

p
o

rtio
n

 o
f

m
u

scu
lo

skeletal co
n

d
itio

n
s are n

o
t cau

sed
 by w

o
rk.

M
o

st p
eo

p
le w

ith

m
u

scu
loskeletal con

d
ition

s con
tin

u
e to w

ork;
m

any p
atien

ts w
ith

 severe m
u

scu
loskeletal

diseases su
ch

 as rh
eu

m
atoid arth

ritis rem
ain

 at w
ork an

d exp
erien

ce h
ealth

 ben
efits (Fifield et al.

1991).
T

h
u

s,
m

u
scu

lo
skeletal con

d
itio

n
s d

o
 n

o
t a

u
tom

a
tica

lly p
reclu

d
e p

hysical w
ork.

M
u

scu
loskeletal sym

p
tom

s (w
h

atever th
eir cau

se) m
ay certain

ly m
ake it h

ard
er to cop

e w
ith

p
hysical d

em
an

d
s at w

ork,bu
t th

at d
oes n

ot n
ecessarily im

p
ly a cau

sal relation
sh

ip
 or in

d
icate

th
at w

ork is cau
sin

g (fu
rth

er) h
arm

.

B
iom

ech
an

ical stu
d

ies an
d

 ep
id

em
iological evid

en
ce sh

ow
 th

at h
igh

/in
ten

se exp
osu

res to

p
hysical d

em
an

d
s at w

ork can
 be risk factors for m

u
scu

loskeletal sym
p

tom
s,‘in

ju
ry’an

d
 certain

m
u

scu
loskeletal con

d
ition

s.
H

ow
ever,

cau
sation

 is u
su

ally m
u

ltifactorial an
d

 th
e scien

tific

evid
en

ce is som
ew

h
at am

bivalen
t:m

u
ch

 d
ep

en
d

s on
 th

e ou
tcom

e ofin
terest.P

hysical d
em

an
d

s

at w
ork can

 certain
ly p

recip
itate or aggravate m

u
scu

loskeletal sym
p

tom
s an

d
 cau

se ‘in
ju

ries’

bu
t,view

ed
 overall,p

hysical d
em

an
d

s of
w

ork on
ly accou

n
t for a m

od
est p

rop
ortion

 of
th

e

im
p

act of
m

u
scu

loskeletal sym
p

tom
s in

 w
orkers.

T
h

e p
hysical d

em
an

d
s of

m
od

ern
 w

ork

(assu
m

in
g ad

equ
ate risk con

trol an
d

 excep
t in

 very sp
ecific circu

m
stan

ces) p
lay a m

od
est role in

th
e 

d
evelo

p
m

en
t 

o
f

actu
al 

m
u

scu
lo

skeletal 
p

ath
o

lo
gy.

In
 

co
n

trast,
th

ere 
is 

stro
n

g

ep
id

em
iological an

d
 clin

ical evid
en

ce th
at (lon

g-term
) sickn

ess absen
ce an

d
 d

isability d
ep

en
d

m
ore on

 in
d

ivid
u

al an
d

 w
ork-related

 p
sych

osocial factors th
an

 on
 biom

ed
ical factors or th

e

p
hysical d

em
an

d
s ofw

ork (W
alker-B

on
e &

 C
oop

er 2005).
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M
ore fu

n
d

am
en

tally,it is w
ron

g to view
 p

hysical d
em

an
d

s from
 a p

u
rely n

egative p
ersp

ective as

‘h
azard

s’w
ith

 p
oten

tial on
ly to cau

se ‘h
arm

’.D
ifferen

t p
hysical activities m

ay eith
er load

 or

u
n

load
 m

u
scu

loskeletal stru
ctu

res.P
hysical activity is fu

n
d

am
en

tal to p
hysiological h

ealth
 an

d

fitn
ess an

d
 an

 essen
tial p

art of
reh

abilitation
 from

 in
ju

ry or illn
ess.W

ork can
 be th

erap
eu

tic.

T
h

u
s,m

od
ern

 clin
ical m

an
agem

en
t for m

ost m
u

scu
loskeletal con

d
ition

s em
p

h
asises advice

an
d

 su
p

p
ort to rem

ain
 in

 w
ork or to retu

rn
 as soon

 as p
ossible.Peop

le w
ith

 m
u

scu
loskeletal

con
d

ition
s w

h
o are h

elp
ed

 to retu
rn

 to w
ork can

 en
joy better h

ealth
 (level of

p
ain

,fu
n

ction
,

qu
ality of

life) th
an

 th
ose w

h
o rem

ain
 off

w
ork (W

estm
an

 et al.
2006;

L
ötters et al.

2005).

Im
p

ortan
tly,

p
hysical activity an

d
 early retu

rn
 to w

ork in
terven

tion
s d

o n
ot seem

 to be

associated
 w

ith
 any in

creased
 risk of

recu
rren

ces or fu
rth

er sickn
ess absen

ce (Staal et al.2005;

M
cC

lu
skey

et al.2006).

T
h

e retu
rn

 to w
ork p

rocess m
ay n

eed
 organ

isation
al in

terven
tion

s:
risk reassessm

en
t an

d

con
trol,

an
d

 m
od

ified
 w

ork if
requ

ired
.

T
h

e d
u

ration
 of

m
od

ified
 w

ork d
ep

en
d

s on
 th

e

con
d

ition
:for com

m
on

 m
u

scu
loskeletal con

d
ition

s su
ch

 as back,n
eck or arm

 p
ain

 it sh
ou

ld
 be

tem
p

orary an
d

 tran
sition

al,alth
ou

gh
 for ch

ron
ic m

u
scu

loskeletal d
isease su

ch
 as rh

eu
m

atoid

arth
ritis it m

ay be p
erm

an
en

t.T
h

is ap
p

roach
 is abou

t accom
m

od
atin

g th
e m

u
scu

loskeletal

con
d

ition
 (w

h
atever its cau

se) rath
er th

an
 im

p
lyin

g th
at w

ork is cau
sal or h

arm
fu

l.

C
A

R
D

IO
-R

E
S

P
IR

A
T

O
R

Y
 C

O
N

D
IT

IO
N

S

C
ard

io-resp
iratory con

d
ition

s can
 be severe an

d
 life-th

reaten
in

g yet,
follow

in
g ap

p
rop

riate

treatm
en

t,
recovery is often

 good
 w

ith
 m

an
ageable resid

u
al im

p
airm

en
t.

A
ny p

ersistin
g or

recu
rrin

g sym
p

tom
s m

ay th
en

 fit th
e d

escrip
tion

 of
a ‘com

m
on

 h
ealth

 p
roblem

’.
C

ard
io-

resp
iratory con

d
ition

s h
ave a h

igh
 p

revalen
ce in

 th
e gen

eral p
op

u
lation

 (Perk &
 A

lexan
d

erson

2004;
Tarlo &

 L
iss 2005);

w
h

ilst certain
 ch

aracteristics of
w

ork can
 be risk factors,

card
io-

resp
iratory con

d
ition

s are often
 m

u
ltifactorial in

 n
atu

re.

Table 6a p
resen

ts th
e evid

en
ce on

 com
m

on
 card

iovascu
lar con

d
ition

s (m
yocard

ial in
farction

,

h
eart failu

re an
d

 hyp
erten

sion
),arran

ged
 in

 tw
o section

s coverin
g w

ork as a risk factor (Table

6a-i) an
d

 m
an

agem
en

t (Table 6a-ii).Table 6b p
resen

ts th
e evid

en
ce on

 com
m

on
 resp

iratory

con
d

ition
s,

p
articu

larly ch
ron

ic obstru
ctive p

u
lm

on
ary d

isease an
d

 asth
m

a.
M

ost of
th

is

literatu
re w

as abou
t th

e p
reven

tion
,treatm

en
t or con

trol of
d

isease,rath
er th

an
 th

e im
p

act of

w
ork on

 th
e h

ealth
 ofp

eop
le w

ith
 card

io-resp
iratory con

d
ition

s.

C
R

1
0

R
etu

rn
in

g w
orkers w

ith
 card

iovascu
lar an

d
 resp

iratory con
d

ition
s to w

ork is a 

gen
erally accep

ted
 goal th

at is in
corp

orated
 in

to clin
ical gu

id
an

ce.

Tab
le

 6
a:(W

e
n
ge

r
e
t a

l.1
9
9
5
;T

h
o
m

p
so

n
e
t a

l.1
9
9
6
;van

 d
e
r D

o
e
f &

 M
ae

s 1
9
9
8
;

T
h
o
m

p
so

n
 &

 L
e
w

in
 2

0
0
0
;W

o
zn

iak &
 K

ittn
e
r 2

0
0
2
;R

e
yn

o
ld

s
e
t a

l.2
0
0
4
)

Tab
le

 6
b
:(H

ym
an

 2
0
0
5
;N

ich
o
lso

n
e
t a

l.2
0
0
5
;H

S
E
 2

0
0
6
)
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C
R

2
***

M
any w

orkers w
ith

 card
iovascu

lar an
d

 resp
iratory con

d
ition

s d
o m

an
age to 

retu
rn

 to w
ork,bu

t th
e rates vary an

d
 retu

rn
 to w

ork m
ay n

ot be su
stain

ed
.

Tab
le

 6
a:(S

h
an

fie
ld

 1
9
9
0
;T

h
o
m

p
so

n
e
t a

l.1
9
9
6
;D

afo
e
 &

 C
u
p
p
e
r 1

9
9
5
;N

H
S
 C

R
D

1
9
9
8
;

d
e
 G

au
d
e
m

aris 2
0
0
0
;W

o
zn

iak &
 K

ittn
e
r 2

0
0
2
;Pe

rk &
 A

le
x
an

d
e
rso

n
 2

0
0
4
)

Tab
le

 6
b
:(M

alo
 2

0
0
5
;N

ich
o
lso

n
e
t a

l.2
0
0
5
;A

sth
m

a U
K
 2

0
0
4
)

C
R

3
0

T
h

e retu
rn

 to w
ork p

rocess for w
orkers w

ith
 card

io-resp
iratory con

d
ition

s is 

gen
erally con

sid
ered

 to requ
ire a com

bin
ation

 ofboth
 clin

ical m
an

agem
en

t an
d

 

occu
p

ation
al risk con

trol.

Tab
le

 6
a:(W

e
n
ge

r
e
t a

l.1
9
9
5
;D

afo
e
 &

 C
u
p
p
e
r 1

9
9
5
)

Tab
le

 6
b
:(H

ym
an

 2
0
0
5
;N

ich
o
lso

n
e
t a

l.2
0
0
5
)

C
R

4
*

T
h

ere is lim
ited

 evid
en

ce th
at reh

abilitation
 an

d
 retu

rn
 to w

ork for w
orkers w

ith
 

card
io-resp

iratory con
d

ition
s can

 be ben
eficial for gen

eral h
ealth

 an
d

 w
ell-bein

g 

an
d

 qu
ality oflife.

Tab
le

 6
a:(B

re
zin

ka &
 K

itte
l 1

9
9
5
;D

afo
e
 &

 C
u
p
p
e
r 1

9
9
5
)

Tab
le

 6
b
:(G

ib
so

n
e
t a

l.2
0
0
3
;L

acasse
e
t a

l.2
0
0
3
;H

ym
an

 2
0
0
5
)

C
R

5
***

P
reven

tion
 offu

rth
er exp

osu
re is fu

n
d

am
en

tal to th
e clin

ical m
an

agem
en

t an
d

 

reh
abilitation

 ofoccu
p

ation
al asth

m
a.

Tab
le

 6
b
:(A

sth
m

a U
K
 2

0
0
4
;Tarlo

 &
 L

iss 2
0
0
5
;M

alo
 2

0
0
5
;IIA

C
 2

0
0
6
;H

S
E
 2

0
0
6
)

T
h

ere is an
 exten

sive literatu
re on

 th
e reh

abilitation
 ofp

atien
ts w

ith
 card

iovascu
lar con

d
ition

s,

th
ou

gh
 th

ere is less on
 resp

iratory con
d

ition
s.

W
orkers w

h
o h

ave exp
erien

ced
 severe an

d

p
oten

tially life-th
reaten

in
g illn

ess face p
ercep

tu
al,

w
ork-related

 an
d

 social obstacles in

retu
rn

in
g to w

ork,w
h

eth
er or n

ot th
ey h

ave any con
tin

u
in

g m
ed

ical im
p

airm
en

t.N
everth

eless,

of
p

articu
lar im

p
ortan

ce for th
e p

u
rp

ose of
th

e p
resen

t review
,

m
any of

th
em

 can
 an

d
 d

o

su
ccessfu

lly retu
rn

 to w
ork.M

u
ltim

od
al reh

abilitation
 w

ith
 con

trol ofw
orkp

lace d
em

an
d

s an
d

exp
osu

res m
ay facilitate th

at goal.
H

ow
ever,

th
ere are sign

ifican
t d

ifficu
lties in

 en
gagin

g

p
atien

ts in
 reh

abilitation
 p

rogram
m

es (N
ew

m
an

 2004;W
itt et al.2005) w

h
ich

 is p
artly a m

atter

ofservice p
rovision

 bu
t also ofm

otivation
.T

h
ere rem

ain
s th

e issu
e ofw

ork reten
tion

,becau
se

p
atien

ts often
 leave w

ork again
 (T

h
om

p
son

 et al.1996;N
H

S C
R

D
 1998).

T
h

e overall th
ru

st ofth
is literatu

re is th
at retu

rn
 to (su

itably con
trolled

) w
ork is an

 ap
p

rop
riate

an
d

 d
esirable goal for m

any p
eop

le w
ith

 card
io-resp

iratory con
d

ition
s.T

h
ere is som

e evid
en

ce

on
 th

e effectiven
ess of

th
is ap

p
roach

 for occu
p

ation
al ou

tcom
es,

bu
t th

ere is little d
irect

evid
en

ce abou
t th

e im
p

act of
(retu

rn
 to) w

ork on
 card

io-resp
iratory h

ealth
.T

h
ere is som

e

in
d

ication
 th

at early retu
rn

 to w
ork is safe for m

yocard
ial in

farction
 p

atien
ts stratified

 as low

risk (K
ovoor

et al.2006),an
d

 th
at p

atien
ts w

ith
 card

iop
u

lm
on

ary d
isease are rarely h

arm
ed

 by

retu
rn

 to w
ork recom

m
en

d
ation

s (H
ym

an
 2005).Fu

rth
erm

ore,th
e lim

ited
 evid

en
ce th

at is

available su
ggests th

ere m
ay be som

e gen
eral h

ealth
 ben

efit (B
rezin

ka &
 K

ittel 1995) an
d

 th
is

m
ay exten

d
 to rem

ain
in

g in
 w

ork (G
allo et al.2004).
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T
h

ere is a th
eoretical argu

m
en

t th
at m

ovin
g off

ben
efits an

d
 in

to w
ork is likely to in

crease

in
com

e,
red

u
ce p

overty,
in

crease h
u

m
an

/social cap
ital,

an
d

 im
p

rove self-esteem
 an

d
 social

statu
s.

In
 p

rin
cip

le,
th

at sh
ou

ld
 m

ove claim
an

ts u
p

 th
e social grad

ien
t in

 h
ealth

,
an

d
 th

u
s

im
p

rove th
eir p

hysical an
d

 m
en

tal h
ealth

,qu
ality of

life an
d

 w
ell-bein

g (A
ch

eson
 et al.1998;

W
addell &

 A
ylw

ard 2005).H
ow

ever,m
ovin

g offben
efits does n

ot n
ecessarily m

ean
 (re)-en

terin
g

w
ork,an

d
 th

e tw
o m

u
st be d

istin
gu

ish
ed

.T
h

e fu
rth

er caveat is th
at any im

p
act m

ay d
ep

en
d

 on

th
e n

atu
re an

d
 th

e qu
ality ofth

e job (M
ow

lam
 &

 Lew
is 2005).(A

ll referen
ces in

 th
is section

 are

to Table 7).

SS1
***

Im
p

rovem
en

ts in
 h

ealth
 an

d
 w

ell-bein
g from

 com
in

g offben
efits are associated

 

w
ith

 (re-)en
terin

g w
ork,n

ot sim
p

ly w
ith

 leavin
g th

e ben
efits system

.

(B
o
u
n
d
 1

9
8
9
;C

ap
lan

e
t a

l.1
9
8
9
;P

ro
u
d
fo

o
t
e
t a

l.1
9
9
7
;D

o
rse

tt e
t a

l.1
9
9
8
;W

atso
n

e
t a

l.2
0
0
4
;

M
o
w

lam
 &

 L
e
w

is 2
0
0
5
)

SS2
**

C
laim

an
ts w

h
o m

ove offben
efits an

d
 (re-)en

ter w
ork gen

erally h
ave in

creased
 

in
com

e.

(M
o
ylan

e
t a

l.1
9
8
4
;C

ap
lan

e
t a

l.1
9
8
9
;G

arm
an

e
t a

l.1
9
9
2
;D

o
rse

tt
e
t a

l.1
9
9
8
)

SS3
**

M
ovin

g offben
efits an

d
 (re-)en

terin
g w

ork is gen
erally associated

 w
ith

 im
p

roved
 

p
sych

ological h
ealth

 an
d

 qu
ality oflife.

(C
ap

lan
e
t a

l.1
9
8
9
;E

re
n
s &

 G
h
ate

 1
9
9
3
;V

in
o
ku

r
e
t a

l.1
9
9
5
;R

o
w

lin
gso

n
 &

 B
e
rth

o
u
d
 1

9
9
6
;

P
ro

u
d
fo

o
t
e
t a

l.1
9
9
7
;D

o
rse

tt
e
t a

l.1
9
9
8
;W

atso
n

e
t a

l.2
0
0
4
;M

o
w

lam
 &

 L
e
w

is 2
0
0
5
)

T
h

ere is con
flictin

g evid
en

ce on
 th

e exten
t to w

h
ich

 th
is is a h

ealth
 selection

 effect 

or cau
se an

d
 effect:probably both

 occu
r.

(V
in

o
ku

r
e
t a

l.1
9
9
5
;P

ro
u
d
fo

o
t
e
t a

l.1
9
9
7
;B

lo
ch

 &
 P

rin
s 2

0
0
1
;W

atso
n
 e

t a
l.2

0
0
4
)

SS4
***

A
fter leavin

g ben
efits,m

any claim
an

ts go in
to p

oorly p
aid

 or low
 qu

ality jobs,

an
d

 in
secu

re,u
n

stable or u
n

su
stain

ed
 em

p
loym

en
t.M

any go on
 to fu

rth
er 

p
eriod

s ofu
n

em
p

loym
en

t or sickn
ess,an

d
 fu

rth
er sp

ell(s) on
 th

e sam
e or oth

er 

social secu
rity ben

efits.

(D
an

ie
l 1

9
8
3
;A

sh
w

o
rth

 e
t a

l.2
0
0
1
;H

e
d
ge

s &
 S

yke
s 2

0
0
1
;Ju

vo
n
e
n
-Po

sti e
t a

l.2
0
0
2
;

B
aco

n
 2

0
0
2
;B

o
w

lin
g

e
t a

l.2
0
0
4
)

SS5
***

C
laim

an
ts w

h
ose ben

efit claim
s are d

isallow
ed

 often
 d

o n
ot retu

rn
 to w

ork bu
t 

cycle betw
een

 d
ifferen

t ben
efits an

d
 often

 rep
ort a d

eterioration
 in

 m
en

tal h
ealth

,

qu
ality oflife an

d
 w

ell-bein
g.

(D
o
rse

tt
e
t a

l.1
9
9
8
;R

o
se

n
h
e
ck

e
t a

l.2
0
0
0
;A

sh
w

o
rth

e
t a

l.2
0
0
1
)
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B
ecau

se th
e E

n
glish

-lan
gu

age literatu
re in

 th
is area is m

ain
ly from

 th
e U

K
 an

d
 th

e U
S,th

ese

con
clu

sion
s relate to th

e social secu
rity system

s in
 th

ese cou
n

tries.M
ovin

g off
ben

efits m
igh

t

im
p

ly som
eth

in
g d

ifferen
t in

 oth
er cou

n
tries w

ith
 d

ifferen
t ben

efit system
s an

d
 ben

efit levels.

M
ovin

g off
ben

efits can
 h

ave eith
er p

ositive or n
egative effects on

 h
ealth

 an
d

 w
ell-bein

g,

d
ep

en
d

in
g m

ain
ly on

 h
ow

 claim
an

ts leave ben
efits an

d
 w

h
eth

er or n
ot th

ey (re)-en
ter w

ork.O
f

th
ose claim

an
ts w

h
o leave ben

efits volu
n

tarily,th
e m

ajority (re)-en
ter w

ork an
d

 h
ave in

creased

in
com

e,an
d

 m
any rep

ort th
at th

eir h
ealth

 is com
p

letely recovered
 or m

u
ch

 better.O
f

th
ose

claim
an

ts w
h

o are d
isallow

ed
 ben

efits,a m
in

ority (re)-en
ter w

ork an
d

 th
eir in

com
e gen

erally

falls,
an

d
 m

any feel th
at th

eir h
ealth

 rem
ain

s u
n

ch
an

ged
 or gets w

orse.
O

f
th

ose w
h

o are

d
isallow

ed
 an

d
 ap

p
eal,

very few
 (re)-en

ter w
ork,

an
d

 m
ost feel th

at th
eir h

ealth
 rem

ain
s

u
n

ch
an

ged
 or gets w

orse.T
h

ere are obviou
s (self)-selection

 effects in
 th

ese d
ivergen

t p
ath

s,

w
h

ich
 are also lin

ked
 to social in

equ
alities,m

u
ltip

le d
isadvan

tage an
d

 region
al d

ep
rivation

.T
h

e

n
et resu

lt is th
at in

terven
tion

s w
h

ich
 en

cou
rage an

d
 su

p
p

ort claim
an

ts to com
e offben

efits an
d

su
ccessfu

lly get th
em

 (back) in
to w

ork are likely to im
p

rove th
eir h

ealth
 an

d
 w

ell-bein
g;

in
terven

tion
s w

h
ich

 sim
p

ly force claim
an

ts offben
efits are m

ore likely to h
arm

 th
eir h

ealth
 an

d

w
ell-bein

g (D
orsett et al.1998;Ford

 et al.2000;R
osen

h
eck et al.2000;A

shw
orth

 et al.2001;

W
ad

d
ell 2004b;W

ad
d

ell &
 A

ylw
ard

 2005).
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D
IS

C
U

S
S
IO

N

So,is w
ork good

 for you
r h

ealth
 an

d
 w

ell-bein
g? T

h
is review

 fou
n

d
 m

u
ch

 m
ore evid

en
ce th

an

origin
ally an

ticip
ated

,even
 ifit w

as ofw
id

ely varyin
g sou

rce,typ
e an

d
 qu

ality.B
asically,th

ere is

a lim
ited

 am
ou

n
t of

h
igh

 qu
ality scien

tific evid
en

ce th
at d

irectly ad
d

resses th
e qu

estion
.

H
ow

ever,th
ere is a stron

g body ofin
d

irect evid
en

ce th
at can

 be bu
ilt in

to a convin
cin

g an
sw

er:

Yes,w
ork is gen

erally good
 for you

r h
ealth

 an
d

 w
ell-bein

g,w
ith

 certain
 im

p
ortan

t p
rovisos.

T
h

ere is a gen
erally accep

ted
 th

eoretical fram
ew

ork abou
t w

ork an
d

 w
ell-bein

g,
based

 on

exten
sive backgrou

n
d

 evid
en

ce:

•
E

m
p

loym
en

t is gen
erally th

e m
ost im

p
ortan

t m
ean

s ofobtain
in

g ad
equ

ate econ
om

ic

resou
rces,w

hich are essen
tial for m

aterial w
ell-bein

g an
d fu

ll participation
 in

 today’s society;

•
W

ork m
eets im

p
ortan

t p
sych

osocial n
eed

s in
 societies w

h
ere em

p
loym

en
t is th

e n
orm

;

•
W

ork is cen
tral to in

d
ivid

u
al id

en
tity,social roles an

d
 social statu

s;

•
E

m
p

loym
en

t an
d

 socio-econ
om

ic statu
s are th

e m
ain

 d
rivers ofsocial grad

ien
ts in

 p
hysical

an
d

 m
en

tal h
ealth

 an
d

 m
ortality;

H
ow

ever,variou
s p

hysical an
d

 p
sych

osocial asp
ects ofw

ork can
 also be h

azard
s an

d
 p

ose a risk

to h
ealth

.

T
h

ere is also a stron
g association

 betw
een

 w
orklessn

ess an
d

 p
oor h

ealth
.

Poor h
ealth

 can

in
crease th

e risk of
w

orklessn
ess,w

h
eth

er th
at is in

 th
e form

 of
d

isability,sickn
ess absen

ce or

u
n

em
p

loym
en

t.C
onversely,for m

any p
eop

le,w
orklessn

ess can
 h

ave sign
ifican

t adverse effects

on
 h

ealth
.T

h
ere m

ay be an
 in

teraction
 betw

een
 w

orklessn
ess an

d
 p

oor h
ealth

 over tim
e to

p
rod

u
ce a d

ow
nw

ard
 sp

iral of
w

orklessn
ess an

d
 h

ealth
 d

eterioration
,

w
h

ich
 m

ay be m
ore

m
arked

 for m
en

tal h
ealth

 p
roblem

s.T
h

is review
 fou

n
d

 stron
g evid

en
ce th

at u
n

em
p

loym
en

t is

gen
erally h

arm
fu

l to h
ealth

,in
clu

d
in

g:

•
h

igh
er m

ortality;

•
p

oorer gen
eral h

ealth
,lon

g-stan
d

in
g illn

ess,lim
itin

g lon
gstan

d
in

g illn
ess;

•
p

oorer m
en

tal h
ealth

,p
sych

ological d
istress,m

in
or p

sych
ological/p

sych
iatric m

orbid
ity;

•
h

igh
er m

ed
ical con

su
ltation

,m
ed

ication
 con

su
m

p
tion

 an
d

 h
osp

ital ad
m

ission
 rates.

T
h

e first com
p

reh
en

sive review
 of

re-em
p

loym
en

t,p
resen

ted
 h

ere,provid
es stron

g scien
tific

evid
en

ce th
at re-em

p
loym

en
t is associated

 w
ith

 im
p

roved
 self-esteem

,im
p

roved
 gen

eral an
d



m
en

tal h
ealth

,
an

d
 red

u
ced

 p
sych

ological d
istress an

d
 m

in
or p

sych
iatric m

orbid
ity.

T
h

e

m
agn

itu
d

e ofth
is im

p
rovem

en
t is m

ore or less com
p

arable to th
e adverse effects ofjob loss.

So,it m
ay reason

ably be con
clu

d
ed

 th
at w

ork is better th
an

 u
n

em
p

loym
en

t for p
hysical an

d

m
en

tal h
ealth

 an
d

 w
ell-bein

g.T
h

at cou
ld

 be,to at least som
e exten

t,a h
ealth

 selection
 effect -

th
ose w

h
o stay in

 w
ork or w

h
o (re)-en

ter w
ork m

an
age to d

o so becau
se th

ey are h
ealth

ier;th
ose

w
h

o are less h
ealthy m

ay be m
ore likely to becom

e an
d

 rem
ain

 u
n

em
p

loyed
.H

ow
ever,th

ere is

also con
sid

erable evid
en

ce of
cau

se an
d

 effect – th
at w

ork is ben
eficial,

u
n

em
p

loym
en

t is

h
arm

fu
l,an

d
 re-em

p
loym

en
t p

rom
otes h

ealth
 an

d
 w

ell-bein
g.T

h
ere is con

tin
u

ed
 d

ebate abou
t

th
e m

ech
an

ism
s by w

h
ich

 th
ese effects occu

r:
th

rou
gh

 socio-econ
om

ic statu
s,

p
sych

osocial

effects,‘stress’,altered
 h

ealth
 beh

aviou
r or su

bsequ
en

t em
p

loym
en

t p
attern

s.It ap
p

ears likely

th
at all of

th
ese m

ech
an

ism
s p

lay a p
art in

 d
ifferen

t in
d

ivid
u

als in
 d

ifferen
t con

texts for

d
ifferen

t ou
tcom

es.N
everth

eless,w
h

atever th
e exact m

ech
an

ism
s,th

e ou
tcom

e is clear:w
ork is

gen
erally good

 an
d

 u
n

em
p

loym
en

t is gen
erally bad

 for h
ealth

 an
d

 w
ell-bein

g.

A
lth

ou
gh

 th
at gen

eral con
clu

sion
 is clear,th

ere are qu
alification

s in
 th

e d
etail.First,w

ork is on
ly

on
e of

m
any,an

d
 often

 n
ot th

e m
ost im

p
ortan

t of
th

e in
flu

en
ces on

 h
ealth

 an
d

 w
ell-bein

g.

Secon
d

,m
ost ofth

is evid
en

ce is abou
t grou

p
 or average effects an

d
 th

ere is lim
ited

 evid
en

ce on

effect sizes.T
h

e im
p

act of
w

ork or u
n

em
p

loym
en

t on
 h

ealth
 varies in

 d
ifferen

t in
d

ivid
u

als in

d
ifferen

t con
texts:effect sizes vary an

d
 th

ere m
ay be in

su
fficien

t evid
en

ce to p
red

ict th
em

;an

im
p

ortan
t m

in
ority ofin

d
ivid

u
als,p

ossibly 5-10%
,m

ay sh
ow

 con
trary effects.In

 ad
d

ition
,th

e

fin
d

in
gs are based

 on
 stu

d
ies p

erform
ed

 over several d
ecad

es,d
u

rin
g w

h
ich

 th
e n

atu
re ofw

ork

m
ay h

ave ch
an

ged
 (th

ou
gh

 it is n
ot clear w

h
eth

er for better or w
orse).T

h
ird

,m
u

ch
 of

th
e

evid
en

ce is abou
t sh

ort-term
 effects (~

1 year,w
h

ich
 is really very sh

ort for h
ealth

 im
p

acts) an
d

th
ere is less evid

en
ce on

 lon
ger-term

 effects over a lifetim
e p

ersp
ective.It is n

ot p
ossible to

com
m

en
t fu

rth
er on

 w
h

eth
er or h

ow
 lon

g-term
 m

igh
t d

iffer from
 sh

ort-term
 effects.Fou

rth
,

th
e available evid

en
ce is m

ain
ly abou

t p
aid

 em
p

loym
en

t an
d

 u
n

em
p

loym
en

t,bu
t m

any of
th

e

fin
d

in
gs m

ay be equ
ally ap

p
licable to all form

s ofw
ork an

d
 w

orklessn
ess.It is n

ot p
ossible to say

w
h

eth
er p

aid
 em

p
loym

en
t is w

h
at m

atters for h
ealth

,
or if

any form
 of

p
u

rp
osefu

l an
d

m
ean

in
gfu

l ‘w
ork’m

ay be equ
ally good

.Fin
ally,th

ere is d
ifficu

lty d
istin

gu
ish

in
g th

e h
ealth

im
p

act of
w

ork(lessn
ess) in

 old
er w

orkers from
 th

e effects of
agin

g,th
e n

orm
al tran

sition
 to

retirem
en

t,an
d

 th
e social con

text in
 w

h
ich

 th
ese occu

r.It is th
erefore n

ot p
ossible to d

raw

d
efin

ite con
clu

sion
s abou

t w
h

eth
er (early) retirem

en
t w

ill be good
 or bad

 for an
 in

d
ivid

u
al’s

h
ealth

.Im
p

ortan
tly,h

ow
ever,th

ere is n
o evid

en
ce th

at con
tin

u
ed

 w
orkin

g is gen
erally h

arm
fu

l

to th
e h

ealth
 of

old
er w

orkers,an
d

 it m
ay be ben

eficial.So d
ecision

s abou
t retirem

en
t age can

p
rop

erly be m
ad

e on
 social,econ

om
ic an

d
 oth

er n
on

-h
ealth

 grou
n

d
s.

T
h

e evid
en

ce to th
is p

oin
t relates to u

n
em

p
loyed

 p
eop

le w
h

o are gen
erally h

ealthy:
th

e

p
reviou

sly u
n

con
sid

ered
 qu

estion
 is w

h
eth

er th
ese con

clu
sion

s are equ
ally tru

e for sick an
d

d
isabled

 p
eop

le? T
h

e evid
en

ce on
 th

is com
es from

 d
ifferen

t sou
rces.Sickn

ess is ad
d

ressed
 in

 th
e
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clin
ical literatu

re,w
h

ere th
e p

rim
ary focu

s is on
 clin

ical m
an

agem
en

t an
d

 clin
ical ou

tcom
es

an
d

 on
ly secon

d
arily abou

t w
ork.D

isability is ad
d

ressed
 in

 th
e d

isability literatu
re,w

h
ere th

e

p
rim

ary focu
s is on

 th
e righ

t to w
ork an

d
 fu

ll p
articip

ation
 in

 society.
N

everth
eless,

th
ese

literatu
res sh

ow
 a broad

 con
sen

su
s across m

u
ltip

le d
iscip

lin
es,d

isability grou
p

s,em
p

loyers,

u
n

ion
s,in

su
rers,an

d
 p

olicy m
akers.W

h
en

 th
eir h

ealth
 con

d
ition

 p
erm

its,sick an
d

 d
isabled

p
eop

le sh
ou

ld
 rem

ain
 in

 or (re)-en
ter w

ork as soon
 as p

ossible becau
se it variou

sly:

•
is th

erap
eu

tic;

•
h

elp
s to p

rom
ote recovery an

d
 reh

abilitation
;

•
lead

s to better h
ealth

 ou
tcom

es;

•
m

in
im

ises th
e h

arm
fu

l p
hysical,m

en
tal an

d
 social effects oflon

g-term
 sickn

ess absen
ce;

•
red

u
ces th

e risk oflon
g-term

 in
cap

acity;

•
prom

otes fu
ll p

articip
ation

 in
 society,in

d
ep

en
d

en
ce an

d
 h

u
m

an
 righ

ts;

•
red

u
ces p

overty;

•
im

p
roves qu

ality oflife an
d

 w
ell-bein

g.

T
h

is list com
bin

es tw
o sets of

evid
en

ce:
clin

ical m
an

agem
en

t is based
 on

 exten
sive clin

ical

evid
en

ce an
d

 exp
erien

ce;d
isability righ

ts are based
 on

 social ju
stice an

d
 fairn

ess.T
h

ere m
ay be

little d
irect scien

tific evid
en

ce th
at w

ork h
as a ben

eficial im
p

act on
 th

e h
ealth

 ofsick or d
isabled

p
eop

le,bu
t valid

 con
sen

su
s can

 be establish
ed

 on
 th

ese oth
er grou

n
d

s.

T
h

e evid
en

ce on
 th

e m
ain

 com
m

on
 h

ealth
 p

roblem
s - m

en
tal h

ealth
,

m
u

scu
loskeletal an

d

card
io-resp

iratory con
d

ition
s – su

p
p

orts th
ese fin

d
in

gs.In
 each

 of
th

e th
ree areas,m

od
ern

ap
p

roach
es to m

an
agem

en
t em

p
h

asise stayin
g active,

restorin
g fu

n
ction

,
en

ablin
g an

d

su
p

p
ortin

g sick an
d

 d
isabled

 p
eop

le to p
articip

ate in
 society as fu

lly as p
ossible.

T
h

ese

p
rin

cip
les ap

p
ly equ

ally to clin
ical an

d
 occu

p
ation

al m
an

agem
en

t,an
d

 lead
 to a clear goal of

w
ork reten

tion
 an

d
 (early) retu

rn
 to w

ork.E
ach

 of
th

ese con
d

ition
s p

rovid
es fu

rth
er evid

en
ce

to su
p

p
ort th

at con
sen

su
s.T

h
ere m

ay again
 be little d

irect evid
en

ce of
th

e cau
sal lin

k betw
een

(retu
rn

 to) w
ork an

d
 im

p
roved

 p
hysical an

d
 m

en
tal h

ealth
 ou

tcom
es,

bu
t th

ere is a clear

association
 betw

een
 better clin

ical an
d

 occu
p

ation
al ou

tcom
es.

Im
p

ortan
tly,

th
ere is n

o

evid
en

ce th
at w

ork h
as adverse effects on

 p
hysical an

d
 m

en
tal h

ealth
 ou

tcom
es,excep

t in
 very

sp
ecific circu

m
stan

ces.T
h

e stron
gest argu

m
en

ts th
en

 lie in
 th

e ben
efits ofw

ork for gen
eral an

d

social w
ell-bein

g.

T
h

e evid
en

ce on
 social secu

rity ben
eficiaries is som

ew
h

at d
ifferen

t,
an

d
 com

es from
 a

com
p

letely d
ifferen

t literatu
re,

in
 w

h
ich

 m
ost stu

d
ies are p

ragm
atic rath

er th
an

 strictly

scien
tific.N

everth
eless,an

d
 p

erh
ap

s su
rprisin

gly,th
is search

 p
rovid

ed
 som

e ofth
e clearest an

d

3
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m
ost sp

ecific evid
en

ce.R
e-en

terin
g w

ork (rath
er th

an
 sim

p
ly m

ovin
g offben

efits) is gen
erally

associated
 w

ith
 im

p
rovem

en
t in

 in
com

e,socio-econ
om

ic statu
s,m

en
tal an

d
 gen

eral h
ealth

,

an
d

 w
ell-bein

g.T
h

is is again
 p

artly a h
ealth

 selection
 effect,bu

t th
ere is also evid

en
ce th

at (re)-

en
terin

g w
ork im

p
roves th

ese ou
tcom

es.

T
h

u
s,th

e balan
ce of

th
e evid

en
ce is th

at w
ork is gen

erally good
 for h

ealth
 an

d
 w

ell-bein
g,n

ot

on
ly for h

ealthy p
eop

le,bu
t also for m

any d
isabled

 p
eop

le,for m
any p

eop
le w

ith
 com

m
on

h
ealth

 p
roblem

s,
an

d
 for m

any social secu
rity ben

eficiaries.
H

ow
ever,

th
at d

ep
en

d
s on

 th
e

n
atu

re an
d

 qu
ality of

th
e job,an

d
 th

e social con
text.T

h
ese areas are beyon

d
 th

e scop
e of

th
is

review
 an

d
 are review

ed
 com

p
reh

en
sively elsew

h
ere (A

ch
eson

 et al.1998;R
itch

ie et al.2005;

M
arm

ot &
 W

ilkin
son

 2006),bu
t th

ey are critical to p
lacin

g th
e p

resen
t an

alysis of
w

ork an
d

h
ealth

 in
 con

text.

Firstly,w
ork is gen

erally good
 for you

r h
ealth

 an
d

 w
ell-bein

g,p
ro

v
id

ed
you

 h
ave ‘a good

 job’.

G
ood

 jobs are obviou
sly better th

an
 bad

 jobs,bu
t bad

 jobs m
igh

t be eith
er less ben

eficial or even

h
arm

fu
l.It is th

en
 im

p
ortan

t to con
sid

er w
h

at con
stitu

tes a good
 job.U

n
d

er U
K

 an
d

 E
u

rop
ean

legislation
,em

p
loyers h

ave a statu
tory d

u
ty to con

d
u

ct su
itable risk assessm

en
ts to id

en
tify

h
azard

s to h
ealth

 an
d

 safety,
an

d
 to red

u
ce th

e risks to em
p

loyees as far as reason
ably

p
racticable.B

u
t h

ealth
 an

d
 safety sh

ou
ld

 be d
istin

gu
ish

ed
.A

s w
ell as con

trollin
g risks,it is

equ
ally im

p
ortan

t to m
ake jobs accom

m
od

atin
g of

com
m

on
 h

ealth
 p

roblem
s,sickn

ess an
d

d
isability.A

 ‘h
ealthy w

orkin
g life’goes even

 fu
rth

er:it is ‘on
e th

at con
tin

u
ou

sly p
rovid

es w
orkin

g-

age p
eop

le w
ith

 th
e op

p
ortu

n
ity,

ability,
su

p
p

ort an
d

 en
cou

ragem
en

t to w
ork in

 w
ays an

d
 in

 an

en
viron

m
en

t w
h

ich
 allow

s th
em

 to su
stain

 an
d

 im
p

rove th
eir h

ealth
 an

d
 w

ell-bein
g’

(Scottish

E
xecu

tive 2004).‘W
ork sh

ou
ld

 be com
fortable w

h
en

 w
e are w

ell an
d

 accom
m

od
atin

g w
h

en
 w

e are

ill’(H
ad

ler 1997).T
h

e evid
en

ce review
ed

 h
ere su

ggests th
at,in

 term
s ofp

rom
otin

g h
ealth

 an
d

w
ell-bein

g,th
e ch

aracteristics th
at d

istin
gu

ish
 ‘good

’jobs an
d

 ‘good
’w

orkp
laces m

igh
t in

clu
d

e:

•
safety

•
fair p

ay

•
social grad

ien
ts in

 h
ealth

•
job secu

rity

•
p

erson
al fu

lfilm
en

t an
d

 d
evelop

m
en

t;investin
g in

 h
u

m
an

 cap
ital

•
accom

m
od

atin
g,su

p
p

ortive &
 n

on
-d

iscrim
in

atory

•
con

trol/au
ton

om
y

•
job satisfaction

•
good

 com
m

u
n

ication
s

3
4

Is w
o
rk

 g
o
o
d
 fo

r y
o
u
r h

e
a
lth

 &
 w

e
ll-b

e
in

g
?



T
h

is list is ten
tative,bu

t clearly goes far beyon
d

 p
hysical an

d
 m

en
tal exp

osu
res,d

em
an

d
s an

d

risks.Fu
rther research is requ

ired in
to the characteristics ofa ‘good’job,an

d fu
rther con

sideration

is requ
ired

 ofth
e lin

ks betw
een

 good
 jobs,h

ealth
 an

d
 p

rod
u

ctivity to su
p

p
ort th

e p
rin

cip
le th

at

‘good
 h

ealth
 is good

 bu
sin

ess’.

T
h

ere is a p
articu

lar con
cern

 th
at variou

s p
hysical an

d
 p

sych
osocial ch

aracteristics ofw
ork m

ay

be risk factors for som
e com

m
on

 h
ealth

 p
roblem

s an
d

 h
en

ce th
at (re)-en

terin
g w

ork m
ay cau

se

(fu
rth

er) h
arm

 to p
eop

le w
ith

 th
ese h

ealth
 con

d
ition

s.H
ow

ever,com
m

on
 h

ealth
 p

roblem
s

h
ave a h

igh
 p

revalen
ce in

 th
e n

orm
al w

orkin
g age p

op
u

lation
,cau

sation
 is m

u
ltifactorial,effect

sizes ofw
ork exp

osu
res are gen

erally sm
all,an

d
 w

ork on
ly accou

n
ts for a m

od
est p

rop
ortion

 of

th
e im

p
act of

th
ese con

d
ition

s in
 w

orkers.P
sych

osocial factors also p
lay an

 im
p

ortan
t role in

w
orkability an

d
 w

ell-bein
g.P

hysical an
d

 m
en

tal activity an
d

 w
ork can

 be th
erap

eu
tic for m

any

com
m

on
 h

ealth
 p

roblem
s.

T
h

u
s,

p
rovid

ed
 th

e ‘risks’
of

w
ork are p

rop
erly assessed

 an
d

con
trolled

,provid
ed

 th
e d

em
an

d
s of

w
ork are ad

ju
sted

 w
h

ere n
ecessary to m

atch
 in

d
ivid

u
al

cap
acity,an

d
 excep

t w
ith

 very sp
ecific con

d
ition

s an
d

 exp
osu

res,th
e ben

eficial effects of
w

ork

on
 p

hysical an
d

 m
en

tal h
ealth

 an
d

 w
ell-bein

g gen
erally ou

tw
eigh

 th
e risks.Su

p
p

ortin
g th

is

con
clu

sion
,th

e evid
en

ce abou
t th

e ben
eficial effects of

w
ork com

es from
 p

ragm
atic stu

d
ies of

cu
rren

t an
d

 p
ast w

orkin
g p

ractice,in
clu

d
in

g its h
azard

s.

Secon
d

ly,th
e relation

sh
ip

 betw
een

 w
ork(lessn

ess) an
d

 h
ealth

 m
u

st take accou
n

t of
th

e social

con
text.A

s a sim
p

le exam
p

le,th
e im

p
act of

w
ork an

d
 u

n
em

p
loym

en
t varies across age an

d

allow
an

ce m
u

st be m
ad

e for th
e d

ifferen
t socio-econ

om
ic con

text ofsch
ool-leavers an

d
 ofold

er

w
orkers w

h
o m

ay be ap
p

roach
in

g retirem
en

t.M
ore fu

n
d

am
en

tally,th
ere are p

ow
erfu

l lin
ks

betw
een

 w
orklessn

ess,p
overty,social d

isadvan
tage,an

d
 exclu

sion
,social in

equ
alities in

 h
ealth

,

region
al d

ep
rivation

,sickn
ess,an

d
 in

cap
acity.T

h
ere is still a p

ow
erfu

l social grad
ien

t in
 h

ealth
.

Socially d
isadvan

taged
 p

eop
le are less likely to attain

 fu
ll h

ealth
 an

d
 w

ell-bein
g,

w
h

ile

ch
ron

ically sick or d
isabled

 p
eop

le are less likely to fu
lfil socio-econ

om
ic roles,

lead
in

g to

p
overty.

T
h

ere is also a m
ajor geograp

h
ical d

im
en

sion
 arou

n
d

 d
ep

rived
 areas,

h
igh

 local

u
n

em
p

loym
en

t rates,lim
ited

 job availability,an
d

 p
overty.Peop

le in
 th

ese areas face m
u

ltip
le

p
erson

al,h
ealth

-related
,an

d
 social d

isadvan
tages an

d
 barriers to w

ork.It is all very w
ell to say

th
at w

ork is good
 for you

r h
ealth

,bu
t th

at d
ep

en
d

s on
 bein

g able to get a job.

T
h

e variou
s fin

d
in

gs an
d

 issu
es from

 th
is review

 rein
force th

e n
eed

 to d
evelop

 a m
ore balan

ced

m
od

el of
th

e relation
sh

ip
 betw

een
 w

ork an
d

 h
ealth

 (Figu
re 2),

w
h

ich
 sh

ou
ld

 em
body th

e

follow
in

g p
rin

cip
les:

•
Safety an

d
 h

ealth
 at w

ork sh
ou

ld
 be d

istin
gu

ish
ed

;

•
T

h
ere are im

p
ortan

t in
teraction

s betw
een

 w
orkers an

d
 th

eir w
ork,w

h
ich

 can
 m

od
u

late any

h
ealth

 effects;
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•
E

lem
en

ts ofw
ork can

 h
ave both

 ben
eficial an

d
 h

arm
fu

l effects on
 p

hysical an
d

 m
en

tal

h
ealth

 an
d

 w
ell-bein

g;

•
C

om
m

on
 h

ealth
 p

roblem
s are u

su
ally n

ot a sim
p

le ‘con
sequ

en
ce’ofw

ork exp
osu

res,bu
t

occu
r in

 th
e con

text ofw
id

er in
teraction

s betw
een

 th
e p

erson
 (w

orker) an
d

 th
eir (w

ork)

environ
m

en
t;

•
C

om
m

on
 h

ealth
 p

roblem
s,w

ork an
d

 th
e relation

sh
ip

 betw
een

 th
em

 are p
artly m

atters of

p
ercep

tion
s:th

e m
ore su

bjective th
e p

roblem
,th

e m
ore cen

tral th
e role ofp

sych
osocial 

factors;

•
U

n
derstan

din
g an

d addressin
g com

m
on

 health problem
s requires a biopsychosocial approach

th
at takes accou

n
t ofth

e p
erson

,th
eir h

ealth
 p

roblem
 an

d
 th

eir w
ork environ

m
en

t.

F
ig

u
re 2

.W
o

rk
 an

d
 h

ealth
:in

teractio
n

s can
 lead

 to
 d

ifferin
g

 co
n

seq
u

en
ces

C
O

N
C

L
U

S
IO

N
S

To an
sw

er th
e sp

ecific qu
estion

s set for th
is review

:

1.
D

oes th
e cu

rren
t evid

en
ce su

ggest th
at w

ork is ben
eficial for p

h
ysical an

d
 m

en
tal h

ealth
 an

d

w
ell bein

g,in
 gen

eral an
d

 for com
m

on
 h

ealth
 p

roblem
s? 

Yes,w
ork is gen

erally good
 for th

e p
hysical an

d
 m

en
tal h

ealth
 an

d
 w

ell-bein
g of

h
ealthy 

p
eop

le,m
any d

isabled
 p

eop
le an

d
 m

ost p
eop

le w
ith

 com
m

on
 h

ealth
 p

roblem
s.W

ork can
 be

th
erap

eu
tic for p

eop
le w

ith
 com

m
on

 h
ealth

 p
roblem

s.W
ork can

 reverse th
e adverse h

ealth

effects ofu
n

em
p

loym
en

t.
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2.
W

h
at is th

e balan
ce ofben

efits an
d

 risks to h
ealth

 from
 w

ork an
d

 from
 w

orklessn
ess?

In
 gen

eral,provided due care is taken
 to m

ake jobs as safe an
d ‘good’as reason

ably practicable,

em
ploym

en
t can

 prom
ote health an

d w
ell-bein

g,an
d the ben

efits outw
eigh any ‘risks’ofw

ork

an
d

 th
e adverse effects of(lon

g-term
) u

n
em

p
loym

en
t or sickn

ess absen
ce.

3.
A

re th
ere an

y circu
m

stan
ces (sp

ecific p
eop

le,h
ealth

 con
d

ition
s or typ

es ofw
ork) w

h
ere w

ork is

likely to be d
etrim

en
tal to h

ealth
 an

d
 w

ell-bein
g?

T
h

ere are som
e p

eop
le w

h
ose h

ealth
 con

d
ition

 or d
isability m

akes it u
n

reason
able to exp

ect

them
 to seek or to be available for w

ork (i.e they fu
lfil the criteria for en

titlem
en

t to in
capacity

ben
efits) bu

t th
at d

oes n
ot n

ecessarily im
p

ly th
at w

ork w
ou

ld
 be d

etrim
en

tal.T
h

ere are a few

p
eople w

ith
 sp

ecific h
ealth

 con
dition

s w
h

o sh
ou

ld n
ot be exp

osed to sp
ecific occu

pation
al

hazards (e.g.occu
pation

al asthm
a).H

ow
ever,for healthy people,m

any disabled
p

eop
le an

d

m
ost p

eop
le w

ith
 com

m
on

 h
ealth

 p
roblem

s,
‘good

’
jobs,

if
n

ecessary w
ith

 ap
p

rop
riate

accom
m

od
ation

s an
d

 ad
ju

stm
en

ts,sh
ou

ld
 n

ot be d
etrim

en
tal to h

ealth
 an

d
 w

ell-bein
g.T

h
e

likely ben
efits ou

tw
eigh

 any p
oten

tial risks.

4.
A

re th
ere sp

ecific areas w
h

ere th
ere is a lack ofevid

en
ce an

d
 n

eed
 for fu

rth
er research

?

A
lth

ou
gh

 th
e broad con

clu
sion

s ofth
is review

 are clear,several im
portan

t issu
es n

eed fu
rth

er

clarification
:

•
T

h
ere is lim

ited
 evid

en
ce on

 effect sizes an
d

 a n
eed

 for fu
rth

er qu
an

titative research
:

H
ow

 m
u

ch
is w

ork good
 for h

ealth
? H

ow
m

u
ch

d
oes u

n
em

p
loym

en
t h

arm
 h

ealth
?

•
M

ost ofth
e evid

en
ce is relatively sh

ort-term
 (~

1 year) an
d

 th
ere is a n

eed
 for m

ore 

lon
g-term

 stu
d

ies over a lifetim
e p

ersp
ective.

•
T

h
ere is a n

eed
 for fu

rth
er stu

d
ies ofth

e relative im
p

ortan
ce,effect sizes,op

tim
u

m
 

com
bin

ation
 an

d
 m

easu
res ofth

e p
hysical an

d
 p

sych
osocial ch

aracteristics ofjobs th
at 

are ‘good
’for h

ealth
;

•
T

h
ere is a n

eed
 for fu

rth
er h

igh
 qu

ality scien
tific stu

d
ies ofth

e im
p

act ofw
ork on

 th
e h

ealth

ofw
orkin

g-age ad
u

lts,in
clu

d
in

g th
e cau

se an
d

 effect relation
sh

ip,an
d

 th
e relative balan

ce

ofadverse / ben
eficial effects ofd

ifferen
t elem

en
ts ofw

ork;

•
T

h
ere is a n

eed
 for lon

gitu
d

in
al stu

d
ies to establish

 an
d

 qu
an

tify th
e relative balan

ce of

adverse / ben
eficial effects of(early retu

rn
 to) w

ork vs.con
tin

u
ed

 sickn
ess absen

ce on
 th

e

p
hysical an

d
 m

en
tal h

ealth
 ofp

eop
le w

ith
 com

m
on

 h
ealth

 p
roblem

s;

•
T

h
ere is a n

eed
 for lon

gitu
d

in
al stu

d
ies ofth

e relative balan
ce ofadverse / ben

eficial effects

of(early) retirem
en

t vs.con
tin

u
ed

 w
orkin

g on
 th

e p
hysical an

d
 m

en
tal h

ealth
 ofold

er

w
orkers;
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•
T

h
ere sh

ou
ld

 be m
ore rigorou

s research
 in

to th
e w

h
ole area ofw

ork-related
 ‘stress’:

fu
rth

er developm
en

t ofbasic con
cepts,defin

ition
s,m

eth
ods ofm

easu
rem

en
t an

d diagn
osis;

d
irect stu

d
ies ofcau

se &
 effect relation

sh
ip

s an
d

 th
e relative balan

ce ofadverse / ben
eficial

effects of(variou
s p

sych
osocial ch

aracteristics of) w
ork on

 m
en

tal h
ealth

.

In
 su

m
m

ary,d
esp

ite th
e d

iverse n
atu

re of
th

e evid
en

ce an
d

 its lim
itation

s in
 certain

 areas,th
is

review
 h

as bu
ilt a stron

g evid
en

ce base sh
ow

in
g th

at w
ork is gen

erally good
 for p

hysical an
d

m
en

tal h
ealth

 an
d

 w
ell-bein

g.
W

orklessn
ess is associated

 w
ith

 p
oorer p

hysical an
d

 m
en

tal

h
ealth

 an
d

 w
ell-bein

g.W
ork can

 be th
erap

eu
tic an

d
 can

 reverse th
e adverse h

ealth
 effects of

u
n

em
p

loym
en

t.T
h

at is tru
e for h

ealthy p
eop

le of
w

orkin
g age,for m

any d
isabled

 p
eop

le,for

m
ost p

eop
le w

ith
 com

m
on

 h
ealth

 p
roblem

s an
d

 for social secu
rity ben

eficiaries.T
h

e p
rovisos

are th
at accou

n
t m

u
st be taken

 ofth
e social con

text,th
e n

atu
re an

d
 qu

ality ofw
ork,an

d
 th

e fact

th
at a m

in
ority of

p
eop

le m
ay exp

erien
ce con

trary effects.Jobs sh
ou

ld
 be safe an

d
 sh

ou
ld

 also

be accom
m

od
atin

g for sickn
ess an

d
 d

isability.
Yet,

overall,
th

e ben
eficial effects of

w
ork

o
u

tw
eigh

 th
e risks o

f
w

o
rk,

an
d

 are greater th
an

 th
e h

arm
fu

l effects o
f

lo
n

g-term

u
n

em
p

loym
en

t or p
rolon

ged
 sickn

ess absen
ce.W

ork is
gen

erally good
 for h

ealth
 an

d
 w

ell-

bein
g.
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1a: Work

(Chirikos 1993) The relationship between health and labour market status

Review of economic That the health of an individual will affect his or her labour market status and productivity seems self-evident

studies based on a priori reasoning and casual observation. This review of US econometric studies from 1970-1990 

provides unambiguous empirical proof that poorer health has an economic impact either by restricting physical 

or mental capacity to engage in work, lowering productivity, shifting economic choices about whether to work, or 

changing the labour market activity of other family members. However, there is considerable variation in the size 

of this  effect across different studies. This is partly because of different methods of measuring the severity of the 

health condition and the impact on labour market activity, (but also due to more fundamental conceptual 

difficulties about the relationship between health and work, and the extent to which individual decisions fit the 

model of ‘the economic man’)

(WHO 1995) Global Strategy on Occupational Health for All: The Way to Health at Work

World Health According to the principles of the United Nations, the World Health Organisation and the International Labour 

Organisation Organisation, every citizen of the world has a right to healthy and safe work and to a work environment that 

strategy enables him or her to live a socially and economically productive life.

Conditions of work and the work environment may have either a positive or hazardous impact on health and 

well-being. Ability to participate in the working life opens the individual possibilities to carry out economically 

independent life, develop his or her working skills and social contacts. One-third of adult life is spent at work 

where the economic and material values of society are generated. On the other hand, dangerous exposures and 

loads are often several times greater in the workplace than in any other environment with adverse consequences 

on health.

Health at work and healthy work environments are among the most valuable assets of individuals, communities 

and countries. Occupational health is an important strategy not only to ensure the health of workers, but also to 

contribute positively to productivity, quality of products, work motivation, job satisfaction and thereby to the 

overall quality of life of individuals and society.
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1a: Work continued

(Harrington 1994a) Shift work and health
Narrative review (Narrative review but based on the findings of multiple, referenced studies). Working outside normal hours either 
(Harrington 1994b) by extended days or shift work can have detrimental health effects in the form of circadian rhythm disturbance,
Editorial poorer quality and quantity of sleep and increased fatigue. There is a persuasive body of evidence that poorer 

work performance and output and increased accidents are associated with shift work, particularly on the night 
shift, though individual factors may be as important as workplace factors. The link between shift work and 
increased cardiovascular morbidity and mortality has strengthened in recent years. The case for an association 
with gastrointestinal disease remains quite good. Optimal hours for the working week cannot be formulated on 
present scientific evidence: there is no unequivocal scientific evidence to support the European directive for a 
48 hour week, though there is limited evidence that working >48-56 hours per week may carry serious health and 
safety implications.

(Sparks et al. 1997) The effect of hours of work on health

Systematic review Meta-analysis of 21 studies showed weak but significant positive correlations (mean r = 0.13) between overall and

meta-analysis health symptoms, physiological and psychological health symptoms and hours of work. Qualitative analysis of 12 

additional studies supported these findings. Concluded that working long hours (possibly >48 hours/week,

though that figure was based on limited evidence) can be detrimental to physiological and psychological health.

However, many factors may have a moderating effect on the complex relationship between working hours and 

health, e.g. the nature of the job, the working environment, age, whether working long hours is a matter of choice,

life style and the impact on health behaviours (e.g. smoking, eating habits and exercise). (In 2004, average full-time

employment in UK was 43.4 hours per week, compared with EU15 41.7 hours per week. UK was fourth highest after 

Iceland, Austria and Greece. Eurostat http://epp.eurostat.cec.eu.int accessed 08 November 2005) 
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1a: Work continued

(Smith et al. 1998) Work shift duration: comparing 8 hour and 12 hour shifts

Systematic review A compressed working week is defined as ‘Any system of fixed working hours more than eight hours in duration 

which results in a working week of less than five full days of work a week’. This review considers the evidence on 

8 and 12 hour shifts for: (a) fatigue and performance in work; (b) safety; (c) sleep, physical health, and 

psychosocial wellbeing; (d) system implementation, shiftworker attitudes, preferences, and morale; (e) 

absenteeism and turnover; and (f) overtime and moonlighting. The research findings are largely equivocal.

The evidence on the effects of 12 hour systems on fatigue and job performance is equivocal. Provided adequate 

safety measures are taken, there seems to be no conclusive evidence that extended work shifts compromise safety 

from the point of view of increased accident rates, job performance, or increased error rates. However, fatigue and 

safety remain concerns in jobs with high workload and demands. Much of the evidence suggests that shiftworkers 

do not have great problems with sleep, health, and well-being when working 12 hour compared with 8 hour shifts 

and may even show improvements in these areas. In general, Depending on how 12 hour shifts are introduced,

there can be high employee acceptance and satisfaction, self rated stress levels may be considerably reduced, while 

family and social life are improved. In general, absenteeism and turnover do not increase with 12 hour systems,

though older workers may find it more difficult to deal with those rotas. The issue of additional overtime is also 

an area of some concern with 12 hour shift systems.

(Acheson et al. 1998) Inequalities in health

Independent Despite a marked increase in prosperity and substantial reductions in mortality for the UK population as a whole 

Department of over the past 20+ years, the gap in health between those at the top and the bottom of the social scale has widened.

Health Inquiry These inequalities affect the whole of society and can be identified at all stages of the life course from pregnancy to 

old age. The weight of scientific evidence supports a socio-economic explanation of health inequalities. This 

traces the roots of ill health to such determinants as income, education and employment as well as to the material

environment and lifestyle. The Report made a wide range of policy recommendations, the most relevant of which 

for the present review included:

•    further steps to reduce income inequalities and improve the living standards of poor households;

•    policies to improve the opportunities for work and to ameliorate the health consequences of unemployment;

•    policies to improve the quality of jobs, and to reduce psychosocial work hazards.
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1a: Work continued

(Ferrie 1999) Health consequences of job insecurity

Conceptual narrative The most important element of job insecurity is the employee’s perception that his or her job is not safe: the job 

review insecurity experience then depends on the perceived probability of losing one’s job and the perceived severity of

(Ferrie 2001) the effects. There are several large categories of workers with insecure jobs, the most vulnerable of which include:

Brief narrative review. a) those in the secondary labour market, e.g. foreign workers, immigrants, ethnic minorities, older workers and 

to some extent women, especially those with young children; b) workers on short-term contracts. 15 longitudinal 

studies of workplace closure nearly all showed one or more adverse effects on physical health, physiological 

indicators and psychological health during the anticipation and termination phases and the first year of

unemployment. In general, health-related behaviour remained unchanged or improved. 5 studies showed that 

re-employment may partially or completely reverse these adverse effects.

(Baltes et al. 1999) Flexible and compressed workweek schedules: their effects on work-related criteria.

Meta-analysis In general, both flexible and compressed (into <5 days) workweek schedules had positive effects. Flexible work 

schedules produced significant improvements in absenteeism, productivity, job satisfaction and satisfaction with 

work schedule. However, less flexible schedules had larger effect sizes than highly flexible schedules, and the effects

diminished over time. Compressed schedules produced significant improvements in supervisor performance 

rating, job satisfaction and satisfaction with work schedule but did not affect absenteeism and productivity.

Flextime had greater effects on behavioural than on attitudinal outcomes; compressed schedules had greater 

effects on attitudinal than on behavioural outcomes.

(Poissonnet & Health effects of work schedules in healthcare professions

Véron 2000) There is no clear evidence to establish a link between irregular hours and physical health, gastrointestinal disorders

Systematic review or cardiovascular disease. Fatigue, nervousness, stress and burnout are commonly reported by health care 

professionals, but there is limited evidence to link this to work schedules. Sleep disorders are frequently associated 

with working shifts, particularly irregular shifts, though this varies with the individual. No conclusive evidence 

was found to favour any particular work schedule, though there is evidence that 12-hour shifts have negative 

effects on nurses’ job performance, delivery of patient care, safety, job satisfaction and psychosocial well-being.
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1a: Work continued

(Benavides et al. 2000) How do types of employment relate to health indicators?

2nd European Survey (Cross-sectional survey of 15 European countries including UK.) Precarious employment (defined for this review

on working conditions as fixed term contracts and temporary work) accounts for 15% of paid employment. It commonly involves low 

income levels, poor physical working conditions (e.g. exposure to noise, vibration, hazardous material, or repetitive

tasks), poor psychosocial working conditions, unstable jobs and low social or legal protection. Precarious 

employment is positively but weakly associated with fatigue (adjusted odds ratio (OR) 1.12), backache (adjusted 

OR 1.08) and muscular pains (adjusted OR 1.21). It is consistently associated with lower job satisfaction (adjusted 

OR 1.79) but negatively associated with stress and absenteeism (when compared with full-time permanent workers).

(Sparks et al. 2001) Well-being and occupational health in the 21st century workplace

Narrative review Considers the impact on employee well-being of major changes in the workplace over the past 40 years: increased 

female participation, globalisation, organisational restructuring and downsizing, changes in work contracts and 

scheduling, more short-term contracts and flexible working, and the growth of information technology. Reviews 

organisational psychology research into four areas and their impact on the psychological well-being of employees:

job insecurity (mainly the perception rather than necessarily the reality, and particularly among white collar 

workers), work hours, control at work (again primarily perceived control, based on the Karasek model), and 

managerial style. (This is a narrative review from a psychological perspective, focusing on potential psychological 

harm. The conclusions are broadly comparable to those of other reviews, but somewhat less critical and with no 

consideration of effect sizes.) The final message of the paper is the importance of good communications between 

managers and employees, which will enhance the effectiveness of any interventions to improve employee well-

being and organisational performance.

(Quinlan et al. 2001) The consequences of precarious employment for occupational health and safety

Systematic review Precarious employment includes temporary/short term contracts, job insecurity associated with organisational 

restructuring, outsourced/home working, part-time work, and work in small businesses. Reviewed 93 studies, of

which 76 found a negative association between precarious work and occupational health and safety in terms of

hazard exposures, injury rates, disease risk or worker and manager knowledge of OHS and regulatory requirements.

11 studies had inconclusive findings, and only 6 found no relationship or produced contrary results. There was 

strong evidence for outsourcing and organizational restructuring/downsizing and mixed evidence for temporary 

work and small businesses. There was strong evidence that part-time work was not associated with adverse 

occupational health and safety outcomes.
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1a: Work continued

(Sverke et al. 2002) Job insecurity and its consequences

Meta-analysis Job insecurity was defined as ‘the subjectively experienced threat of involuntary job loss’. Reviewed reports of

86 independent samples including 38,531 individuals and rated both the strength of the evidence and the strength

of the effects. There was strong evidence for a moderate negative association between job insecurity and mental 

health (corrected r = -0.24) and strong evidence for a weak negative association between job insecurity and self-

reported general health (corrected r = -0.16). Regarding attitudes to work, there was strong evidence of a strong 

negative association between job insecurity and job satisfaction (corrected r = -0.41), and moderate evidence of a 

moderate negative association between job insecurity and job involvement (corrected r = -0.37). Regarding 

attitudes to the organisation, there was strong evidence of a strong negative association between job insecurity 

and trust (corrected r = - 0.50), and a moderate negative association between job insecurity and organisational 

commitment (corrected r = - 0.36). There was strong evidence that there was no significant association between 

job insecurity and work performance. There was strong evidence for a moderate association between job 

insecurity and turnover intention (corrected r = -0.28).Variation of findings between studies suggests that the 

relationships between job insecurity and the outcome variables are moderated by other factors. In particular,

stronger stress reactions can be expected among less-favoured occupational groups with lower education and 

stronger economic dependence on paid employment. The major limitation of this evidence is that it is mainly 

based on correlational studies, though a few longitudinal studies provide limited evidence for a causal relationship.
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1a: Work continued

(Green 2003) The rise and fall of job insecurity

Economic review Job security - confidence in the continuity and progress of employment - is a core element in the quality of work.

Unemployment has a deep and long-lasting negative impact on the well-being of workers. However, unemployment 

does not only affect those who actually experience it: job insecurity is the threat of unemployment for those in 

work. The most important elements of job insecurity are the risk and cost of job loss and the ease of re-employment.

Job insecurity is subjective, a matter of perceptions and expectations, about uncertainty and ambiguity. Job 

insecurity generates severe psychological strains, is a substantive source of ill health and job dissatisfaction, and 

has long-lasting deleterious impacts on individuals and their families. In some studies, the effects of insecurity 

on well-being are found to be as great as or exceeding the impact of becoming unemployed.

Historically, job insecurity was mainly a concern of blue collar workers. In the mid-1990s, it became a public and 

political issue, driven by its impact (probably for the first time) on white collar workers. Survey evidence suggests 

that job insecurity generally increased in the 1970s and 1980s. Contrary to popular belief, from the late 1990s,

most occupation groups in Britain have experienced less insecurity, reflecting a return to historically low levels of

unemployment. Today, insecure workers are concentrated in jobs with temporary or short contracts, the private 

sector, and foreign-owned firms.

(Dooley 2003) Unemployment, underemployment, and mental health: conceptualizing employment status as a continuum

Narrative & Underemployment is defined as including both unemployment and economically inadequate types of

conceptual review employment. Low hours, low pay, unemployment and discouraged worker rates tend to go together. Research 

focusing on unemployment ignores the impact of other employment statuses. Dooley suggests that it is better to 

think of a continuum between working and nonworking, including more and less adequate types of employment.

This review found relatively few studies of the health effects of underemployment and even fewer with longitudinal

designs. It concluded that there is limited evidence that economically inadequate employment is associated with 

adverse mental health effects similar to those of job loss.
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1a: Work continued

(van der Hulst 2003) Long work hours and health

Systematic review Earlier reviews (e.g. Sparks 1997) did not fully distinguish long working hours from possible confounders such as 

shift work and high job demands. This review included 27 empirical studies (20 cross-sectional) published 1996-

2001, which controlled for possible covariates.Van der Hulst concluded that these showed that a) long working 

hours are associated with adverse health as measured by cardiovascular disease, diabetes, disability retirement,

subjectively reported physical health, subjective fatigue; and b) that some evidence exists for an association 

between long work hours and physiological changes, e.g. cardiovascular and immunological parameters.

(van der Hulst took any positive findings in >50% of studies on a given topic as ‘positive’ evidence, even if there were 

only a few studies and/or mixed findings. Using the present review’s evidence rating system, the studies reviewed by van

der Hulst provide limited and/or conflicting evidence that there may be a weak association between working long hours

and raised cardiovascular or other physiological measures, increased risk of cardiovascular disease, and all-cause 

mortality. They provide conflicting evidence that working long hours has any effect on self-reported general health,

physical health or psychological health.)
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1a: Work continued

(Coggon 1994) Epidemiology of occupational disease

(Snashall 2003) Hazards of work

Occupational health Some (aspects of) work can be hazardous to health.‘Good’ work is life enhancing, but bad working conditions can

texts damage your health. Epidemiology, when applied to occupational morbidity lie in three areas: (1) identification 

of occupational hazards; (2) assessment of the risks from the hazards; (3) monitoring outcomes of measures to 

control health risks in the workplace. The effects of some occupational hazards are readily identified (e.g. inhalation

of sulphur dioxide causing respiratory irritation) and some will be readily associated with specific occupational 

groups (e.g. asbestosis in laggers). However, the relation of hazard to effect is often less obvious. The disorder 

concerned may have other causes which make it common even in those not exposed to the occupational hazard 

(e.g. back pain in construction work). Common health problems for which occupational exposures are important

but not the major cause may nonetheless interfere with work, or work may be more challenging in the face of the 

condition – these can be termed ‘work-related’ or ‘work-relevant’ conditions. Non-occupational factors related to 

behaviour and life-style may also be important, in addition to social disadvantage. Control of a hazard requires 

knowledge of the level of exposure related to the risk, but exposure-response relations are difficult to determine 

for many common health problems. Similarly, monitoring the control measures is problematic when the condition

is loosely linked to occupation (e.g. because of inadequate reporting systems or misdiagnoses). Nevertheless, the 

process of hazard identification and risk control forms the backbone of much health and safety legislation and 

practice.
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1a: Work continued

(HSC 2002) The health and safety system in Great Britain

(HSC 2004) A strategy for workplace health and safety in Great Britain

UK policy documents In Great Britain, risks to health and safety arising from work are regulated through a single legal framework 

whereby the Health and Safety Commission (HSC) (www.hse.gov.uk/aboutus/hsc/) and the Health and Safety 

Executive (HSE) (www.hse.gov.uk) have specific statutory functions. HSC’s statutory responsibility under the 

Health and Safety at Work Act 1974 (HSW) include proposing health and safety law. In preparing its proposals,

the HSC relies on advice from HSE based on HSE research activities. The standards of health and safety are 

delivered by the HSW and are typified by the Management of Health and Safety at Work Regulations 1992, which 

reflect a long tradition of health and safety regulation going back to the 19th century, and also relate to the EU 

Council Directive (89/391) 1989 (EU 1989). In essence, the system is one of regulation, assessment/control and 

enforcement: employers are required to assess and control (so far as is reasonably practicable) the health and 

safety risks from the work, submit to official inspections and face legal sanction if they fail to reduce any risks. This

regime has cut workplace fatalities by around two-thirds since the 1970s, but these traditional interventions are 

less effective when dealing with health than when dealing with safety. The current strategy, whilst still focused on 

risk assessment, control and enforcement, encourages the contribution of all the stakeholders in the control of

health and safety –there is a need for education, rehabilitation, and public service reform. Leverage on health 

issueswill require new methods, including simplifying the process of risk assessment and strengthening the role 

of health and safety in getting people back to work. Through the Council Directive of 1989 and subsequent 

directives, the member states of the European Union have similar health and safety legislation and procedures 

guided by the European Agency for Safety and Health at Work (http://agency.osha.eu.int/OSHA), whilst the USA 

has comparable systems under the National Institute for Occupational Safety and Health (www.niosh.com) and 

the Occupational Safety and Health Administration (www.osha.gov). In UK some conditions are sufficiently 

closely associated with work exposure to be prescribed as industrial diseases or injuries by the Industrial Injuries 

Advisory Council (www.iiac.org.uk), though individual cases are still adjudicated. Whilst most developed 

countries have some form of health and safety legislation, there are many developing countries where the burden 

of occupational injury and disease is particularly heavy and uncontrolled, and environmental exposures can be an 

additional risk to health (Snashall 2003 - see below). (There is widespread acceptance that certain aspects of work need

to be controlled to ensure workers’ safety and heath. The assessment and control of risks works very well for prevention of

serious accidents and exposure to substances hazardous to health, but it is far less effective for prevention of ill health,

particularly in respect of common health problems. Nevertheless, certain aspects of work may be difficult for people with

health complaints (irrespective of cause) or may aggravate symptoms and make return to work problematic; that is not 

the same as primary causation).
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1a: Work continued

(HDA 2004) The evidence about work and health

Briefing note The broader relationship between work and health may be understood in terms of three mechanisms. First, work 

that provides for degrees of fulfilment or job satisfaction and particularly allows individuals discretion and 

control over their working lives appears to confer considerable health benefit when measured in terms of overall 

mortality. Second, conversely, jobs that are lacking in self-direction and control appear to confer far fewer health 

benefits and the rates of mortality and morbidity among workers appear to be consistently higher. Third, the 

absence of work (unemployment) produces considerable negative health effects. There is considerable debate 

about the precise ways in which these mechanisms work. (These appear to be effects rather than ‘mechanisms’).

(Cox et al. 2004) Work, employment and mental health in Europe

Policy paper Occupational health is concerned with understanding the dynamic relationship between work on the one hand 

and health on the other, and with protecting and promoting health by exploiting this relationship. This model of

occupational health includes both the effects of work on health and those of health on availability and fitness for 

work and on work ability. On the one hand, work can cause, contribute to or aggravate mental ill health. However,

for those involuntarily out of work, employment and work can improve mental health and work may be 

therapeutic. On the other hand, for those in work, mental ill health can be a determinate or correlate of poor 

organisational performance, absenteeism or adverse health behaviours. It can delay, reduce the likelihood of, or 

prevent return to work. For those out of work, mental ill health can be an obstacle to job-seeking, gaining and 

sustaining employment, and can reduce the likelihood of, or prevent, re-employment. The relationship between 

work and mental health may be modulated by employment or work status, and by individual diversity such as 

gender, age, ethnicity and cultural background. Concludes by setting up a dichotomy between ‘for working 

populations, work can be a major challenge to mental health, while for populations out-of-work it may be a pro-

health factor’. (This ignores the possibilities that work may have positive effects on the mental health of workers, and 

that worklessness may also sometimes have positive effects on mental health).
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1a: Work continued

(Shah & Marks 2004) A well-being manifesto for a flourishing society

Manifesto (New Economics Foundation)

One of the key aims of a democratic government is to promote the good life: a flourishing society where citizens 

are happy, healthy, capable, and engaged – in other words with high levels of well-being. The dimensions of well-

being include: a) satisfaction with life, which includes satisfaction, happiness and enjoyment; b) personal 

development, which includes engagement, personal growth and development, fulfilling individual potential, and 

having purpose and meaning in life; and c) social well-being – a sense of belonging to our communities, a positive 

attitude towards others, feelings of engaging in and contributing to society.

(Most of the paper is devoted to the general social structure, social policy and what Government can do to improve life).

Suggests that the health care system needs to be re-focused to promote complete health. There are important links 

between health and well-being. The scale of the effect of psychological well-being on health is of the same order as 

traditionally identified risks such as body mass, lack of exercise, and smoking. The National Health Service and 

other health institutions need to continue to broaden their focus to promote complete health. To do this, we need 

to accelerate the move towards a preventative health system. We also need to tackle mental health far more 

systematically. Treating people holistically means that health professionals need to go beyond just curing the 

biomedical causes of disease to thinking about the social and psychological aspects of how patients are treated.
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1a: Work continued

(Klumb & Women, work and well-being

Lampert 2004) Review of research on the impact of employment on women’s physical and mental health, including 140 studies 

Systematic review (though only 13 were methodologically-sound, longitudinal studies with multivariate analysis controlling for 

covariates and providing effect sizes). Conceptually, there are two competing models about the impact of multiple

social roles (i.e. adding employment to family roles): stress vs. enhancement hypotheses, implying broadly –ve or 

+ve impacts of employment on health respectively. The further question may be under what conditions 

employment has adverse or beneficial effects.

The main conclusion of this review was that paid employment has either beneficial or neutral effects and,

importantly, has no adverse effects on women’s health. More specifically: 1) there was strong evidence that 

employment is associated with reduced psychological distress; 2) the majority of cross-sectional studies found 

that employment is associated with better general physical health, but the higher quality studies showed 

conflicting results (importantly, however, only 1 higher quality study showed any adverse effects); 3) there is 

conflicting evidence on whether employment had a beneficial effect on cardiovascular risk factors and disease, the 

majority of studies showing no effect (importantly, however, no higher quality study showed any adverse effects);

4) there is strong evidence that employment is associated with lower mortality, though the relative importance of

selection and causal explanations remains unclear. These results support the enhancement model and are directly 

contrary to the occupational stress hypothesis.

(Layard 2004) Good jobs and bad jobs

Policy paper (Centre for Economic Performance)

Argues that human happiness is more affected by whether or not one has a job than by what kind of job it is. Thus,

when jobs are to hand, we should insist that unemployed people take them. This involves a much more pro-active 

placement service and clearer conditionality than applies in many countries.
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Table 1a: Work continued

(Dodu 2005) Is employment good for well-being?

Narrative review Employment is an integral and dominant part of life in the industrialised world, and has a complex relationship 

with individual well-being. Employment provides the individual with financial gains, social identity and status, a 

means of structuring time and a sense of personal achievement. These ‘needs’ improve self-esteem and contribute 

to an individual’s sense of well-being. However, employment can also involve biopsychosocial stressors, which 

affect people through four inter-linked mechanisms – cognitive, emotional, behavioural and physiological – which

vary with the individual and the context. Individuals interact with modern workplaces in complex, multifactorial 

ways that affect their health and well-being (both positively and negatively).Recognises that whilst unemployment 

is correlated with poor health, that does not prove the corollary that employment must therefore be good for 

health. Recognises a wide range of potential occupational physical and psychological risks to health, but also 

recognises aspects of work that may contribute to well-being. It is concluded that employment clearly contributes 

to the individual’s role in society, enabling them to attain social status and psychological identity. Purposeful and 

meaningful activity, and a good work-life balance seem to be key. Being without employment is not always bad – 

keeping active and purposeful may modulate ill-effects of not working. Found there seems to be little research 

specifically on the positive association between employment and health. Concludes that the complex relationship 

between employment (and unemployment) and well-being is dependent on the individual and the situation – at 

best, when employment fulfils an individual’s physical, social and psychological needs, it can contribute to well 

–being; however, at worst, work can make you ill. The answer to the question ‘is work good for well-being?’ is that 

‘it depends’ – the challenge is how to assess the inherent complexities. (This review focused on a very similar question 

to the present review and approached it, at least partly, from the perspective of occupational psychology. Deliberately set 

out to contribute to the debate and presented more questions than answers).

(Deacon 2005) Health & Performance

Discussion paper (AXA/PPP Healthcare)

Employees are the most valuable asset of any organisation.‘Human capital’describes the potential value of employees

to an organisation and includes their health, fitness, knowledge, skills, experience and well-being. 90% of companies

recognise the strong link between employee health and productivity: productivity is not just a matter of employees’

work capability but depends on their health, fitness, stamina and well-being. There is therefore a strong business 

case for investing in employees’ health and well-being: ‘better health means better business’. (Discusses the 

organisation and provision of occupational health services, absenteeism, presenteeism, employee assistance programmes,

employee health insurances, rehabilitation and the resulting productivity benefits).
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1a: Work continued

(Coats 2005) An agenda for work: the Work Foundation’s challenge to policy makers

Policy paper (The Work Foundation)

(Challenges policy makers to address the whole range of issues relevant to the world of work). A clear account of what 

‘good work’ comprises has yet to be articulated. The paper gives a vision of ‘good work’, the purpose not being to 

develop ‘good work’ for its own sake, but to recognise a need to apply a model in practice.

• To fill the gap in the national conversation policy makers must have a clear conception of what constitutes 

“good work”. The factors that characterise “bad jobs”are well understood:

• a lack of control over the pace of work and the key decisions that  affect the workplace 

• limited task discretion and monotonous and repetitive work 

• Inadequate skill levels to cope with periods of intense pressure 

• an imbalance between effort and reward 

• limited “social capital” - whether informal friendship networks or formal associations like trade unions - 

which make workers more resilient.

• A vision of “good work”should therefore embrace the following:

• Full employment - defined as the availability of jobs for all those who wish to work 

• Fair pay (including equal pay for work of equal value) 

• The absence of discrimination on the grounds of race, gender, sexuality, disability or age 

• Secure and interesting jobs that employees find fulfilling 

• A style and ethos of management that is based on high levels of trust which recognises that managing people 

fairly and effectively is crucial to skilled work and high performance 

• Choice flexibility and control over working hours 

• Autonomy and control over the pace of work and the working environment 

• Statutory minimum standards to protect the most vulnerable workers against exploitation 

• Voice for workers in the critical employer decisions that affect their futures.

(Thus, ‘good work’ is seemingly not simply a matter of removal of aspects that ostensibly represent ‘bad work’; rather it 

is something of a pantechnicon variable that includes contains a wide range of factors and influences concerning society

and employers – beyond recognition of the importance of job satisfaction, the possible role of individual perceptions of

what constitutes ‘good work’ is not covered).
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1a: Work continued

(Coats & Max 2005) Healthy work: productive workplaces.Why the UK needs more ‘good jobs’

Discussion paper (The Work Foundation and The London Health Commission)

Brings together thinking on the relationship between health, work and productivity, based on research and 

development work on the nature of good jobs, productivity and the role of work in improving health. Work is 

better than worklessness and a good job is better than a bad job. There is an important social gradient in health.

Bad jobs are characterised by: poor pay; insecure employment; monotonous and repetitive work; lack of autonomy,

control and task discretion; imbalance between workers’ efforts and the rewards they receive; absence of procedural

justice in the workplace. These factors contribute to the social gradient in health and are also linked to productivity.

There is an economic, business and a public health case for higher quality employment. Employers and businesses 

have important and distinctive roles in promoting health and well-being and in tackling health inequalities. These 

are also now receiving higher political priority. Issues a challenge to government, employers, and unions to rethink

their whole approach to management, job design, skills development, and skills utilisation. Also calls for a more 

sophisticated public debate about the linkages between work and health.
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1b: Unemployment continued

(Jahoda 1982) Employment and unemployment: a social-psychological analysis

Monograph (Early, much-quoted classic. Historical and theoretical analysis of the psychology of work and unemployment, but very 

little actual evidence.) Historically, unemployment was dominated by inadequate standard of living and poverty,

and Jahoda added the psychological impact of being without a job. She started from the premise that ‘work is 

man’s strongest tie to reality’ (Freud); therefore unemployment leads to ‘loosened grip on reality’ (Jahoda).

The manifest and generally taken for granted consequence of employment is financial remuneration, allowing the

individual to earn a living. But Jahoda listed five further benefits of employment that meet corresponding human 

needs: 1. work imposes a time structure on the working day; 2. work provides social contacts and relationships 

beyond the family; 3. work involves the worker in collective efforts greater than he or she could achieve alone; 4.

work assigns social status and an important part of personal identity; and 5. work enforces regular purposeful or 

productive activity. In these ways, Jahoda argued that work promotes psychological health, even when it is bad 

(though she also argued for the need to improve its quality and to humanise work); her central contention was 

that unemployment leads to loss of these benefits and fails to meet these needs and so is harmful to psychological 

health.

(Ezzy 1993 (see below) criticised Jahoda’s model as assuming that work is always good and unemployment always bad,

and for assuming direct psychological consequences on mental health, while failing to allow for social aspects or the 

individual’s own experience and interpretation of unemployment).
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1b: Unemployment continued

(Hakim 1982) The social consequences of high unemployment

Narrative review (Societal perspective with particular emphasis on UK studies.) The most immediate consequences of unemployment

are those experienced by the unemployed and their families, and this burden is highly concentrated in particular 

groups, mainly unskilled and manual workers (who commonly have multiple disadvantages – (Ashworth et al. 2001;

Berthoud 2003; Dean 2003; Grewal et al. 2004)). However, protracted high levels of unemployment also carry 

broader social consequences for society as a whole:

• The great majority of unemployed people suffer a significant drop in income which pushes many into poverty;

thus, high unemployment rates increase the numbers in poverty;

• There is substantial evidence that as unemployment rates rise, so does the incidence of morbidity and mortality;

• There is a great deal of evidence that prolonged unemployment is commonly a demoralising and stigmatising 

experience that affects people’s will to work, and self-confidence in seeking and gaining work.

• More generally, self-respect, personal, social and work-related skills are eroded by long periods of unemployment.

• All studies of the impact of unemployment on family relationships show an increase in friction, stress and 

tension, particularly between spouses, but to a lesser extent between parents and children.

• There is extensive evidence (mainly from the US but also from the UK) that high levels of unemployment 

contribute to higher levels of crime and delinquency and a rise in the prison population.

• There is more patchy evidence that unemployment may have other social consequences, including homelessness,

family stability, children’s education, racial tension, and public attitudes.
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1b: Unemployment continued

(Brenner & Mooney Unemployment and health in the context of economic change

1983) Overview of evidence relating unemployment to health at every level of social science analysis from aggregate,

Narrative review population-based studies (macro level), to organisation-based studies to individual-based studies (micro-level).

At the population level, increasing unemployment rates indicate recession, economic instability, and/or structural

economic decline. At the individual level, unemployment may indicate social stress or downward social mobility 

and is a stressful life event. At both levels, there is an inverse relationship between measures of economic growth,

socio-economic status and differentials, socio-cultural change, economic instability, unemployment, social stress 

and work-related stress and various indicators of physical and mental health and mortality. Further research 

should examine a broader range of severity of both ‘unemployment’ and of health outcomes, and should identify 

and measure the effects of conditional and modifying factors.
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1b: Unemployment continued

(Platt 1984) Unemployment and suicidal behaviour: a review of the literature

Narrative review Comprehensive review of early literature on suicidal behaviour (deliberate self-harm acts): both suicide (fatal 

outcome) and parasuicide (non-fatal outcome). Considered cross-sectional individual, cross-sectional aggregate,

longitudinal individual and longitudinal aggregate studies and their methodological problems. Much of the data 

at that time related to males, partly because of difficulty defining the economic activity status of married 

women/housewives. Cross-sectional individual studies showed significantly more parasuicides and suicides are 

unemployed than expected from general population studies. Likewise, parasuicide and suicide rates are 

considerably higher among the unemployed than the employed. Increased duration of unemployment was 

associated with increased rates of parasuicide. Cross-sectional aggregate studies showed a significant geographical

association between unemployment and parasuicide. All but one longitudinal individual studies showed 

significantly more unemployment, job instability and occupational problems among people who committed 

suicide. Longitudinal aggregate studies show a significant positive association between unemployment and suicide

in the US and some European countries; the negative relationship in the UK during the 1960s and early 70s was 

considered to be due to a unique decline in suicide rates because of the reduced availability of domestic gas, which 

was previously the most common method of suicide. In conclusion, this review found strong evidence of an 

association between unemployment and suicidal behaviour, but the limited longitudinal evidence available at that

time did not permit any firm conclusions about the causal nature of this relationship. Left open the question of:

‘is it the uncertain nature of unemployment, the behavioural reaction (more drink, more cigarettes) to being 

without a job, or the fact of relative poverty - - - or is it some complex interaction of all three?’ Most of the 

included studies were of unemployment, but this review included a number of studies showing similar findings 

related to ‘related socio-economic factors’ and ‘problems at work’ including financial and job worries, work 

accidents, occupational discontent, job instability, (early) retirement, disciplinary proceedings and dismissal.

There were insufficient studies and data to analyse any of these individually, but eight cohort studies identified 

some form of financial worries as a ‘main precipitant cause’ leading to parasuicide. Nevertheless, the overall 

impression of this review was that unemployment and financial problems are only one and usually not the sole or 

even major precipitants of parasuicide; over 90% of suicide victims suffer from a major psychiatric illness and the 

most important single trigger identified by parasuicides is interpersonal conflict (though there was no evidence 

on whether the psychiatric illness or interpersonal conflict might be secondary to unemployment or financial 

problems).
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1b: Unemployment continued

(Smith 1985) Occupationless health: a disaster and a challenge

BMJ mini-series “Bitterness, shame, emptiness, waste”: an introduction to unemployment and health. (Educational series that 

(Smith 1987) provided a limited review of the scientific evidence, but had a major impact at the time on raising awareness and 

Monograph promoting interest in issues around unemployment and health and their significance for health care and clinical 

management).

(Warr 1987) Work, unemployment and mental health

Book In Warr’s ‘vitamin model’, jobs and unemployment can be characterised as psychologically ‘good’ or ‘bad’ on nine 

(Warr 1994) dimensions: opportunity for control, opportunity for skills use, externally generated goals, variety, environmental 

Theoretical paper clarity, availability of money (financial hardship in unemployment arguably having the most important impact 

on mental health), physical security, opportunity for inter-personal contact, and valued social position. Each of

these can influence various dimensions of mental well-being (often in a curvilinear manner) subject to 

modification by various personal characteristics. Warr’s central contention is that mental health requires a 

sufficient level of these environmental ‘vitamins’ but in some instances an excess can also be harmful. (For a 

more succinct and slightly updated summary of the vitamin model, see Warr 1994). Warr reviewed evidence that 

unemployment generally has negative impacts on mental health, including lower affective well-being, self-esteem,

life satisfaction and happiness, psychological distress, anxiety and depressed mood. There was limited evidence at 

that time on competence, autonomy and aspiration. However, these negative effects were not universal: they 

depend on the quality of the jobs and of unemployment; and a small minority of people (5-10%) were found to 

have improved mental health after losing their jobs. There was consistent evidence that unemployment has a 

particularly negative effect on middle-aged men, especially those with dependent families. Unemployed teenagers 

generally show less immediate impact on mental health, but may be delayed developing full adult citizenship.

There was less research at that time into unemployment in women: job loss in married women with family 

responsibilities generally has less impact on mental health; single women with no family responsibilities may be 

more comparable to men. Job loss generally has a rapid impact on mental health, which deteriorates for 3-6 months

and then plateaus; the long-term unemployed may then adapt to their jobless situation and have more limited 

psychological resources for re-entering work.

(Ezzy 1993 (see below) considered that Warr’s vitamin model was the most sophisticated psychological model of

unemployment, which allows for many of the beneficial and harmful mental effects of work and unemployment.

However, he criticised it as being very ‘situation-focused’ and failing to allow for the subjective experience of the 

unemployed individual and for the social aspects of work and unemployment. That criticism appears to be overstated 

(see (Warr 1994)).
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1b: Unemployment continued

(Catalano 1991) The health effects of economic insecurity

Systematic review Economic insecurity includes recession, rising unemployment rates and job loss (though economic insecurity was 

not precisely defined nor operationalised for this review). There is strong evidence that job loss is a significant risk 

factor for reporting symptoms of psychological distress (but with caveats about the seriousness of these symptoms,

the strength of the effects and the generalisability of the findings). There is strong evidence from community level 

studies that economic recession leads to increased consultation rates with mental health services. There is strong 

evidence from aggregate level studies that economic recession is associated with increased suicide and parasuicide 

rates (though with some conflicting evidence). Concluded that the health effects of economic insecurity are 

mediated by economic policies, but the evidence is insufficient to estimate the likely impact of policy alternatives.
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Table 1b: Unemployment continued

(Ezzy 1993) Unemployment and mental health: a critical review

Theoretical & Simplistic descriptions of work as ‘good’ and unemployment as ‘bad’ do not adequately explain the observed 

conceptual narrative effects of unemployment on mental health. The majority of unemployed people experience lowered psychological

review from well-being, but a significant minority show improved mental well-being. Similarly, re-employment typically 

sociological restores original levels of mental health, but some re-employed people report lowered mental health. Employment

perspective is not unambiguously positive and unemployment is not unambiguously negative. The experience of (employment 

and) unemployment varies considerably depending on age, gender, (education & social background), income,

social support, reason for job loss, commitment to employment, satisfaction with previous work, expectation 

about returning to work and duration of unemployment. However, it is not clear whether these moderator 

variables reflect variations in the objective circumstances of unemployment or whether they influence the 

individual’s psychosocial response. Some people become adapted to economic inactivity, finding it less 

unpleasant than employment, particularly if they could only obtain poor quality work in oppressive conditions 

where the financial rewards are little if any better than social security benefits.

Ezzy provided a critique of various previous psychological models:

1. ‘Rehabilitation’ approaches: individual-centred, focusing on personal characteristics of the unemployed.

These fail to address structural causes of unemployment.

2. ‘Stages’ models (Eisenberg & Lazarsfeld 1938): these really offer a descriptive framework rather than theoretical

understanding or models of processes or mechanisms. They commonly describe three stages that unemployed 

persons pass through over time, which may be broadly described as: optimistic activity; increasing distress;

fatalism and apathy. Stages models generally fail to allow adequately for the variation in individual response to 

unemployment and may lead to stereotyping. They are also based mainly on evidence from older people and 

may not apply to unemployed youths. (These comments on stages models include some from Lakey et al 2001).

3. Jahoda’s functional model (See Jahoda 1982 above).

4. Warr’s ‘vitamin model’ (See Warr 1987 above).

5. Various psychological models that emphasise cognitive processes, personal control, and coping. These develop 

some important issues but are generally narrow and specific and fail to allow adequately for other factors.

Ezzy then proposed a sociological model according to which the cause of poor mental health in many unemployed

people is considered to be rooted in failure to find meaning in life, and the experience of unemployment is a 

transition phase between the loss of meaning associated with employment and the reintegration associated with 

either re-employment or adaptation to an alternative lifestyle. (Again, there appears to be some validity in this,

but it is a narrow and specifically sociological perspective).
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1b: Unemployment continued

(Bartley 1994) Unemployment and ill-health: understanding the relationship

Conceptual, Four mechanisms need to be considered:

narrative review 1. Poverty. There is strong evidence that the (psychological) health effects of unemployment are at least partly 

mediated through relative (rather than absolute) poverty and financial anxiety (c.f. health inequalities).

2. Stress. Even apart from any financial impact, there is strong evidence that unemployment is stressful, with 

direct effects on psychological health. Unemployment may also affect physical health via a ‘stress’ pathway 

involving physiological changes such as raised cholesterol and lowered immunity.

3. Health related behaviour, including that associated with membership of certain types of sub-culture.

4. The effect that a spell of unemployment has on subsequent employment patterns. (Life course perspective).

(The Abstract also listed social isolation and loss of self-esteem as one of the main mechanisms, but this was not 

considered further in the paper).

(Hammarström 1994b)Health consequences of youth unemployment – review from a gender perspective.

Narrative review The association between unemployment and ill-health is explained by both selection and exposure; gender may 

be a confounding factor in both selection and exposure.Young people generally start in a better state of (at least 

physical) health, and the ill effects of unemployment are therefore likely to be less than in adults. Most studies 

focus on individuals and psychological ill health and there is relatively little research on somatic health (where the 

limited evidence is conflicting), societal or familial consequences, or investigating theoretical models. There is 

consistent evidence of an association between unemployment and minor psychological disorders, which may be 

greater among young women and among young men with lower education. Unemployed young men show worse 

health behaviour on most measures (e.g. eating habits, personal hygiene, sleeping habits, physical activities).

Increased health care consumption has been documented. Unemployment is a risk factor for increased alcohol 

consumption, especially among young men, increased smoking and increased use of illicit drugs. The mortality 

rate is significantly higher in both young men and young women, mainly due to accidents and suicide. Social 

consequences include alienation, lack of financial resources, criminality and future exclusion from the labour 

market. Social support, high employment rates, negative attitudes to work and high possibility of control act as 

mediating factors with a protective effect on health. There is a need for more qualitative research based on theoretical

models, to understand causal mechanisms that determine health inequalities, in which unemployment is one 

important factor.
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Table 1b: Unemployment continued

(Jin et al. 1995) The impact of unemployment on health

Systematic review (Included 46 original studies) Epidemiological evidence shows a strong,positive association between unemployment 

and many adverse health outcomes. Most aggregate-level studies report a positive association between national 

unemployment rates and rates of overall mortality, cardiovascular disease mortality, and suicide. Large, census-

based, longitudinal, cohort studies show higher rates of overall mortality (5 studies), cardiovascular mortality 

(4 studies) and suicide (3 studies) among unemployed men and women than among either employed people or 

the general population. Four individual-level studies show elevated levels of intermediate cardiovascular outcomes 

such as blood pressure or serum cholesterol. Two studies found increased cerebrovascular disease mortality. One 

study found higher mortality rates among the wives of unemployed men. Nine individual-level, longitudinal studies 

consistently found an association between unemployment and general health and also mental health problems.

Workers laid off because of factory closure (4 studies) report more symptoms and illnesses than employed people.

Unemployed people may be more likely to visit physicians, take medications, and be admitted to general hospitals.

There is conflicting evidence on a possible association between unemployment and admission rates to psychiatric 

hospitals and alcohol consumption, which may be complicated by other institutional and environmental factors.

The authors then assessed this evidence on the basis of epidemiological criteria for causation, and concluded that 

whether unemployment causes these adverse outcomes is less straightforward, because there are likely many 

mediating and confounding factors, which may be social, economic or clinical. Health selection may be a particular

problem in the association between psychiatric illness and unemployment. Many previous authors have suggested

possible causal mechanisms, but further research is needed to test these hypotheses.

(Banks 1995) Psychological effects of prolonged unemployment: relevance to models of work re-entry following injury

Narrative review Integrates research and theory into the psychological effects of unemployment with theoretical models of work 

disability. Unemployed people have lower levels of affective well-being, higher levels of psychological distress and 

lower self-esteem; longitudinal studies show that unemployment causes these effects while re-employment 

improves them. These effects are mediated by personal factors such as age, gender, ethnic group, social class, social 

relationships, duration of unemployment, employment commitment, local unemployment rate and personal 

vulnerability. Environmental factors (as in Warr’s ‘vitamin model’) can also influence mental health and interact 

with the direct effects of unemployment. The principal argument of this paper is that these psychological findings 

help to understand and explain the dynamics of individual adjustment and return to work following injury and 

illness. Particularly relevant are distancing from the labour market, loss of control and motivation, externally 

generated goals and task variety, loss of income, the impact of the social security system, financial and material 

deprivation, and loss of social status. This has implications for early intervention, rehabilitation, and for flexible 

and structured return to work and retraining programmes.
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Table 1b: Unemployment continued

(Shortt 1996) Is unemployment pathogenic? A review of current concepts with lessons for policy planners

Conceptual, Emphasised that policy makers and planners should have some knowledge of ‘the complex nexus between ill-health

narrative review and unemployment’and that the relationship should not be viewed as unproblematic. (After detailed methodological

criticism (e.g. of Brenner’s studies) and discussion, Shortt nevertheless concluded that):

1. ‘It seems clear - that for selected groups, for selected causes, in several nations, unemployment accounts for 

at least some increase in mortality rate.’

2. ‘It is reasonably well documented – that unemployment, at least among males, has an adverse effect on physical 

health, particularly with reference to the cardiovascular system.’

3. ‘Unemployment – clearly has an adverse effect on - mental health - - though the relationship - - (is) complex 

and contingent upon prevailing social or medical resources.’

4. ‘- most (unemployed) women suffer some adverse mental and physical effects.’

5. ‘Like their elders- it is clear that adolescents and young adults experience both physical and especially mental 

ill-health as a result for unemployment.’

6. ‘The existing literature – while deficient in many areas, is strongly suggestive of a pathological impact for 

employment on the children and families of the unemployed.’

7. ‘Unemployment engenders increased utilization of medical services, particularly primary care, in those countries

where access is not dependent on personal finances.’

There was limited evidence on the causal mechanisms between unemployment and these adverse health effects.

He hypothesised that the effects might be related to social gradients in health rather than poverty per se (Marmot 

2005). But he also pointed out this might be modified by individual circumstances or social context.

Policy makers must face the reality that ‘unemployment deserves to be considered a significant social cause of

ill-health’ and economic policy planning should take this into account. However, it must avoid certain pitfalls:

• Policy must not medicalise unemployment, which is ultimately a social process.

• The long-term goal is not to ‘normalise’unemployment by making it more ‘comfortable’but to reduce its incidence.

• In identifying the adverse health effects of unemployment, it must not be forgotten that employment also carries

hazards and risks to health, and that the quality of work may be as important for health status as unemployment.
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT
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Table 1b: Unemployment continued

(Weber & Lehnert Unemployment and cardiovascular diseases: a causal relationship?

1997) This extensive literature analysis starts from the position that although negative effects on social life and psychological 

Quasi-systematic variables resulting from unemployment are generally accepted, a possible causative relationship between job loss 

review and somatic illness remains controversial. The basic question addressed is: does somebody become ill because he 

is unemployed (causality hypothesis) or does he become unemployed because he is ill (selection hypothesis). 10 

person-related studies that focused on whether unemployment can influence cardiovascular morbidity were 

included (7 of which were longitudinal studies with 2 to 8 years follow-up). The methodological aspects of these 

studies were considered less than ideal. In some cases statistically significant associations were found between 

unemployment and the increase in cholesterol levels or systolic/diastolic blood pressure, but the clinical relevance 

of such slight changes is questionable. Authors concluded (at that time) that consideration of unemployment as 

an independent, social, cardiovascular risk factor was unwarranted.An increase in the prevalence rates of coronary 

heart disease or arterial hypertension causally linked in some studies with unemployment is scientifically 

questionable due to severe methodological shortcomings.

(Lynge 1997) Unemployment and cancer

Systematic review Unemployed men have an excess cancer mortality of close to 25% (mainly from lung cancer) compared with all 

men in the labour force. The available data suggest that applies whether the unemployment rate is 1% or 10%.

The risk persists long after the start of unemployment and does not disappear after controlling for social class,

smoking, alcohol intake, and previous sick leave.

(Mathers & Schofield The health consequences of unemployment

1998) The relationship between unemployment and health is complex: ill-health also causes worklessness and confounding 

Brief narrative review factors include socio-economic status and lifestyle. Nevertheless, longitudinal studies with a range of designs 

provide reasonably good evidence that unemployment per se is detrimental to health and impacts on a number of

health outcomes – increasing mortality rates (those unemployed who had a pre-existing illness or disability had 

mortality rates over three times higher than average. Those who were unemployed but not ill showed a 37% excess 

mortality over the following 10 years), causing physical (self-reported ‘poor health’, limiting long-standing illness,

objective cardiovascular disease, lung cancer) and mental ill-health and increased use of health services. (Systematic

literature search with narrative review of key studies and a particular focus on Australian evidence).
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Table 1b: Unemployment continued

(Morrell et al. 1998) Unemployment and young people’s health

Brief narrative review There is strong evidence of an association between unemployment and ill-health in young people aged 15-24 years.

Aggregate data show a strong association between youth unemployment and suicide.Youth unemployment is also

associated with psychological symptoms such as depression and loss of confidence (though these are less severe 

and in some cases different from in unemployed adults). (Many of the studies of youth unemployment and mental 

health are from Australia.) Effects on physical health have been less extensively studies, but there is limited evidence 

on raised blood pressure. There is inconsistent evidence of an association between unemployment and lifestyle 

risk factors such as increased cannabis, tobacco, and alcohol consumption. (Systematic literature search with 

narrative review of key studies and a particular focus on Australian evidence).

(Björklund & Unemployment and mental health: evidence from research in the Nordic countries

Eriksson 1998) Detailed discussion of the methodological problems of establishing cause and effect (by economists).Cross-sectional

Narrative review studies show that unemployed people have worse mental health than do others. Most longitudinal studies suggest 

that unemployment is associated with deteriorating mental health, though it is somewhat unclear how long such 

an effect lasts. There was insufficient evidence to reach any conclusion on the relative importance of heterogeneity 

or duration dependency on exit rates from unemployment. Unemployment benefits and labour-market policy 

affect the pattern of exit rates out of unemployment. (Similar findings and conclusions to other reviews of the 

international evidence).

(Cohen 1999) Social status and susceptibility to respiratory infections

Narrative review Lower social status (including unemployment, perceived and observed social status) in human adults and children

and other primates is associated with increased risk of respiratory infections, thought to be due to a combination 

of increased exposure to infectious agents and decreased host resistance to infection.
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Table 1b: Unemployment continued

(Nordenmark Towards a sociological understanding of mental well-being among the unemployed: the role of economic 

& Strandh 1999) and psychological factors

Theoretical paper Classic psychological research has focused on the psychological importance of work and the negative impact of

and empirical unemployment, but the effects are not the same for everyone. The adverse effects on mental well-being may be 

analysis mediated by the individual’s economic situation, gender, social class, age, marital status, duration of unemployment,

previous history of (un)employment, ethnicity, and work involvement; different individuals may respond 

differently. This paper aimed to develop a theoretically and empirically founded sociological model with good 

predictive powers for explaining both the differences in mental well-being among the unemployed and the 

changes in individual mental well-being during unemployment and upon re-entering employment. This model 

was tested empirically in a longitudinal study of 3,500 Swedes. The model starts with a socially constructed 

individual identity with social roles and social goals, which are heavily influenced by the individual’s position in 

society. Employment is then one important resource for meeting the individual’s socially defined needs in two 

ways: a) it is the main provider of economic resources that enable the individual to participate in society; b) it 

meets important psychological needs in a society where employment is the norm (see Jahoda 1982; Warr 1987).

Unemployment may fail to meet these needs; alternatively, needs may be met in other ways or individuals can 

redefine their social roles and goals in which work is less important. Mental well-being depends on the balance 

between needs and resources to meet them. The final model integrates both the economic need for employment 

and psychosocial needs for social roles and social goals, and shows that their combined effect is central to mental 

well-being. (A sociological analysis of (un) employment).
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Table 1b: Unemployment continued

(Murphy & Athanasou The effects of unemployment on mental health

1999) Included 16 longitudinal studies from 1986-96 on the mental effects of unemployment. Many studies included 

Systematic review both men and women; most were of general mental well-being, psychological distress and/or depressive symptoms

and meta-analysis (e.g. General Health Questionnaire GHQ)); 3 studies were in UK. 14 out of 16 studies showed that job loss had, on

average, a negative effect on mental health; 5 of these studies on 616 subjects showed a weighted average effect size 

of d = 0.36. Seven studies on 1509 subjects showed that re-employment had, on average, a positive effect on 

mental health with a weighted average effect size of d = 0.54. Both of these effect sizes (where d is the difference 

in group means on standard psychometric tests divided by standard deviation) are of ‘practical significance’.

The major methodological question was how far these effects might be explained by selection bias - i.e. people 

with poorer (or deteriorating) mental health are more likely to lose their jobs, while people with better (or improving)

mental health are more likely to be re-employed - though at least 4 of the studies attempted to allow for this. Other

studies raised questions about the context of unemployment (e.g. country or local unemployment rate) and about

the quality of new jobs.
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1b: Unemployment continued

(Lakey 2001) Youth unemployment, labour market programmes and health

Policy Studies Patterns of youth employment vary: it may be permanent or temporary, full-time or part-time, secure or insecure,

Institute Monograph well or poorly paid, and offer good or poor experience and prospects for career progress; even if not currently in 

paid work, routes to future economic activity include further education, training schemes, and voluntary work.

Patterns of youth unemployment also vary: some young people experience a single or multiple periods of short- 

or long-term unemployment; some have experienced one or more jobs and job losses, but others have never 

worked at all. Poor health may lead to unemployment and unemployment may adversely affect health, but there 

may also be an interaction between them to produce vicious circles of unemployment and health deterioration 

(perhaps especially with mental health problems). Most of the research on the relationship between unemployment 

and health, particularly among young people, has focused on mental health. Unemployed young people experience 

more health problems than those who are employed: lower levels of general health (as shown on symptom 

checklist scores and on self-rated health, disability, long-standing illness, limiting long-standing illness, medical 

consultation, and hospital admission rates*); more anxiety and depression; higher rates of smoking; and higher 

suicide rates.Young people with health problems have less success in finding jobs and are more likely to lose or 

leave their jobs. Longitudinal studies show that unemployment is also detrimental to the health of young people.

Financial stress, material and experiential deprivation contribute to the detrimental health effects. Overall, the 

health effects of unemployment on young people appear to be less than on adults (perhaps because they start 

generally healthier, and have different social and financial commitments), but young people from disadvantaged 

backgrounds, those with lower levels of education, or those who lack social support may be particularly vulnerable.

There is a need for further research on sub-groups, including gender. Labour market and health interventions 

have the potential to reverse the downward spiral of poor health and unemployment, but more research is required 

to identify their specific health effects. (* Note that these measures of general health are all highly correlated with 

psychological well-being and should be distinguished from physical health) (Systematic search and narrative review).
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Table 1b: Unemployment continued

(Brenner 2002) (Un)-Employment and public health

Report to The major portion of this 800 page Report consists of economic time series analyses (quantitative historical 

the European analyses of data over time - longitudinal aggregate studies) of the relationship between employment and 

Commission unemployment rates and mortality patterns in 15 western European countries and the United States since the 

Second World War. These showed that mortality rates are related to real GDP per capita, unemployment rates, and

the interaction between real GDP per capita and the unemployment rate. However, all countries studied showed a 

relationship between unemployment and mortality, even after holding constant the impact of real GDP per capita

and the interaction between real GDP per capita and the unemployment rate. Unemployment rates are historically

and contemporaneously related to elevated mortality rates: the higher the unemployment rate in a given year, the 

higher the mortality rate over the following 10-15. Suicide increases within a year of job loss, and cardiovascular 

mortality accelerates after two or three years and continues for the next 10-15 years. Thus, increasing employment 

rates in the direction of a “full employment”economy is a fundamental source of decreased mortality, and 

increased rates of unemployment are related to heightened mortality rates and thus decreased life expectancy.

Brenner concludes that changes in the national economy, especially employment and unemployment rates 

(e.g.‘cyclic’ unemployment related to national and international recessions) but also economic growth, structural 

and technological factors are the major influence on mortality patterns and life expectancy. Put another way, the 

economic and social status of families is of great potential importance in their health and life expectation. Brenner

suggests that this is largely a matter of material standards of living: 1) investment in improved working conditions,

2) purchase of items that will increase the comfort, mobility and functioning of elderly, frail and disabled 

populations, 3) improved nutrition, 4) major investments in scientific development and public education, 5) 

increase of sophistication of, and population access to, health care technology, and 6) increased financial security 

and reduction of poverty through social welfare/security systems. (Findings for UK were broadly consistent with 

other countries). (Highly technical economic modelling, with extensive debate about the strengths and weaknesses of

the methodology (e.g. see (Platt 1984; Wagstaff 1985; Ezzy 1993; Shortt 1996)). The major strengths are that it 

provides evidence at a societal level and on the effect of social policy. The major weaknesses are that it only considers the

impact of unemployment (and not sickness or interactions between work and health), focuses almost exclusively on 

mortality, and fails to provide any evidence about the impact on individual physical or mental health).
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Table 1b: Unemployment continued

(Brenner 2002) (Un)-Employment and public health continued

Report to  Brenner also reviews labour market policy literature and considers implications of his whole study for active 

the European labour market policy (which is outwith the scope of the present review).Various appendices provide systematic 

Commission reviews of recent scientific literature on a) employment, socio-economic factors and health (80 papers from 2000-

2002; b) the causal relationship of unemployment and health status (63 papers from 1994-2001 – proper reference 

list missing); and c) the influence of health services on employability (89 papers from 1994-2001 – proper reference 

list missing). (These reviews include odd selections of papers: the large majority are cross-sectional or uncontrolled 

cohort studies, many are highly condition or country specific, many are of little relevance to the present review).

Brenner concludes that there is ‘massive evidence’ in the scientific literature that, for many causes of acute and 

chronic illness and disability, appropriate health care could materially improve the health status of the unemployed,

and also substantially improve their employability. (That is completely unfounded on the evidence presented.

Brenner’s conclusions regarding the likely impact of health care on occupational outcomes - especially for common 

health problems - appear questionable).

(Saunders 2002b), The direct and indirect effects of unemployment on poverty and income inequality

(Saunders & Taylor (Australian Social Policy Research Unit)

2002). In a world in which people’s sense of identity and the material prosperity they are able to enjoy are inextricably

Discussion papers linked to their status as workers, consumers and citizens, unemployment can be profoundly debilitating.

Unemployment has high economic costs to individuals, their families, their (local) communities and the state;

but unemployment does not affect all groups similarly, so its effects are economically unequal and potentially 

socially divisive. The relationships between unemployment, poverty, inequality and social exclusion are complex 

(partly because of questions about how these issues are conceptualised and measured), but there are sound 

reasons to expect high levels of unemployment to be associated with increased poverty, greater inequality and 

more exclusion. There is strong evidence that unemployment leads to reduced income, increases the risk of

poverty and contributes to inequality, and that it also gives rise to a series of debilitating social effects, including 

social exclusion, impacts on family life and the cohesion of families with an unemployed member, and on the 

nature of local communities affected by widespread and systemic unemployment, including the consequent 

increase in crime rates that often accompanies geographical concentrations of unemployment. These social 

effects interact with and reinforce each other, making it harder to reverse the pattern of events that originally gave 

rise to them. Thus, unemployment adversely affects morale and health, making the prospect of re-employment 

less likely, whilst simultaneously leading to attitudes that reinforce detachment from the world of work. The more 

that unemployment becomes a structural feature of society, the harder it is for individuals to escape its effects.

Concludes that ‘unemployment is a bad thing. It is bad for the economy and for society, for unemployed people 

themselves, for their families and for the communities in which they live.’
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Table 1b: Unemployment continued

(McLean et al. 2005) Worklessness and health: what do we know about the causal relationship?

Evidence review and (Health Development Agency, UK)

report This report aimed to provide a synopsis of the evidence about the causal relationship between worklessness and 

ill health, which was intended to inform policy and decision makers, organisations with an interest and remit for 

employment and health, and employers in the widest sense. Using the Health Development Agency evidence 

review methodology, it was an overview of review level evidence. Because of the methodological criteria used, the 

report focused on the literature about unemployment and only included 12 reviews published between 1990 and 

2003. The report’s main conclusions were:

• The evidence outlined in this review shows a relationship between unemployment and poor health, although 

causation is not proven.

• There would seem to be a strong relationship between psychiatric morbidity and unemployment.

• Much of the evidence from both original studies and reviews (i.e. those included in this report) deals with the 

concept of unemployment, and not worklessness in its broadest sense.

• There is a need for an increased sophistication in understanding the health and work agenda within the context 

of health inequalities, especially the geographical dimension. Improvements in the nation’s health may not by 

itself have a significant impact on health inequalities.

• There is a strong association between deprived areas, poor health, poverty and worklessness although the exact 

relationship is not clear.

• (In summary), the evidence suggests a relationship between unemployment and poor health, with a strong

association between unemployment and poor mental health. The relationship though is complex and unclear,

in part confounded by other variables such as educational attainment, the environment, and economic 

circumstance.
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Table 1b: Unemployment continued

(Ritchie et al. 2005) Understanding workless people and communities: a literature review

DWP Research Report (Department for Work and Pensions)

Review of evidence relating to the psychological and social influences on workless people in deprived areas.

Although employment rates have been increasing since 1992, there are geographical areas of persistent high 

unemployment and a hard core of long-term unemployed. Worklessness was defined as detachment from the 

formal labour market: economic inactivity may include those who have never worked, the short or long-term 

unemployed (and claiming unemployment benefits), sick or disabled (whether or not claiming various disability 

and incapacity benefits), those who chose not to work (e.g. those with family responsibilities, carers or approaching 

retirement), and those who are actually working but solely in voluntary work or the informal economy.

Traditional psychological models of job loss and mental health (e.g. Jahoda 1982; Warr 1987) may not hold true in

other forms of worklessness or where ‘not being in employment’ is the norm. To understand the impact of

worklessness, it is necessary to look at individual behaviour in the broader context of the communities and areas 

in which these people live. Groups at higher risk include lone parents, minority ethnic groups, disabled people,

carers, older workers, workers in the informal economy, offenders and ex-offenders – many of whom suffer 

multiple disadvantages and barriers to participating in the labour market. Although it is clear that worklessness 

generally has a negative impact on well-being, there is a lack of evidence on how persistent high local 

unemployment rates and poor employment prospects influence the impact of worklessness on individuals. There 

is limited evidence on people who have been out of work more than 3 years or who have never worked. There is 

conflicting evidence about the existence of a ‘culture of worklessness’ - lowered incentives to work where peers are 

also unemployed and the informal economy has a strong pull factor, a view that joblessness is unproblematic 

within a context of lowered aspirations, and short-term horizons.

• The causes of persistent worklessness transcend personal and psychological characteristics.

• Persistent worklessness in the face of labour market buoyancy opportunities suggests that the barriers and 

constraints to (return to) work are likely to be complex, multifaceted, deep-rooted and individually varied.

• Workless people often have problematic experiences of (unsatisfactory) work.
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Table 1c: Older workers (> approx. 50years)

(Tuomi et al. 1997) Summary of Finnish project to promote the health and work ability of ageing workers

Research summary (Not strictly a review, rather a summary of a large Finnish longitudinal study of ageing workers between 1981 and 

1992 which produced a series of papers). 6,259 workers age 44-58 at baseline, in 40 occupations, were followed-up;

some had retired by the end of the study. After 11 years of ageing the workers felt their work had become heavier 

both mentally and physically. Ageing was accompanied by the appearance of various diseases (especially 

musculoskeletal and cardiovascular) and symptoms, but the subjects perceived their health as improved: 42% of

those with a diagnosed disease in 1992 perceived their health as good compared with only 11% in 1981. Work 

ability was measured by the work ability index, which depicts the ability to work from a positive point of view of

health and mental resources, and also relates the ability to work to the demands of the work and to disease. The 

work ability of the subjects deteriorated before retirement age: work does not seem to prevent a decline in work 

ability with age. Work ability decreased most in those with physical jobs. Some workers improved in work ability – 

associated with improvement in supervisor attitude, decreased repetitive actions and increased leisure-time 

exercise. There was a shift from physical jobs to mental jobs among those who remained employed during follow-

up. There are positive changes related to ageing in workers: improved perceived health and increased interest in 

exercise. Muscular demands of work must not exceed physical capacity of ageing workers, and job content and 

social support should be developed. The impact of work on functional capacity and symptoms of workers may 

begin even earlier than age 45. (Unfortunately there was no specific comparison of the health of those who continued 

working and those who retired).
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Table 1c: Older workers (> approx. 50years) continued

(Hansson et al. 1997) Successful ageing at work: annual review, 1992-1996: the older worker and transitions to retirement

Narrative review Defines the older worker as >40 because it presents a physiological milestone (though no evidence presented for this 

statement). General conclusions:

• Older employees need to be viewed as individuals. Job performance and well-being among older workers appear 

to reflect the fit between one’s changing abilities and the demands of the job (though the individual’s experience

and coping resources can compensate in part). There is a need to assess on an individual basis the consequences 

of ageing for a continued person-environment fit. Both employer and employee need to assume responsibility 

for their part in the process (e.g. positive accommodation v keeping fit)

• The transition to retirement is seen as occurring in many forms, reflecting a diversity in person and environment

variables: ‘blurred’ retirements; uncertain starts; re-entries; unemployment turning into retirement

• The human factors and safety literature suggests that the traditional workplace designed for the average 20 to 

40 year old will need to be redesigned as the workforce ages.

(Wegman 1999) Older workers

Narrative review (A review of a range of issues surrounding older workers, with the focus on capabilities). Popular misconceptions 

about competence, knowledge, and work capacity play a large role in determining whether older workers remain 

employed. There is no direct relationship between ageing and decline in occupational capacities. The factors which 

make advancing age into a handicap are mostly connected with working conditions mismatched with physical 

capabilities of human beings, and work organization which deny employees any possibility of contributing to the 

development of their jobs.



1
0
6

Is w
o
rk

 g
o
o
d
 fo

r y
o
u
r h

e
a
lth

 &
 w

e
ll-b

e
in

g
?

TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT
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Table 1c: Older workers (> approx. 50years) continued

(Shephard 1999) Age and physical work capacity

Narrative review Ageing is associated with a progressive decrement in various components of physical work capacity, including 

aerobic power and capacity, muscular strength and endurance, and the tolerance of thermal stress. Part of the 

functional loss can be countered by regular physical activity, control of body mass, and avoidance of cigarette 

smoking. The various age-related changes are of concern to the occupational physician, because of the rising 

average age of the labour force. In theory, an over-taxing of the heart and skeletal muscles might be thought to lead

to a decrease of productivity, manifestations of worker fatigue such as absenteeism, accidents, and industrial 

disputes, and an increased susceptibility to musculoskeletal injuries, heart attacks, and strokes. However, in practice,

the productivity, health, and safety of the older worker pose relatively few problems. It is stressed that in general 

there is no longer any need to push workers to their physical limits because of automation-related changes in 

modern methods of production. Similarly, it is rarely necessary to force the retirement of those who have worked 

conscientiously for many years, but now find difficulty in conforming to physical – there is an enormous quantity 

and variety of tasks with only limited physical input.

(Kilbom 1999) Evidence-based programs for the prevention of early exit from work

Narrative review Ageing of the population and lowered average age of retirement imply greatly increased public costs for pensions 

and health care in western societies. Prolongation of working life is necessary to counteract large budget deficits,

and most western countries are now in the process of changing public retirement benefits. Researchers acknowledge 

the importance of work for well-being and health, but also recognise that some working conditions can be 

detrimental. Any prolongation of working life must be accomplished without threatening the well-being of

elderly persons, and therefore working life needs changes that accommodate the capacity and demands of an 

ageing work force are needed. No scientific intervention studies have as yet demonstrated that early exits from 

working life can be prevented while work ability, health, productivity, and a high quality of life are maintained.

However, several studies on return-to-work after prolonged sick leave, re-entry to work after lay-offs, risk factors 

for early retirement, risk/health factors for maintained work ability, and case studies provide indirect support for 

the feasibility of preventing early exits. Information on conditions beneficial for maintaining ageing workers in 

the workforce is rapidly accumulating.
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Table 1c: Older workers (> approx. 50years) continued

(Scales & Scase 2000) Fit and fifty?

Narrative review (A comprehensive review of social, occupational, and economic trends among UK adults in their 50s.) It was found 

that people in their 50s are now comparable in their attitudes, activities and behaviours to people in their 30s and 

40s; they don’t view themselves as ‘older’ and it is only in their 60s that they change.

• Twice as many men in their 50s compared with those in their 30s report their health is poor: for women the 

pattern is less pronounced

• GP visits are not significantly higher for most in their 50s, although they are higher for those living alone and 

for those who are economically inactive

• Men in their 50s are more likely to experience longer periods of economic activity and ill health but there are 

occupational differences

• Unemployment leads to low motivation, depression and general disengagement from active social participation

• Moving out of employment reduces stress and improves health levels for men (but not women) in managerial 

and professional occupations but increases stress and is associated with deteriorating health for those in manual

unskilled occupations.

• Satisfaction with life overall runs at 86% (working), 80% (inactive with a pension) and 48% (inactive without 

a pension) 

• For men and women in managerial and professional occupations, and expectation of early retirement has 

become entrenched and will be difficult to change. Around 25% of those in white collar jobs and about 40% of

those in blue collar jobs would give up working if they could afford to do so, although 65% overall would not 

like to give up working entirely

• For many people in their 50s from professional occupations, early withdrawal from the labour market is a choice

based upon access to a occupational or private pension income. However, for manual workers it is more likely to

be early retirement on grounds of ill health

• 50% of non-working professionals report that they are financially comfortable compared to <20% of former 

blue collar workers, 60% of whom are finding things quite or very difficult compared to 30% of inactive 

professionals.
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TABLE1. HEALTH EFFECTS OF WORK vs UNEMPLOYMENT

Authors Key features (Additional reviewers’ comments in italics)

Table 1c: Older workers (> approx. 50years) continued

(Ilmarinen 2001) Ageing workers

Narrative review The definition of an ageing worker is generally based on the period when major changes occur in relevant work 

related functions during the course of work life. Functional capacities, mainly physical, show a declining trend 

after the age of 30 years, and the trend can become critical after the next 15–20 years if the physical demands of

work are not reduced. On the other hand, workers’ perceptions of their ability to work indicate that some of them 

reach their peak before the age of 50 years, and by age 55 years about 15–25% report that they have a poor ability 

to work, mainly those workers in physically demanding jobs but also those in some mentally demanding positions.

Therefore, the ages of 45 or 50 years have often been used as the base criterion for the term “ageing worker”. The 

need for early action has been emphasised by the low participation rates of European Union workers who are aged

55-59 years (60%) and those 60-64 years (20%) or older and by the early exit of this age group from work life all 

over the world. (Models are presented dealing with means of keeping ageing workers in work – all stakeholders 

(individual, employer, society) working together to promote work ability: whilst no data are presented on health effects,

the underlying assumption is that maintenance of (suitable) work is desirable in older age).

(Benjamin & Facts and misconceptions about age, health status and employability

Wilson 2005) (Age Partnership Group, UK)

Narrative review The report considers some of the myths about older workers, and provides evidence and arguments that aim to 

dispel inaccurate perceptions about older adults. Numerous myths about the relationships between age, health 

and work are explored and discussed. Older workers do not necessarily have less physical strength and endurance 

– many jobs are not physically demanding, and physical demands can be minimised through changes in work 

design. Older workers often show lower levels of short-term sickness absence than younger workers, but some 

older workers may show more long-term absence – however, chronic diseases that lead to long-term absence are 

open to workplace interventions. Older workers do not have more accidents at work. It is concluded that older 

adults are vastly different from each other, and no stereotype is likely to reflect most older workers. There is no 

health and safety justification to exclude older workers from the workforce, particularly given health and safety 

legislation requiring employers to minimise the health and safety risks to all employees. (Apparently aimed at 

employers in the context of age discrimination in employment legislation to be introduced in 2006).



TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2a: School leavers and young adults (Age < approx. 25 years)

(Banks & Jackson 2 cohorts a) 780 & a) 7, 15 & 30 months General Health School leavers moving into employment,

1982, (Jackson et al. b) 647 school leavers b) at school, Questionnaire (GHQ) Youth Opportunity Programmes, or further 

1983) England (male and female) 8 & 24 months education improved their GHQ scores, while 

those who became unemployed deteriorated.

On moving from unemployment to 

employment, increased psychological distress 

fell to levels comparable to those employed 

throughout

Employment commitment amplified or 

reduced the impact of unemployment on 

psychological distress.

(Patton & Noller 57 males & 56 female Before leaving school Self-esteem, Those moving into employment or returning

1984) Australia school leavers & 5 months locus of control to school showed improvements in self-

and depression esteem,locus of esteem and depression scores.

Those leaving school and becoming unemployed 

showed a greater magnitude of deterioration 

on all measures.

(Layton 1986a) 186 male school Before leaving GHQ Baseline measures showed no difference in 

England leavers school & 6 months GHQ scores between those who subsequently 

obtained work or became unemployed.Youths 

who were gainfully employed (or who entered 

further education) showed improvement in 

mental well-being as a consequence of finding 

a job.
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2a: School leavers and young adults (Age < approx. 25 years) continued

(Donovan 
et al.

131 16-year old Before leaving GHQ School leavers who moved into employment 

1986) school leavers school & 6-12 Leeds scale, showed significant improvements on all 

Australia months Life satisfaction, measures, while those who became

unemployed self-esteem. showed significant deterioration. Those on 

government training schemes showed health 

effects that were generally closer to those of

employment.

(Feather & 3,458 school Before leaving Self-concept, Initial longitudinal analysis of change scores 

O’Brien 1986) leavers school, 1 & 2 years locus of control, for the whole group showed that a shift from 

(O’Brien & affect, stress, employment to unemployment or the reverse 

Feather 1990) life satisfaction had little significant effect on psychological 

Australia well-being. The shift from employment to 

unemployment led to more external causal 

attributions for youth unemployment; the 

reverse transition had the opposite effect.

Sub-group analysis (O’Brien & Feather 1990) 

showed that those in good employment that let

them utilize their skills and education had 

significantly higher personal competence,

higher internal control, lower depressive affect 

and higher life satisfaction. Those in poor 

employment were more comparable to the 

unemployed. These results show that the 

relative effects of employment and 

unemployment depend on the quality of

employment.

(Patton & Noller 1990)
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2a: School leavers and young adults (Age < approx. 25 years) continued

(Patton & Noller 216 school leavers Before leaving Self-image, There was little relation between baseline 

1990) school, 1 & 2 years Children’s  measures at school and subsequent employment

Australia depression  scale (i.e. little mental health selection effect).

Those who gained employment or returned to 

education showed slight but not significant 

improvement on all measures, while those who

became unemployed deteriorated significantly 

on all measures.

(No separate data presented for those who moved

from unemployment at time 2 to employment at 

time 3).
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2a: School leavers and young adults (Age < approx. 25 years) continued

(Tiggemann & 672 school leavers Before leaving Self-esteem, There was no relation between baseline 

Winefield 1984), school, 1, 2, 3 locus of control, measures at school and subsequent employment

(Winefield & & 7 years -ve mood & (i.e. no mental health selection effect).

Tiggemann 1990), depression scales School leavers who entered employment or

(Winefield et al. returned to full-time studies had increased

1990), internal locus of control, increased self-esteem,

(Winefield et al. less negative mood and less depressive affect.

1991b) & However, those in unsatisfactory employment 

(Winefield et al. did much more poorly and were more 

1991a) comparable to the unemployed. Social support

Australia and financial security were the most important

modifiers

School leavers who became unemployed had 

lesser improvement in locus of control and self

esteem and little change in mood or depressive 

affect. Those who subsequently became 

employed showed further gains to match those 

employed throughout.

Longitudinal analysis suggested that the 

disadvantaged groups (unemployed or 

unsatisfactory employment) showed smaller 

improvements than the others (satisfactory 

employment or further studies), rather than 

actual deterioration.

(Combined results from various papers, based 

on subsets of same cohort).
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2a: School leavers and young adults (Age < approx. 25 years) continued

(Graetz 1993) 2 samples: 9,000 1, 2 & 3 years GHQ, Psychiatric Students who entered the workforce had 

(Morrell et al. & 2,403 16-25 year case rate significant improvement in GHQ scores.

1994) olds, excluding Among school leavers, the beneficial effects of

Australia those with prior employment were much greater than the 

health problems adverse effects of unemployment.

Unemployed people who subsequently became

employed had significant improvement in

GHQ scores to normal levels and improvement 

in psychiatric case rate.

Further analysis provided strong evidence that 

these health changes were a function of changes

in employment status rather than predisposing

health factors.

The relative risk (RR) of becoming 

psychologically disturbed as a consequence of

moving from employed to unemployed was 

1.51 (95% CI 1.15-1.99) while the RR of those 

who were psychologically disturbed recovering

upon re-employment was 1.63 (95% CI 1.08-

2.48).

(Dooley & Prause 2 samples: 3,369 & Before leaving   Self esteem, School leavers who moved into satisfactory 

1995) 5,969 school leavers school & 7 years Abbreviated locus employment showed greatest average gains 

US of control in self-esteem. Those who moved into 

unsatisfactory employment and those who 

remained unemployed showed lesser gains.
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2a: School leavers and young adults (Age < approx. 25 years) continued

(Dooley & Prause 2 samples: 3,369 & Before leaving   Self esteem, School leavers who moved into satisfactory 

1995) 5,969 school leavers school & 7 years Abbreviated locus employment showed greatest average gains 

US of control in self-esteem. Those who moved into 

unsatisfactory employment and those 

whoremained unemployed showed lesser 

gains.

(Hammarström 1,083 school leavers Before leaving Blood pressure, Males and females who moved into and 

1994a; school, 5 & 14 years somatic and remained in stable employment had less 

Hammarström & psychological increase in blood pressure and fewer somatic 

Janlert 2002) symptoms, smoking, and psychological symptoms by age 21 (5 year 

Sweden alcohol intake follow-up) though all measures increased 

slightly by age 30 (14 year follow-up).

Those who had early unemployment 

(>6 months unemployment between age 

16-21) continued to have significantly increased

somatic (men only) and psychological 

symptoms and smoked more (at 14 year 

follow-up), after controlling for initial health 

and social class.

Alcohol consumption was unrelated to 

employment status or history.

(Mean Patterson 173 16-17 year-old Baseline, GHQ Employment led to lowering of GHQ: this was 

1997) unemployed 10-12 months Self-esteem partly a selection effect but also causal.

UK Employment did not produce any improvement

in low self-esteem.
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2a: School leavers and young adults (Age < approx. 25 years) continued

(Schaufeli 1997) a) 767 school leavers, Before final exam, a) GHQ School leavers who entered work or further 

Netherlands b) 635 college a) 1 year b) SCL-90 studies showed slight improvement in GHQ,

graduates b) 6, 12, 18 Various attitudes while those who became unemployed 

24 months to work deteriorated markedly. Employment status 

had no significant effect on psychological 

distress in graduates (i.e. no causal effect).

There was no mental health selection effect,

but employment was predicted by a positive 

attitude and positive ways of coping with 

unemployment. These results may reflect the 

favourable Dutch structural and cultural 

context at the time.
(

Bjarnason & 7,300 18-24 year 6 month Hopkins Those who moved into permanent employment

Sigurdardottir -old youths follow up Symptom had much less psychological distress. Those 

2003) unemployed Checklist who found temporary employment, returned 

5 Scandinavian >3months to education or stayed at home also showed 

countries + some lesser improvement.

Scotland Perceptions of material deprivation and 

parental emotional support directly affected 

distress in all labour market conditions and 

mediated the influence of various other factors

on distress.
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2b: Adults (Age ~25 to ~ 50 years)

(Cohn 1978) National family Baseline & 1 year Self-satisfaction Becoming unemployed leads to greater 

US panel sample dissatisfaction with self. That decrement is 

reversed with re-employment, after taking into

account residual effects of unemployment on 

familial role performance.

(Warr & Jackson 629 unemployed Baseline & 9 months Reported general On regression analysis, only duration of

1985) men health, GHQ unemployment and age <60 years predicted 

re-employment. (Various measures of baseline

health and employment commitment were 

individually significant but no longer 

significant on multivariate analysis).

Those who regained paid work showed large 

improvements in all measures of health.

(Layton 1986b) 101 men facing Baseline & 6 months GHQ Baseline GHQ did not predict re-employment 

UK compulsory (i.e. no selection effect).

redundancy. Those who were re-employed showed significant

62 re-employed improvement in mental well-being, while those

who remained unemployed showed a significant

increase in minor psychiatric morbidity.

(Payne & Jones 399 unemployed Baseline, 12 months GHQ, reported Re-employment led to improvement in general

1987) men general health, health, psychological distress, anxiety,

203 middle class, financial worries depression and financial worries in both middle

196 working class class and working class. Groups.
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2b: Adults (Age ~25 to ~ 50 years) continued

(Vinokur et al. 297 unemployed Baseline, 4 & 12 Interview, Hopkins Childhood/adolescent stresses,Vietnam war 

1987) 1 month & 189 months Symptom Checklist, stresses and unemployment had 

(Vinokur & Caplan employed males self-esteem, independentadverse effects on mental health.

1987) life satisfaction The adverse effects of unemployment were 

US reversed by re-employment, in contrast to the 

adverse effects of childhood/adolescent and 

war stresses which were long-lasting. However,

unsuccessful job seeking can have negative 

effects on mental health, though these effects 

can be counteracted by social support. These 

effects are particularly strong among highly 

motivated job seekers.

(Iversen & Sabroe 1,153 workers 1, 2 & 3 years GHQ GHQ scores improved markedly and 

1988) in shipyard significantly. When unemployed, this group 

Denmark closing down had comparable scores to other unemployed,

+ 441 control when re-employed they had comparable scores

workers. to other employed people. This improvement 

374 moved from remained significant after allowing for 

unemployment occupation, health and social support.

to re-employment
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2b: Adults (Age ~25 to ~ 50 years) continued

(Vinokur et al. 297 unemployed Baseline, 4 & 12 Interview, Hopkins Childhood/adolescent stresses,Vietnam war 

1987) 1 month & 189 months Symptom Checklist, stresses and unemployment had 

(Vinokur & Caplan employed males self-esteem, independentadverse effects on mental health.

1987) life satisfaction The adverse effects of unemployment were 

US reversed by re-employment, in contrast to the 

adverse effects of childhood/adolescent and 

war stresses which were long-lasting. However,

unsuccessful job seeking can have negative 

effects on mental health, though these effects 

can be counteracted by social support. These 

effects are particularly strong among highly 

motivated job seekers.

(Kessler et al. Stratified Baseline & 1 year Several measures At baseline, all measures of distress were 

1989) population of distress, elevated in unemployed compared with stable 

US sample 492 adults self-assessed employed.

physical ill health Distress at baseline did NOT reduce the 

probability of re-employment (i.e. no negative 

selection effect).

Re-employment reduced levels of distress to 

those of stable employment, and led to 

complete emotional recovery within 1 year.

However, a minority who were re-employed in 

insecure jobs had some persisting depression.
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2b: Adults (Age ~25 to ~ 50 years) continued

(Caplan et al. 1989) 928 recently 1 & 4 months Quality of life, (Randomized field experiment of training in job 

(Vinokur et al. unemployed adults Hopkins Symptom seeking, problem solving and reinforcement).

1991a) Checklist People who found re-employment scored 

(van Ryn & significantly lower on anxiety, depression and 

Vinokur 1992) anger and higher on self-esteem and quality of

US life. Effect sizes were 2-3X greater for those 

who actually participated on employment 

outcomes and mental health (anxiety and 

depression). Further analysis suggested that 

those who needed the intervention most and 

benefited from it were more likely to 

participate. Analysis based on the theory of

planned behaviour demonstrated the 

mediational role of job-search self-efficacy and

the long-term influence of inoculation against 

setbacks.

(Lahelma 1992) 703 previously Baseline , 3 months GHQ Unemployment had an adverse impact on 

Finland employed & 15 months mental well-being; re-employment improved 

registered job the mental well being of the unemployed. The 

seekers 25 to 49 results were similar at both follow-up points.
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2b: Adults (Age ~25 to ~ 50 years) continued

(Virtanen 1993) 84 teenage & 143  2 years Frequency of Re-employment was associated with an 

Finland adult long-term primary health increased rate of consultation, from low to 

(Westin 1993) unemployed, & care visits normal (compared with the continuously 

(Editorial) 82 continuously employed). Further unemployment was 

employed associated with a fall in consultation rates.

(These data are contrary to the usual findings 

that unemployment is associated with increased 

health care consumption. They may be associated

with consultation for sick certification during a 

policy of enforced re-employment).

(Hamilton et al. 1597 autoworkers; 3 months before Hopkins Symptom Unemployment at waves 2 and 3 was related 

1993) 831 from closing closure, 1& 2 years Checklist to prior frequency of reported depressive 

US & 766 from symptoms.

non-closing plants Distress improved in workers whose Wave 3 

outcomes fitted their Wave 2 coping decisions:

those who both wanted and found a job, lost a 

job they disliked, or remained unemployed as 

planned.
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2b: Adults (Age ~25 to ~ 50 years) continued

(Claussen et al. 310 sample of Baseline, 2- and Psychometric testing, There was considerable health related selection

1993) 17-63 year-old 5-year Hopkins symptom to re-employment, in terms of psychological 

(Claussen 1999) registered check list, GHQ, distress and medical diagnosis: a psychiatric 

Norway unemployed medical examination diagnosis was associated with a 70% reduction 

>12 weeks and normal psychometric tests with 2-3times 

41% re-employed better chance of re-employment.

at 2-year follow-up The prevalence of mental disorders was 

reduced by getting a job, with significant 

improvements (compared with those who 

remained unemployed) in depression scores 

and psychiatric diagnosis. However, the 

improvement was less than in some other 

studies.

There was no change in the somatic diagnosis 

rate (though those who remained unemployed 

showed an increase).

At 5-years, re-employment reduced the 

prevalence of alcohol abuse by two-thirds 

(though there may have been some selection 

effect).
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2b: Adults (Age ~25 to ~ 50 years) continued

(Burchell 1994) 365 adult Baseline & GHQ Men: significant improvement in GHQ in 

UK unemployed: 8 months those with secure re-employment; no change 

200 men, in those who with insecure re-employment or 

165 women who remained unemployed.

Women: significant but less marked 

improvement in GHQ in those with secure or 

insecure re-employment; no change in those 

who remained unemployed.

(Wanberg 1995) 129 unemployed Baseline & Global and facet The only significant main effects for time were 

US <4 months 9 months job satisfaction; found for mental health. Individuals moving 

life satisfaction; from unemployment to satisfactory 

GHQ employment showed improved mental health.

Those remaining unemployed or who moved 

into unsatisfactory employment showed no 

improvement in mental health.

There was no significant change in global life 

satisfaction.

(Hamilton et al. Population sample Baseline & Psychiatric (Complex econometric modelling & statistical 

1997) E Montreal residents 4 surveys over Symptom Index analysis) After controlling for endogeneity,

Canada 330 employed and 14 months better mental health improved employability 

350 unemployed and employment led to improved mental 

health.
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2b: Adults (Age ~25 to ~ 50 years) continued

(Halvorsen 1998) 1,000 sample of 2 & 18 months Various measures (Unusual measures of psychological distress + 

Norway 20-59 year old of psychological complex regression analyses). The most 

long-term distress important factors influencing psychological 

(>6 months) distress were financial hardship and marital 

unemployed men breakup; increasing age and female gender

and women also had some effect. Re-employment had  

little impact on psychological distress after 

confounding factors were allowed for.

The most important characteristic of (re-) 

employment was whether it was secure.

To some extent, distress was not due to 

unemployment per se, but due to a selection 

process ending in long-term unemployment 

experienced by people who were already 

distressed at 6 months. (These subjects were 

already long-term unemployed, therefore their 

mental health may have ‘stabilised’ before the 

study commenced).

(Nordenmark & 3,500 randomly 21 months GHQ Psychological distress improved with 

Strandh 1999) selected unemployed re-employment. It improved most in those 

Nordenmark with high economic and psychosocial needs.

1999) The results support the hypothesis that 

Sweden employment status determines both 

employment commitment and mental well-

being.



1
2
4

Is w
o
rk

 g
o
o
d
 fo

r y
o
u
r h

e
a
lth

 &
 w

e
ll-b

e
in

g
?

TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2b: Adults (Age ~25 to ~ 50 years) continued

(Liira & Leino- 781 construction 5 years Subjective health, Previous history of unemployment predicted 

Arjas 1999) & 877 forestry musculoskeletal further unemployment.

Finland workers. All male symptoms & distress Re-employment led to improved distress and 

and employed at depressive symptoms (compared to those who 

baseline became and remained unemployed), almost to 

level of whose who were continuously 

employed.

(Vuori & 553 unemployed 1 year GHQ Those who were re-employed showed 

Vesalainen 1999) aged 18-54 years significantly fewer symptoms, while those who 

Finland who had labour remained unemployed showed no change in 

market interventions. distress levels.

23% employed There was no selection to re-employment 

at follow-up according to distress levels.

(Main focus was on predictors of outcome.

No more detailed data presented on health 

impact of re-employment.)

(Ferrie et al. 2001) 666 civil servants 18 months GHQ, Those who returned to secure employment 

UK in privatized self-rated health, had significantly better general health, less 

department GP visits minor psychiatric morbidity and fewer GP 

(513 men, consultations than those who remained 

153 women) unemployed. Those who permanently exited 

the labour force were comparable to those in 

secure employment. Those who returned to 

insecure employment were comparable to 

those who remained unemployed.
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2b: Adults (Age ~25 to ~ 50 years) continued

(Ferrie et al. 3,685 civil 2, 4, 7 & 10 years General health, GHQ Men and women who moved from insecure to 

2002) servants who were depression scores secure employment had improvement in self-

UK still working after rated health, GHQ scores and depression 

10 years scores (interpreted as ‘minor psychiatric 

morbidity’) compared to those who remained 

in insecure employment, although the GHQ 

and depression scores did not fully return to 

the levels of those who were in secure 

employment throughout.

(Ostry et al. 2002) 3000 sawmill 1 year before Self-reported Long-term working conditions and health 

Canada workers de-industrialisation health status status were generally better for workers who,

& 20 years under pressure of de-industrialisation, left the 

sawmill industry and obtained re-employment

outside this sector.

(Brenner 2002) Aggregate time- --- Mortality Increased employment rates in the direction 

15 EU countries series analysis of a “full employment”economy are a 

(including UK) from 1950-1998. fundamental source of decreased mortality.

+ US (This analysis was the corollary of Brenner’s 

early analyses of unemployment – see Table 1.)

National wealth (GDP per capita adjusted

for inflation) is a simultaneous source of

improvement in the health and longevity of

populations.

(Thomas et al. 13,359 adults aged 8 waves 1991-98/99 GHQ Transitions from employment to either 

2005) 16-74 years from unemployment or long-term sick leave were 

UK British Household associated with significantly increased 

Panel Survey psychological distress for both men and women.

Transitions into employment resulted 

improvement in mental health, though the 

changes were generally not significant.
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2c: Older workers (> approx. 50 years) continued

(Haynes et al. 2129 taking normal 5 years Mortality Mortality after early retirement is higher than 

1978) retirement at 65; would be expected in a corresponding working

USA 1842 taking early group: the only significant predictor is 

retirement (62-64) pre-retirement health status (i.e. a health 

selection effect). Taking all the data, no excess 

mortality was observed after normal retirement.

(Ekerdt et al. 1983) 263 male retirees 3 years Perceived health Compared 114 men who claimed retirement 

USA (from long-term effects of retirement had a good effect on health with 149 men who 

community survey) claimed no effect. Retrospective claims of good

with pre- and effects were not corroborated by longitudinal 

post-retirement pre- to post-retirement improvement in self-

data reported health. Claims of good effect were 

more likely among men who, prior to 

retirement, had serious health problems or 

had jobs that required performing under 

stress. The extent to which health really 

improves upon retirement is a matter of

perspective (subjective vs. objective measures 

of health).
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2c: Older workers (> approx. 50 years) continued

(Frese & Mohr 51 unemployed Baseline & Financial problems, Those who were re-employed or who took 

1987) blue-collar workers 18 months general activity  level, early retirement showed improvements in 

(Frese 1987)  aged >45 years depression, control financial problems and depression, while those

Germany who remained unemployed or who were 

temporarily re-employed and then unemployed

again showed deterioration in financial 

problems, loss of control and depression.

People who retired out of unemployment 

improved in depression similar to those who 

found a job. Disappointed hope (to find a job) 

can lead to depression.

(Reitzes et al. 438 employed 2 years Self-esteem, An investigation of changes in self-esteem and 

1996) and 299 retired depression depression as older workers either move into 

USA persons age 58 retirement or continue their full time 

to 64 at baseline: employment. Self-esteem scores did not 

52% female change for either group during follow-up, but 

depression scores declined for workers who 

retired. Comparing retirees with those who 

continued to work, there was no evidence of a 

negative retirement effect. It does not appear 

that workers enter retirement with well-being 

scores any different to workers who continue 

work. Worker identity meanings become less 

relevant to individuals as they move into 

retirement, but for those who continue to work

a positive set of previous worker-identity 

meanings helps to resist or lower depression.
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2c: Older workers (> approx. 50 years) continued

(Salokangas & 389 people age 62 4 years Physical health Retirement itself had no great immediate 

Joukamaa 1991) at baseline. 80 were (perceived) effects on physical health in general. Mental 

Finland on disability + mental health health of subjects who retired at normal old-

pension; 75 on (GHQ) age retirement (65 y) became better than that 

occupational of subjects who retired before the study 

pension; 184 still (i.e. those on disability or occupational 

working pension) – this is in accordance with the view 

that retirement is a positively anticipated event 

for working people, and may be related to the 

relief of work stress and sense of fulfilment by 

having worked up to normal age.

(Morris et al. Men aged 40-59 Baseline & 5 years Weight gain, Men who remained continuously employed 

1992) who had been smoking, alcohol had the lowest mortality, even after adjusting 

(Morris et al. continuously intake. for socio-economic variables, manual/non-

1994) employed for Mortality manual work and health-related behaviour.

UK 5 years; Even men who retired for reasons other than 

1,779 experienced illness and who appeared to be relatively 

unemployment advantaged and healthy had a significantly 

or retired; increased risk (RR 1.87). The effect was non-

4,412 continuously specific: the increased risk of mortality from 

employed cancer was similar to that from cardiovascular 

disease.

Men who remained in continuous employment

maintained their body weight; men who 

experienced any form of non-employment 

were significantly more likely to lose or gain 

>10% in body weight. There was no evidence 

that non-employment led to increased 

smoking or alcohol intake. Men non-employed

because of illness were significantly more likely

to reduce their smoking and alcohol intake.
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2c: Older workers (> approx. 50 years) continued

(Gallo et al. 2000) 3,119 older workers Baseline & 2 years Physical functioning Involuntary job loss had a significant negative 

(Gallo et al. 2001) aged 51-61 years (activities of effect on physical functioning and mental 

US - 209 had involuntary daily  living), health, even after allowing for baseline health 

job loss CES-Depression status and socio-demographic factors. Results 

scale demonstrate both selection and causal 

mechanisms. Older and unmarried people 

may be especially vulnerable. Re-employment 

was significantly, positively associated with 

physical functioning and mental health at the 

follow-up interview. (Results presented as 

regression analyses and no descriptive statistics,

so not possible to assess how fully the effects were 

reversed).

(Quaade et al. Birth cohorts  1987 - 1996 Mortality In Denmark disability benefit was granted 

2002) 1926-36 (age 50-60 mainly for poor health; early retirement 

Denmark at baseline) benefit was earned through long-term 

membership of an unemployment benefit 

scheme. Standardised mortality rates were low 

in employed persons (0.59 and 0.51 for men 

and women), high in disability beneficiaries 

(2.31 and 1.66), and in-between for early 

retirement benefit recipients (0.88 and 0.72).

Disability benefit recipients had a high 

mortality immediately after retirement,

probably due largely to their pre-existing 

health condition. In early retirement recipients

the relative risk of death increased with time 

since retirement, consistent with an adverse 

effect on health of retirement itself. However,

it was difficult to disentangle the effects of

retirement from the effects of earlier health-

associated selection into the two schemes.
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2c: Older workers (> approx. 50 years) continued

(Mein et al. 2003) 392 retired and Average 36 months SF-36 health Mental health functioning deteriorated over 

UK 618 working civil functioning; time among those who continued to work, and

servants aged employment improved among those who retired. However,

54 to 59 at baseline grade improvements in mental health were restricted

to those in higher employment grades. Physical

health functioning declined over time in both 

working and retired civil servants. In summary,

retirement at age 60 had no effect on physical 

health functioning and, if anything, was 

associated with an improvement in mental 

health, particularly among high socioeconomic

status groups. (Data from British civil servants 

may not be generalisable to other occupational 

groups).

(Gallo et al. 2004) 4,220 older workers Baseline & 2, 4, Myocardial Those who remained in continuous 

US aged 51-61 years 6 years infarction employment had less than half the relative 

- 457 had Stroke risk of stroke compared with those who had 

involuntary job loss late-career involuntary job loss. There was 

statistically significant effect on myocardial 

infarction. (No re-employment data were 

presented).
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2c: Older workers (> approx. 50 years) continued

(Tsai et al. 2005) Oil company 20+ years Mortality After adjusting for socioeconomic status,

US employees who employees who retired early at 55 had greater 

retired at 55, 60 mortality than those who retired at 65 – the 

or 65; employees mortality was about twice as high in the first 

who continued 10 years after retirement. Early retirees who 

working (n=3,668) survived to 65 had higher post-65 mortality 

than those who had continued working.

Mortality was similar in those who retired at 

60 and 65. Mortality did not differ for the first 

5 years after retirement at 60 compared with 

continuing work.

(Thomas et al. British Household 8 waves 1991-98/99 GHQ Transitions from employment to retirement 

2005) Panel Survey and vice versa were associated with non-

UK significant changes in psychological distress 

in men or women. (Note this study also appears 

in Adults section).
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TABLE 2. HEALTH IMPACTS OF EMPLOYMENT, RE-EMPLOYMENT  AND RETIREMENT

Study Population/setting Follow-up Health measures Key findings on re-employment (Additional 

reviewers' comments in italics)

Table 2c: Older workers (> approx. 50 years) continued

(Pattani et al. 1317 ill health Baseline, 12 months Quality of life, SF-36 Retirees’ quality of life improved, but at 1-year 

2004) retirees  in NHS remained lower than the general population.

UK pension scheme 13% were working again, mostly part-time.

(27% < 50) Those who were working showed greater 

improvements in physical and mental 

component scores, compared with those who 

were not working.
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TABLE 3: WORK FOR SICK AND DISABLED PEOPLE

Authors Key features (Additional reviewers’ comments in italics)

Table 3a: Disability

(United Nations Universal Declaration of Human Rights
1948) Article 23.1 Everyone has the right to work, to free choice of employment, to just and favourable conditions 

of work and to protection against unemployment.

(United Nations Declaration on the rights of disabled people
1975) Article 4: Disabled persons have the same civil and political rights as other human beings.

Article 7: Disabled persons have the right to economic and social security and to a decent level of living.
They have the right, according to their capabilities, to secure and retain employment or to engage in a useful,
productive, and remunerative occupation.

(Council of Europe Policy for people with disabilities
1992) Principle 2: policy should aim at guaranteeing full and active participation in community life.
Recommendation All people who are disabled or are in danger of becoming so (our emphasis)- - should - - have as much 
No. R(92)6 economic independence as possible, particularly by having an occupation as highly qualified as possible 

and a commensurate personal income.

(ILO 2002) Managing disability in the workplace
Code of Practice (International Labor Organisation)

This Code is based on the principles underpinning international instruments and initiatives designed to 
promote the safe and healthy employment of all persons with disabilities. (The Code is implicitly based on 
principles of full participation, equality of opportunity, non-discrimination and accommodation as being in the 
best interests of disabled people. However, there is no explicit statement of these principles nor any evidence on the 
health benefits for disabled people.)
The objectives of the code are to provide practical guidance on the management of disability issues in the 
workplace with a view to:
(a) ensuring that people with disabilities have equal opportunities in the workplace;
(b) improving employment prospects for persons with disabilities by facilitating recruitment, return to 

work, job retention and opportunities for advancement;
(c) promoting a safe, accessible and healthy workplace;
(d) assuring that employer costs associated with disability among employees are minimized – including 

health care and insurance payments, in some instances;
(e) maximizing the contribution which workers with disabilities can make to the enterprise.
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TABLE 3: WORK FOR SICK AND DISABLED PEOPLE

Authors Key features (Additional reviewers’ comments in italics)

Table 3a: Disability continued

(IoD 2002) Health and wellbeing in the workplace
Guidance (Institute of Directors, UK)

Lays out the business case for promoting and maintaining health, safety and well-being at work. The most 
important asset of any organisation, whatever its size, is its people: healthier staff contribute more to corporate
success. Offers directors and employers practical advice on how to identify which health and workplace issues
are specific to their workplace and outlines measures to help address them. Covers current workplace health 
issues (stress and musculoskeletal disorders); health risk assessment, management and insurance; flexible 
working; employee support; sickness absence management; vocational rehabilitation; developing health 
policy; and legislative changes.

(The Council of Policy for people with disabilities
the European Union Principle VII.1.1 Employment: To permit the fullest possible vocational integration of people with 
2003) disabilities, whatever the origin, nature, and degree of their disability, and thereby also to promote their social 
Resolution of 15 July  integration and personal fulfilment, all individual and collective measures should be taken to enable them to 
2003 work, whenever possible in an ordinary working environment, either as a salaried employee or self-employed 

person.
The Council of the European Union - - - calls on the Member States and the Commission, - - - to continue efforts 
to remove barriers to the integration and participation of people with disabilities in the labour market- - -.

(OECD 2003) Transforming Disability into Ability: Policies to Promote Work and Income Security for Disabled People
Report (Organisation for Economic Co-operation and Development)

Personal incomes of disabled people depend primarily on their work status. Average work incomes of those 
disabled people who have a job are almost as high as average work incomes of people without disabilities.
Disabled people without a job have considerably lower personal financial resources.
One of the two goals of disability policy is to ensure that disabled citizens are not excluded: that they are 
encouraged and empowered to participate as fully as possible in economic and social life, and in particular to 
engage in gainful employment, and that they are not ousted from the labour market too easily or too early.
(The other goal of disability policy is to provide income security).
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TABLE 3: WORK FOR SICK AND DISABLED PEOPLE

Authors Key features (Additional reviewers’ comments in italics)

Table 3a: Disability continued

(Disability Rights Disability Rights Commission Strategic Plan 2004- 2007
Commission 2004) The goal of the UK Disability Rights Commission is: "a society where all disabled people can participate fully 
Policy paper as equal citizens".

“All our work will be geared to ‘closing the gap’ of inequality between disabled and non-disabled people. That 
means the gap in educational attainment, in career opportunities (not just jobs), earned income - - - so that 
disabled people of all ages can live independently and contribute fully to their communities.”

Various- Summary of UK Disability Literature
summarised in: 50% of ‘disabled’ people do work and 34% of people on disability and incapacity benefits say they want to 
(Waddell & Aylward work. The medical evidence is that many people with longer-term sickness still have (some) capacity for 
2005) (some) work despite their health condition. Incapacity benefits have many financial and other disadvantages 

compared with work.
On average, disabled people in work earn 80-90% as much as non-disabled workers, while disabled people 
who do not work earn less than half that amount (OECD 2003; DRC 2004b). For these reasons, work is the 
best exit from incapacity benefits and, in that sense,‘work is the best form of welfare’ (Mead 1997; Field 1998;
King & Wickam-Jones 1999). The major provisos are:
• For those who can; this must not become an excuse for forcing people off benefits when they cannot 

reasonably be expected to work.
• That suitable work and opportunities are available in the (local) labour market.
• That adequate and effective support into work is provided.
Most people - including disabled people (Oliver & Barnes 1998; DRC 2004a; Howard 2004) and Incapacity 
Benefit recipients (Goldstone & Douglas 2003) - agree that whenever possible productive employment is 
preferable for sick and disabled people, their families and society at large, rather than relying on financial 
benefits as an incomplete replacement for income.
There is strong public support for encouraging benefit claimants back to work,when this is feasible (Williams et al.
1999; Saunders 2002a). However, the preference is for an approach that encourages and helps people to work 
rather than compels them to do so. Many benefit recipients agree but point out that the onus is on society to 
make decent, adequately paid jobs available, and that the process and implementation of any ‘encouragement’
must be fair and reasonable and allow for individual circumstances (Dwyer 2000; DRC 2004c).
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TABLE 3: WORK FOR SICK AND DISABLED PEOPLE

Authors Key features (Additional reviewers’ comments in italics)

Table 3b: Sickness absence and return to work continued

(Schwefel 1986) Unemployment, health and health services in German-speaking countries
Narrative review There are manifold links between (un)employment and (ill) health: Employment may lead to illness because 

of unfavourable working conditions or job insecurity. Illness may lead to sickness absence and increased risk 
of losing employment. Unemployment may aggravate existing, or lead to new, physical or mental ill-health,
and reduce the chances of re-employment (the average duration of unemployment in people with health 
problems is 3x that of healthy unemployed). Alternatively, however, stopping work may improve health.
These links may be modified by the personal characteristics of the (un)employed and by various social 
factors. The main determinant of re-entry to work is the state of the labour market; the other major barriers 
include age, gender, qualifications and job history; health problems are usually not the major barrier.
Unemployment often ends by moving into other social roles: long-term sickness, retired, or housewife.

(Kazimirski 1997) The physician’s role in helping patients return to work after an illness or injury.
Policy Statement (Canadian Medical Association)

Starts from the premise that ‘Prolonged absence from one’s normal roles, including absence from the 
workplace, is detrimental to a person’s mental, physical and social well-being. Physicians should therefore 
encourage a patient’s return to function and work as soon as possible after an illness or injury, provided that 
return to work does not endanger the patient, his or her co-workers or society. A safe and timely return to 
work benefits the patient and his or her family by enhancing recovery and reducing disability.’ (However, no 
evidence is presented or referenced to support this).
The physician’s role is to diagnose and treat the illness or injury, to advise and support the patient, to provide 
and communicate appropriate information to the patient and employer and to work closely with other health
professionals to facilitate the patient’s safe and timely return to the most productive employment possible.

(BSRM 2000) Vocational Rehabilitation
Report (British Society of Rehabilitation Medicine)

Definition: ‘vocational rehabilitation is a process whereby those disadvantaged by illness or disability can be 
enabled to access, maintain or return to employment, or other useful occupation’.
The report focuses on the early management of disability due to illness or injury. It concludes that better,
speedier, more focused management of sickness absence with the aim of job retention and earlier return to
work will - - -improve the quality of life for those involved. Successfully rehabilitated individuals feel
confident about their work abilities and general well-being.
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TABLE 3: WORK FOR SICK AND DISABLED PEOPLE

Authors Key features (Additional reviewers’ comments in italics)

Table 3b: Sickness absence and return to work continued

(AAOS 2000) Early return to work programmes
Position Statement (American Academy of Orthopedic Surgeons)

‘As patient advocates, physicians realise that early return to work has many benefits for the injured worker.’
‘The AAOS believes that safe early return to work programmes are in the best interests of patients. Studies 
have demonstrated that prolonged time away from work makes recovery and return to work progressively 
less likely. Return to work in light duty, part time or modified duty programmes is important in preventing 
the deconditioning and psychological behaviour patterns that inhibit successful return to work and in 
improving quality of life for the injured worker.’

(CBI 2000) Occupational health partnerships
Report (Confederation of British Industry)

Stresses the importance of a healthy workforce and work place, the need to improve UK occupational health 
and rehabilitation services, that businesses of all sizes understand the need to manage areas such as stress and 
rehabilitation, and the need for Government, employers, unions and workers to work together.

(TUC 2000), Rehabilitation - consultation document and report
(TUC 2002) (Trades Union Congress, UK)
Report ‘People who are injured or made ill by their work should have the right to return to health and return to work 

so that they can maintain their earnings and continue their careers. The TUC is committed to improving 
existing provision and stimulating new ways to get people better and get people back to work.’‘The challenge 
of rehabilitation is a moral and humanitarian one, but there is also an economic imperative at work here.’

(BICMA 2000) Rehabilitation, early intervention and medical treatment in personal injury claims
Code of best practice (Bodily Injury Claims Management Association, UK)

‘Employment issues - - can be addressed for the benefit of the claimant to enable him or her to keep the job 
that they have, to obtain alternative suitable employment with the same employer, or to re-train for new 
employment. - - if these needs are addressed at the proper time the claimant’s quality of life and long term 
prospects may be greatly improved.’
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TABLE 3: WORK FOR SICK AND DISABLED PEOPLE

Authors Key features (Additional reviewers’ comments in italics)

Table 3b: Sickness absence and return to work continued

(ABI/TUC 2002) Getting back to work
Discussion paper (Association of British Insurers / Trades Union Congress, UK)

For the injured worker and their family:
• Medical recovery can be accelerated and enhanced by an assisted return to the workplace programme
• Successful rehabilitation would improve their long-term prospects in terms of physical and mental well-

being, quality of life, employment and reintegration into society.

(IUA 2003) Rehabilitation Code of Best Practice and Guide to Rehabilitation
Revised Code (International Underwriters Association/Association of British Insurers/Bodily Injury Claims Management 
& Guide Association, UK)

The Rehabilitation Code is based on the principle that most injured people want, first and foremost, to make 
an optimum and speedy recovery; and that their medical, psychological, social, and practical needs should be 
considered as soon as possible. The aim is to promote the use of rehabilitation and early intervention in the 
claims process so that the injured person makes the best and quickest possible medical, social, and psychological 
recovery.

(ACOEM 2002) The attending physician’s role in helping patients return to work after an illness or injury
Consensus Opinion (American College of Occupational and Environmental Medicine)
Statement ‘- - prolonged absence from one’s normal roles, including absence from the workplace, is detrimental to a 

person’s mental, physical and social well-being - - . A safe and timely return to work benefits the patient and 
his or her family by enhancing recovery, reducing disability, and minimizing social and economic disruption.
- - The attending physician’s role is (therefore) to - - facilitate the patient’s safe and timely return to the most 
productive employment possible’. (Adapted from Kazimirski 1997).
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TABLE 3: WORK FOR SICK AND DISABLED PEOPLE

Authors Key features (Additional reviewers’ comments in italics)

Table 3b: Sickness absence and return to work continued

(James et al. 2002), Job retention and vocational rehabilitation: development and evaluation of a conceptual framework
(James et al. 2003) In the UK, the Health and Safety Commission and Health and Safety Executive have been paying increasing 
HSE Research Report attention to the question of what can be done to increase the likelihood that employees who are sick or 

injured are able to be retained in employment and returned to their jobs, or, failing this, are able to obtain 
alternative employment with the same or another employer.
A proactive approach to facilitating the (early) return to work and the continued employment of ill and
injured workers can have benefits for individuals and organisations. This project developed a short
‘framework’ document about the processes and practices that are central to vocational rehabilitation and
successful job retention. There is widespread agreement among all stakeholders that early and timely
intervention exerts a crucial influence over rehabilitation outcomes: it can help to minimise the emotional
detachment and associated mental health conditions that can develop among absent workers and prevent
acute conditions becoming chronic.

(Kendall 2003) Evidence Review: Raising the awareness of key frontline health professionals about the importance of
Unpublished Report work, job retention, and rehabilitation for their patients
for Department for The review considered what the current evidence on the best way to raise awareness of key front-line health 
Work and Pensions, professionals about the importance of work, job retention, and rehabilitation to their patients. It concluded 
UK that (conclusions rearranged):

• There is an important and complex relationship between employment status and health, supported by a 
strong evidence base. There is a causal link between unemployment and deterioration in health status, and 
there is also a selection process so that people with health problems have more trouble getting paid jobs 
and sustaining employment. The effect of employment status on health is greater than the effect of health 
on employment status. The effects of several moderating variables including age, gender, migrant status,
and duration complicate the relationship between employment status and health.

• Participation in productive activity has a wide range of physical and psychological benefits to individuals,
their families, and society.Work is at the very core of contemporary life for most people, providing financial 
security, personal identity, and an opportunity to make a meaningful contribution to community life.
(This appears to be a philosophical and theoretical argument rather than evidence-based in Kendall’s review.)
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TABLE 3: WORK FOR SICK AND DISABLED PEOPLE
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Table 3b: Sickness absence and return to work continued

(Kendall 2003) Evidence Review: Raising the awareness of key frontline health professionals about the importance of
Unpublished Report work, job retention, and rehabilitation for their patients  (continued)
for Department for • Productive activity has a role in determining both short-term and long-term health. The negative 
Work and Pensions, consequences of economic inactivity, unemployment, and/or underemployment include:
UK • Physical health - elevated risk of specific diseases, suppressed immunological function (not clear how 

much evidence), or early death
• Psychological health - elevated risk of general distress or specific disorders including depression, anxiety,

somatisation, or suicidal behaviour
• Health behaviours – elevated risk of commencing tobacco smoking (mixed evidence), increased use of

health care services
• Some individuals who are prescribed sickness absence are at risk of losing work habits, motivation, and 

work relationships. This places them at risk of not returning to work and therefore exposes them to 
important health risks.

• Many health professionals have insufficient training and lack awareness or interest in occupational issues 
and outcomes.

• There is an implicit tension in the role of health care professionals determining work capability and 
facilitating the return to work process.

• Clinicians sometimes behave defensively and put people off work for extended periods (increasing the risk 
of health effects due to economic inactivity) because they fear being blamed for any symptom exacerbation.

• There is considerable variation in rates of initiating time off work due to illness or injury, duration of sick 
leave, and the provision of effective return to work pathways.

• The principles of best clinical practice should include:
• Avoiding the assumption that the workplace is a harmful environment when a person has illness or injury
• An ill or injured person should not automatically be advised time off work (unless there is a significant 

safety factor, or public health issue such as infection) (continued)
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Table 3b: Sickness absence and return to work continued

(Kendall 2003) Evidence Review: Raising the awareness of key frontline health professionals about the importance of
Unpublished Report work, job retention, and rehabilitation for their patients  (continued)
for Department for • Before moving to full time off work status the option of undertaking selected duties should be 
Work and Pensions, appropriately and fully explored
UK • The best way to avoid the need to return to work is to remain at work.

• If the decision is made to put a person off work, this should be accompanied at the same time by a clear 
plan on how and when to return that person to work.

• Clinicians should be encouraged to assume a safe and sustainable return to productive activity will convey 
the best health benefit to their patient, rather than assuming that absence from work will enhance outcomes.

• Retention of existing employment is preferable to either unemployment, or seeking work with a different
employer. Using the existing workplace as an integral part of the rehabilitation process is more effective 
than viewing it as a place to return an injured or sick employee to following completion of (medical) 
rehabilitation

• It is critical that unemployment does not become medicalised, since this may do more harm than good to 
all involved, and breaches the fundamental health professional principle of ‘first, do no harm’. People 
entering the healthcare system for whatever reason should not be exposed to the negative health consequences
of extended incapacity or unemployment as a consequence of clinical practices.

(NIDMAR 2004) Disability management
Code of practice (National Institute of Disability Management and Research, Canada)

Provides a framework within which employers, unions, legislators, insurers and providers can work together 
to support return to work for workers with disabilities. Identifies best management practices and policies for 
sound workplace programmes in disability management. The main ‘values’ are:
• Safe and productive employment of workers with disabilities.
• Safe and healthy working
• Reduced occurrence and impact of illness and injury due to work
• Consensus among government, labour and management on the achievement of these values 
Disability management requires the coordination of health care and support services, protection of
confidentiality and informed consent, return to work planning, coordination of financial resources and 
information, occupational health and safety, dispute resolution procedures, education of all parties. Central 
to the approach is to remove obstacles within the workplace, policy and regulations. Lays out the responsibilities
of the key participants in disability management, including a return to work coordinator / disability 
management professional.
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Table 3b: Sickness absence and return to work continued

(Hemp 2004) Presenteeism: at work but out of it
Narrative review ‘Presenteeism’ refers to employees who are at work but not as productive as usual because of health problems.

Presenteeism is usually assessed by questionnaires asking workers about times when they have attended work 
even though they had (an episode of) a health condition that they felt should require sick leave. It is difficult 
to quantify because of reliance on self-report of (a) ill health and (b) the impact it has on individual 
productivity, but is generally considered to carry very substantial costs for employers. Presenteeism is most 
often attributed to common health problems such as headache, cold/flu, asthma, allergies, fatigue/depression,
stress, digestive problems, and musculoskeletal disorders. Solutions are seen to lie in the areas of awareness 
and health education (for employees and employers), improved illness management, provision of appropriate
health care (including pharmacological), and compliance with health care advice and treatment.
(Presenteeism appears to be primarily a business rather than a health care concern: it is considered mainly in the 
occupational and business literature rather than the clinical literature, and focuses on health-related productivity 
losses. There is little or no suggestion that work either caused the health problem or (generally) will make it worse.
The emphasis is generally on recognizing and managing the problem in the workplace, rather than arguing for 
keeping workers off work).

(Vingård et al. Sickness presence
2004b) The term ‘sickness presence’ (analogous to presenteeism) is used here to describe situations where the ability
Narrative review to work is impaired due to disease, but yet the person goes back to work. A problem is that the term ‘sickness 

presence’ implies that being present at work is something exceptional if a person is sick. Most people diagnosed
with a disease or disorder do, however, go to work and are not sick listed. Furthermore, the term is rather 
diffuse, and it would be beneficial if one or more specific terms could be used. The current body of scientific 
literature does not provide sufficient evidence to draw conclusions on the consequences of sickness presence.
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Table 3b: Sickness absence and return to work continued

(Vingård et al. Consequences of being on sick leave
2004a) Theoretically, sick leave may have positive and/or negative consequences for the sick-listed individual,
Systematic review e.g. regarding disease, physical and mental health, working life, lifestyle and quality of life. However, the 

circumstances and duration of sick leave varies greatly, and it is difficult to separate the consequences of sick 
leave per se from the consequences of the illness which led to sick leave.
The few studies on the health consequences of sickness absence are mainly of low quality and provide insufficient
evidence to permit any firm conclusions. There is limited evidence that long-term sick leave is associated with
lower subsequent earnings.
The few studies on the health consequences of disability pension are mainly of low quality and provide 
insufficient evidence to permit any firm conclusions. There is limited evidence that significant minorities 
(of one quarter to one third) of disability pension recipients’ report that their quality of life had improved 
or deteriorated. (The most striking finding of this review was the lack of relevant studies).
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Table 3b: Sickness absence and return to work continued

(DWP 2004b) Sick certification: a guide for registered medical practitioners.
Guidance (Department for Work and Pensions, UK)

‘Advice regarding fitness for work is an everyday part of the management of clinical problems and doctors 
should always consider carefully whether advice to refrain from work represents the most appropriate clinical
management. Doctors can often best help a patient of working age by taking action which will encourage and 
support work retention and rehabilitation.When providing advice to a patient about fitness for work you may
wish to consider the following factors:
• The nature of the patient’s medical condition and how long the condition is likely to last.
• The functional limitations which result from the patient’s condition, particularly in relation to the type of

task they actually perform at work
• Any reasonable adjustments that might enable the patient to continue working
• Any appropriate clinical guidelines (e.g. for low back pain)
• Clinical management of the condition which is in the patient’s best interest regarding work fitness,

including managing the patient’s expectations in relation to their ability to continue working.
In summary, you should always bear in mind that a patient may not be well served in the longer term by
medical advice to refrain from work, if more appropriate clinical management would allow them to stay in 
work or return to work.’
‘Help to return to work: It is recognised that the opportunity to do some work can help to improve a patient’s
condition and hopefully lead eventually to a return to regular employment. - - - In some cases where the
patient’s condition could lead to prolonged sickness absence, you may wish to seek early specialist help - - -
There are a range of local support services, including those available through Jobcentre Plus, which may be
available to a patient who is not working, or at risk of losing their job, because of a medical condition or 
disability.’
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Table 3b: Sickness absence and return to work continued

(DWP 2003) Patients, their employment and their health: how to help your patients stay in work
Guidance (Department for Work and Pensions, UK)

GP advice is important in shaping patient and employer beliefs and influencing return to work
• As time away from work goes on significant heal effects can occur – depression and other psychological 

problems increase whatever the original diagnosis.
• The longer a patient is off work the lower the chances of returning. Less than 50% of people with 6 months

sickness absence ever return to work and few people return to any form of work after 1-2 years absence,
irrespective of further treatment.

• Strategies directed towards job retention are of proven value: they are needed in the first months of
sickness absence.

• Return to work after acute symptoms of depression have eased, but before it has completely resolved, may 
aid recovery.

Support work resumption:
• Suggest work adjustments, where appropriate, rather than signing the patient off work.
• Suggest work adjustments if the patient is off sick – to enable early return to work.
• Prescribe graduated work and/or transitional arrangements.
• Suggest workplace assessment by workplace occupational health professional.
• Dispel the myth that employers cannot dismiss the patient while off sick.
If other (non-work or non-health) factors are the main problem, getting back to work may aid recovery.
Signing patients off work may risk their job and add to their problems. Say as you advise the patient:
‘There will come a point at which work will make you feel better – we don’t want to miss that’.



1
4
6

Is w
o
rk

 g
o
o
d
 fo

r y
o
u
r h

e
a
lth

 &
 w

e
ll-b

e
in

g
?

TABLE 3: WORK FOR SICK AND DISABLED PEOPLE

Authors Key features (Additional reviewers’ comments in italics)

Table 3b: Sickness absence and return to work continued

(Waddell & Burton Concepts of rehabilitation for the management of common health problems
2004) Develops five fundamental concepts:
Theoretical & • ‘Common health problems’ - mild/moderate mental health, musculoskeletal and cardio-respiratory 
conceptual review conditions that now cause about two-thirds of longer-term sickness absence, incapacity for work and early 

retirement on health grounds. Epidemiology shows that similar symptoms are very common in the general 
population, but they do not necessarily mean ‘illness’ and most people cope with them or recover 
uneventfully. There is often little or no objective pathology or severe and permanent impairment, and 
long-term incapacity is not inevitable. There are usually associated psychosocial problems. The less the 
impairment and the more subjective the complaints, the more central the role of personal/psychological 
factors.

• ‘Obstacles to recovery’ - health-related, personal/psychological and social/occupational factors that 
aggravate and perpetuate disability and, critically, may also act as obstacles or barriers to normal recovery 
and (return to) work after injury or illness.

• Rehabilitation for common health problems is about identifying and addressing obstacles to recovery.
Rehabilitation principles should be an integral part of good clinical and occupational management.

• The evidence shows that the best ‘window of opportunity’ for effective rehabilitation is between about 
1 and 6+ months off work (though the exact limits are unclear).

• Every health professional that treats patients with common health problems should be interested in and 
take responsibility for rehabilitation and occupational outcomes. This does not mean that every health 
professional should become a ‘rehabilitation specialist’; rather, it goes to the heart of what good clinical 
management is all about.

(Starts from the premise that ‘there is now broad agreement on the importance of rehabilitation and the need 
for better occupational health and vocational rehabilitation services in the UK’ and the assumption that this 
will improve health and vocational outcomes for sick and disabled people, but does not provide any direct evidence 
on the health benefits of (return to) work) (Also in Table 5).
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Table 3b: Sickness absence and return to work continued

(DWP 2004a) Framework for vocational rehabilitation
Discussion paper (Department for Work and Pensions, UK) 
(Coleman & From responses to the Government’s policy paper and qualitative research, it is clear that many UK stakeholders 
Kennedy  2005) (including employers, insurers, disability groups, health professionals and academics are ‘enthused’ about the
Research report potential of vocational rehabilitation.

(HSE 2004b) Managing sickness absence and return to work: an employers’ and managers’ guide
Guidance (Health and Safety Executive, UK)

The guidance starts from several key standpoints:
• Work, provided it is managed safely and effectively, is essential to good health and well-being
• Inability to get back to work due to poor health brings on more health problems, both physical and mental
• Sickness absence is a major cost to industry – effective management makes good business sense
• Early management of sickness absence is essential to prevent long-term absence
The guide describes the best practice steps for managing sickness absence, and promotes the concept of
‘recovery of health at work’. It covers a wide range of issues:
• Importance and understanding of the issues
• Legal obligations and responsibilities
• Managing recovery at work
• Recording sickness absence
• Keeping in contact
• Return to work interview
• Planning workplace adjustments
• Making use of professional and other advice and treatment
• Agreeing and reviewing a return to work plan
• Coordinating the return to work process
• Developing and implementing a sickness absence and return to work policy.
(This was the first major guidance from the Health & Safety Executive on sickness absence management, based on
a mix of evidence-based and consensus-based best practice. It notes that contacting sick-listed workers or helping 
them return to work is not a legal requirement; but rather a duty of care (though there is legislation covering 
protection after return to work). Most important is the focus on recovery of health at work).
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Table 3b: Sickness absence and return to work continued

(HSE 2005) Working together to prevent sickness absence becoming job loss: Practical advice for safety and other 
Guidance trade  union representatives

(Health and Safety Executive, UK)
Work is essential to health, well-being, and self-esteem. When ill health causes long-term sickness absence, a
downward spiral of depression, social isolation, and delayed recovery may make returning to work difficult
and less likely. Reducing long-term sickness absence helps maintain a healthy and productive business and
safeguards everybody‘s jobs.
Following illness, injury or the onset of disability:
• Starting everyday activities again, like going to work, helps people to feel better;
• Any remaining pain or discomfort can often be managed at work, with the right adjustments;
• Work that is well managed is good for people’s health, whilst staying off work can make them feel worse;
• The barriers to returning to work often arise from personal, work or family-related problems, rather than

the original health condition itself;
• Early intervention by employers, working in partnership with safety and other trade union representatives,

significantly increases the chances of people who are off sick returning to work.
• Successful return to work depends on constructive cooperation between everyone involved.

(Talmage & Physician’s guide to return to work 
Melhorn 2005) (American Medical Association)
Guidance Why should physicians encourage early and ultimate return to work whenever possible? ‘Simply stated,

because it is usually in the patient’s best interest to remain in the workforce’ (their emphasis). (Elements of
the physician guidance are in Tables 5 and 6).
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Table 3b: Sickness absence and return to work continued

(Mowlam & Exploring how general practitioners work with patients on sick leave
Lewis 2005) (Department for Work and Pensions, UK)
DWP Research Qualitative study of GPs’ approaches to managing sickness absence and to assisting patients in returning to 
Report work.

Dealing with sickness absence is a daily issue for GPs. Most absences are short; more problematic and 
sometimes lengthier absence is particularly associated with back pain, depression, stress and anxiety. GPs 
commented on the rising prevalence of absence due to workplace stress arising from poor relationships at 
work, and rising workloads and pressure. The view among GPs is that sickness absence is almost always 
genuine. However, patients’ behaviour and motivation is also said to be influenced by issues such as 
subjective reactions to the experience of illness, organisational culture and financial circumstances.
There is a widespread view among GPs that work can be of therapeutic benefit for a range of physical and 
psycho-social reasons. This view is qualified, however, where patients worked in low-paid jobs of low social 
status, and where the job itself caused or exacerbated a physical or psychological condition. These views are 
influenced by GPs’ own personal views about the value of work, as well as observations of patients and 
research.
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Table 3b: Sickness absence and return to work continued

(Young et al. 2005) A developmental conceptualization of return to work
Narrative review There is general agreement among all stakeholders that a safe, timely, and sustainable return to productivity is

desirable.
The traditional medical model of return to work is inadequate because it assumes that capacity for work is 
primarily dependent on the nature and severity of the clinical condition. In reality, return to work is more 
complex because many health conditions are persistent or recurrent, and because personal and environmental
factors are important. Return to work is not an isolated event but is better viewed as an evolving process that 
is influenced by different factors at different times.
Phase 1 – Off Work. The worker is not necessarily totally incapacitated for work throughout this phase.

This phase ends when a suitable return to work opportunity is available and the worker is about to attempt 
work re-entry.

Phase 2 – Re-entry. During this phase the worker re-enters work either in his or her previous work(place) 
or at some alternative. Stakeholders go through a process of determining if and how work can be 
undertaken in a way that is satisfactory to all parties. This phase may include making work adjustments 
and concludes when the worker actually commences work.

Phase 3 – Maintenance. During this phase the worker strives to meet work demands and monitoring of
performance is likely. This is essentially a matter of demonstrating sustained employability, which may 
sometimes be open-ended.

Phase 4: Advancement. Many sick or disabled people first enter low-status, low-paid or insecure work.
Sustained employment may lead to raised ‘human capital’ and the potential for ‘better’ work. (Young et al’s 
original Phase 4 focused on qualifications and promotion, which has been adapted to the UK and social 
security context.)

This model of return to work has implications for rehabilitation interventions, outcome measurement, and 
research.
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Table 3b: Sickness absence and return to work continued

(ACOEM 2005) Preventing needless work disability by helping people stay employed
Report (American College of Occupational and Environmental Medicine)

There is strong evidence that activity is necessary for optimal recovery from injury/illness/surgery, while 
inactivity delays it. Moreover, for an array of conditions including depression, chronic pain, fibromyalgia,
and chronic fatigue syndrome, simple aerobic physical activity has been shown to be an effective treatment.
There is also evidence that remaining at or promptly returning to some form of productive work improves 
clinical outcomes as compared to passive medical rehabilitation programs. Therefore, the ACOEM Practice 
Guidelines consistently recommend exercise, active self-care, and the earliest possible safe return to work.
Better management of the stay at work and return to work process (including key non-medical aspects) will 
improve outcomes, support optimal health and function for more individuals, and encourage their continuing
contribution to society.

(Franche et al. 2005) Workplace-based return-to-work interventions: a systematic review of the quantitative literature.
Systematic review 10 studies of workers compensation claimants were of sufficient quality to be included in the review. There 

was strong evidence that work disability duration is significantly reduced by work accommodation offers and 
contact between healthcare provider and workplace; and moderate evidence that it is reduced by interventions 
which include early contact with worker by workplace, ergonomic work site visits, and presence of a return-
to-work coordinator. For these five intervention components, there was moderate evidence that they reduce 
costs associated with work disability duration. There was limited evidence on the sustainability of these effects.
There was mixed evidence regarding any direct impact on quality-of-life outcomes. (Importantly, however,
this review found no evidence that return to work had any adverse impact on quality of life) (Also in Table 5).
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Table 3b: Sickness absence and return to work continued

(FOM 2005) The Health and Work Handbook: Patient care and occupational health: a partnership guide for primary
Handbook care and occupational health teams 

(Faculty of Occupational Medicine/Royal College of General Practice/Society of Occupational Medicine, UK)
Work is important for people. Work is the best way to achieve economic independence, prosperity and 
personal fulfilment; it also helps reduce health and social inequalities. Helping patients to stay in work, or 
return to work, after absence due to illness or injury, is an important part of the therapeutic process, improves 
health outcomes in the long-term, is essential to restoring quality of life, and is an indicator of successful 
outcome of treatment. Conversely, long-term sickness absence can lead to job loss, long-term incapacity,
social exclusion, and health inequalities.
Primary care teams and occupational health professionals have a central role to play in return to work. GPs 
are well placed to offer simple fitness for work advice to their patients and to provide the focused support 
necessary to assist their recovery and retention in work. Occupational health professionals can provide more 
specialist advice and support in developing return to work programmes which will ensure that workers can 
return to work and that such return can be sustained. Close working and effective communication between 
primary care and occupational health professionals is essential.

(FPH/FOM 2006) Creating a healthy workplace
Guidance (Faculty of Public Health/Faculty of Occupational Medicine)

The workplace has a powerful effect on the health of employees. How healthy a person feels affects his or her 
productivity, and how satisfied they are with their job affects their own health, both physical and 
psychological. When organisations proactively improve their working environments by organising work in 
ways that promote health, all the adverse health-related outcomes, including absence and injuries, decrease 
(making a strong business case for creating a healthy workplace). Health promotion initiatives will only be 
effective under conducive management conditions, primarily those that stimulate employee satisfaction.
Other important factors include how work is organised carried out, physical working conditions, employee 
consultation/involvement, and organisational policies, procedures and rules. Guidance is provided on how to 
employers can achieve a healthy workplace - there is a focus on mental well-being/stress and musculoskeletal 
conditions: interventions include risk assessment and hazard control, smoke-free workplaces, promotion of
physical activity and healthy eating, and sickness absence/rehabilitation policies.
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TABLE 4: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MENTAL HEALTH CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 4a: Severe mental illness

(Schneider 1998) Work interventions in mental health care
Narrative review Argued for a reconsideration of the role of work in psychiatric treatment and rehabilitation for people with 

severe mental disorders. Offered five perspectives on why psychiatry should place greater emphasis on work:
• Ideological principles and social justice
• Macro-economic considerations
• Demand on the part of service users themselves
• The changing context of mental health care and of public perspectives on mental illness
• The evidence of clinical benefits from constructive occupation, which are relevant to evidence-based 

health care.
Under the last heading, reviewed the historical evidence on constructive occupation in UK mental hospitals 
and in earlier UK vocational rehabilitation settings, though concedes much of that was observational and 
now out of date. Considered how work might improve mental health but also recognised that ‘there is a 
possibility that for people with mental health problems work itself might be psychologically detrimental’.
However,‘such reservations serve, not to rule out work, but to direct attention to the quality of employment 
opportunities available to people with mental health problems, to matching jobs to abilities, and to taking 
into account the conditions in which a person works’. Concluded that ‘evidence of clinical benefits - - - is on 
balance positive’.

(Baronet & Gerber Efficacy of psychiatric rehabilitation – evidence on four models
1998) Definition: a psychiatric rehabilitation programme is one whose primary focus is on improving clients’ skills
Systematic review in order to minimise the impact of the psychiatric illness on their functional capacity.

22 studies on the Assertive Community Treatment Model showed positive effects on symptoms and health 
care use, but did not improve global functioning and had mixed effects on quality of life. Only 4 studies had 
occupational outcomes, with conflicting results.
25 studies of Case Management improved social and global functioning with mixed effects on quality of life.
Case management programmes that emphasised use of vocational services had a positive impact on 
occupational status.
11 studies of Supported Employment produced positive effects on the ability to gain employment and on 
sustained employment over time. However, there was patient selection for entry to these programmes,
including clinical stability and willingness to participate in vocational training and seeking employment.
5 studies of Educational Rehabilitation were, overall, associated with improved educational status which was 
generally followed by improved occupational status. Again, however, there was probably some selection of a 
higher functioning sub-group of patients. (Reviewed studies published from 1987-1996).
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TABLE 4: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MENTAL HEALTH CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 4a: Severe mental illness continued

(Barton 1999) Psychosocial rehabilitation services in community support systems
Meta-analysis The clinical characteristics and service needs of people with serious and persistent mental illness vary over 

the course of the illness and the individual’s life. Long-term studies show that over a number of years,
recovery is a realistic possibility and about 60% of patients achieve symptomatic remission and normal role 
functioning. Reviews of Supported Employment have consistently found positive employment outcomes but 
no evidence that employment gains are generalized to other outcomes (see Crowther et al 2001 below). Cost-
effectiveness studies show an average reduction of >50% in health care costs, particularly due to reduced 
hospitalisation. (No further data was presented on cause-effect relationships between work and symptoms).

(Simon et al. 2001) Depression and work productivity
Systematic review Major depression is one of the health conditions associated with the greatest work loss and work cutback.

There is a strong dose-response relationship between the severity of depression and level of psychosocial 
disability. There is a strong association between improvement in depression and improved capacity for work,
though that tends to lag behind symptomatic improvement and remains vulnerable to clinical relapse.
(No further data was presented on cause-effect relationships between work and symptoms).

(Crowther et al. Helping people with severe mental illness to obtain work
2001b) (Systematic review and Cochrane review including 18 randomised controlled trials (RCT) of reasonable 
(Crowther et al. quality.) The main finding was that on the primary outcome measure (number in competitive employment) 
2001a) there is strong evidence that Supported Employment is effective and significantly more effective than 
Cochrane Review Pre-vocational Training; for example at 18 months 34% of people from Supported Employment interventions 

were employed versus 12% from Pre-vocational Training (RR random effects (unemployment) 0.76 95% 
CI 0.64 to 0.89, NNT 4.5). Clients in Supported Employment also earned more and worked more hours per 
month than those in Pre-vocational Training.
Pre-vocational Training was no more effective than standard community care or hospital care in helping 
clients to obtain competitive employment (strong evidence).
Multiple but heterogeneous RCTs showed that neither Supported Employment nor Pre-vocational Training 
produced any significant effect on clinical outcomes such as severity of symptoms, hospitalisation rates for 
mental illness, self-esteem, or quality of life (moderate evidence). Data on health care costs were inconclusive.
(Importantly, however, the review did not describe any evidence that either Supported Employment or 
Pre-vocational Training caused any significant deterioration in the psychiatric condition).
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TABLE 4: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MENTAL HEALTH CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 4a: Severe mental illness continued

(Schneider et al. Occupational interventions and outcomes for people with severe  mental disorders
2002) This review built on a Cochrane Review (Crowther et al 2001 -see above) and included 225 studies
(Scheider et al. Studies of various forms of Sheltered Employment provided conflicting evidence on occupational outcomes.
2003) There was limited and conflicting evidence of any effect on quality of life, self-esteem and physical, mental
Systematic review, and social functioning. Altogether, there was no conclusive evidence of effectiveness and some evidence 
expert consultation, Sheltered Employment might have detrimental effects.
UK policy paper Studies of Training and Supported Education focused mainly on educational outcomes and did not report 

or provide any clear evidence on occupational outcomes. No evidence was reviewed on clinical outcomes.
Found that the strongest evidence was for Supported Employment (largely based on the Cochrane Review by 
Crowther et al 2001). Found additional, limited evidence (Bond et al. 2001) that clients who did a substantial 
amount of competitive employment had greater satisfaction with vocational services, finances and leisure 
activities, and showed greater improvement in self-esteem and psychiatric symptoms. However, most of the 
evidence on Supported Employment is from the US, and these interventions need to be evaluated in a UK 
context.
The authors were optimistic that: ‘Social inclusion through employment is a more realistic prospect for 
people with (severe) mental health problems than ever before. There are six reasons why this is so in the  
UK today. Firstly, as always, there is a steady demand for paid work on the part of people with mental health 
problems. Secondly, there is broad legislative provision to protect the right to work of all disabled people.
Thirdly, there are policy guidelines, with the ultimate objective of increasing social inclusion, that highlight 
the importance of employment. Fourthly, the benefits system is becoming progressively more flexible in 
relation to some forms of employment. Fifthly, there is a growing body of practice knowledge about how to 
help people with mental health problems achieve employment. And, finally, there is some sound evidence  
of the effectiveness of occupational interventions.’
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TABLE 4: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MENTAL HEALTH CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 4a: Severe mental illness continued

(Twamley et al. 2003) Vocational rehabilitation in schizophrenia and other psychotic disorders
Meta-analysis Review of 11 RCTs,9 of which were of Individual Placement and Support (IPS) or Supported Employment (SE).

Meta-analysis showed that 51% of patients who received IPS/SE were in competitive employment, versus 
18% of those who received conventional vocational rehabilitation (weighted mean effect size = 0.79). As 
part of the narrative background, stated that ‘The multiple benefits of work rehabilitation and employment 
for patients with schizophrenia are well documented, and include increased income, external structure,
achievement of a valued social responsibility, greater socialisation, more opportunities to use skills, and 
improved self-esteem’ (and provided references to support these statements, but did not actually analyse 
these non-vocational data).

(Marwaha & Schizophrenia & Employment
Johnson 2004) Many people with schizophrenia say they want to work but there are wide variations in their reported 
Systematic Review employment rates. Most recent European studies report rates between 10 - 20%, while the rate in the US is 

less clear. The employment rate in schizophrenia appears to have declined over the last 50 years in the UK.
There is a higher level of employment among first-episode patients. A large and consistent evidence base 
supports an association between good pre-morbid functioning and favourable employment outcome in 
schizophrenia. Barriers to getting employment include stigma, discrimination, fear of loss of benefits and a 
lack of appropriate professional help. The most consistent predictor of employment is previous work history.
There is strong evidence from multiple studies of a correlation between working and positive outcomes in 
social functioning, symptom levels, quality of life and self esteem. However, few of these studies control for 
important baseline factors and a clear causal relationship has not been established.

(Bond 2004) Supported employment for people with severe mental illness
Narrative review Review of 4 studies of the conversion of day treatment to supported employment and 9 RCTs comparing 

supported employment to a variety of alternative treatments. These two lines of research suggest that 40-60% 
of patients enrolled in a supported employment programme obtain competitive employment compared with 
<20% of similar patients in the control groups. Enrolment in supported employment, by itself, has no 
systematic impact on non-vocational outcomes such as re-hospitalisation or quality of life. However, those 
patients who do hold competitive jobs for a sustained period of time show better symptom control and 
improved self-esteem. (That last conclusion appears to be based on the single study by Bond et al 2001).
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TABLE 4: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MENTAL HEALTH CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 4b: Minor/moderate mental health problems

(Harnois & Gabriel Mental health and work: impact, issues and good practices
2000) There is growing awareness of the role of work in promoting or hindering mental well-being and its corollary
WHO/ILO Report – mental illness. Most mental health professionals agree that the workplace environment can have a significant 

impact on an individual’s mental well-being (both positively and negatively).
Mental health problems are the most common cause of illness, sickness, disability and loss of productivity.
15-30% of people will experience some form of mental health problem at some time in their lives. Even if work
is not the primary cause of mental illness (which is usually multifactorial - (Wessely 2004)), mental illness 
impacts on work and is therefore an occupational health issue. Considers major myths about mental illness in 
the workplace and the evidence that they are untrue:
• Myth 1: Mental illness is the same as mental retardation.
• Myth 2: Recovery from mental illness is not possible.
• Myth 3: Mentally ill employees tend to be second-rate workers (even after effective treatment).
• Myth 4: People with psychiatric disabilities cannot tolerate stress on the job.
• Myth 5: Mentally ill individuals are unpredictable, violent and dangerous (even after effective treatment).
Argues that the workplace is an appropriate environment in which to educate individuals about, and raise 
their awareness of, mental health problems; to promote good mental health practices; for the recognition and 
early identification of mental health problems; and to establish links with local mental health services for 
referral, treatment and rehabilitation. Provides examples of good practice in mental health promotion in the 
workplace; management of workers who develop mental health problems; and vocational rehabilitation 
models/programmes for workers with long-term mental health problems. Mental health at work should 
encompass individual and organizational dimensions. (This is a somewhat ‘medical model’ approach.)

(Dunn et al. 2001) Physical activity dose-response effects on outcomes of depression and anxiety
Systematic review Observational cross-sectional studies demonstrate that greater amounts of occupational and leisure time 

physical activity are generally associated with less symptoms of depression. Quasi-experimental studies show 
that light, moderate and vigorous intensity exercise can reduce symptoms of depression. There is mixed 
evidence on the relationship between cardiorespiratory fitness and reduction in symptoms. There is no 
evidence on a dose-response relationship. There is limited evidence on anxiety.
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TABLE 4: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MENTAL HEALTH CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 4b: Minor/moderate mental health problems continued

(Glozier 2002) Mental ill health and fitness for work
Narrative review The term ‘common mental disorders’ includes those who are considered as ‘cases’ by such measures as the 

General Health Questionnaire (GHQ), the most commonly used measure of ‘stress’ or ‘mental ill health’ in 
occupational studies, and those with the minor, and usually mixed, anxiety and depression often seen in 
primary care. At any one time some 20–35% of the working population fall into the former category and 
approximately 10% the latter.
‘The relationship between mental ill health and fitness for work is still very unclear. Much of the research has 
looked at specific cohorts and often ignored factors external to the workplace. The advocates of the effects of
“workplace stress” should not lose site of the fact that being unemployed is associated with twice the level of
psychiatric morbidity of any employed group (teachers and nurses being possible exceptions). However, the 
working environment can be an important determinant of both mental ill health and, for many, well-being.’

(RCP 2002) Employment opportunities and psychiatric disability
Report • Work plays a central role in people’s lives and is a key factor in social inclusion.

• Work is important in maintaining and promoting mental and physical health and social functioning.
Being in work creates a virtuous circle; being out of work creates a vicious circle.

• Work is important in promoting the recovery of those who have experienced mental health problems.
(Largely based on the evidence about work and unemployment (as in Table 1) and the Cochrane Review by 
Crowther et al 2001- see above. Does not document any evidence on the health impact of work for patients with 
mild/moderate mental health problems).

(Thomas et al. 2002) Job retention & mental health
Conceptual, Reviews the literature on job retention and mental health problems, including Employee Assistance Programmes,
narrative review the Social Process Model, the Case Management Approach, and the Avon & Wiltshire Job Retention Pilot.

Concludes that: ‘Work has a positive effect on people with mental health problems in relation to self-esteem,
self-identity, providing scheduled activity and purpose, and symptom management. Conversely, losing a job 
or being demoted often has a negative effect on people with mental health problems’ (but does not provide 
references or linkage to the evidence for this conclusion).
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TABLE 4: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MENTAL HEALTH CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 4b: Minor/moderate mental health problems continued

(Fryers et al. 2003) Social inequalities and the common mental disorders: a systematic review of the evidence
Systematic review The focus of this review was on less severe ‘common mental disorders’ - ‘neurotic’ conditions dominated by 

anxiety, depression or a combination of both – which contribute substantially to all morbidity. The review 
included 9 general population studies in developed countries (4 in UK) since 1980, with samples of >3,000 
adults of working age, broad social class range and mental illness identified by validated instruments
(5 General Health Questionnaire, 6 clinical diagnostic criteria). Eight out of nine studies provided evidence 
of a positive association between less privileged social position and higher prevalence of common mental 
disorders. The most consistent relationship was with unemployment, less education (OR 1.26-2.82), lower 
income, or lower material standard of living (OR 1.53-2.59); occupational-based social class was least 
consistent. Importantly, no study showed any negative association. The authors concluded that common 
mental disorders are significantly more frequent in socially disadvantaged populations.

(Michie & Williams Reducing work related psychological ill health and sickness absence.
2003) Review of evidence about the work factors associated with, and about successful interventions to prevent or 
2003) reduce, psychological ill health and sickness absence. Key work factors associated with psychological ill health 
Systematic review and sickness absence in staff include long hours worked, work overload and pressure, and the effects of these 

on personal lives; lack of control over work; lack of participation in decision making; poor social support;
and unclear management and work role. (This review apparently focused mainly on a particular set of
‘psychosocial aspects of work’.) There was some evidence that sickness absence was associated with poor 
management style. Successful interventions that improved psychological health and levels of sickness absence 
used training and organizational approaches to increase participation in decision making and problem 
solving, to increase support and feedback, and to improve communication. It is concluded that many of the 
work related variables associated with high levels of psychological ill health are potentially amenable to change,
as shown in intervention studies that have successfully improved psychological health and reduced sickness 
absence.
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TABLE 4: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MENTAL HEALTH CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 4b: Minor/moderate mental health problems continued

(Seymour & Grove Workplace interventions for people with common mental health problems
2005) (British Occupational Health Research Foundation).
BOHRF Report This report defined common mental health problems as those that:

• occur most frequently and are more prevalent;
• are mostly successfully treated in primary rather than secondary care settings;
• are least disabling in terms of stigmatising attitudes and discriminatory behaviour.
Concluded that for the:
1. Job retention of employees at risk:
*** individual approaches to stress reduction, management and prevention for a range of health care 

professionals are effective and are preferable to multi-modal approaches.
2. Rehabilitation of employees with sickness absence associated with mental health problems:
*** cognitive behavioural (CBT) interventions are effective and they are more effective than other intervention

types. CBT is most effective for workers in high-control jobs.
** brief (up to 8 weeks) therapeutic interventions such as individual counselling are effective for employees 

with job-related or psychological distress
Note that outcome measures were very mixed and often combined self-report and observational indices:
however,‘making people better’ is not the same as ‘getting them back to work’. (This review includes theoretical 
arguments why job retention is good for mental health, but does not provide any direct empirical evidence.)

Discussions Round Table Discussions at the launch of the Report supported these conclusions and expanded upon 
several points:
1. Common health problems (CHP) at work are generally labelled ‘stress’ but the same problems outwith 

work tend to be given different diagnoses.
2. Health professionals need to take a more balanced approach to CHPs. E.g. GPs need to be informed that 

work can have positive therapeutic effects (evidence shows that work is more often good for mental health 
than bad for it).

3. Practical tools need to be developed to implement evidence-based individual level interventions.
4. Good quality research is needed into organisational level interventions.
5. Good cost-benefit studies are required to establish the business case and persuade employers and others to 

invest in better management of CHPs.
6. The question was raised whether the findings in this Report were compatible with the HSE Stress 

Management Standards. The response was that these were really looking at two different things. The stress 
management standards focus specifically on workplace issues and interventions, and acknowledge that 
there is currently a lack of evidence on some of these issues. Even if workplace issues were resolved, there 
would still be a lot of CHPs and these would impact on work. This Report focuses on their management.
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TABLE 4: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MENTAL HEALTH CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 4c-i: Stress: The impact of work on mental health

(Edwards & Cooper The impact of positive psychological states on physical health: a theoretical framework, review of the
1988) evidence and methodological issues
Narrative review While much research has focused on the impacts of negative psychological states, such as stress, on physical 

health, there has been relatively little research into the effects of positive psychological states. This paper 
proposes a theoretical framework in which stress is defined as ‘a negative discrepancy between an individual’s 
perceived state and desired state, provided that the presence of this discrepancy is considered important by 
the individual’. This model may be readily adapted to include positive emotional experiences by explicitly 
acknowledging positive discrepancies where the individual’s perceived state meets or exceeds their desired 
state. This is analogous to Selye’s discussion of ‘eustress’, which refers to the happy, healthy state of fulfillment.
It is also consistent with positive psychological states such as job satisfaction, perceived quality of life and 
subjective well-being. Such positive psychological states may influence health by two main mechanisms:
a) by evoking physiological responses that, in the long run, have direct beneficial effects on physical (and 
mental) health (this is the converse of the usual view of stress as a purely negative phenomenon); b) indirectly,
by facilitating coping (with stress), leading to beneficial effects on physical (and mental) health. Thus, just as 
stress may have negative effects on physical (and mental) health, eustress may have positive or even curative 
effects on physical (and mental) health. Reviewed the evidence regarding the positive impact of eustress on 
health and concluded it was generally supportive, but various methodological problems prevented firm 
conclusions.
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TABLE 4: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MENTAL HEALTH CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 4c-i: Stress: The impact of work on mental health continued

(Ursin 1997), Subjective health complaints (SHC)
(Eriksen & Ursin General population surveys show that at least 75% of working-age adults report one or more bodily or 
1999), (Eriksen & mental symptoms in the past 30 days, the most common of which include tiredness (half), worry (a third) 
Ursin 2002), (Eriksen and depressed mood (a quarter). A third report three or more symptoms, and a quarter describe them as 
& Ursin 2004) ‘substantial’. The most common clusters are musculoskeletal, gastrointestinal or ‘pseudoneurological’
(Ursin & Eriksen (e.g. fatigue, tiredness, vertigo or headaches), with overlap between them. Other studies show a high correlation 
2004) between psychological, pain and musculoskeletal symptoms and high intra-individual variability over time,

though initial reports tend to be higher (Steingrimsdottir et al. 2004). Such symptoms are often attributed
to the ‘stress’ of modern life and work, but the prevalence is more or less equal across all societies studied 
(including UK), across time, and in primitive societies.Yet, despite these symptoms, about 80% of that 
population describe their health as ‘good’. The vast majority are not receiving any health care and do not 
regard themselves as disabled with their symptoms.
Ursin & Eriksen suggest that SHC are based on sensations from what most people regard as normal
physiological processes. The level of complaints depends on combinations of high demands with low coping 
and high levels of helplessness and hopelessness. Increased SHC may be due to ‘sensitisation’ in which there is 
increased (possibly sustained) arousal and hyper-vigilance, with bodily sensations perceived as more severe 
and uncontrollable. A ‘Cognitive Activation Theory of Stress’ is hypothesised: there is no clear evidence to 
what extent this is a neurophysiological, neurobiological (endocrine, immunological or ‘stress response’),
psychological or behavioural phenomenon: it would seem to be primarily a matter of cognitive psychology 
for which there are plausible neurobiological mechanisms.
When SHC become sufficiently intense and long-lasting they may reach the DSM-IV diagnostic criteria for 
somatisation disorder or undifferentiated somatoform disorder, but that requires a certain duration, a 
certain number of complaints, the condition causing psychological distress, and SHC representing a 
clinically significant impairment. However, the distribution of these complaints is continuous, with no clear 
threshold or cut-off for clinically significant vs. normal symptoms. The current social, insurance and health 
care problem is with SHC that do not reach these strict diagnostic criteria. The questions are why some 
people are more affected by such SHC, why some are less able to tolerate them, and why some seek health care 
or become incapacitated for work. Doctors and the general public have conceptual difficulties about 
disease/illness/sick certification for SHC, and are reluctant in principle to accept psychological and social 
problems as the basis for sick certification (Haldorsen et al. 1996).When tested with sample vignettes, however,
doctors’ decisions on sick certification are more or less random and in practice, patients regularly seek and 
doctors regularly issue sick certificates for SHC. (continued)
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TABLE 4: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MENTAL HEALTH CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 4c-i: Stress: The impact of work on mental health continued

(Ursin 1997), Subjective health complaints (SHC)  (continued)
(Eriksen & Ursin (Ihlebæk & Eriksen 2003) found no significant difference in the prevalence of SHC between major 
1999), (Eriksen & occupational groups. However, the 10% of workers who account for 82% of sickness absence have a 
Ursin 2002), (Eriksen significantly higher level of SHC (P<.001) (Tveito et al. 2002). Analysis of a sample of the Norwegian general 
& Ursin 2004) population (n=1014) shows no significant difference in the prevalence of SHC in the unemployed though 
(Ursin & Eriksen those who are retired/disability pension do show a significantly higher level of SHC (C Ihlebaek personal 
2004) communication).

(van der Doef &  The Job Demand-Control-(Support) Model and psychological well-being
Maes 1999) Review of 63 studies published 1979-1997. The literature gives considerable support for the strain hypothesis
Systematic review - workers with high demands and low control experience the lowest levels of psychological well-being. 28/41 

studies support an association with general psychological well-being, 18/30 with job satisfaction and 7/8 with 
job-related psychological well-being. However, only two of nine longitudinal studies showed an additive effect 
of demands and controls. 15 of 31 studies provided (partial) support for the hypothesis that control has a 
buffering effect between demands and well-being, but again mainly in cross-sectional studies. Most of the 
positive evidence is in men. There is conflicting evidence for the moderating influence of job control or social 
support. Only aspects of job control directly relevant to the specific demands of the specific job appear to 
moderate the impact of high demands on well-being. Furthermore, certain sub-populations appear to be 
more vulnerable to strain while others benefit more from high control.
(Using the present review’s evidence rating system, the studies reviewed by van der Doef & Maes provide mixed 
or conflicting evidence that there is an association between demands and control and psychological well-being.
No data is presented on the strength of this association. As these studies are mainly cross-sectional, this evidence 
does not establish cause and effect).

(Viswesvaran et al. The role of social support in work stress
1999) Social support was defined as ‘the availability of helping relationships and the quality of those relationships.
Meta-analysis Highly complex meta-analytical modeling of 68 studies suggested that social support acts in a threefold 

manner. Its primary role is to reduce strains (estimated true correlation across categories = - 0.21). Its secondary
roles are to reduce the strength of the stressors themselves (estimated true correlation = -0.12) and to alleviate
the effects of stressors on strains (cumulated R2 = - 0.03). However, all of these figures imply that only a small 
fraction of the variance is explained i.e. social support only has a weak effect on work stress (strong evidence).
Further analysis showed that social support does not appear to function as a mediator or as a suppressor 
variable in the stressor–strain relationship. Neither does it seem likely that support is mobilized primarily in 
the presence of stressors.
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TABLE 4: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MENTAL HEALTH CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 4c-i: Stress: The impact of work on mental health continued

(Salovey et al. 2000) Emotional states and physical health
Narrative review The association between emotional states and increased reports of physical complaints is well established:

physical illness and pain can cause anxiety or depressed mood; the premise that emotional arousal can cause 
changes in physical health is the focus of this review. Considers the evidence for several possible mechanisms:
1. Positive and negative emotions can have direct effects on physiology, especially the immune system.
2. Emotions influence people’s perceptions, interpretation and reporting of their bodily status, sensations 
and health. 3. Positive emotions provide greater psychological resources that enable people to cope more 
effectively with health problems. 4. Positive and negative emotions influence people adopting healthy or 
unhealthy behaviours (e.g. eating, smoking, alcohol or exercise) and seeking health care. 5. Emotional states 
influence social relationships and whether or not people receive social support from others. Concludes that,
by all of these mechanisms, emotions may influence physical (and mental) health and well-being, either 
positively or negatively.

(Rhoades & Perceived organizational support
Eisenberger 2002) Review of 73 studies with effect sizes expressed as product-moment correlation coefficients (r). Perceived
Meta-analysis organisational support (POS) was defined as employees’ general belief that their work organisation valued 

their contribution and cared about their well-being. Meta-analysis showed that POS was associated with 
three major categories of beneficial treatment: 1) fairness, 2) supervisor support and 3) organisational 
rewards and favourable job conditions. POS was related to favourable outcomes for employees e.g. job 
satisfaction (r=0.62) positive mood (r=0.49) and the organisation e.g. organisational commitment (r=0.67),
performance (r=0.20), desire to remain with the organisation (r=0.66) and turnover intention (r=-0.51).
These relationships depended on employees’ belief that the organisation’s actions were discretionary, feeling 
of obligation to aid the organisation, fulfilment of socio-emotional needs,and performance-reward expectancies,
which is all consistent with organisational support theory.
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TABLE 4: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MENTAL HEALTH CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 4c-i: Stress: The impact of work on mental health continued

(De Dreu & Task and relationship conflict, team performance and team member satisfaction
Weingart 2003) Review of 30 studies with effect sizes expressed as corrected correlations. There were significant negative 
Meta-analysis associations (r) between relationship conflict and team performance (- 0.25) and team member satisfaction 

(- 0.56); and between task conflict and team performance (- 0.20) and team member satisfaction (- 0.32).

(de Lange et al. 2003) The demand-control-support model
Systematic review Review of 45 longitudinal studies, of which 19 were considered to be of sufficient quality on all methodological

criteria. 16 of these 19 studies provided evidence of a causal relationship between one or more psychosocial 
aspects of work (demand, control or support) and self-reported measures of health or well-being (mainly 
psychological distress) over time. Eight of these 19 studies supported the strain hypothesis, though that effect 
was usually additive rather than multiplicative.
(Using the present review’s evidence rating system, the studies reviewed by De Lange et al provide strong evidence 
of a causal relationship between job demands, control or support and self-reported psychological well-being, with 
mixed or conflicting evidence that these effects were additive. No data was presented on effect sizes, but see 
Faragher 2005 below).

(Tsutsumi & The Effort-Reward Imbalance (ERI) model
Kawakami 2004) Review of 45 studies. Twelve cross-sectional studies and three cohort studies all showed some significant
Systematic review associations (P <0.05, but without Bonferroni adjustment for multiple comparisons) between ERI and 

various psychological and psychosomatic symptoms. Odds Ratios in the cross-sectional studies generally 
ranged from 1.5 – 7.0 but in the cohort studies were only 1.4 – 2.6 (there was no meta-analysis to combine 
these results) (Also in Table 6)
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Table 4c-i: Stress: The impact of work on mental health continued

(van Vegchel et al. The Effort-Reward Imbalance (ERI) model
2005) Review of 45 studies, 23 of which were of psychosomatic symptoms or job-related well-being. Fourteen out
Systematic review of 16 studies found that various psychosomatic symptoms were associated with high effort-low reward or 

with over-commitment, with Odds Ratios ranging from 1.44 – 18.55 (though 11 of these 14 positive studies 
were cross-sectional and there was no meta-analysis to combine these results). All 7 studies of ‘job-related well-
being’ found a strong association between ERI and measures such as ‘burnout’, job satisfaction and work 
motivation (though all 7 were cross-sectional studies and there is probable confounding in these measures) 
(Also in Table 6)

(Faragher et al. 2005) The relationship between job satisfaction and health
Systematic review Job satisfaction shows the strongest relationship to employee health of any psychosocial characteristic of
and meta-analysis work that these authors evaluated. Job satisfaction is about the positive emotional reactions and attitudes an 

individual has towards their job. This meta-analysis found that job satisfaction correlated most strongly with 
mental health: self-reported ‘burn-out’ (corrected r = 0.48), self-esteem (r = 0.43), depression (r = 0.43) and 
anxiety (r = 0.42). (That is equivalent to about 15% of variance in common. However, any causal interpretation 
is limited by the cross-sectional nature of most studies, and the likely confounding between subjective self-reports 
of ‘job satisfaction’ - which is by definition an emotional construct - and subjective self-reports of ‘mental well-
being’ – which is again a matter of emotions). The correlation with subjective ‘physical illness’ was more modest
(r = 0.29).
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Table 4c-i: Stress: The impact of work on mental health continued

(Bartley et al. 2005) Work, non-work, job satisfaction and psychological health
Evidence review (Health Development Agency, UK)

There is now widespread recognition that the relationship between work and health goes well beyond specific
occupational diseases and accidents to a broader relationship which may be understood in terms of three 
mechanisms:
• Work which provides fulfillment and allows individuals control over their working lives confers 

considerable health benefit.
• Jobs which are lacking in self-direction and control seem to confer far fewer health benefits, and people 

with such jobs seem to experience consistently higher rates of mortality and morbidity.
• Absence of work in the form of unemployment produces considerable negative health effects.
However, the precise ways in which these mechanisms work is subject to considerable debate. (Provides very 
little evidence for these conclusions.)
British Household Panel Surveys show a decline in mean levels of job satisfaction in UK between 1991-2002,
but any change is marginal and there is some conflict within this data e.g. both the numbers who are highly 
satisfied and the numbers with very low satisfaction decreased; the decrease was greatest in intermediate non-
manual jobs and least in those in the poorest jobs with least control and most insecurity. (General discussion 
about the relationship between trends in job satisfaction, psychological health, economic inactivity, and Incapacity
Benefit (IB) trends in the context of social determinants of health).
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Table 4c-i: Stress: The impact of work on mental health continued

(Bond et al. 2006) A business case for the Management Standards for stress (This title is misleading)
HSE Research Report The most convincing evidence is for control (the extent to which people have a ‘say’ in the way they do their 
Meta-analysis work). Nineteen longitudinal studies and laboratory experiments consistently showed that higher levels of

control led to better business outcomes. Meta-analysis of 8 studies showed significant improvement in objective 
performance (effect size 0.23), performance rating (0.32), absenteeism (- 0.11) and turnover intention (- 0.21).
Four out of five rigorous studies of organizational interventions clearly demonstrated that increasing job 
control improved absenteeism, turnover and performance (objectively measured and as rated by others),
which translated into meaningful financial savings.
There was limited evidence (from 1-3 studies each) that higher levels of support (the encouragement,
sponsorship, and resources provided by the organisation, line management, and colleagues) lead to comparable 
improvements in these outcomes.
Meta-analysis of 24 studies showed that poor work relationships have their greatest effect by reducing team 
performance (effect size – 0.22). The business case appeared weakest for demands (aspects of work to which 
people have to respond, such as work load, work patterns, and the work environment). High demands only 
have meaningful and consistent deleterious effects on business outcomes in laboratory experiments. In actual 
work organisations, high demands are not a good predictor of any business outcome, except when they are 
accompanied by lower levels of control.
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Table 4c-ii: Stress: Management

(Cox 1993) Stress research and stress management
Conceptual Early research report for the Health & Safety Executive that attempted to provide an overview, within the 
narrative review conceptual framework implied by current health and safety legislation, of the literature on work stress and 

stress management.
‘There is growing consensus on the definition of stress as a psychological state with cognitive and emotional
components and on its effects on the health of both individual employees and their organisations’ and ‘there 
are now theories which can be used to relate the experience and effects of work stress to exposure to work 
hazards and to the harmful effects on health that such exposure might cause’ (though acknowledged the 
subjective and cross-sectional nature of much of that evidence). Acknowledged that there was limited evidence 
at that time on the effectiveness of stress management programmes.
Advocated a transactional model of stress that involved the Person in their Environment, and included a
sequence of events starting with (work-related) demands or hazards, involving a set of evaluations and
responses, and producing a psychological state that affects the health and well-being of the individual.
Argued that work-related stress should be addressed by a health and safety approach to risk assessment and 
control, just as required for physical hazards.
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Table 4c-ii: Stress: Management continued

(Briner & Reynolds The costs, benefits and limitations of organizational level stress interventions
1999) Questioned the rationale and evidence that organizational level interventions which aim to reduce job 
Conceptual review stressors will reduce or eliminate stress responses in workers. The arguments for these interventions are: 1) 

tackling the presumed occupational causes of stress will be more effective than treating the individual effects 
(prevention is better than cure); 2) studies of individual level stress management interventions have shown 
only limited and short-term effectiveness, and hence organizational level interventions will be more effective 
(which is a non sequitur); 3) targeting interventions at the individual level is viewed as somehow ‘blaming the 
victim’ (which is illogical, c.f. health care). Argument 1) is most compelling, but that depends on a) 
organisational stress being the cause of adverse employee states and behaviours, and b) organisational 
interventions reducing these undesirable employee states and behaviours, and these effects being uniformly 
positive. The rubric ‘stress’ includes a complex set of job characteristics, employee states and behaviours for 
which there is unlikely to be a simple explanation or solution; there is no good explanation of the mechanisms 
(why or how) by which these job characteristics might cause these employee states and behaviours; although 
there is a lot of evidence of an association between individual ‘stress’ and job ‘stressors’ (i.e. we do not like how 
we respond to what we do not like), profound methodological weaknesses (cross-sectional studies and self-
report) means that there is an almost complete absence of good evidence to establish a causal link. b) if the 
causal link is not established or weak, then organisation interventions will not be (very) effective; it is unclear 
why or how they will be effective; they may therefore have mixed or adverse effects; at the time of this thee was 
limited and mixed evidence that organisational interventions were effective. Briner & Reynolds summarise 
the evidence: ‘if half a dozen variables measuring undesirable employee states and behaviours are measured 
over time following an intervention, some will change in a positive direction, some will change in a negative 
direction, and some will not change at all. In addition, if the same intervention is introduced in two sites or 
organisations the impacts and outcomes of that intervention will probably differ. Such findings do not 
suggest to us that these interventions work. Rather, they suggest that their effects are mixed, but broadly 
neutral.’ They conclude on both rational and empirical grounds, and whatever the moral or social arguments,
organisational level interventions are unlikely to be the panacea for the many undesirable employee states 
and behaviours that are attributed to ‘stress’.
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Table 4c-ii: Stress: Management continued

(Cox et al. 2000b) Research on work-related stress
Report (European Agency for Safety and Health at Work)

Stress at work is a priority issue of the European Agency for Safety and Health at Work.
There are essentially three approaches to defining stress: 1) an aversive or noxious characteristic of the work 
environment that may cause ill health (the ‘engineering approach’); 2) the common physiological effects of a 
wide range of aversive or noxious stimuli (the ‘physiological approach’); Both these approaches treat the 
worker as a passive vehicle whereby environmental stimuli produce physiological or psychological responses;
they assume a simple stimulus-response paradigm and fail to allow for perceptual and cognitive processes 
and contextual modifiers. 3) conceptualises work stress in terms of the dynamic interaction between the 
worker and their work environment (the ‘psychological approach’). There is now a consensus developing 
around this third approach, defining stress as a negative psychological state, with cognitive and emotional 
components, which is both part of and reflects a wider process of interaction between the person and their 
(work) environment. (This combines two definitions given in the Report).
Psychosocial hazards are defined as ‘those aspects of work design and the organisation and management of
work, and their social and environmental contexts, which have the potential for causing psychological, social 
or physical harm’.
Coping is an important part of the overall stress process. There is considerable individual variation in the 
experience of stress and in how and how well it is coped with.
Taking the psychological approach and in view of individual differences, measurement of stress must be 
based primarily on self-report of individual experience. The literature is divided on the extent to which 
‘negative affectivity’ (which Cox et al describe as a ‘personality trait, though it may be better considered as 
negative affect, psychological distress or minor psychological morbidity, from whatever cause) might influence such 
self-report. Cox et al suggest this might be overcome by triangulation of different kinds of evidence:
1. objective and subjective antecedents of the person’s experience of stress;
2. their self-report of stress;
3. any changes in their behaviour, physiology or health status.
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Table 4c-ii: Stress: Management continued

(Cox et al. 2000a) Organisational interventions for work stress: a risk management approach.
HSE Research Report (Overview of research and development work conducted by the Institute of Work, Health and Organisations,

University of Nottingham Business School for the Health & Safety Executive.)
Describes the origins and logical basis of a risk management approach to the reduction of work stress, and the 
strategy that frames its processes and procedures. The basic health and safety equation of Hazard–Risk–Harm 
is proposed as the conceptual framework for understanding the nature and management of work stress (Cox 
1993 - above). The experience of stress is then the link between employees’ exposure to the hazards of work 
and any subsequent and related harm to their health, in a direct causal chain. Defines psychosocial and 
organisational hazards as ‘those aspects of work design and the organisation and management of work, and 
their social and environmental context that have the potential for causing psychological, social or physical 
harm’. Defines stress as ‘an emotional experience that is complex, distressing and disruptive’; stress can arise 
from two different sources at work: a) anxiety about exposure, or the threat of exposure, to the more tangible 
and physical hazards of work, or b) exposure to problems in the psychosocial environment and with their 
social and organisational settings i.e. psychosocial and organisational hazards.
Stress can be dealt with primarily at source, by reducing exposure to hazards that are regarded as stressful,
or at the individual level by treating the experience of stress itself or its health effects. This report is primarily 
concerned with the former strategy, though the case examples used demonstrate that most interventions 
involve both organisational and individually-focused elements. Argues that the priority is prevention but in 
practice control strategies tend necessarily to be a mixture of approaches. States that existing research into the 
nature and effects of work stress is neither appropriate nor adequate as an assessment of the associated risks.
Lays out the logic of a risk assessment strategy framed by current thinking in health and safety management:
Hazard identification: reliable identification of stressors and degree of exposure for specific groups of
employees. Argues that ‘since many of the exposures that give rise to the experience of stress at work are 
chronic in nature, the proportion of employees that reporting a particular aspect of work as stressful may be 
a “good enough”exposure statistic’.
Assessment of harm: Evidence that exposure to these hazards is associated with impaired (sic) health, in a 
wide range of health-related outcomes. (continued)
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Table 4c-ii: Stress: Management continued

(Cox et al. 2000a) Organisational interventions for work stress: a risk management approach. (continued)
HSE Research Report (Overview of research and development work conducted by the Institute of Work, Health and Organisations,

University of Nottingham Business School for the Health & Safety Executive.)
Identification of likely risks: explore the association between exposure to hazards and likely risks, to make 
some estimate of the size and/or significance of the likely risks. (Acknowledges later that this is based on 
associations between stressors and health outcomes but argues that is “good enough evidence” for the overall risk 
management process).
Description of the underlying mechanisms: understand and describe the possible mechanisms by which 
hazards are associated with (sic) health related harms’.
Admits that all of these steps are ‘challenging’ and largely based on employees’ subjective perceptions but 
argues this constitutes ‘employees’ expert knowledge of work’, their experience of work and of stressors, and 
can be cross-checked by psychometric properties, face, conceptual and concurrent validity, and consensus.
Concedes that ‘the scientific literature on risk reduction in relation to work stress is sparse’. (The remainder of
the Report is concerned with the practicalities of the risk management approach and with case studies).

(Briner 2000) Relationships between work environments, psychological environments and psychological well-being.
Conceptual review Work environments have many characteristics that may affect both physical and mental well-being. The 

psychological work environment is the set of characteristics that affect how workers feel, think, and behave.
For at least the last 30 years, both empirical research and theory concerning work and well-being have focused 
on the negative impacts of work and particularly on the impact of work-related stress on mental health.
But there is much evidence that work can also have beneficial effects on health and that being in employment 
is generally less harmful than being unemployed.
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Table 4c-ii: Stress: Management continued

(Rick & Briner 2000) Psychosocial risk assessment: problems and prospects.
Conceptual review Considers current approaches to risk assessment for psychosocial conditions and some of the associated 

problems. Employers have a general ‘duty of care’ and statutory duties laid down in Health and Safety 
legislation and regulations apply equally to the physical and mental health and well-being of employees.
These statutory duties include an explicit requirement to conduct risk assessments, to identify hazards to 
health and to reduce the risks as far as reasonably possible. That approach was designed primarily for physical 
hazards but it has been argued it should apply equally to psychosocial hazards (Cox et al 1993 - above).
However, Rick & Briner argued that there are a number of problems to that approach that raise questions 
about its validity:
• Physical hazards are usually specific and clear-cut, once they have been recognised. There are problems to 

identifying, defining or measuring specific psychosocial stressors.
• Physical hazards always have negative effects, at least above a certain threshold. Psychosocial stressors may 

have beneficial or harmful effects on health, and it is often not possible to define the point at which they 
become hazardous.

• Physical hazards usually have immediate effects. Any impact on health from psychosocial hazards may 
remain latent for months or years.

• Physical hazards are usually intrinsically harmful, even if their impact may depend to some extent on 
individual susceptibility. Whether or not work characteristics are psychosocial hazards is determined 
wholly or partly by the way the worker perceives them.

• Most physical hazards have a clear link to specific physical injury or disease. It is often difficult to establish 
any clear link or to prove a causal relationship between psychosocial hazards and mental health problems.
Such mental health problems are often non-specific, they are commonly multifactorial in origin, there is 
no clear threshold when psychosomatic symptoms become illness, and it is often difficult to decide when 
they constitute ‘harm’.

• Most physical hazards and harms are objective. Both psychosocial hazards and harms are subjective, based 
on self-reports, and open to all the potential psychosocial influences on that.

• In summary, there is considerable uncertainty about psychosocial hazards, about psychosocial harms, and 
about the relationship between them (Mackay et al 2004 – see below). (continued)
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Table 4c-ii: Stress: Management continued

(Rick & Briner 2000) Psychosocial risk assessment: problems and prospects. (continued)
Conceptual review These fundamental and inherent limitations make it difficult to identify and assess potential psychosocial 

hazards in the workplace, to decide if they might cause harm, and to assess the risk that harm will develop in 
any individual worker. They also raise major questions about (diagnosis and) the likely effectiveness of any 
intervention.
(Similarly, European Commission’s Directive on ‘Measures to Encourage Improvements in the Safety and Health 
of Workers at Work 1989’ states that employers should develop ‘a coherent overall prevention policy which covers 
technology, organisation of work, working conditions, social relationships and the influence of factors related to 
the working environment’ (Article 6.2))

(Merz et al. 2001) Disability and job stress: implications for vocational rehabilitation planning
Narrative review Workers with disabilities, especially those with mental health problems, are at greater risk of stress-related 

disorders. First, the labour market may place them in ‘poorer’, more stressful and less satisfying jobs. Second,
the health condition itself may make them particularly vulnerable to stress and less able to cope. Some health 
conditions, and particularly mental illness, can be exacerbated by unmanaged job stress. Third, some people 
with disabilities do not have the same social supports to help them cope with work-related stress. (No evidence 
is presented to support these arguments).

(Rick et al. 2001) A critical review of psychosocial hazard measures
HSE Research Report The term ‘psychosocial hazards’ was used to refer to work characteristics which could equally be termed 

‘stressors’ or ‘sources of stress’. Although many measures of psychosocial hazards were available, there was 
limited scientific evidence on their psychometric properties or reliability. Most of these were subjective self-
reports and their validity was, at best, moderate. Most striking was the lack of any evidence on the predictive 
value of any of these ‘hazards’ for important (health) outcomes. Similar comments could be made about their 
utility.
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Table 4c-ii: Stress: Management continued

(Rick et al. 2002) Scientific knowledge to underpin standards for key work-related stressors
HSE Research Report Reviewed the evidence on four questions:

1. Exposure to nine key stressors: The available evidence is almost entirely self-reported and cross-sectional;
it is about how individuals perceive and experience their workplace, rather than about actual hazards or 
whether they are harmful.

2. Effects of these stressors: High workload, shift work, high job demands, low control, low support and 
bullying/harassment have a negative impact on health. In general, effect sizes are small to moderate.

3. Mechanisms through which stressors can affect health must allow for: a) the combined effects of multiple 
stressors b) differences between individuals c) indirect links between stressors and their outcomes, and 
d) non-linear relationships.

4. Organisational interventions: Socio-technical interventions to reduce workload, improve work scheduling 
or improve work organization are particularly effective at improving well-being and performance measures.
Psychosocial interventions to improve decision authority latitude have similar effects. Other psychosocial 
interventions have lesser and inconsistent results.

Rick et al concluded that it is not possible to draw any firm conclusions ‘about which stressors are most harmful,
at what threshold they become harmful, how they operate, or what can be done to reduce their levels’.

(Mackay et al. 2004) Management Standards and work-related stress in the UK: policy background and science
Scientific and Review of the development of UK policy since the late 1990s, to support HSE 2004 below. The standards-based
conceptual review approach is based on the assumption that stress at work is a hazard with adverse health consequences, and 

hence should be addressed by the existing health and safety (HSE) framework for controlling risk. The challenge 
for the Health and Safety Commission was to devise an effective programme to reduce work-related stress.
This started from a stress model that defined stress as an (individual) psychological response to (work) demands,
and drew on literature and workshops with key stakeholders to develop a taxonomy of stressor areas:
• Demands- including such issues as workload, work patterns and the working environment.
• Control – how much say the person has in the way they do their work. (continued)
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Table 4c-ii: Stress: Management continued

(Mackay et al. 2004) Management Standards and work-related stress in the UK: policy background and science (continued)
Scientific and • Support – which includes the encouragement, sponsorship and resources provided by the organisation,
conceptual review line management and colleagues

• Relationships at work – which includes promoting positive working practices to avoid conflict and dealing 
with unacceptable behaviour.

• Role – whether people understand their role within the organisation and whether the organisation ensures 
that the person does not have conflicting roles.

• Change – how organisational change (large or small) is managed and communicated in the organisation,
• Culture – the way in which organisations demonstrate commitment and have procedures that are fair and 

open.
The approach to controlling these hazards was then to: 1. look for the hazards; 2. decide who might be harmed
and how; 3. evaluate the risks and decide whether the existing precautions are adequate; 4. record your findings;
and 5. review your assessment and revise if necessary. (Which is the standard HSE approach to assessing and 
controlling risk.)
The authors acknowledged that there was strong evidence for an association between these work hazards and 
ill-health, but that there were well-documented methodological problems that made it difficult to demonstrate
a causal relationship. They suggested that a causal link was supported by two broad lines of evidence:
1)Biological mechanisms that might mediate the pathways between stress and various disease states:

• homeostatic and allostatic changes in response to stress
• neuroendocrine changes and alterations of autonomic function.
• development of the metabolic syndrome and insulin resistance
• inflammatory and immune responses which mediate the susceptibility to infection
• psychological mechanisms such as anxiety, hypervigilance and risk taking

(Mackay et al provided references to literature in each of these areas, but this was essentially evidence to support 
these scientific theories, rather than evidence of the occurrence, prevalence or importance of these mechanisms in 
the context of work or work-related stress disorders). (continued)
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Table 4c-ii: Stress: Management continued

(Mackay et al. 2004) Management Standards and work-related stress in the UK: policy background and science (continued)
Scientific and 2) Epidemiological and psychosocial evidence:
conceptual review This was essentially a brief review of the evidence on the Demand-Control model, social support and 

various additional psychosocial aspects of work. The authors acknowledged that much of this evidence 
was cross-sectional in nature and that ‘there is insufficient evidence to answer these questions (about the 
relation between these stressors and health outcomes) with complete satisfaction’. (See (Rick et al. 2001; 
Rick et al. 2002; de Lange et al. 2003)).

In light of that evidence, the authors considered the validity of the risk assessment approach for work-related 
stress. They acknowledged questions about whether risk assessment and risk management as applied to 
physical hazards was appropriate, because of the essentially psychological nature of the stress process and 
uncertainty about the relationship between hazard and harm. However, they emphasised the importance of
and need to adhere to this fundamental European approach to health and safety.They then argued this approach 
was applicable to stress by: 1) accepting that subjective perceptions reflect and provide some measure of more 
‘objective’ characteristics of the working environment 2) distinguishing current or reported levels of particular
environmental features from some preferred or desired ‘state to be achieved’ and focusing on the latter, and 3) 
using a ‘bottom-up approach’ that takes account of workers’ and employers’ views and concerns and the local 
context.
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Table 4c-ii: Stress: Management continued

(HSE 2004a) Management Standards for tackling work-related stress
UK Management Health & Safety Executive analysis tool covering six standard areas:
Standards Demands- includes issues like workload, work patterns, and the work environment.

Standard: employees indicate that they are able to cope with the demands of their jobs.
Control – How much say the person has in the way they do their work.

Standard: employees indicate that they are able to have a say about the way they do their work.
Support – Includes the encouragement, sponsorship and resources provided by the organisation, line 

management and colleagues.
Standard: employees indicate that they receive adequate information and support from their colleagues 
and superiors.

Relationship – includes promoting positive working practices to avoid conflict and dealing with unacceptable 
behaviour.
Standard: employees indicate that they are nor subjected to unacceptable behaviours, e.g. bullying at work.

Role – Whether people understand their role within the organisation and whether the organisation ensures 
that the person does not have conflicting roles.
Standard: employees indicate that they understand their role and responsibilities.

Change – How organisational change (large or small) is managed and communicated in the organisation,
Standard: employees indicate that the organisation engages them frequently when undergoing an 
organisational change.

And, in each area, - Systems are in place locally to respond to any individual concerns.
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Table 4c-ii: Stress: Management continued

(HSE/HSL 2005) Review of the risk prevention approach to occupational health: applying health models to 21st century 
Workshop materials occupational health needs
(Bowen et al. 2005) (UK Health & Safety Executive and Health & Safety Laboratory)
Workshop report Occupational health defined as: ‘a state of physical, mental, and social well-being at work, and not merely 

the absence of disease and disability, that is influenced by factors within and outside the work place’.
(c.f. ‘‘A healthy working life is one that continuously provides the opportunity, ability, support and encouragement 
to work in ways and in an environment that allows workers to maintain and improve their health and well-being.
This is not only a matter of disease or disability: it demands that every individual should be able to maximise their 
physical, mental and social capacity in order to gain the greatest personal benefit from their working life and to 
make a positive contribution to their business and society’ (Scottish Executive 2004)).
The traditional risk assessment approach to health and safety is based on a biomedical model, regards work 
as a hazard, and aims at the primary prevention of work injury and industrial disease. This approach was 
developed for and remains appropriate for accidents (e.g. on building sites or with machinery), exposure to 
hazardous material (e.g. asbestos) or the prevention of occupational diseases (e.g. deafness or asthma).
However, that approach is not appropriate and may even be counter-productive for some common health 
problems (e.g.‘stress’, mild/moderate mental health problems, or musculoskeletal conditions) which have a 
high prevalence in normal people whether they are working or not, where risk factors are complex, where 
there is often no ‘injury’ or ‘disease’, where causation is multifactorial and ambiguous, and where primary 
prevention may be unrealistic. In these conditions, there is an argument that the focus should be more 
balanced and include improving management (both clinical and occupational) and the secondary prevention
of (long-term) disability and sickness. These conditions can only be understood and managed, both clinically 
and at work, by addressing all of the personal/psychological, health-related and social/occupational factors 
that influence illness, disability and incapacity for work (the ‘biopsychosocial model’). It is important to 
consider an organisational as well as an individual perspective on health at work. (continued)
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TABLE 4: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MENTAL HEALTH CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 4c-ii: Stress: Management continued

(HSE/HSL 2005) Review of the risk prevention approach to occupational health: applying health models to 21st century 
Workshop materials occupational health needs (continued)
(Bowen et al. 2005) (UK Health & Safety Executive and Health & Safety Laboratory)
Workshop report Traditional risk assessment underpins occupational safety and is widely understood and accepted. It is 

essential to work within the current legislation and regulatory framework and not to undermine the risk 
assessment process. The occupational health framework must address emerging issues around health, work 
and well-being, but the way forward should be by evolution, enhancement and consistency. Thus, the Health 
and Safety strategy for the 21st century should incorporate both risk assessment and prevention and the 
broader health at work agenda. That will require a multi-disciplinary approach, which includes organisational
interventions and does not only emphasise the individual. There needs to be broader collaboration between 
the Dept of Health, the Dept for Work and Pensions, and the HSE/HSC.
Key messages are that health problems are part of everyday life and occupational health should be viewed in 
the wider context of health, work and well-being. It is important to emphasise the benefits and not just the 
hazards of work for (physical and mental) health: work may be part of the solution rather than the problem.
The suitability of the person for the job (‘person-job fit’) is important. People of working age need to be 
encouraged and helped to deal with common health problems both in the occupational and non-occupational
context. Messages about health and work should be framed carefully, and take a balanced approach to the 
relative risks and benefits.
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TABLE 4: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MENTAL HEALTH CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 4c-iii: Burnout

(Lee & Ashforth Correlates of the three dimensions of job burnout.
1996) Meta-analysis of 61 studies of the Maslach Burnout Inventory. Emotional exhaustion correlated strongly 
Meta-analysis with depersonalisation (r=0.64) and both correlated more weakly with personal accomplishment (r=-0.33 

and –0.36). 5 of 8 demand variables correlated r>0.50 and 8 of 18 resource variables correlated r>|0.30| with 
emotional exhaustion. 8 of 26 demand and resource variables correlated r>|0.34| with depersonalisation and 
3 of 26 correlated r>|0.30| with personal accomplishment. (These findings support an association between self-
reports of emotional exhaustion and self-reports of psychosocial characteristics of work. They cast serious doubt 
on the other dimensions of the Maslach Burnout Inventory).

(Schaufeli & The burnout companion to study and practice: a critical analysis
Enzmann 1998) Burnout is a metaphor: a state of exhaustion. A list is given of 132 possible affective, cognitive, physical,
Monograph behavioural and motivational symptoms of burnout. Alternative definitions of burnout include: 1) a (multi- 

dimensional) syndrome of emotional exhaustion, depersonalisation and reduced personal accomplishment 
that can occur among individuals who do ‘people work’ of some kind; 2) a state of physical, emotional and 
mental exhaustion caused by long-term involvement in situations that are emotionally demanding; 3) an 
expectationally mediated, job-related, dysphoric and dysfunctional state in an individual without major 
psychopathology who has a) functioned for a time at adequate performance and affective levels in the same job 
situation and who b) will not recover to previous levels without outside help or environmental rearrangement.
Four alternative descriptions of the ‘process’ of burnout are also listed. Recognises the conceptual and practical 
difficulties in distinguishing burnout from stress, depression and chronic fatigue, but argues these can be 
overcome. Diagnosis and assessment is mainly based on self-report, and 90% of studies use the Maslach 
Burnout Inventory. Contrary to cross-sectional studies that show a correlation between job demands and 
burnout, eight longitudinal studies found that work demands either had very small or non-significant effects 
on burnout (p95). (Though the authors argue that is likely due to methodological problems and should not 
necessarily be interpreted as evidence against the causal link between high job demands and burnout).
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TABLE 4: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MENTAL HEALTH CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 4c-iii: Burnout continued

(Cox et al. 2005) The conceptualisation and measurement of burnout
Editorial 30 years of research have not yet convincingly answered many of the long-standing questions:

• There are conflicting views on what burnout actually is and how it should be conceptualised.
• There is lack of agreement on the nature and structure of the burnout phenomenon.
• What are the psychometric properties of particular burnout instruments, and how are the different factors 

related?
• Does burnout differ from or how does it relate to the broader and longer established concept of stress?
• Is burnout different from or how does it relate to minor psychiatric illness such as anxiety or depression?
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TABLE 5: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MUSCULOSKELETAL CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions

(Felson 1994) Occupation-related physical factors and arthritis
Narrative review Occupational physical activities over many years can induce osteoarthritis in selected joints (notably the knee 

and spine in miners; the hip in farmers; upper extremity joints in pneumatic drill operators). Overall, labour 
force participation by those with arthritis is decreased compared with those without it, both among men and 
women (especially when the condition is severe). People with pre-existing arthritis are especially likely to 
experience work disability when faced with physically demanding jobs in which they have little control over 
the pace or the specific physical demands of their labour. (No data provided on the health effects of moving 
people with arthritis to more accommodating jobs).

(Fordyce 1995) Back pain in the workplace
IASP Task Force (Report from a task force assembled by the International Association for the Study of Pain (IASP); it is akin to a 
report policy paper). It concerns the prevention of non-specific low back pain disability, and deals with worksite-

based interventions to minimise disability, a program to substitute job-change flexibility for inappropriate 
disability assignment, early medical management, and early disability management if that fails.
Recommendations: Non-specific low back pain should be re-conceptualised as a problem of activity 
intolerance, not a medical problem. Emphasise worksite-based interventions. Structure medical management
on a time-contingent not pain-contingent basis. To reclassify as unemployed those who fail to achieve 
restoration of function and return to work. Establish vocational redirection programs for the unemployed.
(The basic tenet was that work is healthy and provides a level of activity conducive with prevention of long-term 
disability. The underlying concepts of active management (as opposed to rest) underpin modern guidelines-based 
approaches to the management of low back pain) (Also in Table 7).



TABLE 5: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MUSCULOSKELETAL CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(Frank et al. 1996) Secondary prevention of disability in occupational back pain
Narrative review A review of the natural history of low back pain (LBP) and the risk factors for chronic disability, as the basis 

for secondary interventions to reduce the duration of occupational disability. Despite the lack of high quality 
RCTs, the authors conclude that there is strongly suggestive evidence for several workplace-based interventions.
1) Management retraining to more acceptance and accommodation of LBP, facilitating prompt reporting and 
treatment, including active rehab services at work, and the provision of modified duties. 2) Pro-active and 
employee-supported communication between the workplace, injured worker, health care and other involved 
parties. 3) 'Managed care' to ensure optimum medical treatment and rehabilitation, according to the best 
scientific evidence and current guidelines. 4) Integration of all these elements in a comprehensive intervention
programme in the workplace.

(NIOSH 1997) Musculoskeletal disorders and workplace factors
Systematic review (Large, systematic review of the epidemiological evidence on risk factors for a wide variety of work-related 

musculoskeletal disorders). Concluded that the consistently positive findings from a large number of cross-
sectional studies (which do not establish causation), strengthened by the limited number of prospective 
studies, provides strong evidence for increased risk of work-related musculoskeletal disorders for some body 
parts. For some body parts and risk factors there is some epidemiological evidence for a causal relationship.
For other body parts and risk factors, there are insufficient studies from which to draw conclusions or the 
overall conclusion from the studies is equivocal. In general there is limited detailed quantitative information 
about exposure-response relationships between risk factors and musculoskeletal disorders. The reviewers 
considered that the epidemiological literature identified a number of specific physical exposures strongly 
associated with specific musculoskeletal disorders when exposures are intense, prolonged, and particularly 
when workers are exposed to several risk factors simultaneously. There is evidence that psychosocial factors 
related to the job and work environment play a role in the development of work-related musculoskeletal 
disorders of the upper extremity and back.Musculoskeletal disorders can also be caused by non-work exposures.
There are insufficient studies to determine whether continued exposure to physical factors alters the prognosis 
of musculoskeletal disorders. (This review does not clearly distinguish between incidence, prevalence, injury,
chronicity, and work loss, and simply assumes that statistical associations represent a causal relationship. Because 
of the focus on risk factors as opposed to outcomes, it provides little information on work retention or return-to-work
issues). (See also National Research Council 1999, and De Beek & Hernmans 2000 below).
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TABLE 5: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MUSCULOSKELETAL CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(Burton 1997) Back injury and work loss
Narrative review Took the stance that much work is physically demanding and may (frequently) lead to some discomfort and 

pain – these transient symptoms may be a normal consequence of life, but a proportion of people will have 
difficulty managing their symptoms. Control of occupational low back pain disability through ergonomic 
intervention, based on biomechanical principles, had so far been unhelpful. Traditional secondary prevention
strategies of rest and return to restricted work duties have been suboptimal. Biomechanics/ergonomics 
considerations may be related to the first onset of back pain, but there was little evidence that secondary 
intervention based solely on these principles will influence the risk of recurrence or progression to chronicity.
There was little evidence that return to ‘normal’ work is detrimental in terms of prolonging disability. The 
balance of the evidence favoured a proactive approach to rehabilitation - early return to normal work where 
possible along with complementary advice to reduce the risk of long-term incapacity. (A rather idiosyncratic 
review, though the general principles are included in guidelines-based approaches to the management of low back 
pain).

(Ferguson & Marras Surveillance measures and risk factors for low back pain
1997) Surveillance measures fall into four main types (adapted slightly by the present reviewers): survey of symptoms;
Narrative review reported injury; incidence surveillance from medical or occupational health records, lost time from work.

These different surveillance measures may be viewed as a temporal or severity progression. The authors 
analysed a wide range of physical and psychosocial risk factors at work against these different surveillance 
measures, and showed that the findings depended on which surveillance measure was used.As LBP progresses 
from symptoms to disability, psychosocial (as opposed to physical exposure) factors play a more prominent 
role.

(Westgaard & Guidelines for occupational musculoskeletal load as a basis for intervention
Winkel 1997) The most effective interventions were considered to be (1) ‘organisational culture’using multiple interventions
Narrative review with high stakeholder commitment to reduce identified risk factors, and (2) modifier interventions focusing 

on workers at risk and using measures which actively involve the individual. However, serious methodological 
weaknesses mean that there is insufficient scientific evidence to draw any firm conclusions about the impact 
or effect sizes of these interventions. (This review included 92 studies: they were not strictly ergonomic and very 
few were tested in randomised controlled trials).
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Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(Frank et al. 1998) Preventing disability from work-related low back pain.
Narrative review Synthesis of return to work approaches with focus on the stage (phase) of back pain. Management in the first 

3-4 weeks should be conservative according to current clinical guidelines. Interventions at the sub-acute stage 
(between 3-4 and 12 weeks) should focus on return to work and can reduce time lost from work by 30-50%.
There is substantial evidence that employers who promptly offer appropriately modified work can reduce the 
duration of work loss by at least 30%; a frequent spin-off is a reduction in the incidence of new back pain 
claims. The basic message was that it is important to get all the players (workers, health professionals and 
employers) onside. (The concept of getting all the stakeholders onside is doubtless necessary for successful 
occupational management of LBP, but it is not sufficient in itself (Scheel et al. 2002c)).

(National Research Work-related musculoskeletal disorders
Council 1999) There is a strong association between biomechanical stressors at work and reported musculoskeletal pain,
Workshop report injury, loss of work and disability. There is a strong biological plausibility to the relationship between the 

incidence of musculoskeletal disorders and high-exposure occupations, but methodological weaknesses 
make it difficult to draw strong causal inferences or to establish the relative importance of task and other 
factors. Evidence that lower levels of biomechanical stress are associated with musculoskeletal disorders 
remains less definite. Research clearly demonstrates that reducing the amount of biomechanical stress and 
interventions which tailor corrective action to individual, organisational and job characteristics can reduce 
the reported rate of musculoskeletal disorders for workers who perform high-risk tasks.
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TABLE 5: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MUSCULOSKELETAL CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(Buckle & Devereux Work-related neck and upper limb musculoskeletal disorders
1999) (European Agency for Safety and Health at Work)
Narrative review (This narrative review was invited by the European Agency for Safety and Health at Work, with the report 

published following a consultation process). There is little evidence of the use of standardised diagnostic 
criteria across EU member states. Understanding of the pathogenesis of these disorders varies greatly 
depending on the condition. There is scientific evidence for a positive relationship between the occurrence  
of some neck and upper limb musculoskeletal disorders and the performance of work, especially where high 
levels of exposure are present. Consistently reported risk factors requiring consideration in the workplace are 
posture (notably relating to the shoulder and wrist), force applications at the hand, hand-arm exposure to 
vibration, direct mechanical pressure on body tissues, effects of cold work environment, work organisation 
and worker perceptions of the wok organisation (psychosocial work factors) – exposure-response relationships
are difficult to deduce. There is debate about the influence of repetitiveness and fatigue. It was felt that the 
identification of workers in the extreme exposure categories is a priority for any preventive strategy. The 
importance of health and risk surveillance was emphasised, and is supported by EU directives. (With difficulties 
in establishing agreed pathogenesis of symptoms, the word ‘disorder’ may not be entirely appropriate for many of
symptomatic states. The project seemingly did not include consideration of health effects of working whilst 
experiencing symptoms).

(Hoogendoorn et al. Physical load during work and leisure time as risk factors for low back pain
1999) (Comprehensive review of 31 longitudinal studies of the effect of physical load during work and leisure) There is 
Systematic review strong evidence for manual materials handling (lifting, moving, carrying and holding loads), bending and 

twisting, and whole-body vibration as risk factors for reporting LBP; moderate evidence for patient handling 
and heavy physical work; contradictory evidence for standing or walking, sitting, sports, and total leisure-time 
physical activity. More research is needed to determine the magnitude of the effect of the various risk factors 
(dose-response relationships).
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Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(De Beek & Hermans Work-related low back disorders
2000) (European Agency for Safety and Health at Work)
Narrative review (Narrative review prepared for the European Agency for Safety and Health at Work, with the report published 

following a number of expert workshops and consultation process). Recognises that low back pain has a high 
prevalence among the population, giving evidence-linked figures of: annual incidence 4.7%; point prevalence 
19%; annual prevalence ?40%. Around 25% of people with low back pain are restricted in daily activities.
Only about 50% of people with low back problems seek medical advice. Notes generally favourable prognosis 
for most episodes, albeit symptoms are recurrent. Occupational risk factors include physical aspects of work 
(heavy physical work, heavy lifting, awkward postures, whole body vibration) psychosocial work-related 
factors (low social support and low job satisfaction) and work organisational factors (low job content, poor 
work organisation) – it was felt convenient to view risk in terms of a combined ‘overload’ on the musculo-
skeletal system. Strategies to prevent low back pain include both workplace (ergonomics) and health care 
(rehabilitation). It was thought somewhat artificial to separate low back disorders from other musculo-
skeletal disorders since a common approach is needed. (Seemingly, the brief did not include consideration of the 
health effects of working whilst experiencing low back pain, yet the epidemiology clearly shows most workers with 
low back pain do not take time away from work).

(Davis & Heaney Psychosocial work characteristics and low back pain
2000) (This is the most comprehensive and methodologically critical review of psychosocial aspects of work in the 
Systematic review context of low back pain). There are considerable methodological weaknesses to most studies. The association 

between psychosocial aspects of work and low back pain is significantly weakened if physical work load is 
controlled for. In view of the methodological weaknesses it is difficult to draw firm conclusions. Nevertheless,
there is strong evidence for a weak relationship between certain psychosocial aspects of work and reports  
of low back pain. Workers' self-reported, subjective reactions to psychosocial aspects of work (e.g. job 
dissatisfaction and job stress) are more consistently related to reported back pain than more objective aspects 
of work (e.g. work overload, lack of control over work, quality of relationship with co-workers).
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TABLE 5: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MUSCULOSKELETAL CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(Abenhaim et al. Role of activity in the therapeutic management of back pain
2000) The authors introduce a conceptual framework for the relation between back pain and occupational activity.
Task force report Pain is the initiator of a series of psychological and occupational manifestations that are linked together in 

the biopsychosocial model. Workers with back pain may or may not experience activity limitations or 
restriction in employment participation. Occupational activity may be regular, reduced (activity disrupted),
or interrupted (completely incapable of performing any occupational activity). In all three categories, the 
relation between health care, the workplace environment, and the patient is iterative (pain providing a 
feedback mechanism in response to medical or occupational interventions); workers with back pain have 
two courses of action - seek medical attention to reduce their pain, or attempt to modify their activity in the
workplace, to accommodate the pain. (Other options include complementary therapies, self-treatment, self-c
ertification or simply coping).
The Task Force recommended that rest beyond the first few days of back pain (or nerve root pain) was 
contraindicated. Activity was considered appropriate for back pain at all stages. Work, as tolerated (perhaps 
with temporary modification), was considered appropriate for back pain at all stages. The importance of
establishing return to regular occupational activities as soon as possible was emphasised as a therapeutic 
goal – this being a reflection of the necessity of minimising the duration of work absence to avoid compromising 
the probability of work-return.

(National Research Musculoskeletal disorders and the workplace
Council 2001) This US panel concluded: musculoskeletal disorders should be approached in the context of the whole person
Panel review rather than focusing on body regions in isolation. There is a clear relationship between back disorders and 

physical load (manual handling, frequent bending and twisting, heavy physical work and whole-body 
vibration) and between disorders of the upper extremities and repetition, force and vibration. (That relationship
is not claimed to necessarily be causative).Work-related psychosocial factors associated with low back disorders
include rapid work pace, monotonous work, low job satisfaction, low decision latitude and job stress. Work-
related psychosocial factors associated with upper extremity disorders include high job demands and high 
job stress. Some individual characteristics (e.g. age, psychosocial factors) affect vulnerability to work-related 
musculoskeletal disorders. The basic biomechanics literatures provide evidence of plausible mechanisms for 
the association between musculoskeletal disorders and workplace physical exposures. Modification of various
physical factors and psychosocial factors could reduce the risk of symptoms for low back and upper extremity 
disorders. (Essentially a ‘panel consensus’ document, albeit comprehensively reviewing the literature. Focused on 
evidence for work-relatedness of musculoskeletal disorders and the potential value of ergonomics interventions).



TABLE 5: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MUSCULOSKELETAL CONDITIONS
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Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(Koes et al. 2001) International comparison of clinical guidelines for management of low back pain
Systematic review There is considerable agreement across LBP guidelines from 11 countries. Consistent features were early and 

gradual reactivation of patients, the discouragement of bed rest, and the recognition of psychosocial factors 
as risk factors for chronicity. (This review did not give details for return-to-work recommendations from the 
guidelines).

(RCGP 1999) • The UK clinical LBP guidelines from the Royal College of General Practitioners considered there was 
Clinical guidelines limited scientific evidence that advice to return to work within a planned short time may lead to shorter 

periods of work loss and less time off work. Recommendations included provision of positive messages,
advice to stay at work or return as soon as possible, and consideration of reactivation/rehabilitation for 
those not returned to ordinary activities and work by 6 weeks.

(de Buck et al. 2002) Rehabilitation for chronic rheumatic diseases
Systematic review Work disability is a major consequence of disease in patients with chronic rheumatic diseases (rheumatoid 

arthritis, systemic lupus erythematosus, ankylosing spondylitis, spondylarthropathy). Work disability is 
substantial with rheumatic diseases (e.g. 20% to 40% of rheumatoid arthritis patients quit their job within 
the first 3 years of the disease), thus attention is being paid to preventing disability and promoting return to 
work. Five of six studies (uncontrolled) showed that 15% to 69% of patients in multidisciplinary vocational 
rehabilitation programs successfully return to work. Since recurrent work loss is a problem, continued access 
to job retention services should be considered. Because work disability and sick leave are associated with 
substantial inconvenience and costs for individuals and society, vocational rehabilitation programs might 
be considered for preventing loss of paid employment.

(Woods & Buckle Work, inequality and musculoskeletal health
2002) Reviews the following workplace and individual factors and their association with musculoskeletal ill health:
Narrative review social support, access to health information/education at work, job insecurity, low status work, income,

education level, age, gender, and ethnicity. Gaps in knowledge, complex interrelationships and lack of
independence of the variables have meant that attributing causal relationships is not possible.
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TABLE 5: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MUSCULOSKELETAL CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(McClune et al. Whiplash associated disorders
2002) (The review concerned a wide range of issue surrounding whiplash injuries, with the focus on deriving messages
Narrative review for a patient-centred educational booklet). The key messages were:

• Serious physical injury is rare in whiplash incidents
• Reassurance about good prognosis is important
• Over-medicalisation is detrimental
• Recovery is improved by early return to normal pre-accident activities (by implication that includes work)
• Positive attitudes and beliefs are helpful in regaining activity levels – negative attitudes and beliefs contribute 

to chronicity.
The same general messages concerning early activation appear in the various guidance initiatives. All start 
with the so-called Quebec grading of severity, under which most whiplash injuries are considered minor 
injuries characterised by symptoms rather than objective damage. Most people return to work after whiplash 
(~12% remain off work after 6 months). Patients with Grade I should be able to continue work almost 
regardless of job requirements; Grades II and III may require some initial work loss (less so for physically 
non-stressful work. Non-return to work may be due to development of psychological complications. [See 
also (Spitzer et al. 1995; Allen et al. 1997; Motor Accidents Authority 2001; ABI 2003)]

(Staal et al. 2003) International comparison of occupational health guidelines for management of low back pain
Systematic review National occupational health guidelines from 6 countries were reviewed. All were said to be evidence-based,

and there was general agreement on numerous issues fundamental to occupational health management of
back pain. Psychosocial factors (both individual and workplace) can be obstacles to recovery. Advice should 
be given that low back pain is a self-limiting, though recurrent, condition. Prolonged work loss is 
detrimental. Remaining at work or an early (gradual) return to work, if necessary with modified duties,
should be encouraged and supported. There is no need to wait for complete symptom resolution. (continued)
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Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(Staal et al. 2003) International comparison of occupational health guidelines for management of low back pain (continued)
Systematic review • This New Zealand guidance on managing back pain in the workplace is based on the idea of ‘active and 
(ACC and the working’. The focus is on ‘management’ because LBP, being so common and often not caused by work, is 
National Health almost impossible to prevent.
Committee 1997) • The best treatment is to stay active and at work – with temporary modifications if needed.
Guidance • There are many factors, physical and non-physical, that can affect return to work

• The workplace has a key role to play in helping people stay at work or return early.
• Employer support and encouragement to work can speed recovery – just waiting until symptom free

or leaving everything to the health professional can slow it down.
• Communication between the worker, the employer and the health professional is pivotal to the active-

and-working approach.
(Carter & Birrell • The UK Occupational health guidelines included the following (key) recommendations:
2000), (Waddell & • LBP is common and frequently recurrent - physical demands of work are only one factor influencing 
Burton 2001) LBP – prevention and case management need to be directed at both physical and psychosocial factors.
Guidelines & • LBP is not a reason for denying employment in most circumstances – care should be taken when placing 
evidence review individuals with a strong history in physically demanding jobs.

• Advise on good working practices such as specified in manual handling regulations.
• Encourage workers with LBP to continue as normally as possible and to remain at work, or to return to

work at an early stage, even if they still have some LBP – consider temporary adaptation of the job or 
pattern of work if necessary.
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TABLE 5: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MUSCULOSKELETAL CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(Schonstein et al. Physical conditioning/work hardening programmes for workers with back and neck pain 
2003) (Cochrane review)
Systematic review Work-oriented pain management programs aim to help people return to work and improve work abilities.

The programs (variously called work or physical conditioning, work hardening or functional restoration) 
sometimes simulate work tasks and include physical and muscle training exercises that improve physical 
condition and well-being. The reviewers’ conclusions were: Physical conditioning programs that include a 
cognitive-behavioural approach plus intensive physical training (specific to the job or not) that includes 
aerobic capacity, muscle strength and endurance, and coordination, are in some way work-related, and are 
given and supervised by a physiotherapist or a multidisciplinary team, seem to be effective in reducing the 
number of sick days for some workers with chronic back pain, when compared with usual care. There was 
little evidence that specific exercise programs that did not include a cognitive-behavioural component had 
any effect on time lost from work.

(Proper et al. 2003) Worksite physical activity programs and physical activity, fitness and health
Systematic review Fifteen randomised trials and 11 non-randomised trials of high quality. Strong evidence was found for positive

effect of a worksite physical activity program on physical activity and musculoskeletal disorders. Limited 
evidence was found for a positive effect on fatigue. For physical fitness, general health, blood serum lipids,
and blood pressure, inconclusive evidence or no evidence was found for a positive effect. To increase the level 
of physical activity and to reduce the risk of musculoskeletal disorders, the implementation of worksite 
physical activity programs is supported.



TABLE 5: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MUSCULOSKELETAL CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(Waddell & Burton Concepts of rehabilitation for common health problems
2004) (The review covered the range of common health problems but only information related to musculoskeletal 
Review of reviews disorders is noted here) 

• Low back pain: Advice to stay active and continue ordinary activities (including work) as normally as 
possible despite pain leads to faster return to work, fewer recurrences and less work loss over the following 
year than more passive approaches. Most workers with back pain are able to continue working or to return 
to work within a few days or weeks, even if they still have some residual or recurrent symptoms.

• Other musculoskeletal disorders: There seems to be common strands to the different musculoskeletal 
symptoms/disorders. The themes were broadly consistent with back pain (where there is a much higher 
quantity of evidence) and there was nothing contrary to the evidence on back pain.

• Modified work: Helpful for assisting return to work for back pain and other musculoskeletal disorders.
Modified work should be a temporary measure to accommodate reduced capacity; it facilitates early return 
to normal duties, assuming the risks are suitably assessed and controlled – assignment to permanent 
modified work can be harmful. (Also in Table 3).

(National Health Management of acute musculoskeletal pain
and Medical Australian evidence-based clinical guidelines for management of a variety of painful musculoskeletal conditions.
Research Council Conditions covered comprise: acute low back pain, acute thoracic pain, acute neck pain, acute shoulder pain,
2004) acute knee pain. (Occupational issues and return to work were not the focus of this guidance, but the 
Clinical guidelines recommendations regarding activity are of relevance to work). For low back pain, advice to stay active reduces 

sick leave compared to bed rest (as well as having small benefits for pain and function). For thoracic pain, it is,
in general, important to resume normal activities as soon as possible.For neck pain,encouraging the resumption
of normal activities and movement of the neck is more effective than a collar and rest. For shoulder pain,
although pain may make it difficult to carry out usual activities, it is important to resume normal activities as 
soon as possible. For knee pain, maintenance of normal activity has beneficial effect on patellofemoral pain 
compared to no treatment or use of orthoses.
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TABLE 5: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MUSCULOSKELETAL CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(COST B13 working European guidelines for management of low back pain
group 2004) The guidelines were based on systematic evidence reviews in three areas: management of acute low back pain,
European clinical management of chronic low back pain, and prevention in low back pain.
and prevention • The clinical guidelines for acute LBP considered there was evidence that advice to stay active led to less sick 
guidelines leave and less disability. There was consensus that advice to stay at work or return to work if possible is 

important. Longer duration of work absenteeism is associated with poor recovery (lower chance of ever 
returning to work). An appendix on back pain at work included information and recommendations taken 
from various occupational health guidelines (see Staal et al 2003 above).

• The clinical guidelines for chronic LBP noted that after an initial episode of LBP, 44-78% people have 
relapses of pain and 26-37% experience relapses of work absence. In workers having difficulty returning to 
normal occupational duties at 4-12 weeks, the longer a worker is off work with LBP the lower the chances 
of ever returning to work. Intensive physical training (“work hardening”) programs with a cognitive-
behavioural component are more effective than usual care in reducing work absenteeism.

• The guidelines for prevention in low back pain suggest that the general nature and course of commonly 
experienced LBP means that there is limited scope for preventing its incidence (first-time onset). Primary 
causative mechanisms remain largely undetermined: risk factor modification will not necessarily achieve 
prevention. Nevertheless, there is evidence suggesting that prevention of various consequences of LBP 
(e.g. recurrence, care seeking, disability, and workloss) is feasible. Overall, there is limited robust evidence 
for numerous aspects of prevention in LBP; for interventions where there is acceptable evidence, the effect 
sizes are rather modest. For workers with or without back pain the following statements are made:
(1) physical exercise is recommended in the prevention of LBP, for prevention of recurrence of LBP, and for
prevention of recurrence of sick leave due to LBP; (2) temporary modified work and ergonomic workplace 
adaptations can be recommended to facilitate earlier return to work for workers sick listed due to LBP;
(3) there is insufficient consistent evidence to recommended physical ergonomics interventions alone 
for prevention in LBP; (4) there is insufficient consistent evidence to recommend stand-alone work 
organisational interventions; (5) multidimensional interventions at the workplace can be recommended 
in principle.
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Authors Key features (Additional reviewers’ comments in italics)

Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(Helliwell & Taylor Repetitive strain injury
2004) Pain in the forearm is common in the community. In the workplace it is associated with frequent high 
Narrative review repetition, high forces, prolonged abnormal postures, and psychosocial issues. Early intervention and active 

management is important: the principles of the well-developed back pain guidelines apply – reassurance 
(addressing psychosocial factors), maintain work if possible, temporary activity modification. Ergonomic 
interventions may make the workplace more comfortable, and may reduce sickness absence. (Focus was mostly
on clinical issues).

(Punnett & Wegman Work-related musculoskeletal disorders – epidemiology and the debate
2004) The debate about the work-relatedness of musculoskeletal disorders reflects both confusion about 
Narrative review epidemiological principles and gaps in the scientific literature. Some dispute remains over the relative 

importance of physical ergonomic risk factors. This paper is said to address the controversy with reference to 
the report from the National Research Council (2001). The authors consider the available epidemiological 
evidence to be substantial, but accept more research is needed concerning the latency effect, natural history,
prognosis, and potential for selection bias in the form of the healthy worker effect. Examination techniques 
still do not exist that can serve as a gold standard for many of the symptoms commonly reported in workplace 
studies. Exposure assessment has too often been limited to crude indicators such as job title, and lack of
standardised exposure measures limits ability to compare studies. Despite these challenges, the epidemiological
literature on work-related musculoskeletal disorders in combination with extensive laboratory evidence of
pathomechanisms related to work stressors is convincing to most (sic). (The authors’ underlying tenet seems to 
be that the case for the work-related aetiology of musculoskeletal disorders would be strengthened by research 
involving improved methodology and metrics. However, (logically) it seems equally possible that the reverse may 
be found. As important as the underlying data is the way it is interpreted – that part of the debate also remains 
unresolved).
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TABLE 5: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MUSCULOSKELETAL CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(Backman 2004) Work disability in rheumatoid arthritis
Narrative review Approximately one-third of people with rheumatoid arthritis will leave employment prematurely. Work 

disability results from a complex interaction of characteristics of individuals, the nature of their work, and 
their environment, including the physical workplace, policies related to work accommodation, and personal 
relationships. Early assessment of possible work limitations and potential for vocational rehabilitation should
be considered in the evaluation of employed patients and those wishing to work.

(de Croon et al. 2004) Prediction of work disability in rheumatoid arthritis
Systematic review Work disability is a common outcome in rheumatoid arthritis (RA), and is a societal and individual problem 

(financial costs, loss of status). Strong evidence showed that physical job demands, low functional capacity,
old age, and low education predict work disability in RA. Remarkably, biomedical variables did not consistently
predict work disability. It was concluded that work disability in RA is a biopsychosocially determined misfit 
between individual capability and work demands. Although work disability increases during the course of
the disease, there was no consistent evidence that disease duration predicts disability. There was evidence that 
work disability itself may stimulate disease progression, because of the loss of psychosocial, financial and 
medical benefits. Drug treatments were not included in the review, but it was considered that treatment with 
disease modifying agents may influence work disability substantially.



TABLE 5: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MUSCULOSKELETAL CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(ARMA 2004) Standards of care
Standards (UK Arthritis and Musculoskeletal Alliance)

(Derived from working groups and consultation. The Standards are intended to inform health care policy makers,
and cover back pain, osteoarthritis and inflammatory arthritis. Although focused on care services, the Standards 
do include work issues). The high economic impact of back pain, osteoarthritis and inflammatory arthritis is 
acknowledged in respect of sickness absence and disability as well as health care. The following Standards in 
respect of work are set down:
• Back pain: People with back pain should be encouraged and supported to remain in work or education 

wherever possible – vocational rehabilitation should be available to support people in staying in existing 
employment or finding new employment.

• Osteoarthritis: People with joint pain or osteoarthritis should be encouraged to remain in work or education
wherever possible.Vocational rehabilitation should be available to support people staying in existing 
employment or finding new employment.

• Inflammatory arthritis: People should be supported to remain in or return to employment and/or education,
through access to information and services such as occupational therapy, occupational support and 
rehabilitation services.

(Woods 2005) Work-related musculoskeletal health and social support
Narrative review Concerns the relationship between the level of social support at work (e.g. poor communication channels,

unsatisfactory work relationships, unsupportive organisational culture) and work-related musculoskeletal 
ill-health (reported symptoms, sick leave, medical consultation, disability retirement). Indicates a lack of
social support (from co-workers, supervisors or managers) is a risk factor for musculoskeletal ill-health 
(though not necessarily causative). In addition, there is limited evidence that poor social support is associated 
with musculoskeletal absence, restricted activity, and not returning to work after a musculoskeletal problem.
Prevention programmes should involve psychosocial as well as ergonomic elements. The question of whether 
social support causes musculoskeletal disorders or affects behaviour of patients with existing musculoskeletal 
disorders requires further clarification. (The findings are based on cross-sectional, case-control studies and 
prospective research).
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TABLE 5: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MUSCULOSKELETAL CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(Walker-Bone & Occupational associations of soft tissue musculoskeletal disorders of neck and upper limb
Cooper 2005) Concern was occupational associations with neck and upper limb musculoskeletal disorders. Considered 
Narrative review separately neck disorders, shoulder disorders, epicondylitis, non-specific forearm pain, and carpal tunnel 

syndrome.
• Neck disorders: High background prevalence of neck pain among adults in developed countries (point 

prevalence up to 34%); contributes to sickness absence and demands on medical services. Neck pain and 
neck disorders are associated with mechanical and psychosocial workplace factors (with complex interactions) 
– preventive strategies are not convincing.

• Shoulder disorders: High background prevalence of shoulder pain (point prevalence up to 26%).
Symptoms/disorders are associated with overhead work and possibly repetitive work: occupational 
psychosocial factors are also implicated (this holds true even when the outcome studied is a specific 
diagnosis).

• Epicondylitis: Strenuous manual tasks seem to be associated with epicondylitis, but unclear if mechanical 
factors initiate the disorder or aggravate a tendency among predisposed people: emerging evidence 
suggesting association with psychosocial factors.

• Non-specific forearm pain: Rare among working age adults (point prevalence 0.5%). Significantly associated
with psychological distress but not with any mechanical exposures.

• Carpal tunnel syndrome: Aetiology controversial due to problem of case definition. Overall, workplace 
factors may be contributory (force, repetition and vibration).

Neck and upper limb pain is a common problem among working age adults and contributes to sick leave.
Workplace factors such as prolonged abnormal posture and repetition contribute to these conditions.
Psychosocial influences show the aetiology is complex, and both types of factor may be important, though 
there is insufficient evidence to determine the relative contribution. (The odds ratios quoted from the original 
studies tended to be <2 for physical factors and >3 for psychosocial factors.)
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Authors Key features (Additional reviewers’ comments in italics)

Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(Henriksson et al. Women with fibromyalgia
2005) (A review of literature focused on the work status of women with fibromyalgia). Fibromyalgia is predominantly
Narrative review reported by, and diagnosed in, females. Prevalence 1-5%. Limitations caused by pain, fatigue, decreased 

muscle strength and endurance influence work capacity. Studies from various countries show many women 
with fibromyalgia (34% to 77%) remain at work even after many years with pain.When individual adjustments
in the work situation (reduced, more flexible hours) are made, they can continue to work and find satisfaction
in their work role. It seems that when the women find a work situation that matches their ability, they continue
to work. The total life situation, other commitments, type of work tasks, ability to influence work situation,
and the physical and psychosocial work environment are important in determining whether a person can 
remain in work.

(Loisel et al. 2005) Prevention of work disability due to musculoskeletal disorders
Narrative review The evidence shows that some clinical interventions (advice to return to modified work and graded activity 
and expert opinion programmes) and some non-clinical interventions (at a service and policy/community level but not at practice 

level) are effective in reducing work absenteeism. Implementation of evidence on work disability is problematic.
The limited implementation of these evidence-based practices may be related to the complexity of the problem,
as it is subject to multiple legal, administrative, social, political and cultural challenges.

(Cairns & Hotopf Prognosis of chronic fatigue syndrome
2005) Aim of the review was to identify occupational outcomes in chronic fatigue syndrome. The median full 
Systematic review recovery rate during variable length follow-up was 5%, but the symptom improvement rate was 40%. Less 

fatigue severity at baseline, a sense of control over symptoms and not attributing illness to a physical cause 
were associated with a good outcome. Return to work at follow-up varied from 8% to 30%. It is indisputable 
that it is easier to return to work after shorter periods of sickness absence – services should be available to 
provide early treatment and rehabilitation. Medical retirement should be postponed until a trial of such 
treatment has been given.
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TABLE 5: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MUSCULOSKELETAL CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(Franche et al. 2005) Workplace-based return-to-work interventions.
Systematic review There was strong evidence that work disability duration is significantly reduced by work accommodation 

offers and contact between healthcare provider and workplace; and moderate evidence that it is reduced by 
interventions which include early contact with worker by workplace, ergonomic work site visits, and presence 
of a return-to-work coordinator. For these five intervention components, there was moderate evidence that 
they reduce costs associated with work disability duration. There was limited evidence on the sustainability of
these effects. There was mixed evidence regarding direct impact on quality-of-life outcomes. (Importantly,
however, this review found no evidence that return to work had adverse impact on quality of life). (Also in Table 3).

(Staal et al. 2005) Physical exercise to improve disability and return to work in low back pain
Narrative review Acknowledges the body of literature indicating that physical exercise might be effective to stimulate return to 

work and improve function in workers who are absent from work due to low back pain. However, in cases of
occupational low back pain, it is often a physical incident or activity that is blamed for the precipitation of
back pain or sciatica and held responsible for damaging spinal structures. This review explores the literature 
to determine whether the risk of additional back pain and work absence increases in people with a history of
back pain, if they resume physical activities including exercise and work. Physical exercises are not associated 
with an increased risk for recurrences. Authors consider staying active and increasing the level of physical 
activity are safe, despite increased loading of spine structures.
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Authors Key features (Additional reviewers’ comments in italics)

Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(Talmage & Working with common musculoskeletal problems
Melhorn 2005) (American Medical Association)

(American Medical Association guide book for primary care physicians and care providers to assist navigation of
return to work issues, supported by science and consensus: the authors admit a firm belief that work is good for man).

(Haralson 2005) • Common lower extremity problems: Lower extremity injuries are a common cause of the loss of the ability 
Physician guidance to work. With proper job accommodations (e.g. redesign to reduce the need for locomotion) people with 

lower extremity problems can return to work relatively quickly (with general health benefit) and there 
seems little reason to keep workers with most lower extremity problems off work for extended periods.
(A chapter from a guide book primarily to present evidence-based advice to physicians involved in return to 
work assessments – the approach involves consideration of risk, capacity and tolerance at the individual level).

(Melhorn 2005) • Common upper extremity problems: Returning an individual with an upper extremity problem to work 
Physician guidance requires a balance between the demands of the job and the capability of the patient. Temporary workplace 

advice on accommodations and tolerance should focus on an early return to work and improve the outcome
for work-related injuries, and advance the patients’ quality of life. (A chapter from a guide book primarily to 
present evidence-based advice to physicians involved in return to work assessments – the approach involves 
consideration of risk, capacity and tolerance at the individual level).

(Sherrer 2005) • Common rheumatological disorders: Rheumatological disorders are varied, but they uniformly have a 
Physical guidance negative impact on work. Emerging data suggest that the majority of patients can continue to work with 

certain parameters, and will need aggressive control of disease activity and pain, along with appropriate 
workplace adaptations. (A chapter from a guide book primarily to present evidence-based advice to physicians 
involved in return to work assessments – the approach involves consideration of risk, capacity and tolerance at 
the individual level). (Entries in respect of working with cardiorespiratory conditions are in Table 6).
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TABLE 5: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH MUSCULOSKELETAL CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(D'Souza et al. 2005) Occupational factors and lower extremity musculoskeletal and vascular disorders
Systematic review The epidemiological literature on lower extremity musculoskeletal disorders, vascular disorders and 

occupational mechanical factors is relatively sparse compared to low back and upper extremity literature.
Most of the literature concerned osteoarthritis of the hip and knee, but it was focused on surgical (i.e. severe) 
cases, which limits generalisability. Most of the studies on other conditions were cross-sectional and used 
questionable exposure assessment: more and better research is needed to examine any causal pathways.

(Burton et al. 2006) Employment and rheumatoid arthritis
Systematic review The 38 studies included in the review concerned subjects ?18 with a diagnosis of rheumatoid arthritis (RA) 

and had a measure of work productivity loss (work loss and work disability). Rates of work disability in RA 
were similar in the USA and Europe, despite differences in social systems. Times from disease onset until 50% 
probability of being permanently work disabled varied from 4.5 to 22 years. Work loss was experienced by a 
median 66% (range - 36-84), for a median duration of 39 days (range 7-84). Baseline characteristics consistently
predictive of subsequent work disability were a physically demanding work type, more severe RA and older 
age. An apparent decrease in the prevalence of RA-related work disability since the 1970s may be due to a 
decrease in physically demanding work. (Over this time, there have also been generally increased employment 
rates among people with disabilities. Overall, this study shows that people with RA can work for considerable 
periods after disease onset and that some experience only modest work loss, with a suggestion that participation 
will depend, at least in part, on the physical nature of the work).
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Authors Key features (Additional reviewers’ comments in italics)

Table 5: The Impact of Work on the Health of People with Musculoskeletal Conditions continued

(IIAC 2006) Prescribed diseases
UK Legislation (Industrial Injuries Advisory Council)

The UK law provides for payment of benefits to people who are suffering from certain diseases contracted in 
the course of certain types of employment. These diseases are referred to as prescribed diseases (PDs) and are 
listed in Regulations. There is no entitlement to benefit in respect of a disease if it is not listed in the Regulations,
or if the person’s job is not listed against the particular disease. This is especially important for diseases common
in the population at large, where it is known that some workers would have got the disease whatever job they 
did. A disease can only be prescribed if the risk to workers in a certain occupation is substantially greater than 
the risk to the general population, and the link between the disease and the occupation can be established in 
each individual case or presumed with reasonable certainty. In diseases which occur in the general population
(e.g. chronic bronchitis and emphysema) there may be no difference in the pathology or clinical features to 
distinguish an occupational from a non-occupational cause. In these circumstances, in order to recommend 
prescription, IIAC looks for consistent evidence that the risk of developing the disease is more than doubled 
in a given occupation. There are a number of common musculoskeletal disorders that are considered 
prescribed diseases: cramp of the hand or forearm due to repetitive movements; subcutaneous cellulitis of
the hand due to manual labour causing severe friction or pressure; bursitis or subcutaneous cellulitis at the 
knee due to severe prolonged external friction or pressure; bursitis or cellulitis at the elbow due to severe or 
prolonged external friction or pressure; traumatic inflammation of the tendons (tenosynovitis) affecting the 
hand due to manual labour or frequent or repeated movements of the hand or wrist; vibration white finger 
and carpal tunnel syndrome related to use of hand-held vibrating tools; osteoarthritis of the hip in agriculture
as a farmer or farm worker for a period 10 years. (Whilst it is recognised that certain exposures in certain jobs 
are related to certain musculoskeletal diseases, it is not implied as inevitable that exposure to the job will result in 
the disease). (Also in Table 6).
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TABLE 6: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH CARDIO-RESPIRATORY CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 6a-i: Cardiac  conditions - impact of work

(Schnall et al. 1994) Job strain & cardiovascular disease
Quasi-systematic Reviews 36 studies on the relationship between job strain and cardiovascular disease outcomes (e.g. myocardial 
review infarction, mortality) and cardiovascular disease risk factors (e.g. hypertension). Concludes that a body of

literature had accumulated (at that time) to strongly suggest a causal association between job strain and 
cardiovascular disease. Several biological mechanisms for the association, notably elevated blood pressure,
have received empirical support. However, it was considered the job demands-control (job strain) model has 
conceptual limitations that need to be addressed in further research, including other aspects of job demands 
(e.g. cognitive demands, workplace social support, latitude, promotion opportunities). In summary, the authors 
concluded that job strain is associated with a range of adverse health outcomes, including psychological strain,
such as exhaustion or depression, hypertension, and various forms of cardiovascular disease. (The reviewed 
studies included a mix of cross-sectional, case control and cohort studies: the quoted effect sizes were variable and 
largely modest).

(Kaplan & Keil 1993) Socioeconomic factors and cardiovascular disease
Narrative review (General social background) Socioeconomic status, sometimes referred to as ‘social class’, covers a wide range 

of measures including education, income, occupation, living conditions, income inequality, and many other 
socio-economic aspects of life. This review found a substantial body of evidence of a consistent association 
between (lower) socio-economic status and the aetiology and progression of cardiovascular disease, which 
may be mediated by standard biologic cardiovascular risk factors and/or by psychosocial factors. Associations 
between all-cause mortality and education level, income level, occupational group, composite indices of these
measures, poverty, unemployment, living conditions and standard of living have been demonstrated using 
both individual and aggregate data.A large number of studies have demonstrated associations between socio- 
economic status and cardiovascular risk factors (physical activity, smoking, obesity, haemostatic factors and 
hypertension), coronary heart disease, cardiovascular mortality (particularly coronary mortality) and mortality
trends.Analysis of the association between employment status and health must distinguish those who are able
to work but unable to find employment and those who are unable to work for health reasons. (Provides little 
evidence or discussion on the impact of work or worklessness on cardiovascular disease).



TABLE 6: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH CARDIO-RESPIRATORY CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 6a-i: Cardiac  conditions - impact of work continued

(Pickering 1997) Occupational stress and blood pressure in men and women
Narrative review Human hypertension is the end result of a number of genetic and environmental influences, and typically 

develops gradually over many years. The extent to which increased sympathetic activity (which plays a role in 
the early stage) may be the result of environmental stress is uncertain. Human epidemiological studies have 
shown that the prevalence of hypertension is strongly dependent on social and cultural factors. Blood pressure
tends to be highest at work, and studies using ambulatory monitoring have shown that occupational stress,
measured as job strain, can raise blood pressure in men, but not women (possibly associated with mens’
increased left ventricular mass). The diurnal blood pressure pattern in men with high strain jobs shows a 
persistent elevation throughout the day and night, which is consistent with the hypothesis that job strain is 
a causal factor in the development of human hypertension.

(van der Doef & The Job Demand-Control-(Support) Model and physical health outcomes
Maes 1998) Review of 51 studies, mainly of cardiovascular disease (CVD), in which the ‘strain’ model (demand-control) 
Systematic review predominates. In contrast, the ‘buffer’ model (in which control buffers the impact of demands) is most 

prevalent in studies of self-reported psychosomatic complaints. One out of two studies of all cause mortality 
supported the strain model. Three out of 7 studies on CVD mortality, 7 out of 12 studies on CVD morbidity,
and 3 out of 7 studies on CVD symptomatology supported the strain hypothesis (though no data were 
presented on the strength of these effects.) The review authors concluded that ‘working in a high strain job 
appears to be associated with an elevated risk for cardiovascular disease (though these results might be more 
accurately summarised as ‘there is conflicting evidence that job strain is associated with any increased risk for 
cardiovascular disease, but no evidence from this review on the extent of such a risk and no clear evidence on cause 
and effect’).
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TABLE 6: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH CARDIO-RESPIRATORY CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 6a-i: Cardiac  conditions - impact of work continued

(Tsutsumi & The Effort-Reward Imbalance model
Kawakami 2004) Review of 45 studies. Two case-control and seven cohort studies on cardiovascular disease showed associations
Systematic review between effort-reward imbalance or over-commitment and acute myocardial infarction or cardiac mortality 

(which were generally significant at P <0.05, but without Bonferroni adjustment for multiple comparisons) with 
odds ratios generally from 1.2 to 4.5 (though many of those in the higher range were barely significant because of
small sample sizes and there was no meta-analysis to combine these results). Eight cross-sectional studies and 
two cohort studies showed similar associations between effort-reward imbalance or over-commitment and 
hypertension or other biological risk factors (with all the same qualifications, as above). (Also in Table 4).

(van Vegchel et al. The Effort-Reward Imbalance model
2005) Review of 45 studies, 24 of which were of cardiovascular disease (CVD). Thirteen out of 17 studies of cardiac 
Systematic review symptoms/risk factors were positive with odds ratios ranging from 1.23 to 6.71, and all 8 studies of CVD 

morbidity or mortality were positive with odds ratios ranging from 1.22 to 8.98 (no meta-analysis to combine
these results). (These studies were almost entirely in men). (Also in Table 4).

(Hemingway & Psychosocial factors in the aetiology of coronary heart disease
Marmot 1999) In healthy populations, prospective cohort studies show a possible aetiological role for type A/hostility,
Systematic Review depression/anxiety, psychosocial work characteristics, and social support. In populations of patients with 

coronary heart disease, prospective studies show a prognostic role only for depression/anxiety, psychosocial 
work characteristics, and social support.Whilst psychosocial factors (particularly depression and social support)
are independent aetiological and prognostic factors for coronary heart disease, there is conflicting evidence 
on whether psychosocial interventions reduce mortality after myocardial infraction. (In summary, there is 
conflicting evidence that psychosocial aspects of work such as high demands and low control are weak risk factors 
for coronary heart disease; there is strong evidence that anxiety, depression and social support are more powerful 
risk factors).
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Authors Key features (Additional reviewers’ comments in italics)

Table 6a-ii: Cardiac  conditions - management

(Shanfield 1990) Return to work after myocardial infarction
Narrative review The rate of return to work after an acute myocardial infarction is decreased among previously working women,

blue-collar workers particularly with physically strenuous jobs, and persons with emotional problems.
Although more severe infarctions decrease return to work rates, psychosocial factors appear to be more 
prominent in their effects on the rates. Supportive psychotherapy as well as specific advice to return to work 
for patients with uncomplicated acute myocardial infarction shortens length of convalescence. Little evidence 
exists, however, that current interventions largely geared to improving cardiac status have any impact on 
ultimate return to work. Specific interventions tailored to individuals at risk of not working may increase 
rates of return to work.

(Horgan et al. 1992) Working party report on cardiac rehabilitation in UK
Report Cardiac rehabilitation should restore patients to their optimal physiological, vocational, and social status.

Return to work (RTW) is usually an explicit aim of cardiac rehabilitation.Vocational services need to be 
involved early in the rehab process because prolonged inactivity can lead to permanent incapacity. To this end,
job characteristics should be evaluated. Good communications between the medical staff and those providing 
vocational counselling about medical status, exercise tolerance, and psychological outcome are essential in 
the decision to return to work. Resumption of work is largely determined by factors that cardiac rehab cannot 
influence – age, severity of disease, educational level, and adequacy of pension and retirement benefits. The 
role of vocational rehabilitation in recovery needs greater recognition.

(Brezinka & Kittel Psychosocial factors of coronary heart disease in women
1995) Much less research is carried out in this area in women than in men. For women, low social class, low 
Narrative review educational attainment, the double loads of work and family, chronic troubling emotions and lack of social 

support emerge as risk factors. Women working before a coronary incident are more likely to withdraw from 
the labour market than men, and those who return to work do so later than men. Generally, return to work 
after a coronary incident decreases emotional distress and enhances well-being, whereas forced retirement 
leads to negative changes in emotional and social adjustment. Thus physicians should avoid advising female 
patients not to return to work - the psychosocial consequences of withdrawal might be worse than those of
return to work.
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TABLE 6: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH CARDIO-RESPIRATORY CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 6a-ii: Cardiac  conditions - management continued

(Lusk 1995) Return to work after myocardial infarction
Narrative review Most individuals want to return to work (RTW) following myocardial infarction. Overprotection at the 

workplace is undesirable. Occupational health nurses have an important role in planning for and implementing 
RTW. Specific suggestions for facilitating return included involvement early in the worker’s recuperative 
period, including early contact with the worker, offering support and encouragement by telephoning/visiting,
maintaining the link to the workplace, encourage co-workers, supervisors, and/or subordinates to maintain 
contact with the worker. It was considered these suggestions debunk the myth that overprotection results in 
‘cardiac invalids’, and that return to work was partly predicted by perceptions of early high social support.
In addition, occupational health nurses have a role in devising RTW programs, including modified work,
which results in a reduction of dependence on physicians for determination of RTW, who may not have as 
clear an understanding of the physiological aspects of the job. (A review of two just original studies, from the 
perspective of occupational health nursing).

(Wenger et al. 1995) Clinical practice guideline for cardiac rehabilitation services - USA
Guideline Symptomatic and functional improvement in survivors of myocardial infarction and revascularisation 

procedures correlate poorly with RTW and general resumption of pre-illness lifestyle; psychosocial status 
appears to be a more important determinant. Exercise training exerts less influence on rates of RTW than many 
non-exercise variables including employer attitudes, prior employment status, and economic incentives.
Exercise training, as a sole intervention, is insufficient to facilitate return to work. Education, counselling, and 
behavioural interventions have not been shown to improve rates of RTW, which are contingent on many 
social and policy issues.



TABLE 6: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH CARDIO-RESPIRATORY CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 6a-ii: Cardiac  conditions - management continued

(Dafoe & Cupper Vocational considerations and return to work
1995) Vocational issues for cardiac patients increasingly carry an expectation that cardiac patients should, if at all 
Narrative review possible, be gainfully employed. A successful return to work can be viewed as a major milestone in 

rehabilitation process. Clinically, some individuals should not return, and people in their late 50s/early 60s 
may choose not to return if they can retire without undue financial hardship. When work return is an 
accepted goal, early proactive approach important. Health professionals need to anticipate, identify, and 
modify obstacles to return to work at an early stage, and alleviate associated anxiety. Continuing contact 
between employer and absent employee may facilitate RTW. Involvement of company physician in modified 
work is important. Co-workers’ attitudes to the returning employee should be supportive, as indeed should 
the attitudes of the family – they need appropriate information. The (early) decision to return to work is a 
crucial step,needing good communication between patient, employer,primary care physician and rehabilitation
service.Vocational counselling, as a component of cardiac rehabilitation, should be flexible and community-
based. (Not strictly evidence-based, rather a discussion of concepts).

(Thompson et al. Cardiac rehabilitation in UK
1996) Patients should be encouraged to remain independent, and should have a say in what they are willing to do.
Narrative review RTW is considered a major end point in cardiac rehabilitation. A high percentage (62-92%) of patients who 

were working before myocardial infarction will return to work, but a high proportion will leave work again or 
change jobs in the first year after returning. Except in the case of patients with persisting angina or heart 
failure, failure to return to work is more often due to psychological or financial considerations than to physical
constraints. Even in the case of occupations where health standards are prescribed by statute (e.g. driving,
aviation), there is an increasing move towards individual assessment of risk and capacity. There needs to be 
collaboration between cardiac rehabilitation and occupational health medicine to ensure optimum and 
effective RTW. (Summary of a workshop convened to prepare clinical guidelines and audit standards in cardiac 
rehabilitation in the UK).
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TABLE 6: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH CARDIO-RESPIRATORY CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 6a-ii: Cardiac  conditions - management continued

(NHS CRD 1998) Summary of research evidence on the effectiveness of cardiac rehabilitation
Guidance bulletin (National Health Service Centre for reviews and Dissemination, UK)

Exercise improves physical aspects of recovery at no additional risk, but as a sole intervention it is not sufficient 
to reduce risk factors, morbidity or mortality – yet the majority of programmes are exercise-based. Many of
the problems experienced by people with heart disease are not due to physical illness but to anxiety and 
misconceptions about their health. RTW rates are fairly high following an acute cardiac event, but a substantial
number retire early or become unemployed. Uptake and adherence can be poor – helps if doctor strongly 
recommends, when access is convenient, when partner/spouse involved. (UK Effective Health Care Bulletins 
are based on systematic review and synthesis of research, and produced by methodologists with expert input.
Limited information on RTW but strongly advocates the biopsychosocial approach).

(Franklin et al. 1998) Changing paradigms and perceptions of cardiac rehabilitation
Narrative review Risk stratification has emerged as the centrepiece of strategies aimed at stabilising or enhancing the clinical 

status of post-myocardial infarction patients, as well as vocational counselling. The objectives of contemporary
cardiac rehabilitation are to increase functional capacity, decrease symptoms, stop cigarette smoking, modify 
lipids and lipoproteins, decrease body weight and fat stores, reduce blood pressure and improve psychosocial 
well-being.Vocational counselling is often under-emphasised in contemporary cardiac rehabilitation. An 
occupational work evaluation may hasten return to work because it reassures the worker and their primary 
care physician that the physical, psychological, and environmental stresses associated with the job can be 
safely tolerated. Coronary risk status is much more important than functional capacity in determining RTW.
(More explicit on the ‘bio’ aspects of rehabilitation than the psychosocial or vocational aspects, but suggests that 
these dimensions are implicit in contemporary rehabilitation).
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Authors Key features (Additional reviewers’ comments in italics)

Table 6a-ii: Cardiac  conditions - management continued

(DH 2000) National Service Framework for coronary heart disease
Policy document (Department of Health, UK)

This UK Department of Health initiative concerns how the National Health Service and others can best help 
people who have had a cardiac event maximise their chances of leading a full life and resuming their place in 
the community. Coronary heart disease (CHD) exemplifies inequalities in health: unskilled working men are 
three times more likely to die prematurely of CHD than men in professional or managerial occupations. The 
wives of manual workers have nearly twice the risk compared to the wives of non-manual workers, and angina,
heart attack, and stroke are all more common amongst those in manual social classes. This National Service 
Framework spells out standards in 7 areas: 1) reducing heart disease in the population; 2) preventing coronary
heart disease in high risk patients; 3) heart attack and other acute coronary syndromes; 4) stable angina;
5) re-vascularisation; 6) heart failure; 7) cardiac rehabilitation. The standard for cardiac rehabilitation requires 
that NHS Trusts put in place agreed protocols/systems so that (prior to leaving hospital after suffering coronary
heart disease), patients have been invited to participate in a multidisciplinary programme of secondary 
prevention and cardiac rehabilitation, the aim of which is to reduce their risk of subsequent cardiac problems 
and to promote their return to a full and normal life. (The Framework focuses on service provision rather than 
vocational issues yet return to work is an implicit goal).

(de Gaudemaris Return to work with cardiovascular disease and public safety
2000) Advances in cardiovascular therapy mean that the cardiovascular function of many patients is restored to 

such an extent that returning to work is possible. These authors considered that, even with ideal medical 
treatment, many patients should not go back to work for a variety of psychological, social, or ethical reasons 
(e.g. concerns about the risk to others on return to work due to diminished ability to do the job). The decision 
whether or not to go back to work with cardiovascular disease involves not only weighing medical considerations 
but also the patient’s psychosocial profile and factors associated with his or her job.Work can only be resumed
with the cooperation of several parties, i.e. the patient’s personal physician, cardiologist, and employer.
Physicians are often reluctant to send their patients back to work based on their concern about prognosis.
(Very much based on health and safety guidelines in terms of purported ‘risks’ to public).
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TABLE 6: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH CARDIO-RESPIRATORY CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 6a-ii: Cardiac  conditions - management continued

(Thompson & Post-myocardial infarction – rehabilitation and cardiac neurosis
Lewin 2000) Cardiac rehabilitation needs to recognise and address concomitant psychological factors.‘Home coming 
Narrative review depression’ is almost universal, and some patients become preoccupied with symptoms and become trapped 

in a downward spiral of increasing disability – there is evidence that psychological distress following myocardial
infarction (MI) is an independent risk factor for early mortality. Beliefs and perceptions about the illness are 
critically important – negative models of the illness reduce likelihood of returning to work, as will blaming 
the problem on ‘stress’ or ‘overwork’. Accurate information and advice (preferably written) to shift beliefs in 
a positive direction is important, along with provision of integrated rehabilitation services.

(Mital & Mital 2002) Returning coronary heart disease patients to work
Narrative review RTW or re-employment at the earliest possible time should be the ultimate goal of any cardiac rehabilitation 

program. Existing cardiac rehabilitation programs do not achieve a reduction in lost time from work, and 
programs should be based on job-related elements, rather than aerobic exercises that have no semblance to 
real work situations – physical or cognitive. Psychosocial factors are also more closely related to RTW outcomes
than medical ones. When early RTW is the patient’s major goal, a more multidisciplinary team approach is 
needed. (This review was combined with an individual study in which a job simulation program was devised and 
tested - only conclusions from review extracted).

(Wozniak & Kittner Return to work after ischaemic stroke
2002) Despite the economic cost of lost employment, return to work after ischaemic stroke has received little study.
Systematic review The percentages of patients working after stroke vary widely from 11 to 85%. Comparisons of these studies 

are difficult because they report return to work in different populations after diverse follow-up periods using 
variable definitions of stroke and work. Stroke severity as measured by activities of daily living was the most 
robust predictor of return to work. However, many factors known to influence vocational outcome after 
other illness (e.g., social and job characteristics) have not been examined.
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Authors Key features (Additional reviewers’ comments in italics)

Table 6a-ii: Cardiac  conditions - management continued

(Womack 2003) Cardiac rehabilitation secondary prevention programmes
Narrative review The philosophy of early cardiac rehabilitation represents a shift in previous thinking, whereby patients did 

not begin rehabilitation until 6 weeks after their event. This shift is due to increased awareness of the safety of
cardiac rehabilitation, and is partly related to enhanced services provided regarding secondary prevention,
and partly related to the fact that many cardiac patients return to work within 2-6 weeks of hospital discharge.
Patients should be encouraged to remain in medically supervised programs for longer periods or indefinitely 
in order that ongoing exercise supervision, careful monitoring of disease progression, and social and emotional
support is provided. Cardiac rehabilitation should be population specific – depending on type of heart disease.

(Reynolds et al. 2004) The economic burden of chronic angina
Systematic review Chronic angina carries an economic burden because of symptom management, the risk of major cardiovascular 

events, and lost productivity. 17 studies assessed the healthcare cost of managing chronic angina - estimates 
varied widely because of differing patient populations, healthcare settings, countries of origin, and year(s) of
data collection. 20 studies reported work limitations, 5 of which quantified productivity loss in monetary terms.
Interventions for chronic angina (including revascularisation) resulted in some improvement in employment 
and work limitations over the short term. Chronic angina carries substantial healthcare costs caused by 
frequent medical visits, medications, and expensive revascularisation procedures. Workplace productivity 
loss because of angina is also substantial, and lasting long-term improvement in work status has been difficult 
to achieve. (Does not include specific evidence on health impact of work).

(Perk & Alexanderson Sick leave due to coronary artery disease or stroke
2004) Assessed studies of sufficient scientific quality that described sick leave following stroke, myocardial infarction,
Systematic review coronary artery bypass grafting, and percutaneous coronary intervention. There was limited evidence for the 

following results: after stroke, more than half the patients of working age returned to work during the first 
year following onset (higher rate for younger patients). After myocardial infarction most patients return to 
work. Return to work is more rapid after percutaneous coronary intervention than coronary artery bypass 
grafting but there is no long-term difference in sick leave. People at higher ages or with physically demanding 
jobs return to work to a lesser degree.
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TABLE 6: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH CARDIO-RESPIRATORY CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 6a-ii: Cardiac  conditions - management continued

(Mookadam & Social support and morbidity and mortality after acute myocardial infarction
Arthur 2004) Social change, disorganization, and poverty have been associated with an increased risk of morbidity and 
Systematic review mortality. One of the postulated mechanisms through which these determinants have been linked to health 

and illness is their relationship to social support. The health determinant, social isolation or lack of a social 
support network (SSN), and its effects on premature mortality after acute myocardial infarction is substantial:
as a predictor of 1-year mortality, low SSN is equivalent to many of the classic risk factors, such as elevated 
cholesterol level, tobacco use, and hypertension. Because low social support is associated with increased 
mortality, neglecting the role of the SSN may diminish the possible gains accrued during acute-phase treatment.
Therefore, lack of an SSN should be considered a risk factor for subsequent morbidity and mortality after a 
myocardial infarction and should be considered in cardiac rehabilitation programs and other prevention 
strategies.

(Newman 2004) Engaging patients in managing cardiovascular health
Narrative review Psychological factors play a major part in the impact, course, and treatment of cardiovascular disease.

Patients’cognitions and emotions feed into their responses to their illness and its treatments, and can affect 
the likelihood of attendance at cardiac rehabilitation programmes. It is important to view the rehabilitation 
process from the perspective of the patient, to examine and assess patients' beliefs, and encourage self-
management. Brief psychological interventions focused on cognitions and self-efficacy can improve the 
likelihood of return to work. Depression and anxiety are common after myocardial infarction and can influence 
outcome.

(Witt et al. 2005) Barriers to cardiac rehabilitation
Narrative review As survival after myocardial infarction (MI) improves, secondary prevention is becoming increasingly 

important. Cardiac rehabilitation (CR) is one modality for delivery of secondary prevention, whose ultimate 
goal is to help patients receive appropriate preventive therapies that will help them optimize health and reduce
the risk of future cardiac diseases. However, participation rates in CR are less than optimal: in the United 
States, only 29.5% of MI survivors participated, in Japan 21% of those with acute MI, and in Australia 29% 
of those eligible were referred, and only 1/3 of those referred actually attended CR; moreover, there does not 
appear to be a trend towards increasing participation over time.
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Table 6a-ii: Cardiac  conditions - management continued

(van Dixhoorn & Relaxation therapy for ischaemic heart disease
White 2005) A total of 27 studies in which patients with myocardial ischaemia were taught relaxation therapy were located.
Meta-analysis Physiological outcomes: reduction in resting heart rate, increased heart rate variability, improved exercise 

tolerance and increased high-density lipoprotein cholesterol were found. No effect was found on blood 
pressure or cholesterol. Psychological outcome: state anxiety was reduced, trait anxiety was not; depression 
was reduced. Cardiac effects: the frequency of occurrence of angina pectoris was reduced, the occurrence of
arrhythmia and exercise induced ischaemia were reduced. Return to work was improved. Cardiac events 
occurred less frequently, as well as cardiac deaths. With the exception of resting heart rate, the effects were 
small, absent or not measured in studies in which abbreviated relaxation therapy was given. No difference 
was found between the effects of full or expanded relaxation therapy. It was concluded that intensive supervised 
relaxation practice enhances recovery from an ischaemic cardiac event and contributes to secondary prevention.
It is an important ingredient of cardiac rehabilitation, in addition to exercise and psycho-education.
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TABLE 6: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH CARDIO-RESPIRATORY CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 6b: Respiratory conditions

(Gibson et al. 2003) Self-management education and regular practitioner review for adults with asthma (Cochrane review)
Systematic review (Assessment of asthma self-management programmes, when coupled with regular health practitioner review).

Self-management education reduced hospitalisations, emergency room visits, unscheduled visits to the doctor,
days off work or school, nocturnal asthma, and quality of life. Measures of lung function were little changed.
Education in asthma self-management coupled with regular medical review and a written action plan (to 
stimulate medication adherence) improves health outcomes for adults with asthma.

(Monninkhof et al. Efficacy of chronic obstructive pulmonary disease self-management education programmes 
2003) (Cochrane review)
Systematic review Eight trials showed no effect across most outcomes from self-management education programmes, though 

there was a trend towards better quality of life in the educated patients. Days lost from work may not be an 
adequate outcome in chronic obstructive pulmonary disease patients because many are in the older age groups 
and often retired. Since, in most chronic obstructive pulmonary disease studies a minority of the patients 
undertake paid work, restricted activity days (days in which the normal activities are reduced by the disease) 
perhaps would be a better outcome. (Perhaps this applies to other cardiorespiratory conditions, rendering the 
return to work literature biased towards conditions that permit/facilitate work).

(Lacasse et al. 2003) Pulmonary rehabilitation for chronic obstructive pulmonary disease (Cochrane review)
Systematic review Rehabilitation was defined as exercise training for at least four weeks with or without education and/or 

psychological support. Rehabilitation relieves dyspnoea and fatigue and enhances sense of control over the 
condition – these improvements are moderately large, but improvement in exercise capacity was modest.
(There was no data on whether the health benefits of ‘exercise’ can be generalised to health benefits from ‘work’).



TABLE 6: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH CARDIO-RESPIRATORY CONDITIONS
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Table 6b: Respiratory conditions continued

(Asthma UK 2004) Asthma at work
Guidance (Asthma UK – charity)

There are 3.7 million adults with asthma in the UK. In most cases their asthma is not caused by work, but 
there can be things at work that make things worse, even to the point of triggering an asthma attack. 43% 
of people with asthma report that their condition can get in the way of them doing their job and more than 
18 million working days are lost to asthma each year.
There is no reason why people with asthma should not have almost any career they want. Many might involve 
triggers, but it is a matter of common sense whether to take such jobs. Employers have a general duty to protect
from asthma triggers – if this is not possible, it might be worth considering another job. The right medication 
can help workability.

(Talmage & Melhorn Working with common cardiopulmonary problems
2005) (American Medical Association guide book for primary care physicians and care providers to assist navigation of

return to work issues, supported by science and consensus: the authors admit a firm belief that work is good for man).
(Hyman 2005) Cardiopulmonary conditions are common, and the physician should think through the issues of risk, capacity
Physician guidance and tolerance.As a general principle, the known risk factors that may have contributed to the disease formation 

should be assessed and modified (in addition to rehabilitation and return-to-work support).As with other body 
system problems,patients with cardiopulmonary disease are rarely harmed by return-to work recommendation.
The considerable benefits of returning to work usually significantly outweigh the risk. (Entries in respect of
working with musculoskeletal conditions are in Table 5).

(Tarlo & Liss 2005) Prevention of occupational asthma
Narrative review Occupational factors contribute to ~10% of adult-onset asthma, and occupational asthma is one of the 

commonest occupational lung diseases. Persistent asthma frequently occurs with significant socio-economic 
impacts.Whilst primary prevention (which is the preference) can be effective for some occupational exposures,
secondary and tertiary prevention remain important. Medical surveillance programmes combined with 
hygiene measures and worker education are associated with improved outcomes; the sensitized worker is 
advised to completely avoid further areas of exposure to the sensitizer. For those who cannot avoid exposure,
use of an air supply helmet respirator may help job retention. Overall, outcomes are best when workers have 
an early diagnosis soon after the onset of work-related symptoms, have mild asthma at diagnosis, and are 
removed early from further exposure.
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TABLE 6: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH CARDIO-RESPIRATORY CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 6b: Respiratory conditions continued

(Malo 2005) Work-related asthma and the impact on occupational health
Narrative review Whilst occupational asthma is ‘caused’ by the workplace (an allergic process or a non-allergic irritant-induced 

mechanism), personal asthma also can ‘worsen’ at work (work-aggravated or exacerbated): the reasons,
mechanisms, extent and consequences of this are unknown. The natural history of occupational asthma after 
removal from the exposure show that the majority of workers present symptoms and functional abnormalities
– most improvement occurs in the first 2 years but continues at a slower rate - treatment may be needed in 
addition to exposure reduction. In principle, affected workers with occupational asthma can be cured (if the 
diagnosis is made early enough) with minimal impact on quality of life.

(Nicholson et al. Guidelines for prevention, identification, and management of occupational asthma
2005) Management of the worker with occupational asthma: Surveillance should be performed for early identification 
Systematic review of symptoms, including occupational rhinitis, with additional tests where appropriate. The outcome of
+ guidelines interventions following a confirmed diagnosis of occupational asthma may depend on several factors,

including the worker’s age and the causative agent. Early diagnosis and early avoidance of further exposure,
either by relocation of the worker or substitution of the hazard, offer the best chance of complete recovery.
If these are impossible, workers should be relocated to low or occasional exposure areas and have increased 
health surveillance. Studies investigating the effectiveness of respiratory protective equipment in those with 
occupational asthma are limited to small studies in provocation chambers or limited case reports. The risk of
unemployment may, or may not, be higher than in other adult asthmatics and may fall with increasing time 
from diagnosis. No studies make direct comparisons between rehabilitation systems.



TABLE 6: THE IMPACT OF WORK ON THE HEALTH OF PEOPLE WITH CARDIO-RESPIRATORY CONDITIONS

Authors Key features (Additional reviewers’ comments in italics)

Table 6b: Respiratory conditions continued

(IIAC 2006) Prescribed diseases
UK Legislation (Industrial Injuries Advisory Council)

The UK law provides for payment of benefits to people who are suffering from certain diseases contracted in 
the course of certain types of employment. These diseases are referred to as prescribed diseases and are listed 
in Regulations. A disease can only be prescribed if the risk to workers in a certain occupation is substantially 
greater than the risk to the general population, and the link between the disease and the occupation can be 
established in each individual case or presumed with reasonable certainty. In diseases which occur in the 
general population (e.g. chronic bronchitis and emphysema) there may be no difference in the pathology or 
clinical features to distinguish an occupational from a non-occupational cause. In order to recommend 
prescription, IIAC looks for consistent evidence that the risk of developing the disease is more than doubled 
in a given occupation. In addition to a number of serious diseases (e.g. lung cancer, pneumoconiosis) there 
are also a few respiratory conditions that are considered prescribed diseases. These include extrinsic allergic 
rhinitis, emphysema, allergic rhinitis, asthma, and chronic bronchitis, all of which are associated with 
occupational exposure to specific agents in certain jobs. (Whilst it is recognised that certain exposures in certain 
jobs are related to certain musculoskeletal diseases, it is not implied as inevitable that exposure to the job will result
in the disease) (Also in Table 5).

(HSE 2006) Asthma
Guidance Occupational asthma is the most frequently reported occupational respiratory disease in Great Britain – 

work-related asthma (made worse by work) is substantially more common. Key messages:
• Prevent exposure, or where this is not possible keep exposures as low as is reasonably practicable 
• Almost all cases of occupational asthma can be prevented by use of adequate controls 
• Health surveillance is important. Early removal from exposure can lead to a complete recovery 
• Once someone has occupational asthma, low levels of exposure can provoke an attack 
• Once the airways become hypersensitive the disease is irreversible 
• Symptoms can appear immediately after exposure, or several hours later, so any link to work activities 

may not be obvious 
(There is no suggestion that people with asthma should not work, or that work is detrimental (if suitably controlled)).
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TABLE  7: HEALTH AFTER MOVING OFF SOCIAL SECURITY BENEFITS

Authors Key features (Additional reviewers’ comments in italics)

Table 7: Health after moving off social security benefits

(Daniel 1983) How the unemployed fare after they find new jobs
Policy study The original Beveridge proposals assumed that unemployment was usually transient and that most people 
UK would rapidly return to work. However, the reality is that for a substantial proportion unemployment becomes 

long-term and is really a step to exiting the labour market. Follow-up of unemployed people who found work 
showed that only about 1/3rd remained in stable employment the same job, another 1/3rd were working but 
their employment had been unstable, and 1/3rd were unemployed again.What happened to people when they
lost their job depended on age, gender, skill and occupational level. (No data on health outcomes).

(Moylan et al. 1984) Cohort study of unemployed men
Cohort study (Department of Health and Social Security)
UK Cohort of 2,300 men who started unemployment benefit in 1978, followed up at 1, 4 & 12 months. Prior to 

unemployment, these men’s earnings were well below the national average; few had substantial savings.
Total income out of work was <50% of previous total income in work for one third of men. On return to work,
97% had an increase in income; about equal numbers had higher or lower earnings compared with before 
unemployment. (This survey considered the impact of disability and sickness on unemployment and the health 
impact of unemployment but did not reach any clear conclusions. It did not provide any direct evidence about the 
health impact of coming off benefits).

(Branthwaite Depression in the young unemployed and those on Youth Opportunities Schemes
& Garcia 1985) (Cross-sectional study of young people aged 16-18, n = 46) Qualitative findings from interview showed that 
Psychological study individual’s perceptions varied with the nature of the Youth Opportunities Schemes (YOP). Those in placement
UK regarded it as ‘work’ rather than training, were more satisfied and it was better for their self-esteem. Those on 

a Project Scheme regarded it as ‘training’ rather than work and few beneficial health effects were recorded.
Those in employment had significantly lower scores on the Beck Depression Inventory and lower (though not
significantly) scores on the neuroticism scale of the Eysenck Personality Inventory compared with those who 
were unemployed. The scores of those on either kind of YOP were very similar to those who were unemployed.



TABLE  7: HEALTH AFTER MOVING OFF SOCIAL SECURITY BENEFITS

Authors Key features (Additional reviewers’ comments in italics)

Table 7: Health after moving off social security benefits continued

(Svensson 1987) World Health Organisation perspective on social and health policies to prevent ill health in the unemployed
Brief policy paper There is a vicious circle of poverty, unemployment, other socio-economic symptoms of inequality, (multiple 
WHO disadvantage), vulnerability and discrimination, and chronic illness. The socio-economically disadvantaged 

are less likely to attain health, while the chronically ill are less likely to fulfil their socio-economic roles and may
thereby become impoverished.Various policy options are discussed: to reduce unemployment; to reduce the 
economic consequences of unemployment and hence the health consequences of poverty; or health care to 
reduce the health consequences of unemployment. A holistic approach is most likely to be effective, but that 
depends first on awareness and consideration of the health and social consequences of unemployment.
(No evidence is presented on the feasibility, effectiveness or health outcomes of these various policies).

(Bound 1989) The health and earnings of rejected disability insurance applicants
Econometric study (Based on 1972 and 1978 Disability Surveys) Of male applicants aged >45 years for Social Security Disability
US Benefits who were rejected on medical grounds, <1/3rd were working at the time of survey and <50% had 

worked during the previous year. Rejected applicants who worked in 1977 had a mean family income of
$13472 while those who did not work had $8272, compared with beneficiaries who had $10737. >50% 
reported that their health continued to prevent them working at all and >90% that it limited the kind and 
amount of work they could do. Concludes that these findings cast doubt on cross-sectional studies which 
suggest that the disincentive effects of DI are substantial.
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TABLE  7: HEALTH AFTER MOVING OFF SOCIAL SECURITY BENEFITS

Authors Key features (Additional reviewers’ comments in italics)

Table 7: Health after moving off social security benefits continued

(Caplan et al. 1989) A randomized field experiment (“JOBS“) in coping with job loss 
(Vinokur et al. 928 recently unemployed adults were randomised to training in job seeking,problem solving,and reinforcement,
1991b), (Vinokur on the basis that improved motivation and skills would increase job-seeking behaviour and outcomes. (There
et al. 1991a) was 59% drop-out but intention to treat analysis.) The experimental group had significantly higher rates of
(van Ryn & Vinokur re-employment than the control group (33% vs. 26% at 4 weeks and 59% vs. 51% at 4 months) They were 
1992) more likely to have returned to their main occupation and had higher monthly earnings.Analysis of treatment
Randomized mediation effects supported the theory of planned behaviour and the mediational role of job-search self-efficacy.
controlled trial There were trends for the experimental group to have lower levels of anxiety and depression and higher 
US quality of working life, but these were non-significant. However, those who actually participated and received 

the intervention had effect sizes 2-3X greater on employment outcomes (e.g. earnings) and mental health 
(anxiety and depression).Those who were re-employed scored significantly lower on anxiety, depression and 
anger and higher on self-esteem, quality of life and quality of employment.
Follow-up at 1/2 years showed that the intervention group had continued beneficial effects on level of
employment, monthly income and episodes of employer and job changes. Cost-benefit analysis demonstrated
large net benefits to the participants and to the federal and state government programmes that funded the 
project.

(Garman et al. 1992) Incomes in and out of work
Cohort study (Department of Social Security)
UK Longitudinal cohort study of 3003 newly unemployed men and women in Spring 1987, with follow-up 

9 months later (with 71% follow-up). Income (mainly unemployment-related benefits) and total family 
income in unemployment was on average less than previous earnings, though the greater the family 
responsibilities the less the fall. Overall, income tended to increase slightly during the course of unemployment,
particularly for those with lower income to start with. For 97% of those who returned to work, net earnings 
exceeded their unemployment-related benefits. Allowing for all other sources of income, 63% of men and 
36% of women had a total income on return tow work that was at least twice as high as total income out of
work. Only 5-6% returned to work for incomes equal to or less that their total income out of work. (This study
did not provide any direct evidence on health effects, but note the strong link between social status, poverty and 
health inequalities).



TABLE  7: HEALTH AFTER MOVING OFF SOCIAL SECURITY BENEFITS

Authors Key features (Additional reviewers’ comments in italics)

Table 7: Health after moving off social security benefits continued

(Erens & Ghate 1993) Invalidity Benefit: a longitudinal survey of new recipients
Cohort study (Department of Social Security)
UK Representative national sample (n = 1545) interviewed within 1 year of starting IVB and 1-year later. At 

follow-up 525 remained ‘attached’ to the labour market – working, looking for work or still expected to return 
to work in future,and 535 were ‘unattached’– remained unable to work and did not expect to work again.Of the 
attached, 19% felt their health condition had improved over past year, 31% remained the same and 27% worse;
corresponding figures for unattached were 4%, 37% and 53%. About 1/5 had left IVB by follow-up and 43% 
of them had no continuing health problem that affected the sort of work they could do. (These data could 
reflect a health selection effect and there was no evidence on a causal relationship between working/attachment 
to labour market and health).

(Fordyce 1995) Back pain in the workplace
Task force report The key policy recommendation was that non-specific low back pain should recover sufficient to return to 
North America work and that there is no biological basis for long-term incapacity. Persisting disability beyond 6 weeks 

should therefore be re-conceptualised as a problem of activity intolerance, not a medical problem. Emphasised
early intervention, re-activation and worksite-based interventions. Those who fail to restore function and 
return to work should be reclassified as unemployed, their disability benefits (in a workers compensation 
setting) should be stopped and resources put into vocational rehabilitation programs. (The basic tenet was 
that work is therapeutic and improves clinical and social outcomes. These proposals created fierce international 
outrage and opposition). (Also in Table 5).
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TABLE  7: HEALTH AFTER MOVING OFF SOCIAL SECURITY BENEFITS

Authors Key features (Additional reviewers’ comments in italics)

Table 7: Health after moving off social security benefits continued

(Waddell 2004a) Compensation for chronic pain 
Narrative review The Workers Compensation Boards of Canada are the only agencies that have attempted and the WCB of

Nova Scotia (WBSNS) is the only one that actually did implement these social policy proposals in legislation 
and practice. Improved clinical management for the (prevention of) chronic pain, early intervention,
rehabilitation, and support into work interventions were generally welcomed. The attempt to time-limit 
benefits led to extensive political debate, which in most provinces blocked any legislation. The legislation in 
Nova Scotia led to legal challenge that was taken all the way to the Supreme Court of Canada which effectively 
ruled that any attempt to set an arbitrary time-limit was in breach of human and constitutional rights of
access to services and benefits, and discriminatory. (Unpublished administrative data from WBSNS showed 
that the package of case management, rehabilitation and benefit changes led to improved clinical outcomes and a 
higher proportion of claimants returning to work (G Waddell, personal communication). However, there is no 
direct evidence that return to work per se improved health outcomes).

(Vinokur et al. 1995) Impact of the JOBS intervention on unemployed workers varying in risk of depression
(Vinokur & Schul (This is a separate cohort from Caplan et al 1989.) 1801 recently unemployed adults, 671 of whom participated 
1997) in a modified JOBSII intervention, which focused on enhancing their sense of mastery through the acquisition 

of job-search and problem-solving skills and on inoculation against setbacks. Those receiving the experimental
intervention had significantly greater improvement in the primary outcome of their ‘mastery’ score, both as a 
Condition main effect and a Condition X Time interaction effect. A significantly higher proportion of the 
experimental group were re-employed at follow-up; this effect was strongest in those with higher baseline 
depression scores. The experimental group also had a significant and significantly greater improvement in 
depression scores, and this effect was again strongest in those with higher baseline depression scores. There 
was evidence that both re-employment outcomes and mental health outcomes had a reciprocal relationship,
each one influencing the other over time. Modelling showed that mastery and inoculation against setbacks 
mediated the impact of the programme. (There was a high drop-out rate but intention to treat analysis).
(continued)



TABLE  7: HEALTH AFTER MOVING OFF SOCIAL SECURITY BENEFITS

Authors Key features (Additional reviewers’ comments in italics)

Table 7: Health after moving off social security benefits continued

(Vinokur et al. 2000) Impact of the JOBS intervention on unemployed workers varying in risk of depression (continued)
Randomized Two-year follow-up (Vinokur et al 2000) showed that the experimental group still had significantly higher 
controlled trial rates of employment and monthly income, lower levels of depressive symptoms, fewer major depressive 
US episodes, and better role and emotional functioning than the control group. Those with lower baseline levels 

of motivation and mastery had greater benefits on both employment and mental health outcomes. Baseline 
depression and financial strain were risk factors while job-search motivation and sense of mastery were 
protective for mental health outcomes.Analysis of the interactions showed that at least part of the intervention
effects on mental health were mediated by re-employment. In contrast to JOBS (Caplan et al 1989), the JOBSII
intervention did not demonstrate any improvement in quality of work, possibly due to the different economic 
situation. (Complex statistical modelling).

(Rowlingson & Longitudinal cohort study of Disability Working Allowance recipients
Berthoud 1996) (Department of Social Security)
Cohort study Two cohorts, n = 886 + 629 with 1- and 2-year follow-up respectively. Those with less severe disabilities and 
UK those who experienced an improvement in their health condition were more likely to move into work.

(Because of the limitations of the available data) it was difficult to know whether the improvement occurred 
before or after movement into work, so it was not possible to draw any firm conclusions about cause and 
effect. Those surveyed considered working preferable to being on benefits because it provided a social identity,
meaning and interesting activity, social contact and financial independence from the state. They felt the main 
attractions of particular jobs were good wages, job security and food relations with employers. Few people 
managed to move into work, but for those who did it was when their health condition improved, when they 
found a job that accommodated their condition or when they had a sympathetic employer.
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TABLE  7: HEALTH AFTER MOVING OFF SOCIAL SECURITY BENEFITS

Authors Key features (Additional reviewers’ comments in italics)

Table 7: Health after moving off social security benefits continued

(Proudfoot et al. Effect of cognitive-behavioural training and job-finding among long-term unemployed people
1997) 289 professional people (social classes 1,2,3 & 7) who were unemployed >12 months were randomised to CBT 
Randomised or a control group. There was 31% drop-out and 8% loss to follow-up. Follow-up was at 4 months after 
controlled trial completing the programme. Training produced significant improvements in self-esteem, self-efficacy, GHQ,
UK life satisfaction and motivation for work, but many of these decayed by follow-up. The experimental group had

significantly more in full-time work (34% vs. 13% P<0.001) and significantly greater improvement (P<0.05) 
in GHQ at 4-month follow-up. When those in full-time work were excluded from the analysis there were no 
significant group differences, so it appears that the improvement in mental health only persisted in those who 
had returned to work. (There was no further sub-group analysis of the link between return to full-time work and 
improvement in mental health).

(Dorsett et al. 1998) Leaving Incapacity Benefit
Cohort study (Department of Social Security)
UK Longitudinal cohort study of 2263 people leaving IB between June and November 1996, interviewed 5-10 months

after leaving IB, postal follow-up 6-9 months later with 63% response rate. 36% left IB voluntarily, 64% because 
they were disallowed i.e. ‘failed’ the DSS medical test of incapacity. 32% returned to full or part-time work,
29% were unemployed and seeking work, and 26% remained ‘sick’ (and 13% miscellaneous). By the time of
follow-up, 38% remained in full- or part-time work, 27% had returned to IB and 22% were not working and 
on other social security benefits (and 13% miscellaneous). Net weekly income at the end of their IB claim was 
£171 and at interview 5-10 months later was £177.
However, there were two sharply divergent courses of leaving IB. Of those who left IB voluntarily, 68% returned 
to some form of work and their income at follow-up rose to £234. Of those who were disallowed IB, only 19% 
returned to work and their income at follow-up ranged from £130-152. Of those who appealed the decision,
only 4% returned to work, and winning or losing their appeal made little difference. Overall, 88% reported 
continuing health problems on leaving IB but there were important differences by route of leaving. At the 
time of leaving benefits, 55% of voluntary leavers felt their health condition was fully recovered or much better,
compared with 13% of those who were disallowed. By the time of interview, 47% of those who left benefits 
voluntarily felt that their health had fully recovered or was much better, compared with 24% of those disallowed 
who did not appeal and 4% of those who were disallowed and appealed. At follow-up, the corresponding 
figures were 55%, 37% and 9%, while the proportion saying their health had got worse was 13%, 20% and 50%.
Overall, three–quarters said they had some continuing work restrictions. (These findings are all self-reported 
perceptions of health. There are methodological problems interpreting how people rate change in health status 
retrospectively over time. The health data was not analysed in relation to return to work).
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Table 7: Health after moving off social security benefits continued

(Kornfeld & Rupp The net effects of Project Network
2000) Project Network was an RCT of an intensive outreach, case management and work incentive package for 8248 
Social security SSDI and SSI applicants and recipients in 1991. The intervention produced statistically significant increases 
RCT in average earnings in the two years subsequent to the intervention, but only by 11% and insufficient to make 
US any substantive improvement in the living standards of the participants. There was negligible effect on total 

benefits paid. There was no significant effect on self-assessed health or improvement in health, functional 
limitations, work limitations, emotional problems, Mini Mental State Examination or Mental Health Inventory.
(The health effects were not analysed separately for those who did/did not return to work).

(Rosenheck et al. Outcomes after initial receipt of social security benefits among homeless veterans with mental illness
2000) Homeless veterans with serious mental illness (n = 50) who received benefits did not differ on any 
Cohort study sociodemographic or clinical measure at baseline from those who were denied benefits (n = 123). At 3-month 
US follow up, beneficiaries had significantly higher total income and reported higher quality of life, but there was 

no significant difference on standardised measures of psychiatric status or substance abuse, or in attitudes to 
work.
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TABLE  7: HEALTH AFTER MOVING OFF SOCIAL SECURITY BENEFITS

Authors Key features (Additional reviewers’ comments in italics)

Table 7: Health after moving off social security benefits continued

(Ford et al. 2000) Welfare to work: the role of general practice
Conceptual Explores the relationship between unemployment, ill health and GP sick certification. Social security and 
narrative review employment policy initiatives are discussed in relation to the literature on the association between 
UK unemployment and ill health, sociological and psychological perspectives on work and unemployment,

medicalisation of unemployment, adjudication of fitness for work, re-employment and health, and barriers 
to (re)-employment. The adverse effects of unemployment on health, particularly mental health, include a 
raised standardised mortality rate from suicide and accidents, increased prevalence of depression, anxiety 
and somatic illness, and increased GP consultation rates. However, the relationship between unemployment 
and ill health is complex, combining elements of both cause and effect. Factors moderating the impact of
unemployment on health include financial status, social support, age and duration of unemployment,
previous job satisfaction, expectancy of re-employment and perceived responsibility for job loss. Most of the 
adverse health effects are reversed by re-employment. In the majority of cases, re-employment and ensuing 
economic independence will be as beneficial to the individual and his or her family as it is to the taxpayer.
Welfare to Work policy is likely to improve health if it helps jobless individuals to find meaning and purpose 
in paid employment. However, there may be many barriers to re-employment such as successful adaptation 
to life on benefits, when financial gain from re-employment may be very small compared with the satisfaction
of the person’s present lifestyle, e.g. looking after a family (or in retirement). The long-term unemployed may,
over time, become virtually unemployable. Inappropriate pressure on those frail in body or mind, or who 
have adapted well to a life dependent on benefits may be harmful to some individuals. GPs play a key role 
with sick certification and advice on fitness for work. GPs also bear responsibility for mobilising resources to 
improve their patients’ health, while protecting them against unreasonable and unrealistic expectations.
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Table 7: Health after moving off social security benefits continued

(Ashworth et al. 2001) Well enough to work?
Research Report (Department of Social Security)
UK Secondary data analysis of the Leaving Incapacity Benefit (IB) survey (Dorsett et al 1998) and the Jobseekers’

Allowance (JSA) survey. 30% of JSA recipients reported work-limiting problems with their health and there 
was considerable movement between JSA. 5% of recipients leaving JSA moved on to IB within 6-9 months.
24% of IB leavers moved onto JSA within 1-month. The vast majority of entrants to JSA from IB had been 
disallowed IB because they failed the DSS medical test of incapacity. Only 9% of them said their health had 
improved, 38% that it was the same, and 23% worse than when they started IB. By follow-up, 61% of IB leavers
who had returned to work said their health had improved, compared to 41% of those who had moved to JSA;
80% of those working said their health continued to affect the kind of work they could do, compared to 94% 
of those who remained on JSA. Movers (either from JSA to IB or vice versa) had more multiple disadvantages 
in the labour market than other JSA or IB recipients, even apart from their health condition, (and it is not 
clear from this data how much these movements between benefits was due to the health condition, a health selection 
effect, or had any impact on health).

(Hedges & Sykes Qualitative study of movers between JSA and IB or Income Support for sickness (ISS)
2001) (Department for Work and Pensions)
Research Report Moves from JSA to IB were usually caused by the onset, recurrence or deterioration of a health problem and 
UK were generally seen to be appropriate. Moves from IB/ISS to JSA usually resulted from doctors stopping sick 

certification or failing the DWP medical test for incapacity (PCA). In these cases some claimants did not 
agree they were now well enough to work. However some others decided for themselves that they were fit 
enough to go back to work without being told to. (No data on health impact of these moves).
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TABLE  7: HEALTH AFTER MOVING OFF SOCIAL SECURITY BENEFITS

Authors Key features (Additional reviewers’ comments in italics)

Table 7: Health after moving off social security benefits continued

(Bloch & Prins 2001) Who returns to work and why?
Social security study International Social Security Association longitudinal study of cohorts each of 3-600 incapacity benefit 
International recipients with incapacitating LBP >3 months in Denmark, Germany, Israel, the Netherlands, Sweden and 

the United States with 2-year follow-up.Aimed to investigate the timing and effects of medical and rehabilitation
interventions to restore health and work capacity. The less severe the pain and the better the functional 
capacity, the higher the work resumption rates in all cohorts. (This was generally presented as a health selection 
effect in return to work.) However, there were marked differences in resumption levels within equal levels of
pain intensity and functional capacity with high cross-national differences. In most cases, medical treatment 
resulted in an improvement of subjective health status, but this did not generally correspond to improvement 
in back function and pain intensity or influence the chances of return to work. Overall, neither the health 
condition nor medical turned out to be absolute indicators of the probability of work resumption, and the 
study concluded that the whole question of the relationship between health status and long-term (in)capacity
for work needed further research. Conversely, it was noted that subject who had resumed work within one 
year had statistically better back function at two years than those who did not. General health in Sweden,
Germany and the US and mental health and social functioning in all countries was also better at two years 
among those who had resumed work within one year than amongst those who had not.

(Vuori et al. 2002) The Tyophon job search programme in Finland
Randomized Replication of the JOBS (Caplan et al 1989) and JOBSII (Vinokur et al 1995) programs in Michigan, USA.
controlled trial 1261 unemployed job-seekers (ranging from 3 months before lay-off to 5 years of unemployment) who 
Finland volunteered to participate, with 6 month follow-up. The programme was designed to use an active learning 

process to boost job-search motivation and enhance job-search skills. 34% of the experimental group and 
32% of the control group were re-employed at follow-up (ns) though re-employment in the experimental 
group was significantly more likely to be sustained. The intervention had no significant effect on psychological 
distress, depressive symptoms or job satisfaction. It is suggested that these very different results from similar 
programmes in US could be due to the different subjects (many with longer duration of unemployment), major
labour market differences and different social and social security contexts. In particular, the US unemployed 
receive lower levels of financial support for shorter duration, which may increase levels of psychological 
distress and enable the intervention to have greater effects on mental health outcomes. It is also unclear whether 
the intervention would have worked on US workers who had been unemployed >3 months.
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Table 7: Health after moving off social security benefits continued

(Juvonen-Posti et al. Return-to-work rehabilitation and re-employment project
2002) 140 middle-aged (age >35 years), long-term unemployed with various disabilities participated in a ‘Pathway-
Quasi-experimental to-Work’ Project with a matched control group and 6 months follow-up. The project combined treatment in 
study a rehabilitation unit with service provided by the local employment office and the municipal authorities.
Finland Clients received individual work-oriented guidance, counselling, a group support programme, tailored 

vocational rehabilitation, work tryouts at workplaces and subsidized placement, all coordinated by case 
management. (This programme appears to bear many similarities to the UK Pathways to Work pilots (Waddell & 
Aylward 2005)). Those receiving the experimental intervention had higher participation rates than the 
control group. At the end of the project, 48% of the intervention group were working compared with 9% of
the control group (P < 0.001). 86% of the control group remained unemployed compared with 16% of the 
experimental group. However, 21% of the experimental group were now on sick leave or retired compared 
with 2% of the control group (P <0.001) and most of them then remained sick over the next two years.
Psychological distress (measured on the GHQ) improved significantly in the experimental group but mental 
health data for the control group was not presented for comparison. (These results do not permit any conclusions 
about whether the experimental intervention or re-employment had any impact on mental health outcomes).

(Scheel et al. 2002c), Active Sick Leave for social security claimants with back pain
(Scheel et al. 2002a), Active Sick Leave (ASL) was a social security benefit scheme offered to temporarily disabled workers to promote 
(Scheel et al. 2002b) and support early return to modified work. 6176 claimants with >16 days sick leave due to back pain were 
Cluster-randomised randomised by municipality (n=65) to a proactive intervention, a passive intervention or a control group.
controlled trial Those in the proactive group were more likely (17.7% vs. 11.5%, P=0.02) to use the ASL arrangements.
Norway There was no significant difference between the groups in average duration of sick leave, proportion returned 

to work at 1-year, recurrent sick leave for back pain, or the proportion going on to long-term disability. Self-
report questionnaires showed no significant difference between the groups in bodily pain or physical functioning 
(SF-36), quality of life or satisfaction with various aspects of management. (However, the validity of the latter 
analysis was limited by the low take-up of ASL and a 38% return rate of the questionnaires and no conclusions 
can be drawn about any impact of the intervention on quality of life.). The minority who actually participated 
in ASL had significantly shorter sick leave and returned to work sooner, though it is not possible to say if this 
was due to the intervention or a self-selection effect. (The authors point out that the participants in ASL did not 
receive any work-site support).
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Table 7: Health after moving off social security benefits continued

(Bacon 2002) Moving between sickness and unemployment
Statistical analysis (Department for Work and Pensions)
UK Substantial numbers of social security benefit clients move between Jobseeker’s Allowance (JSA) and Incapacity 

Benefit (IB). From 1999-2000 data, about 190,000 clients left JSA and started IB within a month and about 
110,000 moved from IB to JSA each year. Overall, a quarter of those leaving IB moved to JSA: of those who left 
IB voluntarily, 10% claimed JSA within a month and 69% were employed; of those disallowed IB, 32% claimed
JSA within a month and only 10% were employed. Ex-IB recipients were then more likely than any other group
to remain on JSA and least likely to (re-)enter work – only 25% within 6-9 months.
Those who experienced both unemployment and ill health or disability (i.e. had spells on both JSA and IB) 
tended to share multiple disadvantages in the labour market: many had been out of the labour market >2 years;
they were more likely to be older, less well qualified, have problems with basic skills, and not to have access to 
private transport. Those who moved from JSA to IB were more disadvantaged than those who moved from IB 
to JSA. Many movers said they would like to work and thought that work had many benefits: helping to avoid 
a sense of dependency, depression and isolation; restoring self-respect, confidence, a sense of personal worth 
and independence; and providing a means of keeping active. However, 89% had some degree of continuing 
health problems: fluctuating and enduring health problems were most difficult to combine with work. They 
lacked confidence in their ability to find a job they would be able to do, get that job, do the job without 
aggravating their health problems, or keep the job. 51% of those who moved from IB to JSA to economic 
activity said their health was improved to some extent; compared to 31% of those who then remained on JSA.
(However, there is likely to be a health selection effect and there is no direct evidence of a causal link between (re-) 
entering work and health improvement).
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Table 7: Health after moving off social security benefits continued

(Corden & Employment programmes for disabled people: lessons from research evaluations
Thornton 2002) (Department for Work and Pensions)
In-House Report Evaluation of 6 government programmes in UK, USA, Canada, Australia and Austria, supplemented by a 
International literature review. Those who participated and completed the programmes generally had a higher rate of
comparison return to work (though this may reflect motivation and health selection effects). Programme participants 

reported both positive and negative effects of programme participation on their general health and well-being.
Project NetWork (USA) was the only study which included a controlled impact analysis on health and well-
being, and generally did not show statistically significant effects on various measures of health and well-being,
Some participants in the New Deal for Disabled People (UK) reported positive impacts such as improved 
self-esteem, confidence and sense of security, but others reported negative impacts such as increased stress,
disappointment and loss of self-esteem, especially when the pace of progress appeared slow. (These results 
were all reviewed in terms of the impact of the programmes, not in relation to whether or not participants actually 
returned to work).

(Smeaton & McKay Working after State Pension Age
2003) (Department for Work and Pensions)
Research Report Secondary analysis of three large national databases. There was a strong link between people’s perceptions of
UK their health, and the likelihood that they were in paid work after State Pension Age: 15% of men and 14% of

women with ‘excellent’ health were in paid work, but no-one who described their health as ‘very poor’ was 
working. Conversely, 76% of men who were working aged 65-75 described their health over the last years as 
either ‘excellent’ or ‘very good’, compared with 54 per cent of non-workers. Among women, 71% of workers 
reported a similarly high level of health, compared with 49% of non-workers. Those working also had higher 
scores on the GHQ.More detailed analysis attempted to control for previous health and employment experience.
These did not show any clear health selection effect (though numbers in some samples were small). This 
suggested that the ability of people to sustain or even improve health was better among continuing workers 
than among those remaining out of the labour market.
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Table 7: Health after moving off social security benefits continued

(Bowling et al. 2004) Destination of Benefit Leavers
In-House Report (Department for Work and Pensions)

Survey of benefit recipients leaving various benefits in February - April 2003. 49% of IB leavers entered work 
of 16+ hours/week which is significantly higher than previous estimates. 21% moved on to another benefit 
for people who are out of work (3/4 of them to JSA).

(Coleman & Kennedy Further survey of 17166 benefit leavers in February - May 2004. 50% of IB leavers entered work of 16+ hours/ 
2005) week. 19% moved on to another benefit, which is the highest of all client groups. (No data on health outcomes)
Research Report 
UK

(Leech 2004) Preventing chronic disability from low back pain
Intervention in (Department of Social and Family Affairs)
social security setting A study in a social security setting that aimed to determine if early intervention, using international evidence-
Ireland based guidelines in the assessment of claimants with back pain, would decrease the incidence of progression 

to chronic disability. Compared results of the programme with historical data. Medical assessors were trained 
in evidence-based practice and the project was promoted at the professional level and patient information 
was made available.
• As expected 52% returned to work within 4 weeks of their own volition
• Approximately 1600 claimants selected to attend for medical assessment at 4 to 6 weeks from date of claim 

(this being much earlier than previously)
• On receipt of the invitation, 63% came off benefits and returned to work
• The remainder were duly assessed:

• 64% of LBP cases declared fit for work compared with ~20% previously
• There were fewer appeals and fewer successful appeals
• There was reduced duration of claim and reduced benefit costs

The report concluded that this early intervention in the acute stage should result not only in the improved 
health of back pain patients, but also in decreased health care costs, reduced absenteeism, increased production,
and significant savings in long-term illness benefit schemes. (But, these data were not collected during the 
6-month project).
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Table 7: Health after moving off social security benefits continued

(Watson et al. 2004) Back to Work
Pilot study (Department for Work and Pensions)
UK Cohort study of a work-focused rehabilitation programme for social security benefit recipients with chronic 

low back pain (n = 88). 91% of those who started the programme completed it, and at 6-month follow-up 
71% of them were employed, on work placement or in education/training.When replicated in a second centre,
64% had comparable outcomes.
Data on the Roland Disability Questionnaire (RDQ) were re-analysed (P Watson, personal communication) 
separately for those who did and those who did not return to work. These groups had almost identical RDQ 
levels at baseline and almost identical, significant improvement by the end of the intervention. Those who 
returned to work showed slight (non-significant) further improvement in RDQ at 6 months. Those who did 
not return to work showed progressive deterioration in RDQ at 3 and 6 moths. By 6 months those who had 
returned to work had significantly (P <0.05) better RDQ levels than those who did not.

(Mowlam & Lewis How General Practitioners work with patients on sick leave
2005) (Department for Work and Pensions)
Qualitative study Qualitative study of 24 GPs to investigate their approaches to managing sickness absence and assisting 
UK patients to return to work.

There was a recurrent view among GPs that work could be of therapeutic benefit to patients. A number of
reasons were given. First, GPs noted a range of psycho-social benefits associated with working. The activity 
of working and the financial independence it brings were seen as contributing to self-esteem and self respect,
making people feel valued and helping their inclusion within wider society. Having more money from being 
employed, and a resulting better standard of living, was also felt to impact positively on health. Being off work 
sick was also widely thought to pose a risk to people’s mental health. This was partly explained by the lack of
routine and social interaction resulting from being off work. GPs talked about people being more isolated 
when not working, and felt that this and having too much time on their hands often led people to dwell on 
things, and to become more anxious and depressed. Work was described as playing an important role in 
providing people with a routine as well as a social network. (continued)
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Table 7: Health after moving off social security benefits continued

(Mowlam & Lewis How General Practitioners work with patients on sick leave (continued)
2005) (Department for Work and Pensions)
Qualitative study GPs also described how being at work could actually constitute an important part of the management of
UK some conditions. Work was seen as helping to sustain people’s physical capacities and aid their recovery, as 

well as keeping their work skills fresh. Even if the job was not a particularly physical one, GPs talked about the 
benefits of being active, for example in terms of the journey to and from work. Depending on the type of
activities undertaken, remaining at work could constitute a key element of a treatment  pathway for a patient.
In addition, there was recognition that the longer patients were absent from work, the harder it could be for 
them to return. Overall, then, there was a clear perception of the potential therapeutic benefits of work – both 
physical and psychological.
There were, however, a number of caveats. GPs felt that whether work actually was a source of self respect and 
personal fulfillment depended very much on the type of work being undertaken. These GPs argued that low 
wage or menial jobs had little social status and did not contribute anything like the same levels of self esteem 
that a highly respected job might, and could be bad for people’s mental health in its broadest sense. In addition,
some GPs were not at all sure that people were better off being in a low wage job than being on state benefits.
They also highlighted that the job was, itself, sometimes the actual cause of the health problem. There were 
some references to physical conditions here, where work activities either caused or had exacerbated a physical 
condition. However, much more emphasis was given to anxiety and stress caused by work, where there were 
different views about whether a return to work could be therapeutic. Some GPs felt that signing people off
sick under these circumstances resulted in unwelcome delay to finding a resolution to the problem. They argued 
that unless the person was actually there to sort it out, the problem would only be waiting for them on their 
return to work, which could lead to real anxieties about going back. However, another viewpoint was that 
some time away from the workplace was necessary if stress undermined their ability to work, and for the patient
to recover. These sorts of considerations and experiences led some GPs to be less convinced of the therapeutic 
value of work, or to see it as less true in some circumstances.
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Table 7: Health after moving off social security benefits continued

(Kazimirski et al. New Deal for Disabled People (NDDP) Survey
2005) (Department for Work and Pensions)
Cohort survey Survey of 4082 people on incapacity benefits who participated in NDDP in 2002, interviewed 4-5 and again 
UK 13-14 months later, by which time 60% were economically active, including 43% working. Over the course of

the study, 30% felt their self-perceived general health had improved, 47% that it had remained the same and 
23% that it had deteriorated. 30% reported they had less limitations in their normal everyday activities, 47% 
that they were the same and 21% that they were more limited. People’s predictions of their likely future course 
at the time of first interview were not very accurate: one third of those who expected their health condition to 
remain stable actually changed; 45% of those who expected it to change actually remained stable. People whose 
health remained bad or very bad tended to have multiple disadvantages and some of them felt their Job Broker
had been unhelpful regarding their health. (There was no other analysis of any relationship between participation 
in NDDP or return to work and health outcomes).
Mean levels of participation in social activities, levels of satisfaction with life in general, high satisfaction with 
family life and low satisfaction with their financial situation remained stable over the course of the study, though
again a significant minority either improved or deteriorated.
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Table 7: Health after moving off social security benefits continued

(Waddell & Aylward The scientific and conceptual basis of incapacity benefits
2005) Reviews the evidence on the negative impact of long-term incapacity benefits: For too long, people who did 
Conceptual, still have (some) capacity for work received no active support for rehabilitation or reintegration but were 
narrative review effectively written off and consigned to a lifetime on benefits. Once people are on IB, physical and mental 
UK health tends to deteriorate rather than improve. The benefit system itself creates ‘welfare dependency’, lowers 

self-esteem and denies opportunity and responsibility in almost equal measure. The barriers to coming off
benefit and returning to work become greater and the chances of doing so become less over time. In summary,
receipt of IB often reinforces ‘incapacity’ and becomes a barrier to work. Tragically, the IB regime created 
needless incapacity in some people whose incapacity should have been avoidable, if they had been given the 
right opportunities and support.
Argues that work is the best exit from incapacity benefits and, in that sense,‘work is the best form of welfare’.
Summarises the reasons as: 1) many disabled people do work and many more want to work; 2) the medical 
evidence is that many people on ‘incapacity’ benefits with longer-term sickness still have capacity for (some) 
work despite their health condition; 3) work has health-related,personal and social advantages over worklessness;
4) incapacity benefits have many financial and other disadvantages compared with the financial and other 
advantages of earned income - on average, disabled people in work earn 80-90% as much as non-disabled 
workers, while disabled people who do not work earn less than half that amount. (Provides further discussion 
and references to support these arguments, but does not provide any direct evidence about the health impact of
coming off incapacity benefits).
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n
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r m
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 o
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y d
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r p
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d
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t p
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 m
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 b
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le.

T
h

e o
verall sh

ap
e o

f
th

e review
 an

d
 th
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e d
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y d
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r m
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b
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 d
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p
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u
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s p
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 b
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isitio
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 p
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u
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u
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 p
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b
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