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This report focuses on the
impact that workplace

wellness programmes can
have on ill-health, where

a workplace wellness or
employee well-being

programme is defined as a
programme that combines
three components: health

and safety, managing ill
health and prevention of
ill-health and promotion
of employee well-being.1
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London’s business case for employee health and well-being

Given that an average London firm of 250 employees loses around £4,800 per week (or around
£250,000 a year) due to sickness absence,2 employers have a clear interest in reducing the ill-health of

their employees.  Moreover, given that a significant proportion of an individual’s life is spent at work, the
workplace offers the opportunity to influence the behaviour of large numbers of people. 

Employee ill-health has costs:

 To the individuals: as well as the physical and mental ‘cost’ of ill-health to the employee there is a
potential loss of income and, where ill-health is prolonged, a potential loss of employment.

 To employers: output losses due to reduced productivity, sick pay, inefficiencies in the use of agency
staff and recruitment costs amongst other costs.

 And to society as a whole: cost of healthcare, benefits incurred, taxes forgone and negative impact to
friends and family. 

Whilst estimates of the total cost of ill-health to the economy vary, a relatively recent and comprehensive
review put the cost of poor health in the UK working age population in 2007 at between £103-129 billion.3

To that end, numerous studies find that employee well-being programmes can be designed so that the
returns to employers from investing in employee well-being programmes outweigh the cost of the
programme. To support this analysis, this report compares data on ill-health and absence from work
between London and the UK and occupation type.  In addition, it looks at the cost of absenteeism and ill-
health and the business case for organisations to ensure workplaces promote and protect employee health
and well-being.  

This report is of interest to a number of audiences, from public health practitioners to economic
development teams and business partnerships.  The recent independent review into sickness absence  and
the inclusion of sickness absence4 as an indicator in the national Public Health outcomes framework
highlights employee health and well-being as an increasingly important health issue. This reflects
demographic changes such as an older working age population in addition to building an evidence base on
how workplaces can negatively and positively impact health.  This information is also of interest to
London’s business sector, setting out why the benefits of investing in workplace health support better
business outcomes, such as productivity, improved staff engagement and better retention.

As a result, the public sector will have an interest in promoting this information because the benefits from
such workplace interventions will not only accrue to employers themselves but also to employees and
society; a healthier working population supports society as a whole, providing health and economic benefits
for London.
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Ill-health and absence
from work have costs for

the individuals
concerned, employers

and society.  



Further, given the proportion of an individual’s life spent at work, workplace well-being programmes have
the potential to impact significantly on individuals’ well-being.  Indeed it has been recognised that

work, paid or unpaid, has the potential to greatly increase a person’s physical and mental health. In
particular London faces a number of health/work related issues which include:

 Low employment of people with health problems – 43 per cent of male Londoners with a health problem
are workless compared with 36 per cent nationally (the figures are 54 per cent versus 49 per cent for
women).5

 Employment of people with disabilities – London has the lowest rate of people with disabilities in
employment in England, 45 per cent compared to 50 per cent nationally.6

 Failure to return to work following ill-health – London has the highest proportion of individuals on
incapacity benefit for greater than six months in England and the greatest proportion of individuals
falling out of work within six months following a return.7

 Prevalence of preventable illness –  The majority of Londoners on incapacity benefit have preventable
and / or treatable conditions, ie,: 47 per cent mental health; 15 per cent musculoskeletal; 6 per cent
circulatory or respiratory; 5 per cent nervous system; 4 per cent injury, poison, etc.; and 26 per cent
other.8

Moreover London has a generally more ambivalent attitude to the benefits of work for health than other
UK regions. For example a lower proportion of Londoners think that paid work is generally good for
physical health when compared to the rest of the country.9 In addition, London has one of the lowest
proportions thinking that work is good for mental health.

This report examines the case for workplace health and well-being policies in terms of both the cost of ill-
health to the employee, employer and society as a whole and the benefits of tackling employee ill-health.
The report starts by examining the state of ill-health and absence in London and the UK. It then looks at
the cost of ill-health and absence from work to individuals, employers and society. The report then looks at
various workplace interventions by firms and government before concluding on the findings from this
analysis.
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Employee absence varies
by region in the UK, as

shown by Figure 1, with
absent employees in

London as a percentage
of total employees being

slightly lower than
average compared to

other regions. 



There is some disparity between the percentage of employees absent from work between inner and outer
London, with outer London firms suffering slightly less absence than inner London firms.

Figure 1: UK's employee absence from work by region Jan-Dec 2010

Source: ONS Labour Force Survey

When the rate of absence in London is compared against the UK over the past decade (see Figure 2)
London’s sickness absence has broadly followed the same trend as the UK, though it remained higher than
the UK absence rate over the middle part of the decade.

Figure 2: Sickness Absence in London and the UK (4 quarter rolling average)

Source: ONS Labour Force Survey
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London’s business case for employee health and well-being

Examining the absence rate by occupation (see Figure 3) it can be seen that, as a percentage, managers
and senior officials had the lowest rate of absence at 1.7 per cent of employees, whilst personal service
occupations experienced the highest incidence of absence. In noting this it is important to remember that
the lower absence rate amongst managers and senior officials does not necessarily indicate that they suffer
from less ill-health than other workers. Rather it may reflect presenteeism where workers are present at
work but not fully engaged or active. The costs of such activity can be high but are harder to measure than
the costs of employee absence to the firm and the wider society.

Figure 3: Absent employees by occupation (UK Jan-Dec 2010)

Source: ONS Labour Force Survey

Variations in absence rates also occur between sectors of the economy with CIPD (Chartered Institute of
Personnel and Development) finding that employees working in the public sector generally lose more of
the working year due to absence than employees in other sectors of the economy (see Figure 4). This result
is also consistent over time in London (see Figure 5) with the public sector having experienced higher rates
of absence than the private sector over the whole of the first decade of the 21st Century. The relationship
between absences in the public and private sector in London compared to the rest of the UK is however
complex (see Figure 5) with absences in the private sector in London being similar to that of the UK private
sector as a whole in Q1 2011, whilst absences in the public sector were slightly higher in London than the
UK as a whole.
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London’s business case for employee health and well-being

Figure 4: Average working time lost per year (%) by employment and occupation type for the
UK10

Source: CIPD11

Figure 5: London and the UK's employee absence by sector (4 quarter rolling average)

Source: ONS Labour Force Survey

As can also be observed from Figure 5 employee absences were on a general downward trajectory over the
past decade before picking up somewhat at the end of the decade in the public sector. This downward
trend in absences is supported by the CBI which has found that “since the first CBI surveys of absence in
the mid-1980s absence levels have followed an overall downward trend”.12 Further highlighting this
downward trend in absences is research by CIPD shown in Figure 6 which shows that over the previous
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London’s business case for employee health and well-being

decade the average working time lost per year due to employee absence has declined from 4.1 per cent to
3.4 per cent, before picking up to 3.8 per cent in 2011.

Figure 6: Average working time lost per year due to employee absence in the UK (%)

Source: CIPD13

Variation in absence by gender is also apparent in London (see Figure 7) with women experiencing greater
rates of absence than men; this also holds for the UK as a whole. However, the variance in absence by age
is generally small as shown in Figure 8, although workers in the 50-64 years old age bracket experienced
the longest amount of absence of any age group in both the UK and London.

Figure 7: London's working age sickness absence by sex (4 quarter rolling average)

Source: ONS Labour Force Survey
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London’s business case for employee health and well-being

Figure 8: Percentage of employees absent from work due to sickness or injury by age group in
the UK and London, Jan-Dec 2010

Source: ONS Labour Force Survey

Perhaps unsurprisingly, ill-health also has a socioeconomic element (see Figure 9) with those individuals in
the lowest household income quintile (ie, income in the bottom 20 per cent of incomes) more likely to self-
report that they suffer from bad or very bad health.

Figure 9: Prevalence of self-reported bad or very bad health, by equivalised household income
and sex in England

Source: Health survey for England 2009
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It has been found that “more than three-quarters of the population do not have disability-free life
expectancy as far as the age of 68. If society wishes to have a healthy population, working until 68 years, it
is essential to take action to both raise the general level of health and flatten the social gradient”.14 It is
also expected that workforce health will become an increasing issue in coming decades with Dame Carol
Black and David Frost’s independent review of sickness absence noting “there is evidence to suggest that
the health of the population – and thus the workforce – will deteriorate in the coming decades. Levels of
disease in the workforce will increase, due partly to lifestyle. Coupled with an ageing workforce this
represents a major challenge for the economy. It will become increasingly important to emphasise that work
is compatible with less than perfect health”.15 Alcohol related problems and obesity are two examples of
lifestyle related issues that inflict a significant cost to the economy.16

If we examine the quality of health in London compared to the UK as a whole we can see that Londoners
are generally slightly more likely to suffer from bad or very bad health and slightly less likely on average to
be in very good health (see Figure 10). As can also be observed people with bad and very bad health
increases with age, which given the aging of the UK workforce gives a demographic imperative to tackling
employee ill-health.

Figure 10: Health status by age group in London and the UK, Jan-Dec 2010 (per cent)

Source: ONS17

Figures 11 and 12 show an overlap between areas with income deprivation and areas of health deprivation
in the capital. This is also highlighted by Figure 13 which plots London’s wards income rank against its
health rank, and shows a positive relationship between the two ranks. These result support findings in the
Marmot Review which showed a “finely graded relationship between the socioeconomic characteristics of
… neighbourhoods and both life expectancy and disability-free life expectancy. Not only are there dramatic
differences between best-off and worst-off in England, but the relationship between social circumstances
and health is also a graded one”.18

14 GLAEconomics

0.0

10.0

20.0

30.0

40.0

50.0

60.0

70.0

Bad or very bad Fair Good Very good Bad or very bad Fair Good Very good

KUnodnoL

16 to 24 25 to 34 35 to 49 50 to 64 Over working age
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Figure 11: Income Deprivation Domain in London in 2010

Source: Greater London Authority19

Figure 12: Health Deprivation and Disability Domain in London in 2010

Source: Greater London Authority20
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Figure 13: Plot of Income Rank in England against Health Rank in England of London Wards in
2010

Source: DCLG, Index of Deprivation 2010

Employee absence can be separated into short-term and long-term absence, with short-term being defined
as absence of up to four weeks whilst long-term absence is an absence of four weeks or longer. The most
recent survey from CIPD21 sheds light on the nature of absences suffered by UK firms in which it found that
two-thirds of absences were seven days or less, with private sector and small organisations absences being
more likely to be short-term than public sector or larger organisations. These findings are supported by
research for the CBI,22 which found that 32 per cent of absences were long-term with this rising to 47 per
cent when examining the public sector alone.

The top five causes of short-term absence for employees working manual and non-manual jobs are
variable23 (see Appendix A, Table A.1). However, musculoskeletal injuries, back pain and work related
injuries are more prone to be reported as a cause for absence of manual workers compared to non-manual
workers. Whilst stress is more prone to be reported as a top five most common cause of short-term absence
in non-manual workers compared to manual workers.

However, as would be expected the most common causes of long-term absence are more variable with
acute medical conditions generally being most often cited as a top five cause of long-term absence by
those firms surveyed by the CIPD study (see Table A.2 in Appendix A). However, musculoskeletal injuries,
stress, back pain and mental ill-health continue to be heavily cited as a cause of employee absence with
these long-term absences also likely to be a significant driver of absence costs to the firm. In a separate
survey by the CBI24 which asked employers what the most common top three drivers of absence were, it was
found that non-work related illness or injury, post operative recovery, work related illness or injury and paid
sickness leave seen as an entitlement were all important drivers of employee absence.

Figure 14 shows data from the ONS and again highlights that the most common cause of absences to firms
is minor illnesses. However, also emphasised by this data is the variety of causes of absence with
musculoskeletal problems and mental health problems featuring as important causes of absence. Thus, as

16 GLAEconomics
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noted, Table A.2 in Appendix A shows that musculoskeletal and mental health problems are significant
causes of long-term ill health and are likely to have a large cost associated with the absences they cause.
The multitude of issues faced by any wellness program indicates that a one size fits all approach is unlikely
to be sufficient in minimising work place absences. Rather employers will need to tailor a wellness
programme to their workforces’ needs25 and their unique situations.

Figure 14: Percentage of employees absent from work due to sickness or injury by main reason
in the UK, Jan-Dec 2010

Source: ONS Labour Force Survey

If we further examine workplace hazards26 via TUC data,27 stress and back pain are important causes of
hazards in numerous sectors of the economy (see Table A.3 in Appendix A). The forms of hazards faced by
firms also varied by firm size although stress was the most significant hazard irrespective of the firm’s size
(see Table A.4 in Appendix A). Of the regions in the UK, London showed the most concern about stress as a
workplace hazard with 70 per cent of London respondents to the TUC survey expressing their worry about
it (see Table A.5 in Appendix A).
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Employee ill-health has
costs not only to the

individuals concerned but
to employers, who lose
productive output from

their workers, and also to
society as a whole. 



As well as the physical and mental ‘cost’ of ill-health to the employee there is also a potential loss of
income and, where ill-health is prolonged, potential loss of employment. Costs to firms include sick

pay, inefficiencies in the use of agency staff and recruitment costs for example. The costs to society include
cost of healthcare, benefits incurred, taxes forgone and the negative impact to friends and family.

The multifaceted nature of sickness cost is highlighted in Table 1 which shows that the estimated cost of
poor health in the working age population in 2007 stood at between £103-129 billion to the economy,
with a cost of £62-76 billion to the Government.

Table 1: Cost of working age ill-health in 2007 (£ billions)

Source: Black Review28

There exists however, many estimates of the costs of ill health depending on the type of illness, the
methodology used, the period chosen, and exactly what type of costs (eg, individual, employer or societal)
are included (see Box 1: The various estimates of the cost of ill-health). As an example, the CBI has
estimated that the direct cost of employee absence (due to work days lost etc.) to the economy in the UK
amounted to £17 billion in 2010.29 However, this does not take account of the indirect costs to firms (due
to inefficiencies with the use of agency staff, staff turnover costs, lost human capital etc.) or the impact on
the worker or the wider impact on society as a whole. Appendix B gives a sample of the costs of ill health
that have been calculated. 

Nevertheless, the evidence shows that ill-health is costly and there is evidence that the cost of ill-health to
the country is rising. For example it has been estimated that the cost of mental health problems in England
(for people of all ages) in 2009/10 stood at £105.2 billion up from £77.4 billion in 2002/03.30 In addition,
hospital admissions due to alcohol misuse have doubled between 2002/03 and 2009/10.31
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Costs to Government

Worklessness benefits 29

Healthcare 5-11

Foregone taxes 28-36

Total Government 62-76

Cost to the economy

Worklessness – lost production 63

Sickness absence 10

Informal care 25-45

Healthcare 5-11

Total economy 103-129
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Box 1: The various estimates of the cost of ill-health
The cost of ill-health amongst the working-age population to the UK varies depending on the methodology
used. For example if we compare the findings of different surveys we find that CIPD found from their
survey that the median cost of absence to employers stood at £673 per employee per year,32 whilst the CBI
survey found that the cost of absence to employers per employee per year stood at £760.33 This difference
can be explained by the different make up of the survey populations. Going into more detail, if we examine
the effect of ill-health on the economy we see that the CBI calculated that the direct cost of absence to
employers in the UK was £17.02 billion in 2010; this was based on their survey results showing an average
absence rate of 6.5 days and then “based on average earnings of £453 a week in January 2011 and a UK
workforce in employment of 29.2 million, according to the ONS”.34 In contrast the Black Review gives a cost
of absence to employers of £10 billion, with a total cost to the economy as a whole of working age ill-
health (including worklessness, informal care and health care) coming to between £103-129 billion.35 In this
instance the CBI estimate (£17m) looks only at the cost of absence to employers. The ‘aggregate’ Black
estimate (£103-129m) includes healthcare costs, informal care costs, costs to the government (by way of
taxes foregone and benefits incurred) as well as the cost to employers. So depending on the assumptions
used and what is examined then estimates of the cost of ill-health vary, making a definitive estimate of the
total cost of ill-health to society difficult to pin point. However there is consistency in highlighting a
considerable cost to the economy.

Appendix B of this report gives a wide variety of estimated costs of ill-health in order to provide an idea of
the scale of costs involved and provide a context to the benefits of workplace interventions.

20 GLAEconomics
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Just as the costs of
employee ill-health fall on

different groups, so the
benefits of tackling

employee ill-health accrue
to different groups.  



With the Black and Frost review of sickness absence noting “for employees, the costs of sickness
absence fall on individuals, who often bear the personal and financial costs of absence, and

employers, who are responsible for sick pay. For those who fall out of work due to ill health, the State bears
much of the cost, and individuals and their families suffer through loss of income as well as the illness
itself”.36 Further CIPD observes that “the British Society for Rehabilitation Medicine (2001) has found that
after six months’ absence there is only a 50 per cent likelihood of the employee returning to work. At 12
months this falls to 25 per cent and after two years, the chance of a return is practically nil”.37 Thus by
tackling sickness absence the employer can benefit from retaining human capital, reducing staff turnover
costs, improved reputation and a more engaged and productive employee for example. Employees benefit
from improved mental and physical well-being, as well as improved relationships with family and friends
and society benefits from indirect social benefits as well as savings on healthcare costs for example. This
many layered nature of the benefits from preventing or alleviating employee ill-health was highlighted by
PricewaterhouseCoopers in their examination of the literature on ‘business wellness programmes’ which
discovered numerous indirect as well as fiscal benefits to firms from these programmes (see Table 2).

Further numerous studies have concluded that being in work in itself is good for an employee’s physical
and mental health,38 whilst “work also reduces poverty and health inequalities for the family and the
community”.39 Whilst a systematic review of the evidence by Waddell and Burton concluded that “there is a
strong evidence base showing that work is generally good for physical and mental health and well-being.
Worklessness is associated with poorer physical and mental health and well-being. Work can be therapeutic
and can reverse the adverse health effects of unemployment. That is true for healthy people of working
age, for many disabled people, for most people with common health problems and for social security
beneficiaries. The provisos are that account must be taken of the nature and quality of work and its social
context; jobs should be safe and accommodating. Overall, the beneficial effects of work outweigh the risks
of work, and are greater than the harmful effects of long-term unemployment or prolonged sickness
absence. Work is generally good for health and well-being”,40 whilst the Marmot Review41 further
highlighted that certain groups are more likely to experience poor quality jobs (such as disabled people,
lone parents, those with caring responsibilities and from some ethnic groups). It also noted that having a
good job is linked to positive health outcomes, and conversely jobs that are insecure, low-paid and fail to
protect employees from stress and danger are more likely to make people ill. 
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Table 2: Business benefits associated with wellness programmes

Source: PricewaterhouseCoopers43

The case for investing in employee health and well-being
Workplace wellness programme
A workplace wellness program has been defined as “an organised, employer-sponsored program that is
designed to support employees (and, sometimes, their families) as they adopt and sustain behaviours that
reduce risks, improve quality of life, enhance personal effectiveness, and benefit the organisation’s bottom
line”.44 It has been remarked that with “nearly 80 per cent of people of working age economically active,
spending on average around 37 per cent of their waking hours for around 40 years of their life at work …
the workplace offers the opportunity to influence the behaviour of large numbers of people”.45

It should be noted however that work wellness programmes are not enough, with as shown in some
examples in Appendix C, structural components such as flexible working, employee communication etc.
being vital in order that a firm may get the best out of their workforce. Thus the Marmot Review has
argued that “jobs need to be sustainable and offer a minimum level of quality, to include not only a decent
living wage, but also opportunities for in-work development, the flexibility to enable people to balance
work and family life, and protection from adverse working conditions that can damage health”.46

Research undertaken by Ipsos MORI shows the importance that firms attach to wellness programmes with it
being found that “all FTSE 100 firms include wellness and engagement themes in public reporting”47 with
talent management and wellness and working environment being the most common themes examined.
However, even though the majority of employers agree that they have a responsibility to encourage
employees to be physically and mentally healthy, research shows there is a mixed response to
understanding the financial benefits, as shown by Figure 15. The report for the Department for Work and
Pensions48 also found that large employers were more likely than small employers to think that employees
would not welcome interference in matters concerning their health. Moreover, with health and well-being
placed fifth out of six priorities for the year ahead this indicates the vulnerability of these programmes to
the current difficult economic times.
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Intermediate benefits (non-financial) Related bottom line benefits (financial)

Reduced sickness absence

Reduced overtime payments
Reduced temporary recruitment
Reduced permanent staff payroll42

Increased employee satisfaction
Reduced staff turnover

Reduced recruitment costs

Reduced accidents and injuries
Reduced legal costs/claims
Reduced insurance premiums
Reduced healthcare costs

Increased productivity
Increased revenues
Reduced overtime payments
Reduced permanent staff payroll

Increased company profile Reduced recruitment costs

Increased employee health and welfare Reduced healthcare costs

Increased resource utilisation Reduced management time costs
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Figure 15: Employers attitudes to health and well-being amongst their employees in Great
Britain

Source: Health and well-being at work: A survey of employers49

However, as also seen from Figure 15, there is a perception in a number of firms that sickness absence is
not detrimental to productivity in an organisation with 42 per cent of employers questioned strongly
disagreeing that sickness absence is currently a barrier to productivity. Still it should be observed that an
employee’s health is also likely to impact on their performance and productivity whilst at work and that, as
noted by Black and Frost, firms face significant costs due to sick pay and other costs associated with
employee absence, whilst “a significant number of absences last longer than they need”.50 It would thus
appear that firms would be ill advised to ignore employee well-being.

Additionally according to CIPD nearly half of employers have an employee well-being strategy (or similar) in
place with large and public sector organisations more likely to have such a policy.51 Figure 16 summarises
Table A.12 in Appendix A and shows the prevalence of the top 5 employee well-being benefits currently
offered by employers of those firms surveyed by CIPD. As can be seen the most common form of
programme is access to counselling with 73 per cent of all respondent’s to the CIPD’s survey providing it,
with this hitting 87 per cent of public sector respondents. Similarly the CBI finds that counselling and
occupational health support are widely offered by firms in order to manage stress. Although it should be
noted that other surveys have shown less willingness of employers to offer well-being benefits.52 Further, as
Table A.12 shows other policies were less popular with some such as private medical insurance being
dependent on pay grade or seniority. Still, in further evidence of the usefulness of employer spending on
employee health, CIPD notes “organisations that evaluate their well-being spend are twice as likely to have
increased their spend this year (38 per cent compared with 19 per cent). They are also more likely to
predict it would increase in 2012 (36 per cent compared with 21 per cent)”.53
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Figure 16: The Top 5 employee well-being benefits by employers (% of employers surveyed in
the UK that offered the benefit to all employees)

Source: CIPD54

Absence Management
Most firms in the UK undertake some form of absence management with 95 per cent of firms surveyed by
the CBI55 and 94 per cent by CIPD56 having an absence management policy. CIPD further found that “just
under half of employers have a target in place for reducing employee absence”,57 with the CBI finding that
“more than a third of employers – and half of those in the public sector - have set an explicit target for
reducing absence over the coming year”.58 Surveys of the effectiveness of varying policies for managing
absence, such as that shown in Table A.6 in Appendix A, indicate that a proactive approach by management
to absence is most effective in supporting a reduction. The Black and Frost review noted that “sickness
absence varies greatly among employees and between employments of different types. Analysis of the data
indicates that this appears to be due to a combination of: employee characteristics and demographics; the
presence and scope of occupational sick pay (OSP); management practice; and the degree of employee
engagement”.59 Whilst the long-term decline in sickness absence is largely due to better management
practices Black and Frost also notes “even where absence records are kept, many organisations still have
problems because of inaccuracy or inadequacy of the information collected”.60 The wide variety of
approaches and relative effectiveness of them in dealing with short and long-term absences is examined
further in Tables A.7 to A.10 in Appendix A and indicates that although programs aimed at employee
wellness can reduce absences other policies can also be instrumental in achieving this result.

Work undertaken by Hassan et. al.61 and shown in Table A.11 in Appendix A, gives evidence on the type of
interventions that can be performed for different types of ill-health and the success of these types of
intervention. Waddell et al. note “early intervention is central to vocational rehabilitation, because the
longer anyone is off work, the greater the obstacles to return to work and the more difficult vocational
rehabilitation becomes”.62
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The economic impact of employer initiatives on employee well-being
Beyond the case for corporate social responsibility economic factors strongly make the case for firms to run
wellness programs, for example the cost of just sickness absence to the economy has been estimated at
£17 billion in 2010.63 Additionally, Bevan observes that research has indicated “that employers spend in the
region of 9 to 10 per cent of their annual paybill managing the direct and indirect consequences of sickness
absence”.64 With consideration of a return on investment, Lee et al. argue, “that implementing wellness
without financial backing is not effective. Nevertheless, it is possible for such a programme to become
financially sustainable after an initial investment period”.65

However, the benefits of policies to reduce absence will vary depending on the type of illness; it has been
estimated that a firm of 1000 employees that implemented NICE public health guidance on promoting
mental well-being at work would make a possible saving of £250,607.66 Lee et al. also note that research in
the US has indicated a return of $2.5 per dollar spent on programmes; with other less tangible benefits
accruing to the firm such as reduced presenteeism, improved moral, improved corporate image etc.67 Whilst
in a different study Baicker et al. found that for every dollar spent on US workplace disease prevention and
wellness programmes saved $3.27 in medical costs and the cost of absenteeism fell by $2.73.68 Again these
results are supported by other research although the calculated returns are dependent on the firms used in
the surveys sample, methodology issues etc.

The benefits to the individual and society of wellness programmes can be harder to quantify in monetary
terms but still exist. For example, OECD research on tackling obesity by workplace interventions claims that
fruit and vegetable consumption and physical activity would increase whilst fat intake would decrease with
some benefits retained into retirement.69 This workplace programme would include an introductory lecture
to staff and “a series of 20-minute group sessions with a nutritionist every two weeks for twenty months”
amongst other measures such as “walkers-clubs” at a cost of $77 per target individual. Informal learning at
work, which is often a part of workplace wellness programmes, can also improve both the employees and
the wider community. Thus, a report by Business in the Community remarks that “the social relationships
that develop as a result of this informal learning can provide networks of support and solidarity. For the
low-skilled and under-confident, informal learning can be an important stepping stone to further learning
and a more skilled future”.70

In the case of mental ill-health, a number of studies have indicated that the atmosphere at work can
significantly impact the outcome for the employee in terms of work and career progression.71 With research
by Knapp et al. observing that for a firm of 500 employees it was possible that in the first year of running a
mental well-being programme that “the initial costs of £40,000 for the programme are outweighed by gains
arising from reduced presenteeism and absenteeism of £387,722. This represents a substantial annual
return on investment of more than 9 to 1”.72

As discovered by Hill et al. “interventions which included some form of employer/employee partnership
and/or consultation, demonstrated improved results (compared to those which did not)”.73 However, placing
a value on employee wellness programmes is problematic in part because the benefits derive both to the
firm, to the employees and to society in general. Further, the size of any benefits varies depending on the
nature of the issue and the intervention. Thus as can be seen from Tables C.1 and C.2 in Appendix C the
returns on employee wellness schemes are variable and are generally dependent on the type of intervention,
how well designed these programmes are and how integrated they are into the running of the business.
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Therefore it has been argued that if a firm is to implement a successful wellness programme, the following
criteria should be met:74

1) Employee needs.
2) Senior management buy-in.
3) Aligned with the business’ overall aims and goals.
4) Allowed employees’ views to drive ongoing change and influence the programmes and initiatives that are

offered.
5) Measured the outcomes of these programmes.

A number of non-monetary benefits accrue to firms that promote wellness, with the World Economic Forum
(WEF) finding that globally firms that actively promote wellness are 2.5 times more likely to be seen as a
best performer by their employees, are three times more likely to be seen as productive and employees are
eight times more likely to be engaged.75

Financially the WEF76 estimates that European firms could get €400 per employee per year in saved
healthcare costs and improved productivity from targeting three major risk factors.77 NICE has claimed that
“an active workforce can reduce days off sick by 27 per cent and broader absenteeism by up to 20 per
cent”.78 Additionally the WEF observes that the major cost of health risks to firms due to all forms of ill-
health is from productivity lost with presenteeism being a significant contributing factor.79 It has also been
noted from a study from four large US firms that the cost to firms of different health conditions also varies
(see Table A.13 in Appendix A). Thus although healthcare costs to the firm are likely to be significantly less
in the UK than in the US, due to comprehensive public healthcare, these costs will still be borne by society
and again indicates the varying burden of ill-health depending on the type of illness. That is in the US firms
and employees generally cover the cost of healthcare directly whilst in the UK the cost is paid by them
indirectly due to their tax contributions.

In an indication of the benefits of workplace wellness programmes to firms’ research80 has discovered that
firms with workplace health and safety systems “outperformed the S&P/ASX 200 (the top 200 stock listed
on the Australian Securities Exchange) by 38.4 per cent”.81 Stewart argues that evidence exists of a link
between employee engagement and business success.82

In relation to the literature on the benefits of employee well-being programmes it is important to observe
that a number of flaws in the methodologies of some of these reports have been highlighted by research
conducted by the Work Foundation83 as listed in Appendix D. Thus some care needs to be taken when
examining the results of the literature. Still having noted this, in a survey of the available literature
PricewaterhouseCoopers found seven case studies that gave costs and benefits that could allow the
calculation of cost benefit analysis of wellness programmes (see Table 3). As can be seen the benefits
varied widely, however most wellness programmes examined provided a positive return to the firm.
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Table 3: Benefit/cost of selected wellness programmes that took place in the UK

Source: PricewaterhouseCoopers85

PricewaterhouseCoopers also found from their literature survey the following benefit-cost ratios from
certain types of wellness programmes:86

 Programmes targeting medical costs alone found a return on investment of 2.3
 Programmes targeting absenteeism found returns on investment of 2.5, 4.9 and 10.1
 Programmes targeting absenteeism and presenteeism found returns on investment of 1.81, 3.24 and

8.81
 The benefit-cost ratio for programmes targeting musculoskeletal issues were as high as 15.4, 24.6 and

84.9

Whereas case studies presented in research for the Royal National Institute of Blind People (RNIB) found
that the cost benefit ratios of programmes designed to retain employees that have become newly disabled
“was never less than 2.5:1”.87 As mentioned previously a summary of the results of various companies’
wellness programmes is provided in Appendix C Tables C.1 and C.2 and again highlights the varying results
that are available from these programmes.
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Company/Programme Benefit : cost ratio84

Manufacturing company: ergonomic improvements
4.17

(over 1 year)

Manufacturing company: physical well-being
2.67

(over 1 year)

Call centre: physiotherapy
34

(over 6 months)

Public sector health service provider: flu immunisation
9.2

(over 2 years)

Manufacturing organisation: ergonomic support 12

Manufacturing company: health and safety awareness 1

Retail & distribution company: ergonomic support
1

(over 2 years)
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The economic impact of government initiatives on employee well-being
Employers are not the only agents that can influence workers well-being, the role of Government is also
vital in providing positive social returns. Thus for instance it has been estimated that for every £1 spent on
London’s Improving Access to Psychological Therapies (IAPT) programme £2.79 of benefits were generated
(£0.84 to the individual and £1.95 to the state).88 The service offered interventions to gain or regain
employment as well as interventions to aid in the retention of employment. This included:

 Basic advice and career guidance;
 Post-placement in-work support to maximise job retention;
 Vocational information and advice, including CV writing, job search and interviewing skills;
 Individual support for motivation, confidence building and assertiveness skills;
 Signposting to Job Centre Plus (JCP) support;
 Access to expert advice, benefits counselling and debt counselling;
 Management of employment and employer-related issues;
 Individual support for motivation, confidence building and assertiveness skills;
 Adjustments in the work place to help maintain attendance at work;
 Help to return to work after sick leave;
 Access to occupational health support;
 Careers guidance;
 Help to look for more suitable jobs whilst still employed;
 Sign-posting to legal advice and legal aid.89

Tower Hamlets offers another example of a positive return by the Work It Out Programme in May 2008,
which gave work experience in the PCT to people with significant health problems. In analysing the
effectiveness of this policy it was found that it generated £17.07 of social return for every £1 spent in
employment support, with the main returns coming from increased work volunteering, reduced demand on
health services and increased taxation.90

In examining the role of government policy in relation to the health of the working age population the
Black review provided 10 recommendations, which are outlined in Appendix E. The Government responded
to these recommendations with a number of policies one of which was the introduction of the ‘fit note’ in
April 2010 aiming to encourage doctors to indicate where individuals could be supported to work. Other
initiatives such as an occupational health helpline, regional health, work and well-being coordinators and
piloting Fit for Work Services were also launched by the Government in response to the Black review.91

Recently an independent review into sickness absence has been launched92 which produced a number of
recommendations which are reproduced in Appendix F. These included the setting up of an Independent
Assessment Service to give an in-depth assessment of an individual’s physical and/or mental health, that
employer expenditure targeted at keeping sick employees in work should attract tax relief and that the
state should provide free job-brokering for anyone with a sickness absence period of 20 weeks or more.

A further example of the government’s attempts to promote workplace wellness programmes is the
‘Promoting physical activity in the workplace Business Case’93 in which employers can calculate the
quantifiable benefits of reducing sickness absence and staff turnover. This is one of a number of NICE
guidelines on workplace health including smoking cessation, mental well-being etc.

Government intervention beyond that which already occurs could also be useful for reducing health
inequality due to social class. Thus the Marmot review observed that “health inequalities result from social
inequalities. Action on health inequalities requires action across all the social determinants of health”94 and
that “action taken to reduce health inequalities will benefit society in many ways. It will have economic
benefits in reducing losses from illness associated with health inequalities. These currently account for
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productivity losses, reduced tax revenue, higher welfare payments and increased treatment costs”.95

Research by Piha et al.96 found that a “high position by education, occupational class and individual income
were all consistently associated with lower sickness absence rates among both women and men.” Waddell
and Burton observe that “work is generally good for health and well-being, not only for healthy people, but
also for many disabled people, for many people with common health problems, and for many social security
beneficiaries”.97

Thus when introducing different policy and programme interventions, consideration needs to be given in
terms of reducing health inequalities. Areas of concern include the fact that it has been found that lower
paid, lower skilled workers are more likely to take absences and to fall out of work altogether through ill
health.98 Further, a considerable degree of churn between employment and the benefits system for lower
paid people coming from smaller and medium-sized firms has also been discovered.99

In policies that led to a reduction in movements to long-term sickness, Hillage et al. found100 that early
interventions in sickness absence were more likely to lead to positive outcomes as was a multi-disciplinary
approach and programmes that include a workplace component.101
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Given that an average London firm of 250 employees loses around £4,800 per week (or around
£250,000 a year) due to sickness absence,102 employers have a clear interest in reducing the ill-health

of their employees. This is especially true given the declining likelihood of return to work the longer an
employee is absent and thus the greater the likelihood of resources loss to a firm from their investment in
an employee. Moreover, given that a significant proportion of an individual’s life is spent at work, the
workplace offers the opportunity to influence the behaviour of large numbers of people.

Despite research variations in terms of quality and design, evidence would indicate that well designed
employee welfare programmes that are integrated into the core of the firm can more than cover the costs
of such a programme to the firm. Further the benefits of these programmes accrue not only to the firms
running them but to the employee and society as a whole. Thus given the demographic issues facing the
UK and London, in addition to the rise of chronic health conditions (with up to three-quarters of the
population not having a disability-free life expectancy as far as the age of 68103) and the need to maximise
economic output of the working age population, it would appear that London can ill afford to ignore the
potential benefits of workplace wellness programmes.
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Table A.1: Top five most common causes of short-term absence for employee by sector in the UK
(% of respondents)104

Source: CIPD105

GLAEconomics    35

London’s business case for employee health and well-being

Illness
All

Manufacturing
and production

Private sector
services

Public services
Non-profit

organisations

Manual
Non-

manual
Manual

Non-
manual

Manual
Non-

manual
Manual

Non-
manual

Manual
Non-

manual

Minor illness 97 98 97 94 95 99 99 98 98 100

Musculoskeletal injuries 62 50 61 28 57 46 72 65 72 55

Back pain 61 43 69 38 56 37 64 54 64 47

Stress 49 57 28 53 46 48 69 72 69 58

Mental ill-health 25 31 19 25 21 27 31 38 35 35

Work related
injuries/accidents

15 3 20 0 10 2 20 7 14 3

Injuries/accidents not
related to work

24 22 38 32 20 21 16 16 27 27

Acute medical conditions 17 18 19 25 19 16 16 23 14 22

Recurring medical
conditions

37 40 41 32 40 42 32 37 33 45

Drink or drug related
conditions

2 1 2 0 2 1 2 2 0 2

Home/family
responsibilities

39 40 47 43 48 52 27 24 27 33

Pregnancy-related absence 9 14 3 9 13 18 20 13 6 13

Other (not due to genuine
ill-health)

21 22 17 23 30 29 11 13 20 17
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Table A.2: Top five most common causes of long-term absence for employee by sector in the UK
(% of respondents)106

Source: CIPD107
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Illness
All

Manufacturing
and production

Private sector
services

Public services
Non-profit

organisations

Manual
Non-

manual
Manual

Non-
manual

Manual
Non-

manual
Manual

Non-
manual

Manual
Non-

manual

Acute medical conditions 57 62 61 64 56 57 59 67 51 64

Musculoskeletal injuries 57 46 61 38 44 36 73 65 55 43

Stress 58 68 38 54 55 63 70 80 69 70

Back pain 50 42 55 38 41 29 56 59 57 43

Mental ill-health 46 53 32 33 50 54 53 57 43 62

Recurring medical
conditions

28 29 34 33 29 32 29 24 20 28

Injuries/accidents not
related to work

30 32 30 33 32 30 25 23 31 49

Work related
injuries/accidents

20 7 27 5 12 5 29 10 16 6

Minor illness 11 8 4 8 13 8 14 13 10 2

Home/family
responsibilities

13 11 11 10 15 12 14 13 8 8

Pregnancy-related absence 10 12 5 8 15 20 10 8 6 6

Other (not due to genuine
ill-health)

6 8 4 5 8 13 5 6 5 2

Drink or drug related
conditions

1 2 0 0 0 0 3 0 3 2
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Table A.3: The five main hazards of concern by sector in the UK (%108)

Source: TUC111
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Sector 1st concern 2nd concern 3rd concern 4th concern 5th concern

Agricultural and fishing
Stress
(34%)

Bullying /
harassment

(24%)

Slip level
(19%)

Lone working
(19%)

DSE109 and RSI110

(17%)

Banking insurance and finance
Stress

(100%)
DSE

(73%)

Bullying /
harassment

(73%)

RSI
(55%)

Overwork
(46%)

Central government 
Stress
(82%)

DSE
(56%)

RSI
(44%)

Bullying /
harassment

(42%)

Overwork
(37%)

Construction
Dusts
(60%)

Back strains
(49%)

Asbestos
(46%)

Heavy loads
(43%)

Slips height
(43%)

Distribution and hotels
Back strains

(66%)
Heavy loads

(45%)
RSI

(45%)
Stress
(38%)

Slip level
(35%)

Education
Stress
(85%)

Overwork
(60%)

Bullying /
harassment

(56%)

Long hours
(30%)

Violence
(24%)

Energy and water
Stress
(67%)

Slip level
(49%)

DSE
(38%)

Bullying /
harassment

(33%)

Back strains
(29%)

Health services
Stress
(72%)

Back strains
(55%)

Bullying /
harassment

(39%)

Overwork
(33%)

Lone working
(32%)

Leisure services 
Stress
(61%)

Back strains
(33%)

Overwork
(33%)

Noise
(28%)

Spill level, dusts
and cramped
conditions all

(22%)

Local government
Stress
(70%)

Bullying /
harassment

(41%)

Back strains
(34%)

Violence
(34%)

Overwork
(32%)

Manufacturing
Slip level

(47%)
Noise
(35%)

Stress
(35%)

Back strains
(34%)

Dusts
(33%)

Transport and communications
Stress
(59%)

Bullying /
harassment

(43%)

Slip level
(40%)

Back strains
(35%)

Long hours
(31%)

Voluntary sector
Stress
(86%)

Bullying /
harassment

(64%)

Overwork
(50%)

Violence
(43%)

RSI and lone
working both

(36%)

Other services 
Stress
(62%)

Slips level
(42%)

Back strains
(35%)

Bullying /
harassment

(34%)

DSE
(27%)
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Table A.4: Main hazards at work and workplace size in the UK (%112)

Source: TUC113

Table A.5: Main hazards by region/country
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Number of workers 1st concern 2nd concern 3rd concern 4th concern 5th concern

Under 50
Stress
(52%)

Back strains
(31%)

Slips on level
(31%)

Bullying /
harassment

-31%

DSE
(27%)

50-100
Stress
(63%)

Back strains
(37%)

Bullying /
harassment

(33%)

Slips on level
(28%)

DSE
(27%)

Over 100
Stress
(62%)

Back strains
(37%)

Slips on level
(33%)

RSI
(33%)

Bullying /
harassment

(29%)

Over 200
Stress
(63%)

Bullying /
harassment

-38%

Slips on level
(36%)

RSI
(33%)

Back strains
(32%)

Over 1000
Stress
(71%)

Bullying /
harassment

-48%

Overwork
(33%)

DSE
(31%)

Back strains
(31%)

Hazard Worst area 2nd worst area % citied nationally in 2010

Stress
London

70%
South West

68%
62%

Bullying and harassment
London

44%
Midlands/North West

40%
37%

Back strains
Midlands

36%
Northern/South East and South

35%
33%

Slips, trips and falls on the level
South West

38%
East Anglia/North West

37%
32%

Overwork
London

40%
South East and South

36%
29%

Display Screen Equipment
South West

38%
East Anglia/Midlands

30%
28%

Repetitive Strain Injury
North West

32%
Northern

31%
28%

Long hours of work
London

30%
South East and South

28%
21%

Working alone
East Anglia

24%
South East and South

23%
21%

High temperatures
London

22%
North West 

22%
19%

Handling heavy load
Northern

25%
Yorkshire and Humber

25%
18%

Violence and threats
Midlands

22%
North West

22%
18%

Slips, trips and falls from a
height

North West
24%

Northern
13%

11%

Low temperatures
Midlands

14%
Scotland

13%
10%

Noise
North West

16%
Northern

13%
10%
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Source: TUC114
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Asbestos
London

13%
Yorkshire and Humber

13%
9%

Dusts
Northern

14%
Yorkshire and Humber

13%
9%

Chemicals or solvents
Northern

14%
Yorkshire and Humber

13%
8%

Cramped conditions
South West

10%
London

9%
7%

Machinery hazards
Midlands

14%
Scotland

11%
7%

Road traffic accidents
South West

14%
Wales
10%

7%

Infections
Scotland

7%
North West

6%
5%

Workplace transport accidents
Northern

7%
Yorkshire and Humber

7%
5%

Dermatitis/skin rashes
Scotland

7%
North West

6%
4%

Vibration
South West

6%
South East & South/

Yorkshire & Humber 3%
3%

Asthma
Midlands

3%
South West

2%
1%

Passive smoking
Northern

3%
Scotland

2%
1%
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Table A.6: Rating of effectiveness of policies in private and public sector in the UK (% of
respondents)

Source: CBI115
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Private sector Public sector

Return to work interviews 71 89

Line manager taking primary responsibility for managing absence 54 63

Rehabilitation plans 46 50

Support for line managers in managing absence 36 66

Employer-funded occupational health services 27 43

High levels of employee engagement 31 27

Disciplinary procedures 30 23

Flexible working 27 27

Health and well-being service 22 36

Centralised absence reporting with occupational health follow up 18 23

Private medical insurance 21 0

Waiting days before occupational sick pay is payable 11 0

Attendance bonus or similar 9 5

Absence record examined during redundancy selection 7 0
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Table A.7: Approaches used to manage short-term absence (% of respondents)

Source: CIPD116
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All
Manufacturing
and production

Private sector
services

Public services
Non-profit

organisations

Return-to-work interviews 87 89 81 94 86

Trigger mechanisms to review attendance 82 83 77 91 76

Sickness absences information given to line
managers

79 82 75 88 73

Disciplinary procedures for unacceptable
absence

75 84 75 76 70

Line managers take primary responsibility for
managing absence

69 67 64 79 63

Leave for family circumstances 66 58 59 72 79

Managers are trained in absence-handling 62 61 51 80 60

Flexible working 54 28 48 70 64

Occupational health involvement 53 58 33 75 59

Capability procedure 48 42 36 64 55

Changes to working patterns or environment 48 29 46 58 50

Restricting sick pay 44 61 54 26 36

Employee assistance programmes 44 33 39 59 42

Absence rate is a key performance indicator 43 43 31 57 46

Health promotion 38 26 27 59 35

Stress counselling 38 24 25 60 41

Tailored support for line managers 33 18 29 48 28

Well-being benefits 32 29 30 35 33

Risk assessment to aid return to work after
long-term absence

25 18 21 34 23

Offering private medical insurance 24 28 41 5 14

Employees’ absence records taken into
account when considering promotion

22 24 27 22 10

Rehabilitation programme 16 17 12 23 11

Nominated absence case
manager/management team

15 9 14 23 9

Attendance driven by board 15 9 10 29 9

Attendance bonuses or incentives 12 18 18 5 8

Attendance record is a recruitment criterion 12 14 13 13 8

Outsourced absence management process 1 0 1 0 1
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Table A.8: Most effective approaches for managing short-term absence (% of respondents citing
as one of the top three most effective methods)

Source: CIPD117
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All
Manufacturing and

production
Private sector

services
Public

services
Non-profit

organisations

Return-to-work interviews 63 68 65 60 59

Trigger mechanisms to review attendance 57 54 47 70 64

Disciplinary procedures for unacceptable
absence 

28 39 31 28 11

Restricting sick pay 18 25 27 8 10

Line managers take primary responsibility
for managing absence 

17 17 18 16 16

Managers are trained in absence-handling 17 13 12 20 28

Sickness absence information given to line
managers 

16 25 14 16 15

Occupational health involvement 13 12 7 19 16

Flexible working 10 4 9 9 19

Leave for family circumstances 5 1 7 4 8

Capability procedure 5 3 4 6 5

Attendance bonuses or incentives 4 9 6 2 1

Tailored support for line managers (for
example online support, care conference
with HR) 

3 1 4 5 1

Employee assistance programmes 3 0 4 1 8

Nominated absence case manager/
management team 

3 3 3 2 3

Changes to working patterns or
environment 

3 0 3 3 4

Offering private medical insurance 2 0 4 0 1

Attendance driven by board 1 1 1 3 0

Stress counselling 1 0 1 1 1

Rehabilitation programme 1 1 1 1 0

Risk assessment to aid return to work after
long-term absence 

1 0 2 0 0

Risk assessment to aid return to work after
long-term absence 

1 0 2 0 0

Employees' absence records taken into
account when considering promotion 

1 0 1 1 0

Health promotion 0 0 0 1 0

Attendance record is a recruitment
criterion 

0 0 0 0 1
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Table A.9: Approaches used to manage long-term absence (% of respondents) 

Source: CIPD118

GLAEconomcs    43

All
Manufacturing
and production

Private sector
services

Public services
Non-profit

organisations

Return-to-work interviews 86 82 82 93 84

Occupational health involvement 74 77 61 89 75

Sickness absence information given to line
managers 

73 67 65 86 74

Trigger mechanisms to review attendance 71 64 67 82 66

Risk assessment to aid return to work after
long-term absence 

69 74 63 78 64

Flexible working 63 45 58 75 66

Changes to working patterns or environment 61 49 56 72 63

Capability procedure 60 58 54 68 61

Disciplinary procedures for unacceptable
absence 

57 63 52 61 57

Managers are trained in absence-handling 56 49 45 73 60

Line managers take primary responsibility for
managing absence 

55 45 47 73 51

Employee assistance programmes 47 36 43 58 45

Restricting sick pay 45 58 52 33 42

Leave for family circumstances 44 38 38 49 55

Stress counselling 43 29 31 64 47

Rehabilitation programme 40 52 36 47 25

Absence rate is a key performance indicator 40 38 28 56 45

Tailored support for line managers (for
example online support, care conference with
HR) 

39 23 34 57 34

Health promotion 37 29 26 58 35

Well-being benefits 32 29 32 35 33

Nominated absence case manager/
management team 

26 21 24 35 16

Offering private medical insurance 25 30 43 4 15

Employees' absence records taken into
account when considering promotion 

19 21 22 20 10

Attendance driven by board 14 7 8 29 9

Attendance record is a recruitment criterion 11 14 11 11 7

Attendance bonuses or incentives 10 11 15 4 7

Outsourced absence management process 0 0 0 0 1
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Table A.10: Most effective approaches for managing long-term absence (% of respondents citing
as one of the top three most effective methods)

Source: CIPD119
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All
Manufacturing
and production

Private sector
services

Public services
Non-profit

organisations

Occupational health involvement 49 51 36 62 55

Return-to-work interviews 29 31 32 21 37

Trigger mechanisms to review attendance 23 22 22 26 21

Rehabilitation programme 18 27 18 14 15

Changes to working patterns or environment 17 12 14 19 24

Restricting sick pay 16 19 21 11 15

Flexible working 14 9 15 12 20

Risk assessment to aid return to work after
long-term absence

13 15 13 12 12

Capability procedure 12 10 12 14 11

Managers are trained in absence-handling 11 12 7 14 17

Line managers take primary responsibility for
managing absence

10 9 10 11 9

Disciplinary procedures for unacceptable
absence

10 9 10 11 7

Sickness absences information given to line
managers

9 12 9 6 9

Tailored support for line managers 9 3 10 14 7

Nominated absence case
manager/management team

8 8 8 9 7

Employee assistance programmes 7 5 10 4 7

Offering private medical insurance 7 6 15 0 1

Stress counselling 4 0 4 7 5

Attendance bonuses or incentives 2 5 3 2 0

Leave for family circumstances 1 0 3 0 3

Employees’ absence records taken into
account when considering promotion

1 2 1 1 0

Attendance driven by board 1 2 1 3 0

Health promotion 0 0 0 1 0
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Table A.11: Summary of the evidence of the effectiveness of health and well-being interventions
in the UK120

Source: Health and well-being at work in the United Kingdom121
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Antecedent factors Targets Evidence on effectiveness in literature

Work-related

Musculoskeletal disorders and lower
back pain

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

• evidence of positive effects of education and training
interventions

• evidence that preventive exercise interventions have positive
effects on leave due to lower back pain

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

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

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

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

Mental health

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

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

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

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

• Limited available evidence on work outcomes eg, absenteeism,
employee turnover and return to work, in the literature

Lifestyle

Alcohol

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

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

• limited evidence on work outcomes

Smoking

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

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

• limited evidence on work outcomes

Diet
• evidence that programmes aimed at improving nutrition behaviour

to decrease weight are effective in promoting behaviour change
• limited evidence on work outcomes

Physical
• sufficient literature suggesting that physical activity is good for

mental and physical health
• limited evidence on work outcomes

Multiple programme

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

• evidence that the outcomes of worksite health promotion
programmes show positive effects on health risk factors, reduced
sick days and absenteeism
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Table A.12: Employee well-being benefits by employers (% of employers surveyed in the UK that
offered the benefit)
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All
Manufacturing
and production

Private sector
services

Public services
Non-profit

organisations

Access to counselling services

All employees 73 68 54 87 79

Depends on grade/seniority 3 0 7 0 0

Employee assistance programme 

All employees 69 73 65 73 61

Depends on grade/seniority 1 0 4 0 0

Stop smoking support 

All employees 51 50 38 65 39

Depends on grade/seniority 1 0 1 1 0

Advice on healthy eating 

All employees 49 55 38 59 39

Depends on grade/seniority 0 0 1 0 0

Healthy canteen options 

All employees 38 68 37 40 9

Depends on grade/seniority 1 0 2 1 0

Access to physiotherapy 

All employees 37 41 27 48 21

Depends on grade/seniority 1 0 1 2 0

Subsidised gym membership 

All employees 36 36 35 37 33

Depends on grade/seniority 1 1 1 2 0

Health screening

All employees 35 50 31 38 27

Depends on grade/seniority 10 18 17 4 6

Healthcare cash plans 

All employees 24 32 27 12 48

Depends on grade/seniority 3 5 6 0 0

In-house gym 

All employees 23 27 12 37 0

Depends on grade/seniority 1 0 4 0 0

Private medical insurance 

All employees 22 32 46 3 9

Depends on grade/seniority 21 59 33 4 15

Walking/pedometer initiatives 

All employees 22 9 14 28 27

Depends on grade/seniority 1 5 2 0 0

Long-term Disability/permanent
health insurance/income protection

All employees 21 36 33 9 15

Depends on grade/seniority 10 18 23 0 3

Critical illness insurance

All employees 20 36 33 9 15

Depends on grade/seniority 10 18 23 0 3
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Source: CIPD122

Table A.13: The top 10 drivers of healthcare and productivity costs of 4 large US employers
Source: ‘Health and Productivity as a Business Strategy’, by Ronald Loeppke et al. Journal of
Occupational & Environmental Medicine, July 2007. 

Source: ‘Health and Productivity as a Business Strategy’, by Ronald Loeppke et al. Journal of Occupational & Environmental

Medicine, July 2007.123

GLAEconomcs    47

All
Manufacturing
and production

Private sector
services

Public services
Non-profit

organisations

Dental illness insurance 

All employees 20 9 33 6 36

Depends on grade/seniority 5 9 12 0 0

On-site massages 

All employees 17 23 13 14 30

Depends on grade/seniority 1 0 2 0 0

Self-funded health plans 

All employees 15 27 17 12 12

Depends on grade/seniority 3 5 7 0 0

Free fresh fruit 

All employees 15 14 29 4 18

Depends on grade/seniority 1 0 1 0 3

Personalised healthy living
programmes for employees

All employees 13 14 15 15 0

Depends on grade/seniority 1 0 2 0 0

Personal accident insurance 

All employees 8 9 13 5 6

Depends on grade/seniority 4 5 10 0 0

Rank Healthcare Cost Productivity Cost Total Cost

1 Other cancer Fatigue Back/neck pain

2 Back/neck pain Depression Depression

3 Coronary heart disease Back/neck pain Fatigue

4 Other chronic pain Sleeping problem Other chronic pain

5 High cholesterol Other chronic pain Sleeping problem

6
Gastroesophageal reflux disease
(GERD)

Arthritis High cholesterol

7 Diabetes Hypertension Arthritis

8 Sleeping problem Obesity Hypertension

9 Hypertension High cholesterol Obesity

10 Arthritis Anxiety Anxiety
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Anumber of measures of the cost of employee absence and ill-health have been calculated. Thus the
median cost per year of an employee’s absence to firms has been estimated at standing at £673124 by

CIPD and £760125 by the CBI. However, this cost varies depending on the nature of the employer with CIPD
finding the cost per year per employee of absence in manufacturing and production standing at £444, in
private sector services at £446, in public services at £800 and in non-profit organisations at £743.126 This
variance in the cost of absence was also found by the CBI which estimated the median cost per year per
employee of absence in the private sector at £710, whilst in the public sector it stood at £1,040.127 The cost
also varies depending on the size of the firms’ workforce with those firms with a larger workforce generally
finding the cost of employee absence per employee per year being higher (see Table B.1). The CBI
remarked that “the higher costs for larger organisations are due in part to the higher rates of absence
amongst their employees, combined with higher average levels of remuneration and wider availability of
occupational sick pay”.128

Table B.1: Median absence cost per employee in the UK per year by workforce size

Source: CBI129

It should further be noted that different types of illness lead to different sized costs, thus it has been
estimated that for a firm of 1,000 employees the annual cost of absence due to sickness attributed to
mental illness is £269,730.130 The costs of presenteeism are also likely to vary over illness type as some
forms of illness, due to social stigma, are likely to encourage more presenteeism than others and this will be
hard to cost. Still it has been estimated that the number of working days lost because of presenteeism due
to mental ill-health to a firm with 1,000 employees in the UK is 4,860,131 whilst the cost of staff turnover
due to mental illness has been estimated at £79,625 for a firm of 1,000 employees.132 Further surveys
indicate that mental ill-health affects nearly a quarter of the adult population at any given time133 with it
estimated to cost employers £26 billion every year,134 which included a £2.4 billion staff turnover cost and
£15.1 billion lost due to unproductive staff (a cost 1.5 times higher than the cost of absence), whilst the
cost falling on tax payers was estimated at £35 billion in the UK in 2006/07.135 Additionally, the ONS found
that although 30 per cent of employed people took some time off work for health reasons over the
previous year, this figure rose to 43 per cent for those suffering from mental ill-health and 48 per cent for
those suffering from depression or anxiety.136

Other examples of the types of costs due to wellness problems includes the cost of alcohol misuse which has
been estimated at between 11 million to 17 million lost working days to the UK economy in 2001, with a
total absence cost to the economy of between £1.2 billion and £1.8 billion.137 Whilst as another example the
total cost of obesity in England in 2002 was calculated at £3.34 - 3.724 billion, with the cost of treating
obesity standing at £45.8 - 49 million, the cost of treating the consequences of obesity standing at £945 -
1,075 million with the total indirect costs due to mortality and sickness standing at £2,350 - 2,600 million.138

Illness costs to firms due to musculoskeletal disorders are also high, with it estimated that nearly twice as
many working days are lost due to them than due to stress, whilst it is estimated that in 1995/96 the cost to
society of these disorders stood at £5.7 billion.139 Thus it can be seen that numerous forms of illness have
direct cost on firms and society. With the total cost to the UK economy of sickness absence and worklessness
having been estimated at £100 billion, with it also calculated that ill-health gave a cost to the tax payer due
to benefits etc. but not necessarily to the economy of over £60 billion.140 Still what can be observed from this
overview is that there exists a wide number of reasons for sickness absence that all have costs to employers,
employees and society, and thus a wide variety of responses will be necessary to deal with them.
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Workforce size Median cost per absent employee (£)

1 to 49 684

50 to 199 648

200 to 499 672

500 to 4999 850

5000+ 828
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Table C.1: A selection of case studies where action has been taken to improve health at work,
which provide results quantified in terms of benefit cost ratios
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Company Policy Outcome Source

British Gas Services
Back care workshop introduced
in 2005 to reduce absence due
to back pain

• Improvement in employee
satisfaction, attendance
management, occupational
health referrals and work
related injuries and conditions. 

• Back pain absence reduced
by 43 per cent in the 2005
cohort one year after
participation.

• 73 per cent of intervention
group had no absence in the
year after participation.

• 58 per cent improved
attendance.

• Return of £31 for £1 invested

Business in the Community141

Johnson & Johnson

Incentives for employee
participation
A comprehensive wellness
programme that focuses on:
Mental health and well-being
Occupational health and
benefit design
Healthy lifestyle
Health education and
awareness

• Smoking declined from 12
per cent of employees in
1999 to 3.9 per cent in 2009

• High blood pressure reduced
from 14 per cent to 6.3 per
cent

• High cholesterol reduced by
19 per cent to 5.3 per cent

• Physical inactivity reduced
from 39 per cent to 20.4 per
cent

• Estimate return of $2.71 for
every dollar spent142

Harvard Business Review143

Manufacturing, 1000
employees

Ergonomic improvements
Redesigned manual handling
training programme in 2006
New manual handling training
produced
Total cost £12,000

Reduced:
• Sickness absence, days lost

per MSD incident by 5 days,
soft tissue injuries by 60 per
cent, overtime and temporary
recruitment fees by £50,000
pa.

• Gave a ROI of 1:4.17

PWC144

Manufacturing, 1000
employees

Physiotherapy & exercise
Prevention talks, stretching
programme
Induction for new employees
Cost: Physiotherapist time on
programme £340, and
operatives away from work for
the programme costing £87.15
(half an hour at £4.15 per staff
member for 21 staff members).

Reduced:
• Sickness absence due to

musculoskeletal issues by
137.2 hours in a year,
absences related costs by
£1,139 in one year

• Gave a ROI of 1:2.67

Ibid.

Utilities, 30000 employees

In-house and discounted
physiotherapy scheme. Up to
90% utilisation of in house
physiotherapy scheme. Cost:
Physiotherapy treatments £75,
physiotherapy assessments
£35-50.

Reduced: 
• Absence rates. 
Increased: 
• Staff retention, health

awareness & education
amongst employees. 

• ROI (6 months for call centre
staff) 1:34.

Ibid.
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Company Policy Outcome Source

NHS organisation, 7000
employees

Voluntary flu immunisation for
staff.
Cost: Vaccine £8,000; time
spent receiving jab £15,500

Reduced: 
• Average number of days of

sick leave among immunised
group by 25% (cut absence
by 540 staff days or over 2
staff years). 

• Absence related savings of
£217,000 in 2001/2 (approx.
£400/day, direct and indirect
costs).

• ROI of 1:9.2.

Ibid.

Manufacturing, 4000
employees

Rehabilitation of muscular
skeletal disorder sufferers
through expert support, prompt
treatment of injuries and
absence management to assist
return to work. 
Cost: £16,000 in 2001 (around
400 treatments)

Reduced: 
• Average working days lost

due to muscular skeletal
disorders by over 80%, civil
compensation claims. More
positive health and safety
culture (only 16% of referrals
to physiotherapists had to
take time off work).

• Estimated benefits of
£192,000 p.a.

• ROI of 1:12 achieved.

Ibid.

Manufacturing, 300 employees

Wellness programme included
safety levels target setting,
training, observers, feedback,
and empowering staff to
identify and implement
improvements.
Cost: £238,000 p.a. average
running costs, including
training costs, time, salary of
co-ordinators and observers, IT
software

• Reduced: occupational Safety
& Health administration time;
injury rate to 0 in 2002/3
from 3 per 200,000 hours
worked in 1997/8.

• Improved awareness and
proactive approach in safety
management.

• Reduced steam leaks, energy
consumption and Climate
Change Levy taxes savings at
£250,000 p.a., reduced
insurance premiums by 32%
in 2003 (programme
contributed), reduced
operating costs as workers
identify and rectify plant
problems themselves.

• ROI > 1 estimated.

Ibid.

Retail, 100 employees

Focused on manual handling,
including written safe work
systems, training and
monitoring.
Cost: Consultancy on training &
developing safe practices
£5,000. Staff time for training
£19,500 (direct and indirect
costs).

• Reduced: hours lost through
manual handling injuries
reduced to zero in 2003 from
521 in 2002, injuries to zero
in 2003 from 6 in 2002,
compensation claims, time
spent on accident
investigation and staff
support.

• £15,500 savings in one year
from fewer lost hours
(£30/hour direct and indirect
costs).

• ROI >1 expected in 1-2 years.

Ibid.
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Table C.2: A Selection of case studies where action has been taken to improve health at work,
which did not provide results quantified in terms of benefit cost ratios
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Company Policy Outcome Source

Unlever
12 month study at sites in the
UK on implementing health risk
reduction programmes.

• Average reduction of half a
risk factor per individual and
8.5 per cent increase in work
performance. 

• Estimated ROI of 3.73 to 1.

World Economic Forum145

British Polythene Industries

Invested in a “Musculoskeletal
Injury Management System”,
that treated injuries within 24
to 48 hours, oversaw absence
and provided a company wide
view on injuries. Cost of service
£16,000.

• Three quarters of employees
returned to work whilst
undergoing treatment. 

• Estimated annual saving of
£192,000. 

• ROI of 12:1.

RNIB146

Company Policy Outcome Source

TfL Analysis of employee survey to identify stress
'hotspots' 

Stress reduction groups for employees, with
some time given within the working day to
attend 

Guidance for managers about how to spot
common mental health problems, listen
actively to staff and offer flexible support 

Culture change a successful manager is now
one who refers to occupational health early

A six year transformation plan to identify areas
where stress levels will rise and develop mental
resilience accordingly (station upgrades,
upgrading trains to more computerised
systems, preparing for the 2012 Olympics) 

A reduction in the number of
staff off sick for mental health
reasons year on year since 2003.

London Health Commission147

Pizza Express Online staff updates - the daily and weekly
"slice" 

Regular meetings between the board of
directors and restaurant staff, held in the
restaurants themselves 

Annual staff road shows 

The HR director personally reads every
complaint and compliment made in every
restaurant. If a member of staff has been
complimented she emails them to
congratulate them. 

A culture of promoting internal staff,
demonstrating how much they're valued and
energising and motivating them to achieve. 

A flexible training and development
programme allows people to progress up the
organisation at their own pace. This helps to
reduce the uncertainty/stress associated with
taking on significantly more responsibility at
work. 

A level of staff loyalty which is
unusual for the industry: it's not
uncommon to meet a member of
staff who has worked for
PizzaExpress for 20 years.

Ibid.
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Royal Mail
Group

Royal Mail Group introduced "Feeling First
Class" - an innovative and comprehensive
programme to promote employee well-being
which included the following projects:

Nutritional advice 

Emotional well-being 

Physical well-being 

Workplace design 

Employee support 

Health partnerships

Across Royal Mail Group:

Sickness absence reduced by
25% between January 2004 and
May 2007, resulting in direct
cost savings of £227 million. 

In Parcelforce's London Central
depot: 

£1m reduction in operating costs

50% fewer injuries, 50% fewer
days lost

Reduced sickness absence
(15.4% down to 1%) 

£0.5m increase in revenue 

Huge increase in morale 

Became most profitable depot

Ibid.

Alara
Wholefoods

Hold monthly team meetings where
employees views are carefully listened to and
acted upon 

Conduct regular staff appraisals 

Encourage staff to undertake skills training
(NVQs) which gives them a chance to raise
their ideas, work towards goals, and achieve
nationally-recognised qualifications. 

Offer staff the opportunity to work in the
community gardens instead of on the
production line half a day in week, in order
to understand more about organic food -
which is what Alara is all about. 

Provide free breakfast and lunch for all staff 
Operate a bike purchasing scheme 

A loyal, committed workforce
and a 10-20% increase in
financial turnover year on year
for the last five years.

Ibid.

London Fire
Brigade

London Fire Brigade carried out a
comprehensive stress audit and carefully
analysed the results and what lay behind
them.

Levels of stress, anxiety and
depression have halved within
the workforce since 2005.
Stress-related absence has fallen
from first to sixth place as the
main reason for sickness
absence.

Ibid.
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BT BT actively encourages its employees to work
flexibly from day one, believing that a
healthy work-life balance helps to provide
them with renewed energy and a new
enthusiasm for their work.

In particular BT is well known for its work to
support carers in the workplace though some
simple inexpensive changes in working hours
and flexible arrangements.

The ability to:
Attract talented people from
often overlooked parts of society 
Retain essential skills 

Increase productivity 

Cut costs 

Release the real potential of the
business

Ibid.

Tate & Lyle Introduced vocational rehabilitation as an
alternative to sickness absence. Working with
the employee, the manager, the GP and the
human resources team, care pathways
mapped out by Occupational Health to
ensure that employees are returned to health,
work and efficiency at the earliest date. The
rehabilitation programmes might include:

Reduced working hours 

Amended shifts patterns 

Reduced or alternative duties 

Transportation to work

64% reduction in sickness
absence (particularly long-term)
since 2000 

75% reduction in the number of
employees retiring early because
of ill-health between 2001 and
2007 

Reduction in workplace injuries -
(back injuries reduced by 50%) 

50% reduction in use of
physiotherapy since 2002 - more
time is now spent on education 

Employee opinion surveys show
increased satisfaction

Ibid.

Happy Ltd Developed a workplace culture based on the
following key principles:

People are trusted to make the key decisions
about their work. Instead of levels of
approval, people are given the training and
support to decide for themselves. 

The culture is blame free and new ideas and
experiments are encouraged. If there are no
mistakes, there isn't much learning going on. 
Information is shared. People get feedback
on how they are doing now, not how their
manager thinks they are doing three months
later. 

People are trusted to work out how to
balance their personal needs with their
responsibilities at work. Happy assumes any
proposals its people make for their working
hours make sense, rather than forcing them
to prove it. 

Happy has been rated the best
business in the UK for Health
and Well-being in 2009 (Great
Place to Work Institute) and
listed in the UK's Best 20
Workplaces for the last four
years.

Ibid.
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NHS Tower
Hamlets

Taken action to address the linked problems
of low rates of working and poor health
though its 'Health and Work Strategy'. This
includes:

Work it Out - a scheme which offers work
placements to service users with a history of
poor health conditions (mainly mental
health). Placements are office based and last
for 6-13 weeks (2-3 days per week). Travel,
lunch and childcare costs are covered. 

Mental health model employer project - staff
and managers were interviewed to find out
their knowledge of, and attitudes to mental
health and provided with training. Mental
health awareness is now imbedded in
induction and management training, and a
mental health policy has been introduced. 

19 people participated in Work it
Out, of whom seven have gone
on to get jobs 

Average of 50% increase in
mental health awareness
amongst staff and managers 

Mindful Employer status granted 

Reduced sickness absence
amongst staff 

Ibid.

Claridge’s
Hotel

Amongst other initiatives an employee
assistance programme:

Emphasising preventative health measures

Healthy and vegetarian food prepared

Corporate gym and jogging club

Flexible Working

Lighter working for pregnant and new
mothers

Low staff turnover (28 per cent
vs. an industry norm of 60 per
cent)

Low long term sickness rates

High staff satisfaction

Business in the Community148

Centrica Interventions in / treatment of existing
conditions in musculoskeletal disorders
comprising:

Telephone based advice from physiotherapist

Written health guidance

Face-to-face physiotherapy 

Reduced absence from
musculoskeletal disorders from
37 days in 2008 to 24 days in
2009

Business in the Community149

Capita Formal ‘day one’ absence monitoring and
case management

Training programme to support
line managers reduced absence
by 30 per cent over 2 years and
saved £400 per employee

Ibid.

RBS Counselling service promoted. 

Quarterly statistics from counselling service
analysed to identify issues and to shape
health and well-being strategy and
interventions.

In 2010 68 per cent of
employees indicated that senior
management are interested in
their well-being.

Ibid.

Well@Work National programme, which implemented
healthy lifestyle programmes with a focus on
psychical activity, nutrition and quitting
smoking. 

Overall, employers participating
in the programme viewed it as
being worthwhile, whilst
employees reported increased
job satisfaction, commitment,
involvement and performance.

Business in the Community150
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Ginsters
Limited

Implemented integrated health and well-
being programme encompassing physical
activity as well as healthy eating, weight
management, smoking cessation, chiropody,
podiatry and reflexology treatments.

Improved employee health and
morale, reduced short-term
sickness and staff turnover.

Ibid.

AstraZeneca A number of initiatives including: Health
promotion Activities, Home-work balance
initiatives, Ergonomic-designed working
environments, Fitness opportunities, Healthy
eating options in restaurants, Health
assessments, Counselling and life
management programme, Healthcare
insurance, Rehabilitation programmes,
Integrated occupational health/human
resource interventions

Cost savings: £500-700k saved
due to improved productivity
after counselling, £80,000 saved
on health insurance for
psychological issues

Improved health and safety:
global accidents and
occupational illness rates
reduced 61 per cent, high
employee favourability towards
the programme

Improved image: 84 per cent of
employees proud of the
company and 82 per cent would
recommend the company as a
good place to work, 80 per cent
of employees say they have the
flexibility to balance work and
personal life

Business in the Community151

The British
Library

As well as promoting health and safety at
work also provided:
Round-the-clock employee assistance
Access to the Benenden Health Society
BUPA discount
Classes, massages, osteopathy and gyms
Health events and flu vaccinations
Nutritional advice and healthy catering
Health and care benefits 

Absence dropped from 10.2 to
7.5 days per annum
Cost of absence dropped by
£160K per annum (11 per cent)
Staff turnover dropped to 6 per
cent from 12 per cent
Performance management results
increased to 98 per cent from 86
per cent

Ibid.

Danone UK Training on diet and Nutrition
Free life management service
Active Health Box for all new starters

Staff turnover reduced from 20
to 15 per cent
91 per cent of employees would
recommend it as a good place to
work
Recognised as London’s
healthiest workplace by the BBC

Ibid.

Digital Outlook
Communicatio
ns

Flexible working
Promotion of employee benefits system
Mentoring and development scheme
Improved ergonomic working environment
Health and well-being as a KPI for all senior
managers

Health and well-being survey
score increased by 11 per cent
Sickness absence improved 95
per cent from 4 days per person
in 2006 to 0.22 days per person
in 2008
Staff turnover reduced from 34
per cent in 2007 to 9 per cent in
2008

Ibid.

EDF Energy EDF Employee Support Programme was
developed in consultation with a number of
stakeholders. A cognitive behavioural therapy
programme was developed and 100 managers
were trained in recognising psychological ill-
health.

Improved productivity saved
£228,000 per year
Staff morale increased from 36
to 68 per cent
Retirements due to psychological
ill-health reduced
Awarded Beacon of Excellence
status by the Health and Safety
Executive

Ibid.
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Ernst & Young Private health insurance
Annual health screening
Dedicated occupational professionals
Workplace assessments
Employee assistance programme
Organisation wide campaigns
Supported conversations about health and
well-being issues with managers

Reduced staff turnover from 16
to 14 per cent
Days lost to absence decreased
by 3 per cent despite a 4 per
cent increase in headcount
94 per cent of clients
satisfied/very satisfied with the
firm’s service
Recruitment and retention
improved
Improved health and well-being
of employees surveyed
Accident rates, personal injury
and prolonged disability
insurance claims all decreased

Ibid.

First ScotRail Physiotherapy, at-work massage, chiropody
and ergonomic improvements
Employee Assistance Provider to reduce time
off after traumatic events
Well-being weeks
Employee lifestyle diaries
Hospital cash plan

Absence reduced from 6.2 to 4.2
per cent saving around £3 million
per year
40 per cent of cases referred to
physiotherapy return to work
after 5 sessions

Ibid.

Foyle Food
Group

Health and well-being programme, with
initiatives including:
Pre-employment health screening
Translated health awareness leaflets for
migrant employees

Absenteeism reduced by 15 per
cent
Short-term absence maintained
below 3 per cent
Health and Safety procedure
adult score in factories improved
by over 20 per cent
Accidents reduced by 43 per
cent
Number of employees taking
more than 7 days off reduced by
84 per cent
Employee liability insurance
premiums reduced 28.5 per cent
Employee satisfaction increased
from 80 to 84 per cent
97 per cent awareness of health
and safety policies

Ibid.

GlaxoSmith-
Kline

Company-wide personal and team resilience
programme, with healthcare benefits focused
on prevention and access to innovative and
proven treatments.

Work-related ill-health levels
dropped 60 per cent
Lost working days fell 29 per
cent
Staff satisfaction increased 21
per cent with productivity
increased by 7 – 13 per cent
53 per cent reported
improvement in physical,
emotional, mental and spiritual
performance
Employee strain at work reduced
3 per cent
Days lost fell by 44 per cent and
musculoskeletal cases fell by 33
per cent

Ibid.
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Grimsby
Institute of
Further &
Higher
Education

Alignment of HR, staffing and health, safety
and well-being policies
Regular management training
Extensive employee communication
Proactive health and well-being team
Speedy and supportive interventions

Increased staff engagement
Improved Ofsted inspection
marks
Sickness absence reduced from
10000 lost days in 2001 (for 100
staff) to 3806 (for 1460 staff) in
2008
Days lost due to musculoskeletal
disorders reduced by 48 per cent
and for stress related absence by
57 per cent between 2004/5 and
2007/8

Ibid.

Metropolitan
Police Service

Training to:
Equip managers with emotional intelligence
Provide practical tools and techniques for
dealing with stress
Raise awareness of stress and de-stigmatise it
HR initiatives
Regular mental health surveillance
One-to-one psychological welfare and
support
In-house welfare counselling and cognitive
behavioural psychology

Stress related absence down
from 10.2 days per officer to less
than one day per officer annually
90 per cent of those evaluated
said they would change their
response to stress following
training

Ibid.

Nationwide
Building
Society

Flexible working
Workstation management
24 hour counselling service
Free health screening
Absence management support
Lifestyle facilities including gyms etc.
Healthy food services

Voluntary turnover reduced from
9.71 to 8.46 per cent
Time lost due to absence
dropped from 3.51 to 3.22 per
cent
Cost savings on reduced absence
and improved retention rates

Ibid.

Oaklands Care
Home

General health and safety
Promoting and raising awareness of the
Welsh Backs Initiative
Action on nutrition
Physical activity promotion
Alcohol awareness
Smoking cessation

Staff turnover was low
Absence reduced
Team work improved

Ibid.

Standard Life
Healthcare

Healthier menu in staff restaurant
Subsidised on-site massages
Subsidised fitness classes
Focus on nutrition
Medical insurance
Access to online health and well-being
information

Sickness absence reduced by 26
per cent at headquarters
Self reported improvement in job
satisfaction
Reduction in proportion of
employees that smoke
Health status of employees 7.1
per cent higher than similar
business sectors

Ibid.

Towry Law Onsite gym
Subsidised healthy restaurant
Smoking cessation programmes
Health screening

Reduced medical bills
Reduced absenteeism
Staff turnover down 25 per cent
since 2007
High levels of engagement
Accredited one of the “Best
Companies to Work for 2008” by
the Sunday Times

Ibid.

E.ON UK Proactive steps such as campaigns on cancer
Providing appropriate support as quickly as
possible
Providing rehabilitation services

Reduction in absence rates
equating to £8.9million per year

CBI152
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MD Anderson
Cancer Center

Workers compensation and care unit staffed
by a physician and nurse case manager

Within six years lost work days
declined by 80 per cent and
modified duty days by 64 per
cent
Cost savings calculated at
$1.5million
Workers’ comp insurance
premiums declined by 50 per
cent

Harvard Business Review153

Retail, 60,000+
employees

Wellness pack, pedometer, healthy eating and
smoking cessation. Information pack cost
£100,000, joiner pack cost £250,000

Decreased absenteeism, staff
turnover, management time to
health and safety, staff
replacement costs
Increased PR relations and
reputation, increased profits

PWC154

Public Sector
Service
Organisation,
100,000+
employees

Strategy boards for physical exercise, help
line, musculoskeletal clinics, counselling and
advisory service

Reduced sickness absence by 1.8
per cent between 2004-07, and
reduced accidents by 30 per cent
between 2004-07

Ibid.

Manufacturing,
20,000
employees

Sickness absence management
Early rehabilitation
Policy development cost £7,800,
management training cost £200,000

Reduced absenteeism rates by
0.7 per cent between
1999-2002 and absence due to
stress by 4 per cent between
1999-2002
Cost savings due to reduced
absence between
1999-2002 £11,000,000

Ibid.

Manufacturing,
150 employees

Holistic interventions for prevention
Well-being policies
Management training
Smoking cessation
Healthy eating 
Counselling

Absenteeism reduced by 1.53 per
cent between
2006-2007

Ibid.

Business
services, 500
employees

Healthy eating
Smoking cessation
Counselling
Healthcare cash plan & gym membership
Well-being clinic services
At annual cost of £35,000 in 2006-07

Absenteeism reduced
Staff turnover kept less than 5
per cent per annum since 1993

Ibid.

Property
management,
300 employees

Subsidised gym membership
Health cash plans
Personal health management plans & sickness
management policy.
Executive board introduced all wellness
programmes

Absenteeism reduced with 18.3
per cent less days forecasted to
be lost due to sickness for April
2007 compared with April 2006

Ibid.

Manufacturing,
200 employees

Occupational health services and activities
Counselling and annual health screenings
External training costs of £7150

Reduced:
sickness absence by 97 per cent,
disciplinary/grievance
proceedings to 0,
output reject rate, lost days from
accidents, injury claims to zero,
energy usage by 9.2 per cent,
insurance premiums, overtime by
37 per cent, work week by 8
hours and stock by £1.3million
Increased:
Machine utilisation and
productivity

Ibid.
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Employment
support, 400
employees

Mental health awareness training
Support line
Well-being facilitators
Total cost £2.5million

Reduced absenteeism and
increased return to work rate
with 90 per cent back within an
average of 4 weeks

Ibid.

Manufacturing,
2000
employees

Clinics at work and wellness weeks
implemented
Total cost £1million

Reduced: general absence / total
no of days
lost by 40 per cent between
2003-2006, long-term absence
due to sickness by 40 per cent
between 2003-2006
Improved health
Outcomes smoking cessation
increased with a 33 per cent
success rate in 2006

Ibid.

Financial
services, 800
employees

Attendance and well-being team
Healthy eating
Counselling
Screening clinics

Reduced absenteeism rates by
1/3

Ibid.

Financial
services, 400
employees

Smoking intervention classes and healthy
living
Physical activity week
Wellness coordinator
Cycle to work schemes.
Total cost: £100,000 and 18 hours per week
HR resources

Reduced:
absenteeism by 0.2 per cent,
staff turnover by 4 per cent
Increased:
Smoking cessation, health and
welfare outcomes

Ibid.

Utilities, 400
employees

On-site crèche, subsidised social club, private
healthcare schemes, free on-site health
checks, holiday buy-back scheme

Reduced:
Absenteeism, staff turnover,
recruitment fees, overtime and
temp fees
Company profile in local
community as favoured employer
improved

Ibid.

Financial
services, 150
employees

Free health assessments to all staff.
Smoke cessation & physical health in
workplace. Massage, onsite yoga & body
conditioning. Counselling & advice onsite.

Reduced: absenteeism (155 days
to 62 days) and staff turnover by
10.2%.
Awarded accreditation in area of
staff well-being.

Ibid.

Education, 400
employees

Gyms and relaxation classes subsidised.
Absenteeism policies implemented. Employee
Assistance Programmes.

Reduced: absenteeism by 26%
(3,430 to 2,544 days) between
2004-2006, staff turnover by
11%, and recruitment fees.
Increased: employee satisfaction.

Ibid.

Education,
6000
employees

Stress Management, Counselling & Advice.
New sport centre. Transport plan
implemented.
Cost: Human Resources p.a. £371,083.
Development & team costs p.a. £550,000.
Sport centre £5,000,000. Employee health &
wellness over 2 yrs £740,000. Hands on
support to date £1,200,000.

Reduced: total sickness absence
by 1744 work days, long term
sick leave by 8% from 2002/3 -
2006, and absenteeism related
costs by £165,680 (estimated at
£95/day).
Increased: staff productivity,
employee satisfaction levels, and
research grant income.

Ibid.

Construction/
engineering,
800 employees

Health and Safety training.
Cost: Induction & H&S costs p.a. £15,000.
Assurance and supply chain management p.a.
£120,000.

Reduced: accident rates by 69%
2001-2002 per 200,000 hours
worked, management time spent
investigating accidents.
Improved competency in H&S.

Ibid.
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Manufacturing,
2000
employees

Behavioural safety programme – observation
of employees’ safe/unsafe behaviour at work.
Cost: Training p.a. £145,000.

Reduced: work days lost by 45%
(550 to 301 days lost) 1999-
2003, accidents by 40% (45 to
27 accidents), lost time incident
rate from 44 to 11.8 per
1,000,000 hours worked.
Increased: productivity.
Estimated savings 1999-2003 of
£285,000 pa.

Ibid.

Public sector
transport
organisation,
400 employees

Sickness absence management. Support
return to work interviews.
Cost: Occupational health service £16,000
p.a.

Reduced: absenteeism by 7.66-
8.66 per cent 1999-2003, staff
absence by 70% 1999-2003,
staff on long term absence (15-
16 to 2-3 at any one time).

Ibid.

Business
services (Legal
&
Professional),
1500
employees

Healthy living. Accident reporting processes.
Policy monitoring staff sickness. Free gym
and medical checks. Flu points set up during
winter.

Reduced: staff turnover.
Increased: profits four fold.

Ibid.

Utilities, 2500
employees

Stress interventions – stress ball fights,
workplace competitions, employee assistance
programme. Smoking cessation classes &
fitness classes.

Reduced: absenteeism by 12%,
staff turnover by 25%.
Improved external reputation and
PR.

Ibid.

Utilities, 20000
employees

5 year H&S and environmental plan, stress
management programmes.
Lifestyle programmes.

- Ibid.

Financial
services, 1000
employees

Healthy lifestyle, fitness classes, relaxation
classes.
Cost: Occupational health adviser, project
development £75,000

Reduced: absenteeism by 0.47
per cent 2005-06 staff turnover
by 10%.
Increased: employee satisfaction
(31.5% of staff recommended it
good place to work).
Absenteeism related cost savings
£23,000, staff turnover related
savings of £464,885.00

Ibid.

Financial
services, 17000
employees

Flexible working policy. Discounted gyms.
Free phone counselling services, absence
support management.
Cost: Total 2005-2006 revenue
Expenditure £8,000,000.

Increased: employee satisfaction
(right work life balance achieved
according to 78% employees
responding to 2005/6 survey).

Ibid.

Local authority,
9000
employees

Diet & nutrition advice, Healthy breakfast
campaign. Protection in the sun campaign.
Exercise classes.
Cost: Work site lifestyle clinics
£13,000 in 12 months (£1.5 mil from non-
cash savings)

Reduced: sickness absence equal
to additional 141 full time
employees 2001-2007.
Increased: employee satisfaction
from 26% surveyed in 2002 to
44% in 2006 (68% surveyed
agreed good work life balance in
2006, up from 57% in 2002).
Sickness absence related savings
of £1.5m over three years.

Ibid.

Financial
services,
50,000
employees

24 hour Counselling face-to-face / over
phone. Maternity coaching. Running &
cycling challenges. Subsidised gyms &
information on intranet.

Reduced: sickness absence days,
new employees’ absence rates
cut by 1/3.
66% of employees believed
counselling helped return to
work rates.

Ibid.
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Criminal justice
organisation,
400 employees

Counselling, physiotherapy, healthy living.
Education on smoking cessation, alcohol &
stress. Yoga classes & therapy sessions.
Cost: £1,600,000 over 9 sites.

Reduced: sickness absence rates
over duration of project.

Ibid.

Manufacturing,
1500
employees

Health & lifestyle screening. One-to-one
sessions. Nutritional advice. Web based
fitness programmes. 50% of employees used
leisure centre, 90% registered with gyms on
other sites.

Improved health outcomes within
workforce.

Ibid.

Criminal justice
organisation,
50,000
employees

IT infrastructure implemented to identify sick
staff. Outsourced health service provided
advice. New policy developments

Reduced: absence days by 25%
2002-2006.
Increased: productivity
Estimated cost savings from
reduced absence days of £38m
2002-2006.

Ibid.

Government
department,
90000
employees

Health & well-being site including advice &
help on RTW and at work.

Reduced: absence days by 8%
(8.5 days to 7.8 days) 2005 mid
2007.

Ibid.

Financial
services, 60000
employees

Healthy living advice. On site flu jabs.
Telephone and face-to-face assessment
process.
Cost: Start up costs £75,000 and on-going
costs £1,250,000 p.a.

Reduced: sickness absence,
injury claims, musculoskeletal
absence by 3% in 1 year. 
Programme turnover increased
leading to rapid case resolution.

Ibid.

Financial
services, 60000
employees

Reduced: absenteeism by 3.7 pct
points, staff turnover by 9.2 per
cent.
Increased: employee satisfaction
(96% staff happy with new
services).
Absence related cost savings of
£561,000 when compared to
industry staff recruitment cost
savings of £1.6m when
compared to industry.

Ibid.

Financial
services, 3000
employees

Stress management, counselling, healthy
living

Reduced: stress absence rate
down by 80%, staff turnover by
20%.
Increased: productivity estimated
by 1% at no cost, employee
satisfaction (72% Agree
organisation has positive
environment), health outcome
(5% less smokers).
Absence related cost savings of
£250,000 in lost wages alone.

Ibid.

Manufacturing,
7000
employees.

Healthy lifestyle, smoking cessation. Weight
management & back / stress management.

Health outcomes (18% staff
improved diet, 14% staff
improved lifestyle, 45% staff
started exercise, 34% staff
increased frequent activity, 82%
more aware of health).

Ibid.

Business
services, 100
employees

Workplace staff initiatives, gym discounts,
healthy eating.
Cost: Fruit £548 p.a., water £2,318 p.a.,
insurance £9.995 p.a., massage £3,320 p.a.

Reduced: absence rates.
Increased: employee satisfaction
(87% reported work environment
as good.
1.73 sick days per employee per
year

Ibid.
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Utilities All employees entitled to 45 minute health
assessments with follow ups in company time.
Lifestyle advice, health promotion.
Discounted gyms and bike purchasing /
memberships.

Increased: employee satisfaction
(Staff survey reveals 45%
improved opinion of workplace).
Positive health outcomes (47%
motivated to change lifestyle
87% more aware of their health).

Ibid.

Manufacturing,
20000
employees

Ergonomic improvements, absence
management (recording system). Mental
health team. 
Cost: Waste plant programme £26,000. Safety
shoes programme £40 per person.

Reduced: absenteeism by 4.75
per cent (sick days down to 174
days p.a.).
Improved personal resilience
evaluation (reduced fatigue 15%,
increased mental clarity 7%,
increased self esteem 14%,
increased ergonomic awareness
15%).
Absence related cost saving of
£196,320 (based on hourly staff
rates).

Ibid.

Utilities, 15000
employees

Manual handling skills training by body
mechanics experts. 
Cost: £53,000 in first year for specialist
equipment, ergonomics support etc. mostly
one-off. £2,000 p.a. estimated thereafter for
occupational physiotherapy.

Reduced: annual rolling total of
accidents by nearly 50% (79 to
41), proportion of total accidents
caused by manual handling (70%
to 25%)
Savings of £19,000 p.a.
anticipated in from halving days
lost to manual handling injuries
reduction in civil liabilities claims
(currently £166,000 p.a.)
Break even expected in first 2
years.

Ibid.

Manufacturing,
10000
employees

Home-work balance, physiotherapy,
counselling, return to work and health
promotion programmes including screening.
Cost: both standalone and ongoing projects –
difficult to quantify.

Reduced: absence levels (31%
lower than CBI benchmark),
ergonomic related cases per
million hours) by 53% (Jan-Jun
2003), number of work-related
stress cases (scores for
depression 20% 30%).
Increased: concentration and
productivity reported by
employees, company profile.
Absenteeism related savings £5m
(compared with CBI data),
reduced health insurance
premiums by £200,000 p.a.

Ibid.

Construction /
engineering,
3000
employees

Health and Safety training for certification
scheme for managers and supervisors.
Cost: £2,000,000 approx. since 1997.

Reduced: Intermediate: time lost
and time spent in accident
investigation, staff turnover by
29 per cent, accident rate by
60%.
Increased: competitiveness, staff
morale.
Supply chain management
improved.
Reduced staff turnover,
recruitment, training and other
associated costs estimated at
£500,000 p.a.

Ibid.
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Manufacturing,
50 employees

Programme addressing manual handling
injuries, including more suitable equipment,
training in prevention and exercise, early
treatment and annual checkups.
Cost: Equipment £270,000. External
osteopath £8,500 over 2 years.

Reduced: days lost through
injury by 25%, injuries (from 10
to 3 per year), time managing
short handed production teams,
potential civil claims
Increased: staff retention.
Improved company profile.
Production capacity saved by
1.5% previously lost through
injury (increase in production
£20,000 p.a.)

Ibid.

Public sector
administrative
services and
associated
trade union,
70000
employees

Work-life balance project, including surveys
and focus groups to identify staff needs,
piloted new ways of working at work, trained
staff in organising work flexibly and securely.

Reduced: unit costs due to
greater efficiency.
Increased: employee satisfaction
company profile (improved
relationships with union,
workforce and prospective
employees).

Ibid.

Manufacturing,
450 employees

Programme addressed health and safety
performance, including greater reporting and
communication, and monitoring remedial
actions.

Reduced: absenteeism by 7.5 per
cent, injuries by 50 per cent
compared to hours worked,
insurance claims to zero in 2002
from over 50 in 1997, unit costs
by 40 per cent.
Increased: company profile in
local community.

Ibid.

Manufacturing,
2000
employees

Programme aimed at improving health and
safety performance, including improving
management systems and procedures and
providing training. 
Cost: Consultancy to improve management
systems £100,000. Manager training
£75,000.

Reduced: days lost to injuries by
73%, reportable injuries by 61%,
overall accident rate by 64%.
£100,000 p.a. annualised savings
from reduced days lost since
1997, reduced employee
insurance claims by 73%,
reduced rate of increase in
Employers Liability Insurance
premiums.

Ibid.

Construction /
engineering,
7000+
employees

Management of health and safety, including
bonuses linked to safety targets, providing
training and information, improving
management systems and benchmarks.

Increased: company profile and
reputation (seen as employer of
choice).
Claims, injuries and delays costs
minimised

Ibid.

Business
services, 70
employees

General programme encompassing manual
handling improvements, health management
and smoking cessation.

Reduced absenteeism.
Increased staff retention and
morale, productivity, improved
health and safety.
Reduced overtime costs.

Ibid.

Utilities, 12000
employees

Programme includes investigations and
increased accountability and communications.
Cost: Direct costs of safety training and
management £600,000

Reduced: lost time injuries by
80%.
Increased staff morale.
Improved reputation with key
stakeholders, improved health
and safety culture, incident
investigations and reporting.
£4.5m savings over four years
from less lost time to injuries
non-time lost injuries and civil
claims cost savings.

Ibid.
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Manufacturing,
5000
employees

Health and safety management programme. Reduced: lost days through
accident injury by 36% from
1999/2000 to 2002/2003,
reportable incident rate by 18.1
pct points 1999/2000 -
2003/2004, civil claims per staff
member by 45%+.
£100,000+ savings from reduced
days lost reduced employers’
liability insurance premium.

Ibid.

Construction /
engineering,
1000+
employees

Onsite medical room and nurse to provide
first aid, medical advice and lifestyle checks.
Cost: No additional cost – part of normal site
overhead.

Reduced: lost time offsite
seeking medical
attention/advice, accidents and
accident frequency rates.
Increased: staff morale.
Positive health outcomes.
£145,000 over ten months saved
from recovered lost time.

Ibid.

Johns Hopkins
Workers’
Compensation
Program

Safety professionals, adjusters and medical
and nursing providers work to prevent
accidents, quickly assess and treat injured or
ill workers, and return to work through jobs
with restricted or modified duties.

Over 10 years lost-time claims
decreased 73 per cent, medical
only claims down 61 per cent,
total days of temporary total
disability benefits paid per 100
employees shrunk from 163 in
1992 to 37 in 2002, 54 per cent
reduction in total workers
compensation expenses per $100
payroll

New York State Department of
Labor155

Principle
Financial
Group

Employed four staff members that met with
injured workers soon after the onset of the
disability to assess the worker’s skills, abilities
and restrictions.

Saved over $1million in five
years

Ibid.

Roto-Rooter
Services Co.

Return to work programme. Reduced workers compensation
costs from between $1.4 to1.85
million to $365,000 in 1993.

Ibid.

Gibson
Greetings

Return to work programme. Reduced workers compensation
costs from $400,000 in 1991 to
under $50,000 in 1992.

Ibid.

Port of London
Authority

Improved occupational health services and
trained line managers on the cause of
absence and return to work plans

70 per cent drop in staff sickness
absence, equivalent to having an
extra 30 staff working at any
one time.

RNIB156

Rolls Royce Implemented sickness absence management
system and early intervention of
rehabilitation. Anyone off work for more than
four weeks received a return-to-work action
plan. Investment in IT monitoring system and
staff and line manager training. In house
physiotherapy provided.

A reduction in work days lost by
28,500, saving £11 million.

Ibid.

West Suffolk
Hospital NHS
Trust

Priority treatment referrals to a local
physiotherapist for injured staff. Cost of
£21,000

Lost days due to sickness
absence reduced by 40 per cent.
Savings on direct costs of
musculoskeletal injuries to the
trust of £170,000.

Ibid
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Bevan found a number of problems with studies attempting to innumerate the returns of wellness
programmes.157 These include:

1) Questionable research design, such as a failure to include control groups, not specifying precise success
criteria and undertaking the study for too short of a timeframe.

2) Relying on ‘take-up’ as a measure of success, with this often being used as the only measure of success
for the study even though participation does not necessarily equate with changed employee behaviour.

3) Workplace-only causes and cures, in that the reports are often restricted to behaviour in the workplace
whilst benefits could accrue from a change in out of workplace behaviour eg, quitting smoking at home
as well as whilst at work.

4) Relying heavily on self reported measures of productivity and performance.

5) Restricting their focus to only a few explanatory factors ie, did a reduction in absence occur due to the
wellness program or due to some other change in company policy.

6) Problems with dead weight effects ie, would the results have happened anyway?

7) Problems around long-run sustainability of the programmes.

8) Most are focused on large organisations.
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The Black review recommendations were:158

1) Government, healthcare professionals, employers, trades unions and all with an interest in the health of
the working age population should adopt a new approach to health and work in Britain based on the
foundations laid out in this Review.

2) Government should work with employers and representative bodies to develop a robust model for
measuring and reporting on the benefits of employer investment in health and well-being. Employers
should use this to report on health and well-being in the board room and company accounts. Safety and
Health practitioners and, where present, trades union safety representatives, should play an expanded
role in acting to promote the benefits of such investment.

3) Government should initiate a business-led health and well-being consultancy service, offering tailored
advice and support and access to occupational health support at a market rate. This should be geared
towards smaller organisations. It should aim to be self-sustaining in the medium-term, and be fully
evaluated and tested against free-to-use services.

4) Government should launch a major drive to promote understanding of the positive relationship between
health and work among employers, healthcare professionals and the general public. This should include
encouraging young people to understand the benefits of a life in work and its impact on their families
and communities.

5) Building on the commitment from the leaders of the healthcare profession in the recent consensus
statement, GPs and other healthcare professionals should be supported to adapt the advice they
provide, where appropriate doing all they can to help people enter, stay in or return to work.

6) The paper-based sick note should be replaced with an electronic fit note, switching the focus to what
people can do and improving communication between employers, employees and GPs.

7) Government should pilot a new Fit for Work service based on case-managed, multidisciplinary support
for patients in the early stages of sickness absence, with the aim of making access to work-related health
support available to all – no longer the preserve of the few.

8) When appropriate models for the Fit for Work service are established, access to the service should be
open to those on incapacity benefits and other out-of-work benefits. Government should fully integrate
health support with employment and skills programmes, including mental health support where
appropriate. Government should expand provision of Pathways to Work to cover all on incapacity
benefits as soon as resources allow, and explore how to tailor better provision for those with mental
health conditions.

9) An integrated approach to working-age health should be underpinned by: the inclusion of occupational
health and vocational rehabilitation within mainstream healthcare; clear professional leadership; clear
standards of practice and formal accreditation for all providers; a revitalised workforce; a sound academic
base; systematic gathering and analysis of data; and a universal awareness and understanding of the
latest evidence and most effective interventions.

10) The existing cross-Government structure should be strengthened to incorporate the relevant functions
of those departments whose policies influence the health of Britain’s working age population.
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The Black and Frost review recommended:159

1) Government should fund a new Independent Assessment Service (IAS). The IAS would provide an in-
depth assessment of an individual’s physical and/or mental function. It would also provide advice about
how an individual on sickness absence could be supported to return to work. This service should usually
be accessed when an individual’s absence spell has lasted around four weeks.

2) Government should revise fit note guidance to ensure that judgements about fitness to work move away
from only job-specific assessments.

3) Government should do more to improve knowledge and awareness among healthcare professionals,
particularly those involved in certification, of the Work Capability Assessment (WCA) and the benefits
system generally and the importance of work for health.

4) Expenditure by employers targeted at keeping sick employees in work (or speeding their return to work)
such as medical treatments or vocational rehabilitation should attract tax relief. This should be targeted
at basic-rate taxpayers.

5) Existing tax relief on employee assistance programmes (EAPs), which provide information, advice and
counselling on a variety of issues causing absence and/or performance problems should be retained.

6) Government should abolish Percentage Threshold Scheme (PTS) which compensates mainly smaller
employers for very high rates of sickness absence in their organisations, but reduces incentives to
manage absence.

7) Record-keeping obligations under Statutory Sick Pay (SSP) should be abolished, thereby helping to
reduce employer administrative burdens.

8) Government should update its Employers Charter to address misconceptions around sickness absence
management, especially legal uncertainty.

9) Government should carry out further research into the reasons behind the significant number of people
claiming ill health benefits who come straight from work, especially from smaller employers, but appear
not to have been paid sick pay by their employer beforehand. 

10) Public sector employers should take immediate action to bring the worst performing parts of the public
sector up to the standards of the best. Government should also review occupational sick pay (OSP) in
the public sector.

11) The introduction of a new job-brokering service to help long-term sick employees find new work
(where appropriate) before they fall onto the benefits system. This service should be offered free by the
State in cases of very long-term absence (at 20 weeks or sooner if the Government is convinced of the
business case to do so), but should be available earlier for individuals and employers that are willing to
pay for it. Government should consider delivering the service as an extension of the Work Programme.

12)The Government should end the Employment and Support Allowance (ESA) assessment phase
altogether. People should go onto ESA only if they qualify after a WCA, or as at present, if they qualify
to pass directly onto ESA without a face-to-face WCA. 

13) The recommendation above should be supported by changes to Jobcentre Plus’ claims policies and
processes to prevent large numbers of people being inappropriately directed towards ESA.
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