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Chapter 1 The Scope of the Project

The problem area

Major changes in the world of work have been taking place over the past decade. Labour market
trends towards increasing participation in the labour market by women, the ageing of the
European workforce, a trend towards more people being employed in the service sector, the rise
of structural and intermittent unemployment, and changesin the organisation of working life have
al been seen on a European scale. These have led to increases in part-time working, short-term
contracts and an increase in the number of career changes which people make during their
working lives. In addition, the growing use of IT has led to a dislocation between work time and
place.

These labour market changes have been accompanied and to some degree stimulated by
increasing global competition, by changes in the technologies used in the workplace, changesin
management practice and the emergence of new contractual relationships between employers and
employees, all of which have led to arevolution in the ways in which people work. For example,
the increasing integration of information and telecommunications technologies has led to an
explosion in the growth of teleworking, mobile working and other forms of technology mediated
work. In addition, corporate trends towards outsourcing and downsizing have led to increasing
numbers of workers being employed on an ever more precarious basis.

There have also been changes in the ways in which employee health is dealt with in the
workplace. In the area of occupational health, the past decade has seen the implementation of the
Framework Directive in the Member States, which has led to an increased focus on preventive
activities and arelative reduction in the prevalence of traditional health and safety hazards, while
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market forces and regulatory change have led to the reorganisation of occupational health care
delivery systems. Other changes have seen the rise of the workplace health promotion movement,
with its focus on the general health of the worker, rather than only on workplace threats to health
and safety.

These changes in the world of work pose significant challenges to the provision of both
occupational health and health promotion. New target groups for these services have emerged,
which face a range of new health threats, for which new delivery strategies must be devel oped.
In addition, the provisions of occupational health legislation have been extended to cover most, if
not all of the workforce in the Member States. For example, the emergence of teleworking and
mobile working poses questions in relation to the definition of employer and of workplace, which
have implications both in legal terms and in relation to the delivery of health care to employees.

Other workplace and labour market changes pose different problems. For example, the ageing of
the European workforce pressures employers to deal not only with occupational health hazards,
but also with the general health of employees, since the poorer general health of older employees
(on average) means that health related absenteeism may increase; absenteeism may decrease
generally but whereit occursit may be for longer periods of time. A related issue concernsthe re-
integration of workers with health problems into the workforce.

These drivers for change are having a major influence on a range of different policy areas, not
only in relation to health policy. Other related policy areas which have been or are being pushed
towards change include social insurance, where the combined weight of increasing
unemployment benefits, high levels of disability insurance and a rapidly increasing old age
pensions bill are driving radical policy change in some countries. The driversfor change also have
an influence in areas such as education and vocational training, labour market policy and
economic and regional development.

The structure of economic activity is a so changing in Europe, with more and more activity taking
place in smaller companies. This phenomenon carries major implications for the delivery of health
services to the SME sector, and many countries are beginning to address the challenges which this
change implies.

The approach to the project

The policy areas which Member States must address are very large - they span the fields of
economics, public health, health and safety, workplace health promotion and social insurance, to
name but a few. Comprehensively addressing these areas at European and national levels would
be an enormous task, and the resources available to the project did not allow for an in-depth
analysis. However, it was not the purpose of the project to be comprehensive. Instead, its main
aim wasto identify and assess the principal emerging trends and issues as they relate to workplace
health policy and practice into the future through examining new thinking and action by key
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partiesin the Member States. In essence, the project may best be thought of as being a pathfinder
project which is trying to point to new approaches to workplace health issues which are
responding to the challenges posed by economic and social change which all countries will face
in the short to medium term. These policy responses, strategies and measures in some cases have
not yet been developed. Accordingly, the project had the brief of suggesting new areas for
research in workplace health. Suggestions for a research programme are outlined in Chapter 5.

Essentially, this meant that the project was seeking to identify a limited number of trends for
which at least some of the Member States are beginning to develop policy initiatives. These trends
and policies are likely to be different in each Member State, as the specific conformation of
demographic, labour market, public health and economic development indicators is unique to
each country.

The main aim of the project was to identify current and future trends in the ways in which
workplace health issues are managed. This was to be achieved through two investigative
mechanisms - conducting a literature review and undertaking a set of interviews with key players
in relevant policy areas in each of the countries selected for inclusion in the study.

A note on data

The conceptual nature and forward looking perspective of this study dictates that the kind of data
gathered must largely be qualitative in nature as the main focus of interest was on policy
development. However, some quantitative data has been used, especialy in relation to officia
statistics on demography and working conditions. The bulk of the information collected for the
study came from two sources. The first of these was the scientific and official level literature,
while the second consisted of a group of correspondents in the participating countries who were
interviewed by the researchers. M ost emphasis was placed on the information obtained from these
interviews, as it was felt that the interviewees could provide an efficient way of obtaining an
integrated and more up to date picture of policy and related developments in each participating
country.

There are, of course, significant national differences in relation to current issues in workplace
priorities, values and health service provision. These differences are reflected in the policy
priorities and approaches taken in each country. In practice, this means that policy development
proceeds at different rates and in relation to different issues. These differences posed a difficulty
with regard to data collection, as there is no common policy framework (except that of the
Framework Directive) in operation across countries. For example, in Finland, with one of the
oldest population structures in Europe, policy development is focused on older workers, the
rehabilitation of disabled workers and with devel oping new integrated approaches to health in the
workplace. Ireland, on the other hand, with one of the youngest age structures, has no specific
concerns with these issues, and the policy development focus is elsewhere.
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The different policy priorities and the differing stages of development of policy meant that it was
not possible to focus only on policy documents. The information obtained from the interviews,
which in many cases provided insightsinto emergent policy processes, and the data obtained from
the literature, which provided pointers to what may become policy issues were also used.

The countries involved
Seven countries were the main focus for the data collection. These were;

e Finland

e France

e  Germany

e Ireland

e  The Netherlands
e Span

e  The United Kingdom
These countries were selected according to a number of criteria which included:

e  Prior knowledge of relevant policy activity;

e Thedesireto obtain as even aspread as possible between countries from the northern, central
and southern parts of Europe;

e  Thedesireto include a mix of smaller and larger countries.

Interviews with between two and seven respondents were conducted in each of these countries.
Additional information was provided by respondents in other countries in order to try to provide
a more complete European picture, though formal interviews were not conducted. In all, 28
interviews were made. The key issue in identifying interviewees was to obtain access to someone
with sufficient knowledge to provide adequate information for the purposes of the project. The
interviewees came from a range of backgrounds - efforts were made to identify and interview
respondents from the following kinds of agencies:

e Health and safety agencies;
e  Health promotion agencies;
e  Trade Unions;

e  Employers;

e  Researchers.

It did not prove possible to gain access to al of these agenciesin each country, but in all countries
it was possible to obtain several perspectives on relevant policy developments.

The literature review was conducted with reference mainly to the seven participating countries.
However, European level literature was aso utilised.
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M ethods of data collection

The main source of information in the study came from the interviews conducted with people
from each participating country. This approach was chosen as being the most appropriate given
the fact that the project was mainly interested in emerging trends and policies. This feature of the
information meant that it was likely that there would be relatively little literature available,
especially in relation to emerging policy issues. In addition, it was aso likely that there would be
few literature sources available from conventional databases. Finaly, the emergent nature of
literature in these areas meant that it would be largely available only in national languages,
thereby posing a problem for a Europe-wide study with limited resources.

Potential interviewees were identified in anumber of ways. Firstly, previous contacts available to
the project team in the participating countries were approached with a view to their either acting
as interviewees themselves or identifying other potential interviewees. These contacts came from
a variety of previous projects of the European Foundation for the Improvement of Living and
Working Conditions and of DGV. Secondly, new contacts identified in this way were approached
with the same two purposes in mind. In this way a potential network of interviewees was
identified in each country. These varied in size from six or seven people to more than 30 potential
interviewees. These were reduced in number to between two and seven interviews for reasons of
time and access contraints.

The second main source of information for the project came from an extensive literature search.
This involved using traditional means of literature searching (database searching, officia
publications searching) and in addition, the identification of literature from the participating
countries through the interviewees from each country. As indicated earlier, there was relatively
little literature in relation to new policies for workplace health. Most of the available literature
concerns traditional approaches to and issues in workplace health, especially in such areas as
shiftwork and health, and unemployment and health. Most literature describes the relationship
between specific workplace factors and health and almost no scientific literature concerns itself
with the wider policy implications of research findings.

A further area of material interest in the literature concerned more descriptive studies of new
initiatives. Here the emphasis was on identifying areas of practice, often at company level, which
signaled new approaches to health at work, and which carried implications for policy
development. Some interesting examples of this type of study were identified. These occurred in
such areas as the delivery of health services to SMEs, the management of workplace absenteeism
and the integration of general and occupational health approaches to workplace health.






Trends in Work, Technology, the

Chapter 2 Labour Market and Workplace Health

I ntroduction

This chapter presents an overview of some relevant literature which describes the main drives for
change in relation to health in the workplace. It is not an exhaustive review, but it serves to
identify some of the magjor forces which are impacting on European workplaces and which have
implications for how health services are delivered and undertaken in the workplace.

The most important issues of this kind which are addressed here include:

e  Changesin the demography of the labour market - this includes such elements as the ageing
of the workforce, increasing female participation rates, labour market deregulation and
changes in job tenure which relate to the various forms of atypical work. In addition,
conditions of employment are changing rapidly, with less security of tenure and increasesin
labour market flexibility. Another feature of importance here is the currently high levels of
unemployment and low levels of labour market activity in Europe;

e Changes in the nature of economic activity - this refers to such trends as the increasing
numbers of small and medium sized enterprises, the reduction of the public sector,
manufacturing and agriculture, changes in management practice (leading, for example to
more outsourcing, downsizing etc.), the growth of the service sector and the globalisation of
trade;

e  Changes in the nature of work - important features of these changes include the increasing
usage of and dependence upon computer and tel ecommunications technology, the growth of
remote working, the automation of work processes and the increased knowledge content of
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many jobs. A significant feature of these changes has been the intensification of work
processes, with increases in the pace of work and the experience of work stress;

e  Changes in thinking on hedlth - these include a growing realisation of the importance of
preventive strategies, the rethinking of occupational health, focus on general health and
wellbeing, the increasing costs of health care and the high costs of disahility;

e Workplace health issues - here emerging issues include new hazards at work, a shift in
emphasis towards health rather than safety, the growing importance of stress, increased
emphasis on absenteeism management and an increasing recognition of occupation-related
illness, including attention to reintegration/rehabilitation.

These issues are treated in the context of the implications they have for the provision of health
services to workplaces, rather than in their own right. In particular, these changes in the world of
work demand consequent changes in workplace health policies which go beyond health services.

The labour market in Europe

There are a number of significant trends affecting the labour market in Europe in relation to its
growth, unemployment, femal e participation rates and the age of the labour force. However, while
some general trends can be discerned at EU level, they do not affect each Member State equally
- indeed there is a strong case to be made that the European labour market is not truly European
at al, but isacollection of national labour markets with different demographic trends, economies
and problems.

At EU level, the following trends in labour market demographics can be observed:

e  The European workforce is ageing, as the balance between younger and older age groupsin
the population changein the Member States. However, there are large differencesin how fast
thisis occurring;

e Female participation rates in the labour force are rising, though again there are large national
disparities in this regard, and much of the more recent employment is part-time;

e  TheEU labour market does not function as freely asisthe casein the US, with the mobility
of labour being relatively low. For example, only two countries, Ireland and Portugal, have
more than 10% of their working age population working in other countries;

e Unemployment rates in the EU vary considerably from alow of ¢. 6% in the UK to a high
of ¢. 20% in Spain. There are many reasons for this variation, which include differencesin
economic structures, competitiveness, education and training, and the stage of the economic
cycle of each country. However, there is reason to believe that much of this unemployment
is structural and will remain relatively high even at the height of the economic cycle.

These indices of labour market functioning pose significant challenges to current policy making
at both EU and national levels. In relation to the health of the workforce, these changes are
especially important, as, for example, unemployment has demonstrable links to heath and
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wellbeing, increasing participation rates may influence the health and wellbeing of working
mothers (and perhaps their children), while there are relatively well demonstrated effects of
ageing on health. However, future trends suggest some significant shifts which will emphasise
some of the current policy issues and reduce some others. For example, projections into the next
millennium indicate:

e Increased female labour force participation rates;

e  Faling unemployment rates as initially localised labour shortages occur. (This projection
depends on assumptions being made about net immigration to the EU);

e Increases in older age dependency ratios. This will represent an absolute increase in some
countries (i.e. those with currently low birth rates) and a shift in the nature of dependency
(for countries with currently high birth rates), with larger groups of both older and younger
dependents;

e Increasesin life expectancy;

e Increasesin the average age of the workforce;

e Increasesin part-time, temporary working and self-employment;

e Increased career changing and spells of short term unemployment;

e Increasesin actual and statutory retirement age, due to labour shortages and difficulties in
funding state pension schemes,

e Reductions in levels of registered work related disability due to changes in social security
policy (though increases in stress may have the opposite effect).

In summary, the European labour market will be tighter, older, have more female workers and be
less secure in the coming decades.

Technology and work

There are a number of trends in relation to technology which are increasingly affecting the way
work is done. These include:

e  The growth in power and application of computer technology;

e Advances in telecommunications technologies leading to increases in new applications and
large reductions in costs of usage;

e  Changes in manufacturing technology, with increasing use made of robotics and computer
controlled manufacturing;

e The growth of Internet based applications for research, retailing, information provision,
service provision and publishing.

Not all of these carry obvious implications for workplace health issues. In some cases there are
potentially negative impacts associated with new risks in using these technologies, while in
others, advances in technology may reduce traditional hazards. However, the advances in
computer and telecommunications based technologies carry with them the potential not only to
change the nature of occupational health risks, but when taken in conjunction with emerging
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business management methods and techniques, they are changing in a profound manner the ways
in which work is defined and structured. The emergence of new and atypical work forms such as
teleworking, distance working, self-employment, while not strictly new in the sense that they have
not been seen before (though they may now be technology mediated), set new challenges to the
delivery of health services to workplaces. (It should be noted that ICT technologies also have
potential to create new ways of providing health services and information). Among these
challenges are:

e  The definition of workplace - in the case of homeworking this causes practical problemsin
both legal and operational terms;

e The definition of employer and employee - in situations where, for example, a ‘self-
employed’ worker works for only one client, does this comprise a standard employer-
employee relationship? Equally, where contract labour is supplied to work on the premises
of another company (as frequently happens in computer manufacturing, for example) which
of the companies is responsible for health and safety?

e  More and more work is now carried on in temporary workplaces by workers with low levels
of job tenure, often by subcontractors, often in hazardous industries. This poses significant
challenges, not only for the supply of more advanced workplace health services, but also for
basic headth and safety services;

e How are health servicesto be delivered to the increasing range of types of workplaces, where
employer-employee relationships are less secure than heretofore, and access is more
difficult?

Approaches to wor kplace health

Broadly speaking, there are only three ways in which health services can influence the health of
the population. These are:

e  Prevention of health breakdowns through the control of risks to health;

e Protection of the health of the population through, for example, boosting resistance, or
providing barriers to hazardous environments;

e  Treatment of health breakdowns through illness, treatment and rehabilitation services.

These avenues of delivery are well known in public health circles, as they have informed the
development of health services world-wide. However, while these principles of approach have
been applied with respect to occupational health and safety for along time, responses to the new
challenges to the delivery of health services into workplaces, posed by demographic, policy and
workplace changes, have not yet fully taken into account all of these approaches.

Traditionally, occupational health and safety services, which are the most established of
workplace health services, have focused mainly on safety issues and have utilised each of the
three approaches outlined above. They have had less focus on health issues, and then have
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generally confined themselves to dealing with occupational diseases, a generally well
circumscribed and small set of the diseases which can be traced directly to specific workplace
hazards. In recent times, the issue of how occupational health services should deal with
occupation-related disease has been raised as a challenge for the future, but as yet no widespread
approach to this issue has been developed.

However, while the theory of occupational health service delivery dictates that most attention is
directed towards safety and occupational disease, the practice of occupational health has often
seen a greater concern with general health, even if this has occurred in an ad hoc manner.
Specifically, many occupationa physicians have come from abackground of general practice, and
in some cases at least, provided what were in effect, general practice services in the workplace.
Moreover, in many countries, legislation has obliged occupationa physicians to conduct medical
screening of workers, mainly to identify their suitability for specific jobs, aso for reasons of
hiring and firing (from the employer’s point of view), but rarely from a primary goal or concern
to deal with the general health of the employee.

More recently, there have been some newer approaches to providing health services to
workplaces. Most notable among these has been the transposition of devel oping health promotion
approaches and methods to the setting of the workplace. The WHP approach is distinguished by
itsfocus on the general health of the employee, rather than focusing solely upon occupational risk
factors to health. Broadly speaking there are two approaches to WHP (Wynne, 1997) - one which
emanates from the US and another which is developing in Europe. The US approach tends to
focus exclusively on behavioural risk factors, often focuses on single diseases and uses the
methods of behavioural modification and health education. The European approach, while not as
widespread, and perhaps less coherent, tends to address both the individual and the work
environment, employs a greater range of methods, is problem oriented and seeks integration with
existing company structures such as health and safety or quality management.

There are some variations in the European approach, where there have been national approaches
to general health issues. Most notable among these is the Maintenance of Work Ability approach
developed in Finland (see Chapter 3 for details). This approach essentially combines health and
safety, a European approach to workplace health promotion and an extensive rehabilitation
approach for workers with health problems. It seeks to prevent health breakdown, especially
amongst older workers, by means of health programmes, operationa training for work and
rethinking work organisation, and to reintegrate workers who have suffered some form of health
breakdown.

One other approach which is currently under development by the European region of WHO
(Baranski, 1998) involves making links between occupationa health, workplace health promotion
and environmental health approaches. It takes asiits starting point the fact that, in large companies
at least, there would tend to be sufficient skills available to cover al three approaches, and that
there is a common thread running through these approaches. Entitled ‘good practice in health,
environment and safety management (GPHESM)' it aims to integrate the practices of these three

11



New Approachesto Improve the Health of a Changing Workforce

12

disciplines for purposes of promoting healthy and safe working conditions for healthy workersin
a healthy environment within and without the walls of the organisation.

These approaches represent the current state of the art and ambitions with regard to workplace
health. The challenges facing workplace health policy and services over the coming years are
varied, and it remains to be seen if they can be met effectively. In particular, developmentsin the
labour market, technology and working organisation (such as teleworking) pose challenges to
both the integration and delivery of health services to workplaces.

New health risks and at-risk groups

There are a number of trends in the workplace and society at large which are leading to changes
in the nature and prevalence of the health risks to be found within the workplace. These may
broadly be summarised as:

e  Changesin work related technologies;
e  Labour market changes;
¢  Changesin the nature of work.

Asindicated earlier, there are significant changes in the technol ogies being used in the workplace,
especially in relation to what might be termed as machinery used in the workplace. Broadly, these
can be viewed as adding intelligence to tools, reducing the manual skills levels required to do the
job, reducing the safety hazards of work and adding to the knowledge content of work.

It is beyond the scope of this report to analyse in detail the health and safety implications of all
new workplace technologies. However, the trends in this context can be alluded to:

e  Manufacturing technologies will generally become safer, as more and more processes
become automated;

e  Office technologies will carry few risks which are not aready known;

e  Therisks attached to technologies in the sunrise bio-industries will need close attention, as
they are not fully understood.

Labour market changes will give rise to a set of potentially at-risk groups, and the number of
people who fall into these categories is expected to increase. Among the more important of these
groups are:

e  Shiftworkers - the numbers of shiftworkers are projected to rise as the service sector
increasesin size. The health hazards of shiftwork are already well known, but the exposure
of the workforce will increase.

e  Atypical workers - part-time work, temporary work, mobile work, self-employment and
home-based work will all increase. It is not yet clear whether there will be a significant
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association of new hazards with these work forms, but the delivery of workplace health
services to these groups will be difficult. Potentially there will be increased risks due to
spells of unemployment, job uncertainty and longer working hours.

e Older workers - as the age of the European workforce increases, the capacity of older
workers to cope with the demands of working life will become an issue. (As this is one of
the most important labour market projections, it is treated in some detail below).

Changesin the nature of work itself will gather pace in the coming decades. Though not al of the
changes will carry increased health risks, it seems clear that the following work-related hazards
will increase in importance.

e Increased intensification of work - it seems likely that work pace will increase, driven in
part by technological advances, but also by management methods. This is likely to lead to
increased levels of occupational stress.

e Increased knowledge content of work - the demands of technology and the increasing
specialisation of manufacturing and services will lead to an increased knowledge content of
many types of job. This makes obvious demands on training needs, but also contributes to
the demands of work itself. On the whole, this will lead to increased levels of stress for
workers. On the other hand, thereis also likely to be a significant increase in numbers of low
skill jobsin e.g. health and social care related services.

Onefinal issue which deserves mention concerns violence (as distinct from bullying) at work. The
last decade has seen an increase in this phenomenon, though its cause has probably little direct
relationship to workplace factors. It seems probable that violence against workersis more directly
related to levels of violence in society, and to the extent that this might increase generally, workers
involved in dealing with the public, will be increasingly at risk from this hazard.

Ageing, health and working ability

Asindicated el sewhere, the workforce in Europe is ageing rapidly, athough at very different rates
in the Member States. Moreover, projections of labour force growth and economic activity in the
next two decades suggest that there is a strong possibility of labour shortages developing
throughout much of Europe, with consequent sharp falls in currently high unemployment rates
and increasing activity rates. These demographic and economic changes are already beginning to
affect many countries, especially in relation to the *greying’ of the workforce.

There are many consequences of these trends and these include:

e  Financia pressures on the funding of State pensions;

e  Higher rates of female labour force participation for reasons of maintaining a labour supply;
e  Encouragement for older workers to remain in the labour force;

e  Changesin the basis on which State pensions are funded;

e Policies which seek to reintegrate older and disabled workers into the labour force.

13
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These socio-economic trends and the emerging policy responses which will become increasingly
necessary from afinancial and economic point of view, if no other, represent amajor change from
the employment, welfare and health policies which were followed by EU Member States
throughout the 1980s. Indeed, in countries where the socio-demographic changes outlined above
are occurring later rather than sooner, policy rethinking has yet to catch up.

During the past decade or so, the major socio-economic problems facing most of Europe were
concerned with high rates of unemployment, often among the young, and sluggish rates of
economic growth. The thrust of many countries economic policies was to try to reduce
unemployment levels by whatever means available, and these policies included the expansion of
training schemes, reductions in retirement age, enabling older unemployed people to take early
retirement, and more controversially, easing the definition of work disability, thereby reducing the
numbers of unemployed.

However, reversing these policies has implications for the health of workers, especially ageing
workers. The economic success of any policy to raise the retirement age or to reintegrate older
workers depends on their being healthy and productive enough to contribute meaningfully.
Currently, there are a number of restrictions (though not legally based) on the kinds of work for
which older workers should be considered. For example, workers over 50 are recommended not
to do night work, whileit is aso thought that work tasks involving high memory load, high levels
of cardiovascular fitness, muscular strength and joint flexibility or fast reaction times are less
suitable for older workers (Czajaand Sharit, 1993 a, b; Harma, 1996). However, it should be noted
that most jobs do not carry stringent requirements in these areas. The challenge therefore, is to
design jobs and working environments which not only do not expose older workers to hazards
which are age specific, but to design work and working systems which take account of the
additional skills which experience brings.

Griffiths (1997) provides a good overview of age related effects on health, work and productivity.
Contrary to common perception, most reviews of the area show no consistent age related effects
on work performance (e.g. Warr, 1994, Salthouse and Maurer, 1996). Thisis not to say that there
are no effects of age on, for example, cognitive abilities or psychomotor performance in
population based studies, but rather that most jobs do not stretch older workers to the point where
age related differences in capacities are material to on-the-job performance. In other words, age
makes no material difference to most (non-physical) jobs on the average. However, there are some
decrements in physical performance (e.g. Kemper, 1994) which may be relevant to physical jobs
and there are of course individual differences to be considered.

However, work performance does not solely consist of the sum of psychological and physical
capacities of an individual, it is aso mediated by such factors as knowledge, skills, abilities,
disposition, motivation and a range of organisationa factors. In addition, there are negative
stereotypes with regard to older workers and the attitudes and expectations of the ageing
workforce held by managers and significant others must change (e.g. the Foundation, 1997).



Trendsin Work, Technology, the Labour Market and Workplace Health

While there is not a large amount of empirical evidence to support these ‘ compensation’ models
of human work related performance as yet, they seem to provide a fruitful line of inquiry for the
future.

Policy level interventions to address ageing
There have been a number of EU level policy initiatives in recent years which bear on the issue
of older workers and health. These include:

e  The Framework Directive (1989), which states that employers should adapt work to the
individual in terms of workplace and job design;

e The ‘Resolution on the Employment of Older Workers' (1995) which, in a non-binding
manner, proposes that governments and the social partners should initiate programmes
which are sensitive to the needs of the older worker. Many Governments have already done
so (Delsen and Reday-Mulvey, 1996);

e In addition, some countries have set up national research programmes to investigate the
issues surrounding the older worker. Perhaps the most notable of these are to be found in
Sweden, which has set up the ‘Work after 45’ programme in 1990 (Kilbom and Hultgren,
1997), and Finland which has more recently established the ‘ FinnAge - Respect for Ageing
programme’ (Ilmarinen, 1997).

There have also been attempts to influence management attitudes towards ol der workers, as many
of the barriers to continued employment for older workers find expression in negative attitudes
and perceptions among potential employers or their line managers. Consequently, changing these
negative attitudes by means of comprehensive age awareness programmes is seen as a useful tool
to encourage older workers to remain at work. In addition, measures to combat barriers in the
areas of recruitment and selection, access to training, the design of the working environment and
work organisation are also needed. Finaly, the use of health promotion programmes for existing
older workers, and appropriate rehabilitation programmes for those older workers who may have
left the labour force for health reasons are al so seen as appropriate policy responsesto maintaining
older workers at work (the Foundation, 1997).

Occupational health services

Baranski and Dam (1998) provide the most recent overview of occupational health developments
in Europe. Intheir paper, which forms part of alarger document addressing itself to environmental
and occupational health, they chart recent developments in occupational health, assess the current
situation and draw out a number of scenarios for the future development of occupationa health.

It is pointed out that despite occupational health having a broad definition, which would include
inter alia, the maintenance and promotion of health, most occupational health practice focuses
exclusively on safety issues. In addition, Baranski and Dam point to the fact that only about half
of the 400 million workers in the WHO European region are covered by occupational health
services.
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Despite these limitations, there have been a number of developments in occupational health
services during the 1990s. Major positive legidative, conceptual and organisational change has
taken place within the EU, but with negative changes taking place in the former communist
countries of Central and Eastern Europe.

At the conceptual level, there has been a move away from a narrow definition of the function of
OHS which focused on safety, towards one which has a more health oriented focus (e.g. Behrens
and Westerholm, 1996; WHO, 1995). At legidative level, the implementation of the Framework
and related Directives has led to an increase in the coverage of employees in the EU Member
States and to a broader definition of OHS. At an organisational level, there have also been
developments within the EU, with the 1990s seeing a process of large companies externalising
and outsourcing OHS functions and the generation of a private sector market for OHS. This has
led to the need to ensure the provision of good quality servicesin anumber of countries (e.g. Prins
et a, 1997).

Baranski and Dam summarise the challenges facing OHS as consisting of :

e Changes in the nature of working life - work fragmentation, informal work and migrant
workers;

e Changes in occupational exposure patterns - increases in violence at work, stress at work,
and physical load and repetitive movement, new chemical and biological hazards;

e  Dealing with occupational accidents and diseases, which are still unacceptably high;

e  Dealing with occupation related and non-occupational diseases.

With regard to future developments, Baranski and Dam identify a number of trends for the future
development of OHS. These include:

e The integration of occupational health and environmental management systems - this will
take place because of the increasing demand on companies to improve environmental
management strategies and will involve a significant relationship with quality management
procedures within the enterprise;

e Increasing collaboration between company health and environmental services and municipal
health and environmental services;

e  The elaboration of economic incentives for improved health and safety;

e  The development of multidisciplinary preventive services;

e  Greater policy and functional integration between all workplace health services and human
resource management and operational strategic management within enterprises,

e Increased emphasis on the evaluation of occupational health services, in both cost and
effectiveness terms;

e Improvements in the information base for policy development;

e Improvementsin training and education for professionals and for employees and managers.
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It is clear that magjor developments in the philosophy and organisation of occupational health
services are taking place. While it could be argued that the capacity aways existed for
occupational health to take abroader view of health, it isnot until recent years that discussion has
taken place about the needs and opportunities for developing a more integrated view of health. It
should also be recognised that the development of OHS services faces a number of major
congtraints, and even if there is a widespread desire among professionals to broaden the scope of
their activities, practical difficulties act as barriers. These include:

e  Statutory responsibilities - these ensure that there is often little time available for optional,
more general health oriented activities,

e  Education and training - OHS professionals often are not adequately trained in the skills
needed for a broader approach;

e  The privatisation of OHS - in many cases this has led to much sharper business focus
amongst OHS professionals. In practice, this often means offering services which cover the
bare legal minimum, especially where employers perceive OHSto be acost burden. Thiscan
lead to a disincentive to innovate by OHS;

e Lack of demand for ‘advanced’ services - there is currently no evidence that large numbers
of employers are demanding services which are based on an integrated view of health.
Though it is argued elsewhere in this document that this demand is likely to rise, it islikely
to occur slowly and may be employee driven.

Occupational health services are clearly approaching a development watershed. There is a
movement by WHO to broaden the concept and practice of occupational health, but there are still
significant technical, organisational and other barriers to be faced before these broader concepts
and practice become widespread.

Workplace health promotion

There have been a number of developments in Europe relating to WHP which are worthy of
attention. These include:

e  The development of a European Network for Workplace Health Promotion (ENWHP);
e  Thedevelopment of national level policies on workplace health promation;

e  Thedevelopment of an interest in bringing WHP to SMEs;

e Thedevelopment of acloser relationship between WHP and OHS.

The ENWHP is a network of national health promotion agencies which has been set up by the
European Commission for the purpose of collecting and disseminating information on WHP at
national and EU levels. Established in 1996, the ENWHP has also become involved in a number
of flagship projects which seek to move forward the practice of WHP in the EU. Chief among
theseisaproject (1997-1999) which has sought to identify models of good practicein WHP, using
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a set of criteria adapted from the area of quality management. The ENWHP is aso about to
embark on amajor project which will seek to stimulate the practice of WHP amongst SMEs.

Among the documents produced by the ENWHP are the Luxembourg Declaration (1997) which
sets out an agreed ‘mission statement’ and approach for WHP, which has been subscribed to by
network members, and the Cardiff Memorandum (1998), which recognises the importance of
disseminating WHP to SMEs.

Recent years have aso seen the development of nationa policies on WHP in Ireland, Northern
Ireland and elsewhere. In part inspired by European developments, these policies also represent a
response to local needs for WHP. An interesting feature of both of these documentsisthat in their
conception or implementation, an active collaboration with the field of workplace health and
safety is seen as being essential.

The disciplines of health and safety and WHP have long recognised the need to deliver these
servicesto SMEs and microenterprises, as organisations of this size generally employ the mgjority
of national work forces. Of course, the difficulties of arranging for services to be delivered are
aso well known - they include resource problems, apathy of SMEs, instability of SMEs and many
others. However, there are now some serious attempts being made to rectify this situation, with
pilot programmes and studies underway in countries such as Finland, the UK, Ireland and
elsawhere. In some cases these attempts cover both areas of OHS and WHP (e.g. Finland) while
in others they are confined to WHP.

There has been debate in recent years about the need for WHP to develop a closer relationship
with OHS, especially in the context of the widespread dissemination of WHP. This debate has
centred around issues of competence, and it must be said, territory, but there has been an
increasing acceptance that the best way forward for WHP is to integrate its practice with other
ongoing organisational systems such as heath and safety, occupational health, quality
management and human resource management. This acceptance has been reflected in a number
of ways in recent times, most notably perhaps in the Northern Ireland context, where the WHP
policy currently under development is a joint initiative between the health and safety and health
promotion agencies. Further examples of this rapprochement can be found in the national reports
in Chapter 3.

The European Foundation survey on working conditions

Most of the material reported on in this document reflects the view of scientists and policy
makers, but the Second European Survey on working conditions (the Foundation, 1997) is one of
the few studies where workers themselves are asked for their opinions on workplace health issues.
This survey was conducted on almost 16,000 respondents in each of the Member States in 1996.
Some of the more pertinent results are outlined below.
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There are obvious nationa differences between the samples in the responses made. For example,
80% of West Germans believe that work affects their health, while only 29% of Irish do so.
Almost nobody in any of the samples believed that work affected their health positively (though
this was only recorded if mentioned spontaneously by respondents).

Other interesting findings to emerge from the survey were:

e Rdatively few people reported being subjected to any form of violence in the past 12
months, with less than 10% being affected in al countries;

e  Occupational stress was seen to be a problem by between 20% and 33% of respondents;

e  Theincidence of backache varied between 13% and 39% of respondents,

e  Muscular pains generally affected between 10% and 20% of the samples;

e Psychological problems, other than stress, generally affected small percentages of the
samples;

e Job security levels were surprisingly high, with the exception of the UK (the most
deregulated labour market in the EU), and ranged between 42% and 83% reporting that they
were in full-time, permanent employment across the EU.

While these resultsrely on self-reports, and while there are obvious cultural differencesin relation
to the reporting of symptomatology, they do provide an indication of the kinds of health and
working conditions of importance to the EU workforce.

International level policy initiatives

There have been a number of recent EU policy initiatives which are of relevance in the current
context. These include:

e Adoption of the ILO (1996) convention calling for equality of treatment for homeworkers.
The Commission has called for ratification of the convention, signed by all Member States
with the exception of Germany and the UK, by the end of 1999. The most recent (1992)
figures indicate that that 4.9% of the working population usually work from home, and it is
likely that these numbers have increased since then. In addition to monitoring Member
States’ actionsin relation to homeworking, the Commission has signalled in its recent Social
Action Programme 1998-2000 that it will consult the socia partners regarding the need for
action to protect teleworkers.

e  Adoption of the Social Action Programme (1998) - This programme sets out a framework
for the future development of European social policy between the years 1998 and 2000. It
covers three areas - jobs, skills and mobility; the changing world of work; and developing
an inclusive society. Asits overall aim, is states that social policy should promote a decent
quality of life and standard of living for al in an active and healthy society, and it sees these
goals as being realised through access to employment, good working conditions and equality
of opportunity;
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The Action Programme takes as its starting point the premise that social goals can only be
realised through economic growth and vice versa. However, it aso states that the whole
point of economic growth is to ensure a good standard of living and quality of life for
citizens. It therefore sees the new Employment strategy of the EU as being central to
realising social goals. However, the Action Programme also acknowledges the need to
ensure the creation of safe and healthy workplaces and the importance of a healthy
workforce for the economy and its competitiveness.

In pursuing the three-pronged agenda, the Commission will use a balanced mix of policy
instruments - partnership and policy development, financial support and incentives and
legidlation, though it does not envisage a heavy legidative programme.

The aim to create heathy and safe workplaces is subsumed under the changing world of
work theme. In this area, the Action programme points to past EU and national legidlative
efforts which will form the basis of the current programme. Specificaly, it calls for the
effective implementation of existing legislation and also for the adaptation of these
regulations to take account of new risks and changing work practices. However, the focus of
the Commission’s concerns under this heading is firmly on traditional health and safety
risks.

Notwithstanding this focus, there is scope within the Action Programme for a broader view
to betaken of therole of workplacesin creating ahealthy population. In particular, the policy
lines are concerned with equality, public health (where there is an emphasis on developing
measures to cope with an ageing population), modernising work organisation and
adaptability, and finally on modernising and improving social protection.

There have also been a number of policy initiatives taken by the World Health Organisation,
especially in the area of occupational health. These have focused, inter alia, on strengthening
preventive services at work, introducing quality assurance in the management of OHS services,
integrating WHP and OH and devel oping the concept of good practice in health, environment and
safety management (Baranski and Dam, 1998).

The strategy of the European region of WHO has been to develop collaborative links with other
international agencies when seeking to implement these policies and initiatives. Accordingly, they
collaborated in these initiatives with the ILO, the EU Commission, the Foundation and the
European Health and Safety Agency.



Chapter 3 National Reports from Seven Countries

I ntroduction

This chapter summarises the main findings from the interviews which were conducted as part of
the study. The material obtained was in many ways diverse, as the priority issues which drive
workplace health policy in each of the participating countries differ. However, the descriptions of
the policy and practice initiatives in each country to be found below has sought to present a
common structure, as far as this was possible. The issues which are covered in each nationa
description are:

e  Theeconomic and socia context of the country;
e  The structure of occupational health services;

e  Key driversfor policy development;

e Developmentsin policy and practice.

The description of policy initiatives have been drawn largely from the interviews. However, they
have been supplemented with material drawn from a number of documentary sources. These
include:

e the European Health and Safety Agency survey of future trends in occupational health and
safety (EHSA, 1998);
e the Foundation study of occupational health and safety strategiesin Europe (Walters, 1996).
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The national descriptions outlined below are not an attempt to comprehensively describe all
relevant policies in the area of workplace health. Rather they seek to highlight current and future
initiativeswhich have at their core new or innovative approaches to health in the workplace. Thus,
incremental policy developments which address long standing workplace health issues are not of
interest, but innovative approaches to existing problems or the first steps in policy development
for new issues are of most interest.

Throughout this chapter, each national text focuses not only on description, but also seeks to
provide an explanation of why specific policy initiatives were undertaken. In addition, a limited
attempt is made to assess policy - this represents a synthesis of the views of the interviewees and
of the author.

Finland

The national context

In Finland the labour force in 1996 was made up of 1.27 million men and 1.17 million women
making atotal of 2.44 million. These figures indicate that Finland has one of the higher female
participation rates in the EU. Unemployment in 1996 stood at 15.6%, which was among the
highest in the EU at that time, but this rate has since fallen considerably in the light of relatively
high levels of economic growth. Of men, 9.9% worked in the agricultural sector, with 39.1% in
industry and 51% in the services sector. For women, the corresponding figures were 5.7%, 13.9%
and 80.4%. Approximately 161,000 people were employed in agriculture. Compared to many EU
countries the number working in agriculture is low.

Finland has traditionally been arelatively wealthy country, with along tradition of high levels of
social provision. Until shortly after the fall of communism in the Soviet Union, Finland enjoyed
a good economic situation for many years, with adequate levels of economic growth, low levels
of unemployment by European standards and among the highest standards of socia protection
provisions to be found anywhere in Europe.

However, the collapse of the Soviet Union brought economic catastrophe to Finland within avery
short space of time, with the Soviet export market being almost completely closed, economic
activity declining rapidly, unemployment rising from c. 5% to 16% within a matter of months,
currency difficulties and the near collapse of elements of the financial system. In addition, the
early 1990s saw Finland hit by the global recession of this time and the return of many migrant
workers from Sweden and el sewhere. One further significant feature of the Finnish scene was that
an early retirement scheme was ingtituted in the late 1980s, prior to the recession in the economy.

Finland also had other socio-economic issues to face at this time, two of which are of specific
concern here. Firstly, Finland has one of the oldest populationsin Europe, and projections are that
the population of both working and retirement age will continue to age. Secondly, Finland has had
one of the highest rates in Europe of work disability in older workers.
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The policy challenges which Finland faced in the early 1990s can be described relatively easily.
In essence, they faced a high and growing dependency ratio (especialy of older people and the
work disabled) against a background of a troubled economy and a high level of social provision.
These economic drivers constituted much of the drive for change in workplace health policies.

However, the problems which Finland faced were not addressed solely from a financial or
economic perspective. The long tradition of social concern in Finnish society aso played its part
in addressing the problems of older workers, retirees, the work disabled and the unemployed.

Occupational health servicesin Finland

Finland has one of the most extensive occupational health servicesin Europe, with approximately
90% of the workforce being covered by OSH services which are increasingly multidisciplinary in
nature. A very low proportion of self-employed persons are covered by the services, in spite of a
considerable amount of developmental work to make the services attractive to the self-employed.
These services are supplied by about 4,000 professionals, including 1,400 physicians, 2,000
nurses and 300-500 psychologists, hygienists and physiotherapistsergonomists. There are also
about 11,000 safety engineers supplying services to enterprises (Walters, 1996).

These services are both widespread (approximately 80%) and integrated, i.e. offer both traditional
OSH and health promotion services (some offer arange of curative services), as well as being at
the leading edge in each of these fields. The devel opment of servicesis backed up by alarge group
of specialist researchersin such organisations as the Finnish Institute of Occupational Health, the
Universities and the Pension Funds whose function is to investigate emergent OSH issues.

The Finnish approach to workplace health issuesis perhaps unique in Europe, as it emphasisesthe
general health of the worker, rather than focusing solely on occupational safety and health. This
approach is reflected in the structure of the services provided, and is accompanied by a
widespread acceptance among professionals and the Government and the socia partners that this
is the appropriate manner in which to deal with workplace health. Unlike in many other European
countries, there would appear to be little friction between professional groups with regard to the
issues of role, responsibility and resources, at least in principle. Thisjoint and integrated approach
to the problems of workplace health serves as a good example of how services might be organised
elsawhere in Europe.

Moreover, this integrated approach to workplace health is implemented in practice. Though
services may vary somewhat in scope and quality, the example of Neste Oy, an oil refining
company, illustrates the comprehensive approach which is taken. At their oil refinery in Porvoo,
the occupational health team consists of physicians, nurses, and physiotherapists, in addition to
safety engineers operating from a purpose built centre. This heath centre is equipped
approximately to the level of asmall community hospital, including for example, asmall surgery,
awell equipped laboratory, consulting rooms and exercise/physiotherapy facilities. The services
which are provided range from occupational health, safety programmes, risk assessment and
management, health promotion through a proprietary programme (ProHealth), physiotherapy,

23



New Approachesto Improve the Health of a Changing Workforce

24

emergency treatment and general practitioner services. In addition, rehabilitation of ill or injured
workersis routinely undertaken as part of the OSH service. Neste is perhaps one of the more well
resourced OSH services in Finland, and may not be typical of smaller companies. However, the
approach which is taken is typical of the Finnish approach to workplace health.

Current policy initiatives

The policy background

Finland is to the forefront of new approaches to workplace health in Europe. There are a number
of reasons which explain the high level of innovative approaches to this issue. These include the
fact that thereis an extensive (and unmatched in Europe) research and devel opment infrastructure
for OHS, and a strong history of progressive development in health and social policy.

However, the most important factor which isdriving new health initiativesin Finland is concerned
with the demographics of the labour force, which is the oldest in Europe, and a related pensions
system, where a combination of early retirements and a predominantly ‘ pay-as-you-go’ funding
model has led to a need to limit the costs.

Until recently, the average age of retirement from the workforce was 58 years, though this has
now risen to 59, and this second lowest retirement age in Europe, when combined with the
unemployment crisis which struck Finland in the 1990s, led to projections that as much as 35%
of workers' salaries would need to be devoted to funding current pension liabilities, which would
clearly be unsustainable.

A further demographic feature of concern is that Finns of both sexes are living longer than
heretofore - life expectancy for women is now approaching 80 years, while male life expectancy
is approximately 77 years. It has been predicted that by 2005, the largest age group in the
workforce of many companies will be between 55 and 60 years old.

In short, Finland has faced a serious crisis whereby people are living longer and retiring early,
thereby increasing pension liabilities. In addition, the funding available to meet pension
reguirements was and is under pressure from reduced numbers in employment.

There are aso a number of other workplace health issues which are currently of concern in
Finland. This concern isreflected in the directions which current research is taking. Some current
research areas include:

e Unemployment and health - extending the concept of Maintenance of Work Ability to the
unemployed;

e  Developing new approaches to new workplace health threats, e.g. stress at work, 1T usage;

e  Developing new delivery mechanisms for atypical workers;

e  Developing responses to the problems posed by new forms of work organisation.
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Research plays an important role in Finland, as it is closely tied to the process of new policy
formation. The Finnish Government devotes a large amount of resources to undertaking research.
It would appear that the link between policy and research is a good deal stronger and closer than
in many other European countries, where research is either not undertaken at all, or its results and
findings are effectively ignored or sidelined.

The policy response

There are many aspects to the policy response to this situation. Fiscal measures have been
implemented which seek to reduce access to early retirement and the costs to the State. However,
of principal concern here are the workplace health policies which have been introduced to try to
reduce the level of early retirements due to ill health.

The main policy instruments which have been used to address these problems include:

1. The World Health Organisation’s Health For All programme which has been in place since
1982 and has been revised in 1993.

2. Maintenance of work ability - this programme (further described below) was instituted after
a wage negotiation pact recommendation in 1989, and was included in the occupational
health care as afunction of occupationa health servicesin 1991. The reimbursement system
for the costs of occupational health services changed to support the reorientation of the
servicesin 1995 and an evaluation and assessment of reorientation needs will be undertaken
in 1998.

3. Cost-containment of employment pensions - primarily based on the experiences of early
(invalidity) pensions, a Pension Committee of the early 1990s proposed several changesin
counting the level of pension, early and active rehabilitation efforts and termination of a
national basic pension. All these proposals have been put into effect as of 1998.

4. The nationa programme for ageing workers 1998-2002 - this programme is based on the
recommendation of a Committee on employability of ageing workers. A national
programme of the Ministries of Social Affairsand Health, Labour and Education jointly lead
a programme which aims to address all factors which directly or indirectly influence the
position of ageing workers in working life. The tools used are information, education,
marketing, training and experimenting and legidative change.

5. The Finnish Workplace Development Programme 1996-1999 - this is a State supported
action programme undertaken in many types of workplace and deals with such issues as
innovation, work organization, leadership and management, productivity and sustainability.

6. The employability of older long-term unemployed workers - this is a programme based on
service needs of the older long-term unemployed and its evaluation 1996-1999, concerning
10 towns in Finland. The model of operation expanded to cover all Finland in 1998.
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Many of these policies have been coordinated by the Ministry of Socia Affairs and Health and
have concentrated on actions in the areas of health, working life and retirement. The principal
instrument used to drive these policiesisthe ‘ Maintenance of Work Ability’ (MWA) concept. This
concept and methodology originated from a collaboration between employers and trade unions as
a response to the problems of early retirement, and has subsequently been developed by the
Finnish Institute of Occupational Health and the Pension Funds.

The MWA concept and methodology is currently being implemented in a number of programmes.
These most notably include the FinnAge programme (which this year has become a nationwide
programme called ‘ Experience - aNational Treasury’ which will run from 1998-2002), which has
a large focus on the workplace and a set of workplace pilots in the public sector, some large
private sector enterprises and a number of small company pilots.

Current practiceinitiatives

The *‘Maintenance of Work Ability’ concept

The*Maintenance of Work Ability’ (MWA) concept appearsto be unique to Finland, and has been
designed as a policy and practical response to problems of ill health in the workplace, with specia
emphasis on providing services to older workers. The health and disability problems of older
workers are not seen to be a function solely of the individual, but are due to the interaction of the
work environment and work tasks in which the individual operates, and the health status and
professional competence of the worker. Framing the problem in this way leads to a balanced and
multi-stranded strategy for intervention.

There are four key concepts within the MWA paradigm: these are:

e  Functiona Health Capacities - this refers to the health status of individuals in terms of the
functions they can perform.

e  Professiona Competence - this relatively new element of the MWA concept refers to the
level of education and training the individuals have, to enable them to undertake their work.

e Adjustment of the Physical Work Environment - this refers to the process of modifying the
physical aspects of the work environment in order to make the work more suited to the
worker. In particular, it focuses on efforts to reduce both whole body and local physical load.
This may be achieved by, inter alia, reducing work pace, altering work-rest schedules or
redesign of physical tasks.

e Adjustment of the Psychosocial Work Environment - this refers to the process of modifying
the psychosocial work environment for purposes of better fitting the work to the worker. In
practice, this can involve the concept of age management (see below) which involves
altering the attitudes of supervisors and the organisational climate.

The programme is based on the premise that both objective health status and perceived health
status decline with age. For example, research which has led to the development of the concept
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reported that 31% of female workers of all occupations in the 44-48 years age range reported at
least one musculoskeletal problem, while 11 years later, the same cohort reported incidence rates
of 56%. Similar increases were seen among males (Ilmarinen et a., 1991; Tuomi et a., 1997).

An analysis was performed of the factors which contribute to improvements in work ability over
time. The principal factors associated with improvements were 