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My background

• Over thirty years in workplace healthcare;

• Last eighteen years in integrated health risk 
management;

• Straddling safety, health and wellbeing;

• Qualifications include: MSc in Occupational 
Safety and Health; MSc in Exercise and 
Nutrition and a PhD in examining the 
underlying causes and contributory risk 
factors of workplace ill health;

• Interest in quantitative and qualitative data 
and how this can be used to remodel how we 
address work place health, safety and 
wellbeing.



What is integrated health?



Gold miners – Eldorado Creek, Yukon 

Territory, Canada 1898
Armaments factory workers – Woolwich 

Arsenal, England 1917

Miner in Midlands colliery –

Unknown location, England 1944



Safety focus

• Identify the hazards

• Who can be harmed and how

• Evaluate the risks and decide on precautions

• Record your significant findings

• Review your assessment and update if necessary

A risk assessment is about identifying the sensible risks 
in your workplace



Working conditions 2018

Why has disability continued to rise?

Why are these conditions becoming 
unsustainable?

Do employers understand the scale of 
the problem?

What about individual responsibility?



Main health risks

The two most common problems in the 
workplace that cause an employee ill 
health are:

1. Mental health - often highest 
number of days lost

2. Musculoskeletal disorders – often 
highest incidence but also number 1 
reason for healthcare plan and other 
benefit claims and overall cost

Often these two conditions are 
considered from a sickness absence 
perspective and whether they are work-
related.

BUT how do identify who can be harmed 
and how and how do you define whether 
work has caused or made the condition 
worse?



Priority 1 – Compliance focused 

mostly on physical risks and 

occupational causation

Priority 2 - Reactively address the 

symptoms using the medical 

model which can encourage 

treatment seeking behavior, over 

diagnostics and treatment

Priority 3 - Random approach and 

failing to address causation but with 

little musculoskeletal assessment or 

solution or psychosocial component

Traditional health risk management focus

Occupational health services and 

employee benefits

Health and wellbeing, hearts and minds

Traditional health and 

safety compliance of 

physical and 

psychological risk



Objective

Only 6% men and 4% women meet the activity guidelines. 7 out of 10 

men and 8 out of 10 women fell below their age “fitness” levels

Activity and Obesity, male vs. female

Creative Commons Attribution 2.0 Generic 
licence
https://creativecommons.org/licenses/by/2.0/
Author CGP Grey http://www.cgpgrey.com/

67% males and 55% 

females classify 

themselves as active 

(meeting Government 

guidelines of 5 x 30 

mins. of activity per 

week where slightly 

breathless or 75 mins. 

more strenuous activity)

*Subjective

34% males and 24% 

females and achieve 

Government guidelines 

for strength and 

conditioning (undertake 

muscle strengthening 

exercises twice a week)

67% males and 57% 

females are classified as 

overweight or obese

26% males and 24% 

females are classified as 

obese. 

9,325 episodes were 

admitted to hospital for 

obesity related (5 time 

higher than 10 years 

ago)

https://creativecommons.org/licenses/by/2.0/
http://www.cgpgrey.com/


Key personal health risks

Excess weight

• Overweight people are 2.5 times more likely to have an absence

Inactivity

• Is the 4th leading risk factor for all global deaths in the Western World

Poor nutrition

• Is now ranked as the UK’s number one risk factor for disabilities such as Cardiac, Diabetes, 

Digestive and Cancer

Ageing population

• Means that the impact of the above is going to significantly escalate the problems in the 

workplace as people continue to work into their 70s

Psychosocial factors

• Negative attitudes, beliefs and fears need to be managed

Increase in Musculoskeletal Disorders

• Becoming unsustainable for the NHS

Increase in Mental Health

• Especially in younger people and the nature of which is not being addressed in the NHS



• On-Employment

• Health and Safety training e.g. Manual 

Handling/Driver Training/DSE

• Sickness Absence

• Accidental Injury – work/social

• Health Surveillance

• Any performance related health issue

• Healthcare Plan claims

• Occupational Health services

• Health & Wellbeing

Identification and management of:

• Physical risks – e.g. posture

• Psychological risks – stress, anxiety, 

depression and raised cortisol levels

• Clinical – severity, cause and underlying 

cause/contributory risks

• Occupational – hours and type of work

• Lifestyle – weight, exercise, nutrition, 

alcohol, smoking

• Age – biological and comparison (i.e. 

ageing well or not)

• Gender – hormonal, strength, specific 

vulnerabilities

• Cultural/ethnic – genetic dispositions, 

attitudes, beliefs

• Social – family, friends, hobbies, sport

• Provide appropriate solutions to the 

specific and underlying problem and 

how this is impacting on ability to work 

now and in the future

• Provide education and self-help almost 

irrespective of problem

• Encourage personal engagement in the 

prevention and management of ill 

health – for LIFE

• Provide “treatment” via clinical and 

non-clinical support

• Treatment to be multidisciplinary

• Establish reassessment points based on 

risk and need

TOUCHPOINT

Assessment

TOUCHPOINT

Evaluation

TOUCHPOINT

Management

Integrated health – occupational and personal risk identification opportunities



Integrated health – organisational level



Integrated health – personal level



What has the integrated data told us?



Safet
y

Healt
h

Wellbeing

Organisational compartmentalisationOrganisational integration
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Physical

(inc. 

physiological)

Weight
Activity

(inc. S&C)
Nutrition Psychosocial Occupation

Age Deteriorates Can increase Can decrease
May not be 

supportive

May develop 

negative beliefs

May become 

more difficult

Gender Differences May fluctuate
May not be

sufficient

May be high in 

sugar/ lack fat &

protein

May be 

hormonal

May involve 

lifting, manual 

handling

Ethnicity Differences Maybe genetic
May contribute 

to attitude

May be high 

sugar, high bad 

fat, lack protein

May drive 

negative 

attitudes and 

beliefs

May drive

negative 

behaviours

Culture/Family Anthropology
May drive focus 

away from self

May make it 

difficult to 

exercise

May drive 

inappropriate 

food choices

May cause

additional 

stressors

May be a 

conflict to say 

family

Experience Conditioning

May help/ 

hinder 

maintenance

May help/ 

hinder 

involvement

May help/ 

hinder choices

May help/ 

hinder 

psychological

May help/ 

hinder

job type/ 

satisfaction

Other Medical Conditions Can affect

May cause 

increase/ 

decrease

May mean

exercise is 

difficult

May affect food 

choices

May affect 

coping 

strategies

May affect 

mood

Personal integration



Perception and reality

“If you are distressed by anything external, the pain is not due to 
the thing itself, but your estimate of it: and this you have the 
power to revoke at any moment.

Everything we hear is an opinion, not a fact. Everything we see 
is a perspective, not the truth.”

Marcus Aurelius 121-180 AD

Istanbul Archaeological Museum, room 6 - Bust of emperor Marcus 

Aurelius. -- Picture by : Giovanni Dall'Orto, May 28 2006.

https://commons.wikimedia.org/wiki/Istanbul_Archaeological_Museum
https://commons.wikimedia.org/wiki/Marcus_Aurelius
https://commons.wikimedia.org/wiki/User:G.dallorto


Percentage of “abnormal” findings on lumbar spine MRI and CT images in healthy pain-free

subjects by age group

Brinijikji et al.: Am J Neuroradiol (2014) via Adam 

Meakinshttp://www.ajnr.org/content/early/2014/11/27/ajnr.A4173.full.pdf
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Prevalence of “abnormal” findings seen on knee MRIs in those with and without pain

Guermazi et al.: BMJ (2012) via Adam 

Meakinshttp://www.bmj.com/content/345/bmj.e5339

77

72

59

38

31

20

11

72

68

50

36

23

25

9

0 10 20 30 40 50 60 70 80 90

Osteophytes

Cartilage Damage

Bone Marrow Lesions

Synovitis

Subchondral Cysts

Meniscal Lesions

Ligament Lesions

Pain No Pain

http://www.bmj.com/content/345/bmj.e5339


Percentage of neck disc bulges seen on MRI in 1,211 healthy, normal, pain-free subjects
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Nakashima et al.: Spine (2015) via Adam 

Meakinshttp://journals.lww.com/spinejournal/Fulltext/2015/0315

0/Abnormal_Findings_on_Magnetic_Resonance_Images_

of.11.aspx

http://journals.lww.com/spinejournal/Fulltext/2015/03150/Abnormal_Findings_on_Magnetic_Resonance_Images_of.11.aspx


74 Year Old Active Male

74 Year Old Sedentary Male

40 Year Old Active Male

MRI cross-sections to draw comparisons in body 

composition and lean muscle mass across ages 

and activity levels

Wroblewski et al (2011)

Exercise preserves lean muscle mass



The complexity interpreting Psychosocial factors

Understanding how we all look at 
situations through different lenses 
is key to integrated health 
management



Workplace Psychosocial factors

Understanding how we all look at 
situations through different lenses 
is key to integrated health 
management



Whole person



Disjointed Musculoskeletal healthIntegrated Musculoskeletal health
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Specific study

• 4 international organisations

• 56,000 employees

• Pilots, cabin crew, engineers, manufacturing, 
warehouse, technical service engineers, 
hotels, corporate office staff, call centre staff, 
sales and marketing;

• Plus data from circa 10,000 HGV drivers;

• Data from sickness absence; management 
referrals; accidents at work and outside 
work; private healthcare plans or treatment; 
EAP; group income protection; lost of 
licence; incapacity; EL and ET claims; 
individuals on modified duties; vehicle and 
DSE assessments and Wellbeing provision.



Mixed methods study

Convergence, 

triangulation 

and analysis of 

data

Clinical and non-clinical and 

interventions

Study 1a Quantitative analysis 

incidence and cost

Study 1b Qualitative analysis –

documents and discourse

Study 2 Qualitative analysis –

experiences of symptomatic 

individuals

Study 3 Qualitative analysis –

practitioners’ perspective 

Literature review including grey 

literature



Risk influences

Occupational
Health

Safety

Wellbeing

Personal
Physical

Psychological

Social

Intervention
Clinical

Non-clinical

Multidisciplinary



Initial key findings

• MSDs rank number 1 when ALL incidence and cost considered;

• Circa 80% are non-clinical but normal use of MSK system and conditioning;

• Private healthcare costs are circa 50% due to MSDs and access to benefit drives unnecessary 
treatment;

• Circa 80% of the population with musculoskeletal and mental health were inactive and therefore 
higher then national statistics suggest;

• Circa 67% of the population studied were overweight/obese and in line with national statistics;

• Psychosocial factors were not quantified due to recording issues BUT were present in 99% of the 
qualitative data;

• Circa 80% of the ill health conditions were not clinical BUT were being treated via traditional clinical 
pathways with limited success.



Underlying risk factors relating Musculoskeletal and Mental Health absence

*Population of 30,000 employees

Risk Factor Musculoskeletal Mental 

Health

Comments

% of individuals who are inactive 66% of episodes and 

69% of days lost

72% of 

episodes and 

73% of days 

lost

Main driving factor

Obese/Overweight and inactive 47% 48% Increased risk when excess weight and inactivity combined

Obese + inactive 19% 21% Significant volume of obese and inactive which is affecting mental health as well as 

musculoskeletal

Overweight + inactive 28% 27% Again this demonstrates the impact of the combined risks in both conditions

Normal + inactive 18% 22% Confirms that inactivity is a major issue and more significant in mental health

Obese/Overweight and active 21% 17% This category may include individuals whose BMI suggests that they are overweight/obese 

but that this is due to muscle mass and hence requires further clarification in the future

Obese + active 7% 7% Demonstrates that the activity mitigates to some degree the excess weight but may also 

include very fit individuals as outlined above

Overweight + active 16% 10% Again demonstrating the mitigation of activity

Normal weight and active 11% 8% Again highlights the mitigating effect of activity

% increase in risk
Obese and inactive 137% 182% A significant increase in risk for individuals with the combination of risks compared 

to those that are obese and active

Overweight and inactive 76% 148% As above but where the increase risks are reduced as weight is lower

Normal weight and inactive 57% 68% Supports the finding that inactivity is the major issue



Findings from the Qualitative data

• Individuals are not in general achieving successful outcomes from the current 
medical model;

• Individuals are unaware of the implications of excess weight, inactivity
and poor nutrition on musculoskeletal and mental health;

• Safety ignores the personal risk factors in safety critical situations;

• The benefits provided such as private healthcare are over-treating and not 
addressing the real issues;

• The clinicians are facing unrealistic demands from patients to provide what 
they want rather than what they need;

• Psychosocial factors are not being considered from a safety, health or 
wellbeing perspective and can lead to SAD.



Stress, anxiety and depression (SAD)

• Is normal – the issue is preventing normal becoming ill health;

• Higher incidence in office based roles;

• Individuals that are active at work have lower incidence and a 
significantly lower length of absence than colleagues in sedentary roles;

• Perceived work related is a 4:1 ratio with actual;

• MSD cases where the individual is overweight/obese have fewer days 
lost per episode if they have an active role irrespective of whether 
they are inactive or active outside of work.



Additional findings – functional assessments

• 93% of 175 had functional restriction that could 
lead to an MSD or inability to perform their 
work;

• Only 8% of 40 factory workers reported pain 
even though 93% had restrictions;

• However, 30% of field and office based staff (n 
= 138) reported pain;

• Subjective reports of inactivity between 30% to 
40% but if measured objectively likely to be 
closer to the 80%;

• Over 50% of the population had a high-risk 
height to weight ratio;

• High blood pressure was also an issue: Factory 
= 40%; Field = 59% and Office 30%.



Assessment of major physiotherapy provider;

• 927 participants;

• 86% were referred for face to face; Only 36% 
should have been referred for face to face

• 14% provided self-help. 49% could have 
benefitted from self-help

• Remaining 15% of 36 and 49 required referral to 
either specialist, GP, other practitioner or A&E.

Musculoskeletal triage



Office work perceived to be low 
risk – why do we see so much 
stress, anxiety and depression, 
what do we take into account and 
when do we know whether this 
person is fit for purpose or 
vulnerable to harm?



Van driver – BMI 34, sleep 
apnoea and psychological 
issues including self harm



Would a 40 year old man with 
a BMI of 36 who takes no 
exercise and is a smoker be fit 
to drive an HGV?

Creative Commons Attribution 2.0 
Generic licence
https://creativecommons.org/licenses/by/
2.0/ Author CGP Grey 
http://www.cgpgrey.com/

https://creativecommons.org/licenses/by/2.0/
http://www.cgpgrey.com/


Airline pilot – are they fit to fly with:

• Achilles tendonopathy and plantar fasciitis – identified via a healthcare plan 
claim?

• Psychological issues – including fear of flying found by the healthcare plan?
• Psychological issues divulged to the Careline?



So what do we need to do differently?



Think the unthinkable

• Legislation – Health and Safety, Equality Act etc. does not really help employers take account of the personal 
risk factors and how to address them;

• Safety – often ignores the multidimensional nature of risk and has unintended consequences;

• Health – benefits are aligned around the traditional medical model and are not addressing the real issues;

• Clinicians do not understand how to manage lifestyle risks and use non-clinical solutions;

• Wellbeing – ignores musculoskeletal risks and is limited in addressing psychological or psychosocial risks;

• WE NEED TO CHANGE PRACTICE AND STOP IGNORING GOOD RESEARCH AND ADVICE



Focus 1 – Identifying and 

addressing root cause as an 

“holistic” approach to all safety, 

health and wellbeing on a need-

to-do not nice-to-do basis 

Focus 2 – Proactively treating 

the cause and the symptoms 

by designing benefits to 

equally address the non-

clinical factors

Focus 3 – An enhanced 

approach to compliance to 

truly reduce the risks of ill 

health, injury and death

Strategic framework

Health, Safety and Wellbeing. An integrated 

approach to the assessment and management of 

occupational and personal risk factors

Focused Occupational Health and 

supporting employee benefits to 

address the personal risks in a 

proactive manner

Integrating 

Health with 

Safety



We need to:
• Simplify the complex;

• Learn rather than ignore;

• Broaden our minds to a greater width of research;

• Not be afraid of change;

• Understand that health risks are dynamic and ever 
changing and rarely one dimensional;

• Why? – because health risks involve people.



Musculoskeletal research – an international 
dimension

1. Evidence of underlying issues is 100 years old – Sandow (1916);

2. Engel, (1977) and the outdated medical mode and introduction 

to the biopsychosocial model;

3. Kendal, Linton, Waddell, Burton, Main (across numerous 

publications) and many more authors during the 1997 to 2007 

about the biopsychosocial model and the need to change;

4. Woolf and the Global need to focus MSDs rather than ignore 

them – hence the Bone and Joint Decade 2000-2010 and 2010 

to 2020;

5. Bishop & Foster (2005) re the lack of practice of the 

biopsychosocial model; 

6. O’Sullivan et al., in several papers (2016, 2017, 2018) about the 

multifactorial issues;

7. Buchbinder, Hartvigsen & Hancock (2018) and Foster, et al., 

(2018) papers feature in the Lancet 2018 and the Global 

challenge relating to low back pain, the quality of research and 

the multifactorial and multidimensional nature of managing 

MSDs.



Key findings from Foster, et al., (2018)

• Guidelines recommend self-management with physical and psychological 
therapies;

• Less emphasis on pharmacological and surgical treatments;

• Use of imaging is not recommended;

• Little prevention research exists;

• Non-evidence based practice includes presentation at A&E, liberal use if 
imaging, opioids, spinal injections and surgery;

• Redesign of clinical pathways, integrated health and occupational health 
needed;

• Changes to legislation, funding and public health preventative strategies;

• Further research requires research into change;

• No single solution will be effective.



“This book is a serious attempt to 

grapple with one of the greatest 

problems that has ever confronted the 

civilized to meet a crisis which beside 

which the terrible blood bath from which 

the world has just emerged is but a 

bagatelle. For it deals with the serious 

menace of physical deterioration and 

the prevention and eradication of 

disease, the most devastating enemy 

that humanity has ever had to face. 

Where war has killed millions, disease 

is killing tens of millions”

Eugen Sandow, “Life is Movement” 1920

• Medicine vs. Exercise

• Importance of exercise

• Enjoyable exercise

• Heavy lifting

• Exercise in the open air

• Variation and 

periodization

• Cycling

• Sleep

• Nutrition



Sir Arthur Conan Doyle

“If it could be shown that the body developed at the 

expense either at the mind or of the character, the 

physical degeneration might be accepted as the price 

that which the human race must pay for its mental and 

spiritual advance. But the facts are the very opposite. 

Vice and ignorance are the companions of ugliness. 

That which is physically beautiful stands in the main for 

that which is mentally sane, and spiritually sound. The 

classic ages of Greece, which showed the biggest 

intellectual average in this world in a single population 

produced also the finest physical types, which the 

sculptor has ever committed to marble. The man who 

can raise the standard of physique in any country has 

done something to raise all other standards as well.”



3 Simple Wellbeing solutions

We are looking to focus on 3 simple messages to support our key risk areas (musculoskeletal, 
mental health and digestive) and that 80% of ill health is not clinical:

Move More – activity and functional based education and how important these are to health –
use it or lose it

Keep Talking – encouraging positive mental attitude, face to face conversations, expressions 
and normalisation – express yourself

Eat Well – promoting good nutrition, weight maintenance and how appropriate fuelling is 
integral to all aspect of health and wellbeing – food for life

Focus on the Whole Person at each and every step and give them the ability to take control of 
their own health and wellbeing



Recommendations

• Public health – opportunity to improve education in schools; 

• Legislation needs to also focus in individual responsibility;

• Risk management – needs to consider personal risks;

• NHS – needs to be non-political and use non-clinical treatments to manage patients and patients need to 

understand what they can do to help themselves;

• Clinical bodies – need to help them members understand the broader non-clinical issues;

• Clinical practitioners – need to understand the range of issues outside of their training to either help take 

additional qualifications or work with other practitioners that can help;

• Sports medicine – needs to integrate with clinical practice to use knowledge to “treat” patients;

• Wellbeing providers – need to assess and address musculoskeletal and mental health;

• Insurance companies – need to review benefits and outcomes and restructure provision support addressing 

the multifactorial issues;

• Large employers – need to integrate safety, health and wellbeing;

• The Government – needs to work with employers to understand how legislation and treatment models 

need to change and the Media need to embrace the “truth”.



The future has to be about helping employees take control of their own health

Providing safety, health and wellbeing strategies and benefits that support this vision

Interventions should be tailored and provided only when appropriate to do so



healthcare rm

Ashvale, Ashchurch Business Centre, Alexandra Way, Tewkesbury, 

Gloucestershire, GL20 8NB

0333 577 8776 www.healthcare-rm.com


